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	DEPARTMENT OF HEALTH SERVICES
Division of Medicaid Services
F-02601 (01/2020)
	
	STATE OF WISCONSIN

	WISCONSIN 1-2 BED ADULT FAMILY HOME (AFH) APPLICATION

	INSTRUCTIONS:
Completion of this form is not required through Wisconsin State Statute; however, completion of this form is required for certification and recertification as a 1-2 bed adult family home. Applicants will not be considered as certified until all necessary paperwork is completed, submitted, verified, and approved. All applicants that submit a completed application must also submit a completed Home and Community-Based Settings Adult Residential Provider Assessment (F-02117).

Personally identifiable information on this form is collected to verify that the application is complete and accurate, and will be used only for this purpose.

	[bookmark: Check1]|_| Initial Application: First time certification as a 1-2 bed adult family home with the State of Wisconsin. Must complete the entire application. 
	[bookmark: Check2]|_| Recertification: For recertification, provider must complete Sections A - C, E, F, H, I, and K as well as submit all required documentation listed in section H.

	SECTION A: DEMOGRAPHICS

	Applicant 1

	Last Name
	First Name
	MI
	Maiden Name or AKA

	[bookmark: Text2]     
	[bookmark: Text3]     
	[bookmark: Text4]     
	[bookmark: Text5]     

	Date of Birth
	SS#
	DL#
	Fax

	[bookmark: Text6]     
	[bookmark: Text7]     
	[bookmark: Text8]     
	[bookmark: Text9]     

	Marital Status
	Home Phone

	[bookmark: Check3][bookmark: Check4][bookmark: Check5][bookmark: Check6]|_| Single  |_| Married  |_| Divorced  |_| Widowed
	[bookmark: Text10]     

	Email Address

	[bookmark: Text11]     

	Highest level of Education
	Name of College/Area of Study

	|_| High School  |_| Technical School  |_| College Degree
	     

	Employer Name
	Your Job Title

	[bookmark: Text13]     
	[bookmark: Text14]     

	Work Phone
	May we call you at work?
	What hours do you work?
	Best time to call?

	     
	[bookmark: Check10][bookmark: Check11]|_| Yes  |_| No
	     
	     

	Applicant 2

	Last Name
	First Name
	MI
	Maiden Name or AKA

	     
	     
	     
	     

	Date of Birth
	SS#
	DL#
	Fax

	     
	     
	     
	     

	Marital Status
	Home Phone

	|_| Single  |_| Married  |_| Divorced  |_| Widowed
	     

	Email Address

	     

	Highest level of Education
	Name of College/Area of Study

	|_| High School  |_| Technical School  |_| College Degree
	     

	Employer Name
	Your Job Title

	     
	     

	Work Phone
	May we call you at work?
	What hours do you work?
	Best time to call?

	     
	|_| Yes  |_| No
	     
	     

	Name of Adult Family Home (AFH)

	[bookmark: Text15]     

	Street Address
	City
	State
	Zip Code

	[bookmark: Text16]     
	[bookmark: Text17]     
	WI
	[bookmark: Text18]     

	County Name
	Township or Village
	AFH Phone Number

	[bookmark: Text19]     
	[bookmark: Text20]     
	[bookmark: Text21]     

	Does GPS find your home?
[bookmark: Check12][bookmark: Check13]|_| Yes  |_| No
	Color of Home: 
     
	Outside Covering: 
[bookmark: Check14][bookmark: Check15]|_| Siding  |_| Brick

	Located on what side of the road: (Check one)

	[bookmark: Check16][bookmark: Check17][bookmark: Check18][bookmark: Check19]|_| North  |_| South  |_| East  |_| West

	Directions to Home

	[bookmark: Text22]     

	[bookmark: Check20]|_| Does either applicant reside at a location different from the address above or utilize a mailing address that differs from the residence above? If yes, provide additional contact information in the space provided.

	     

	SECTION B: OTHERS HOUSEHOLD MEMBERS

	Name (oldest first)
	Date of Birth
	Sex
	Living in Home

	[bookmark: Text23]1.      
	[bookmark: Text24]     
	[bookmark: Check21][bookmark: Check22]|_| M  |_| F
	[bookmark: Check23][bookmark: Check24]|_| Yes  |_| No

	2.      
	     
	|_| M  |_| F
	|_| Yes  |_| No

	3.      
	     
	|_| M  |_| F
	|_| Yes  |_| No

	4.      
	     
	|_| M  |_| F
	|_| Yes  |_| No

	Other Persons Living in or are Frequent Visitors of the Home

	Name (oldest first)
	Date of Birth
	Sex
	Living in Home

	1.      
	     
	|_| M  |_| F
	|_| Yes  |_| No

	2.      
	     
	|_| M  |_| F
	|_| Yes  |_| No

	SECTION C: DESCRIPTION OF THE HOME

	Location Description
	Nearest Town
	Number of Years at this Address

	[bookmark: Check25][bookmark: Check26][bookmark: Check27]|_| City  |_| Rural  |_| Farm
	     
	     

	Do you own or rent?
	Previous Address

	|_| Own  |_| Rent
	     

	Type of Adult Family Home (See Article 1.C of the Wisconsin 1-2 Bed AFH Standards (P-00638)
[bookmark: Check28][bookmark: Check29]|_| Traditional Adult Family Home  |_| Community Care Home

	Type of Home
	If a house, how many stories?
	If an apartment, what floor is it on?

	[bookmark: Check30]|_| House  |_| Apartment  |_| Mobile Home
	[bookmark: Check31][bookmark: Check32][bookmark: Check33][bookmark: Text25]|_| One  |_| Two  |_| Other:      
	|_| One  |_| Two  |_| Other:      

	How is water supplied to your home?
	Is your home wheelchair accessible?

	[bookmark: Check34][bookmark: Check35]|_| Public Water Supply  |_| Private Well (testing required)
	|_| Yes  |_| No

	Number of Bedrooms
	Number of Bathrooms

	First Floor
	Second Floor
	Other
	First Floor
	Second Floor
	Other

	[bookmark: Text26]     
	     
	     
	     
	     
	     

	How many rooms are in the home (to include bath, bedroom, and laundry rooms)?

	[bookmark: Text27]     

	Describe any other special adaptations in your home (ramps, etc.)

	     

	Do the individual(s) have an option for their own bedroom or must they share a bedroom?

	[bookmark: Check36][bookmark: Check37]|_| Own Room  |_| Share Room

	If the individual must share a room, are they allowed to choose their roommate?

	|_| Yes  |_| No

	Are the individual(s) allowed to decorate their room in a manner of their choosing?

	|_| Yes  |_| No

	Do the individual(s) have keys to their bedroom(s)?

	|_| Yes  |_| No

	Do their bedroom doors lock to allow for privacy?

	|_| Yes  |_| No

	Can the bathroom door be locked to allow for privacy?

	|_| Yes  |_| No

	Are there pets in your home?
	Do you allow members to have pets in your home?

	|_| Yes  |_| No
	|_| Yes  |_| No

	Type of Pet
	Expiration Date(s) of Vaccine

	1.      
	[bookmark: Text30]     

	2.      
	     

	[bookmark: Text29]3.      
	     

	Information about Available Transportation

	Do you have reliable transportation available?
	Is your vehicle handicap accessible?

	|_| Yes  |_| No
	|_| Yes  |_| No

	List other persons in the household with a valid driver’s license who are willing to provide transportation: 

	1.      

	2.      

	3.      

	Do you use your home for business purposes or provide other services within your home?
|_| Yes  |_| No

	If yes, describe:

	     

	Please describe the layout of your home in the space provided below. If you require additional space beyond what is provided below, the information can be submitted on a separate document to be attached to the completed application.

	     

	SECTION D: EXPERIENCE/TRAINING

	Are you applying to provide care for a specific person? |_| Yes  |_| No

	[bookmark: Text31]If Yes, relationship to person?      

	Have you provided care for adults in your home previously?

	Applicant 1. |_| Yes  |_| No
	When?      

	Applicant 2. |_| Yes  |_| No
	When?      

	If no, how did you learn about our program?

	     

	If you are currently licensed or certified by another entity other than the WI Department of Health Services, please list the entity that completed your last certification and effective date:

	     

	You will need to submit a copy of your current license or certificate with your application.

	SECTION E: EXPERIENCE/TRAINING

	Have you ever been denied licensure or certification of any kind to provide care and services, or has such licensure or certification been revoked or suspended?

	Applicant 1. |_| Yes  |_| No
	When?      

	If yes, please identify the licensing or certifying agency and type of license or certificate:

	     

	Applicant 2. |_| Yes  |_| No
	When?      

	If yes, please identify the licensing or certifying agency and type of license or certificate:

	     

	In the past two years, has either applicant experienced the denial of an original application for certification, denial of an application for recertification, or revocation of the existing certification or license of any residential or day service for adults or children? |_| Yes  |_| No

	If yes, describe:

	     

	SECTION F: PREFERENCE

	Do you want to be certified for one or two adults?
	Would you prefer to work with adults who are: 

	|_| One  |_| Two
	[bookmark: Text32]     

	What age group would you prefer to work with?
	What populations would you prefer to provide care for?

	[bookmark: Text33]     
	     

	Are you interested in providing short-term (respite) care to an adult in your home?

	|_| Yes  |_| No

	SECTION G: BACKGROUND CHECKS

	As stated in Article IV.3 the Wisconsin Medicaid Standards for Certified 1-2 Bed Adult Family Homes (P-00638) all applicants, staff, substitute providers and household members 18 years of age and above must complete a caregiver and criminal background check completed at minimum of every 4 years. 
If you or your staff members/caregivers do not have a current background check on file, all applicable individuals must print and complete the Background Information Disclosure (F-82064) form and then submit the signed releases with your completed application.
Adult family home providers are required to complete background checks for all of their own staff and caregivers. The Department will only perform these checks on applicants and other individuals living in the home. Single Subject or Multiple Subject requests may be submitted directly to the Department of Justice for any incomplete criminal background checks through the Wisconsin Department of Justice. Providers must ensure that they mark ‘Caregiver-General’ under the Request Purpose before submitting their payment and completed form. 
The Department of Health Services will require proof of completion of current background checks for all staff and caregivers. Information about the background check process can be accessed and downloaded at: https://www.dhs.wisconsin.gov//caregiver/employee.htm 


	SECTION H: DOCUMENTATION REQUIREMENTS

	Required documentation will need to be available for State Reviewers during your certification inspection. Please make sure you have all necessary information readily available and organized. You may create your own documents if you do not currently possess the required documentation. 
Providers will need to have the following documents readily available during the certification inspection:

1. Service Agreement
2. Individual Service Plan (ISP)
3. Background checks on all applicants, staff, substitute providers and household members 18 years of age and above. 
4. House Rules and Responsibilities
5. Proof of Vehicle and Homeowner’s Insurance
6. Documentation of 60-day operating funds
7. Resident Grievance Procedure
8. Fire Safety Evacuation Plan
9. Floorplan with room dimension, exits and usage
10. Monthly Inspections for fire extinguishers, water temperature, and carbon monoxide and smoke detectors
11. Program Statement – The Standards state that all AFHS shall have a program statement describing, at minimum, each of the following:
a. Target group(s) the applicant is willing to serve; 
b. Whether the house is physically accessible to individuals who require such assistance; 
c. The physical features of the adult family home, such as ground sand community resources; 
d. The services and skills offered by the adult family home to the resident(s); 
e. The operator’s intentions for licensing or certification under other standards for adults or children; 
f. The operator’s intentions for respite care, including a statement as to the maximum number of temporary adult or child residents that may be in the home at any one time; 
g. Any other information the AFH deems appropriate to help prospective residents or placement agencies make decisions related to use of the adult family home. 


	SECTION I: REFERENCES

	List three (3) people who you know well, who may be contacted to provide personal reference. Only one (1) reference may be a relative.

	1. Name
	Relationship

	[bookmark: Text37]     
	[bookmark: Text38]     

	Street Address
	City
	State
	Zip Code

	     
	     
	[bookmark: Text34]     
	     

	Phone Number
	Email

	[bookmark: Text35]     
	[bookmark: Text36]     

	2. Name
	Relationship

	     
	     

	Street Address
	City
	State
	Zip Code

	     
	     
	     
	     

	Phone Number
	Email

	     
	     

	3. Name
	Relationship

	     
	     

	Street Address
	City
	State
	Zip Code

	     
	     
	     
	     

	Phone Number
	Email

	     
	     

	SECTION J: FINANCIAL INFORMATION

	Medical Assistance – Per Wisconsin State standards, Adult Family Home Providers may be requested to present evidence of having or having access to sufficient financial reserves to meet the needs of all residents and of all members of the household for whom the provider is financially responsible and to ensure the adequate functioning of the home for a period of at least 30 days without receiving pay for the care of any residents

	Net Family Income

	$     

	Net Family Income

	$     

	Sources of Income (wages, Social Security, interest, child support etc.) Do not list individual dollar amounts.

	1.      

	2.      

	[bookmark: Text39]3.      

	SECTION K: ATTESTATION AND SIGNATURES

	The applicant is responsible for notifying the Department of Health Services, in writing, of any changes in the information in the application. 

In completing this application, I (we) understand that there is no guarantee by the Wisconsin Department of Health Services that an adult will be placed in my (our) home. 

I (we) give permission to contact the references provided and in addition, obtain any medical, psychiatric, financial, criminal, and employment information needed to process this application. The Department of Health Services is free to verify any information on the application form and to contact other agencies, such as Human Service Departments and 51.42 Agencies. 

I (we) understand that the information disclosed will be used for the sole purpose of investigating my application for Adult Family Home certification.

I (we) further attest that the information contained in this questionnaire is true, correct, and complete to the best of my (our) knowledge. 


	SIGNATURE – Provider Applicant #1
	Date Signed

	
	

	SIGNATURE – Provider Applicant #2
	Date Signed

	
	

	Further, I attest that I have read and will comply with all applicable requirements as stated in the Wisconsin Medicaid Standards for Certified 1-2 Bed Adult Family Homes (P-00638).

	SIGNATURE – Provider Applicant #1
	Date Signed

	
	

	SIGNATURE – Provider Applicant #2
	Date Signed

	
	

	SUBMISSION OF COMPLETED APPLICATION

	Completed applications should be submitted by mail. Applicants should save a copy of their completed application and any documentation prior to submission to the Department of Health Services. 

Mail: Submit all required documentation to the following address: 
Wisconsin Department of Health Services
Attn: 1-2 Bed AFH Certifications
1 West Wilson Street, Room 518
P.O. Box 7851
Madison, WI 53707-7851

Once your application is received, staff will contact you if there are areas requiring correction or supplemental information. Applicants are discouraged from emailing their completed application to the Department due to the sensitive information enclosed herein. 

Questions can be submitted by email to:  dhsirisafh@dhs.wisconsin.gov, or by phone to: 844-910-3658.




