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WISCONSIN MEDICAID 
PROVIDER AGREEMENT AND ACKNOWLEDGEMENT OF  

TERMS OF PARTICIPATION 
(School-Based Providers, Case Management Providers, Mental Health Agency Providers) 

 
By signature of its authorized representative below, 
  

(Provider’s Name and Number [if assigned]. Name must exactly match the name used on all other documents.) 

hereinafter referred to as the “Provider,” a certified provider of health care services under Wisconsin Medicaid, 
hereby agrees and acknowledges as follows: 

1. In compliance with 42 CFR s. 431.107 of the federal Medicaid regulations, the Provider agrees: 

a. To keep any records necessary to disclose the extent of services provided to members. 

b. Upon request, to furnish to the Department of Health Services (DHS), the Secretary of the federal 
Department of Health and Human Services (HHS), or the state Medicaid Fraud Control Unit, any 
information regarding services provided and payments claimed by the Provider for furnishing services 
under Wisconsin Medicaid. 

c. To comply with the disclosure requirements of 42 CFR Part 455, Subpart B, as now in effect or as may 
be amended. As used in these disclosure requirements, a person with an ownership or control interest 
means an individual or corporation that has direct or indirect (or combination of direct and indirect) 
ownership interest of five percent or more in a Provider or an interest of five percent or more in any 
mortgage, deed of trust, note, or other obligation secured by the Provider if that interest equals at least 
five percent of the value of the property or assets of the Provider, or an individual who is an officer or 
director of the Provider if organized as a corporation or a partner in the Provider if organized as a 
partnership. The Provider shall furnish to the DHS in writing: 

i. The Provider’s date of birth and Social Security number (SSN) (in the case of an individual). 

ii. The name, address, date of birth, and SSN of any managing employee of the Provider. 

iii. The name and address of any person with an ownership or control interest in the Provider.   

iv. The tax identification number of any corporation with an ownership or control interest the Provider 
or in any subcontractor in which the Provider has a five percent or more interest. 

v. The name and address of any Medicaid provider, fiscal agent or managed care entity, or other 
vendor of drugs, medical supplies, or transportation, in which the Provider or any owner of the 
Provider has an ownership or control interest. 

vi. Whether a person with an ownership or control interest in the Provider is related to another person 
with ownership or control interest in the Provider as a spouse, parent, child, or sibling. 

vii. Whether any person with an ownership or control interest in any subcontractor in which the 
Provider has a five percent or more interest is related to another person with ownership or control 
interest in the Provider as a spouse, parent, child, or sibling. 

viii. The names, addresses, and any significant business transactions between the Provider and any 
subcontractor. 
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ix. The identity of any person with a five percent or more interest in the Provider who has been 
convicted of a criminal offense related to that person’s involvement in any program under 
Medicare, Medicaid, or Title 20 services programs since the inception of those programs. 

The address for corporate entities must include, as applicable, the primary business address, every 
business location, and the PO Box address. 

d. If the Provider is a hospital, nursing facility, provider of home health care and personal care services, 
hospice, or HMO, to comply with the advance directives requirements specified in 42 CFR Part 489, 
Subpart I, and 42 CFR s. 417.436(d). 

2. In compliance with 42 CFR s. 431.107(b)(5), each provider eligible for a National Provider Identifier (NPI) 
is required to furnish its NPI to the state agency on all enrollment documents and Medicaid claims. 

3. In compliance with 42 CFR 455.104(c)(1)(iv), Medicaid providers (other than an individual practitioner or 
group of practitioners), managed care entities, and fiscal agents are required to notify Wisconsin Medicaid 
within 35 days after any change in ownership. of the provider, managed care entity or fiscal agent. 

4. Provider acknowledges that certain terms, conditions, and restrictions that are either listed in this section, set 
forth in applicable law, or available to Provider through Wisconsin Medicaid govern its participation as a 
provider in Wisconsin Medicaid, and that by submitting claims as a Wisconsin Medicaid provider, the 
Provider becomes subject to these terms, conditions, and restrictions. Some of these terms, conditions, and 
restrictions are set forth in Internet-based provider handbooks, bulletins, and periodic updates regarding 
changes in state or federal law, policy, reimbursement rates and formulas, departmental interpretation, and 
procedural directives such as billing and prior authorization procedures, and specific reimbursement 
changes, which are issued by the DHS under ch. DHS 108.02(4), Wis. Admin. Code. These handbooks, 
bulletins, and periodic updates are available to the Provider through the ForwardHealth Portal at 
www.forwardhealth.wi.gov/. The omission of any applicable term, condition, or restriction from this section 
does not excuse the Provider from complying with that term, condition, or restriction. The Provider further 
acknowledges that all applicable terms, conditions, and restrictions govern the Provider’s participation in 
Wisconsin Medicaid, regardless whether the Provider has actual knowledge of those terms, conditions, and 
restrictions. 

a. The DHS offers the Provider several options for submitting claims and other information to the DHS, 
including electronic and Web-based submission methodologies that require the input of secure and 
discrete access codes but not written provider signatures. The Provider has sole responsibility for 
maintaining the privacy and security of any access code the Provider uses to submit information to the 
DHS, and any individual who submits information using such access code does so on behalf of the 
Provider, regardless of whether the Provider gave the access code to the individual or had knowledge 
that the individual knew the access code or used it to submit information to the DHS. The Provider is 
responsible for repayment to the DHS of any overpayment, and is subject to any sanctions that may be 
imposed by the DHS, based on any information submitted by any third party in the Provider’s name or 
provider number or using the Provider’s access code, with or without the Provider’s knowledge or 
consent, regardless of the manner in which the information was submitted. 

b. The Provider is subject to certain federal and state laws regarding confidentiality and disclosure of 
medical records or other health information, including the Administrative Simplification provisions of 
the Health Insurance Portability and Accountability Act of 1996 (HIPAA) for all services, information, 
transactions (including electronic transactions), privacy, and security regulations. 
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c. An entity that receives or makes payments under a state Medicaid Plan or any waiver of such plan 
totaling at least $5,000,000 annually shall establish written policies for all employees and contractors in 
accordance with s. 6032 of the Deficit Reduction Act of 2005. 

d. Reimbursement of the Provider for services and items properly provided under the program is governed 
by the “Terms of Reimbursement,” as are now in effect or as may later be amended. 

e. Extrapolation may be used as a method to calculate the amount owed by the Provider to Wisconsin 
Medicaid when it has been determined, as a result of an investigation or audit conducted by the DHS, the 
Department of Justice Medicaid Fraud Control Unit, the federal HHS, the Federal Bureau of 
Investigation, or an authorized agent of any of these entities based on a sample of claims, that the 
Provider was overpaid. 

f. Failure by the Provider to submit claims for payment for more than a 12 consecutive month period may 
result in the Provider being placed on inactive status. A Provider is not eligible for reimbursement for 
services provided while on inactive status. Providers placed on inactive status must reapply to Wisconsin 
Medicaid to reactivate their status. 

g. The Provider agreement for each school-based service provider or Cooperative Educational Service 
Agency (CESA), case management agency, mental health agency and individual, or county or tribal 
agency must include the authorized public entity signature signifying approval for the provider to use 
non-federal public funds to match the federal Medicaid payment to the provider. If a public case 
management provider serves more than one county, the additional county or tribe must also sign this 
agreement. If more than two counties or tribes are served, attach a copy of the signature page to obtain 
additional county(ies) or Tribal signature(s). The agreement for private case management providers 
must include the signature of the public entity or entities that will provide the non-federal share for the 
services provided.  

5. The Provider certifies that the Provider and each person employed by it for the purpose of providing services 
hold all licenses or similar entitlements and meet other requirements specified in DHS 101-108, Wis. 
Admin. Code, and required by federal or state statute, regulation, or rule for the provision of the service. 

6. The Provider’s certification to participate in Wisconsin Medicaid may be terminated by the Provider as 
provided at s. DHS 106.05, Wis. Admin. Code, or by the DHS upon grounds set forth at s. DHS 106.06, 
Wis. Admin. Code. This Agreement and Acknowledgement remains in effect as long as the Provider is 
certified to participate in Wisconsin Medicaid. 

7. The Provider acknowledges that any statement made in this document or in the provider application process 
constitutes a statement or representation of a material fact knowingly and willfully made or caused to be 
made by the Provider in an application for a benefit or payment, or made for use in determining rights to 
such benefit or payment, that is, within the meaning of s. 49.49(1) and (4m), Wis. Stats., which, if false, 
subjects the Provider to criminal or other penalties. 

 
 

ALL FOUR PAGES OF THIS PROVIDER AGREEMENT AND ACKNOWLEDGEMENT MUST BE 
RETURNED TOGETHER. 
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Name — Provider National Provider Identifier 

Address (This is the provider’s practice location address.) 
 

Street Address Line 1   

Street Address :Line 2   

City  

State  

ZIP+4 Code  

SIGNATURE — Provider or Authorized Representative Title Date Signed 

By my signature and per paragraph 2(g), I certify that the following school district, CESA, county, municipality, tribe, or state agency 
will provide non-federal public funds to match the federal Medicaid payment for services provided to Medicaid members. 

Indicate Type and Name of Agency 
 

 School District / CESA   

 County / Municipality  

 Tribal Agency  

 State Agency  

Name — Authorized Public Entity Representative Title — Authorized Public Entity Representative 

SIGNATURE — Authorized Public Entity Representative Date Signed 

 

FOR DHCAA USE ONLY (Do not write below this line.) 
SIGNATURE DATE 

 
 

MODIFICATIONS TO THIS AGREEMENT CANNOT AND WILL NOT BE AGREED TO. 
THIS AGREEMENT IS NOT TRANSFERABLE OR ASSIGNABLE. 
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