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IRIS Vendor-Provider Paperwork

Vendor-Provider Forms Instructions And Samples
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EXAMPLE: F-01312 
IRIS Provider Application

Page 1 INSTRUCTIONS 

PROVIDER DEMOGRAPHICS 
Organization Name: The organization 
name, if applicable. 

Provider's Name: The Provider’s full, 
legal name in last name, first name, 
middle initial format. 

Phone Number: The Provider’s 
phone number with Area Code. 

Email Address: The Provider’s email 
address. 

Title: The Provider's title, if applicable.

Are you applying  as: Check the box that 
describes the Provider (Agency or 
Individual Practitioner). 

Type of Application: Check the box that 
describes the type of application (Initial 
Application or Reinstatement).

W-9 Exempt: If Provider is W-9 exempt, 
check "Yes."

BILLING AND CLAIMS CONTACT 
INFORMATION 
Check all that apply: If you use one 
address for all purposes, check all boxes 
that apply. Additional Rendering and 
Daily Operations Information is not 
needed if you use only one address.

National Provider Identifier: The 
Provider's National Provider ID, if 
applicable.

Tax Identification Number: The 
Provider's tax ID number.

Tax Qualifier: The Provider's tax ID 
number qualifier.

Organization Name: The Provider's 
organization's name, if applicable.

Name – Contact Person: The Provider’s 
contact person's name. 

Phone Number: The 
person's phone number with Area Code. 

Email Address: The person's email 
address. 

Fax Number: The person's fax number. 

Address, City, State, Zip Code, and 
County: The Provider's street address, 
city, state, ZIP code, and county.

Continued on Page 2 
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 Provider Organization Name
Provider Name (Full) Phone Number Email Address 
Provider Title

Tax Identification Number 

Provider Organization Name

Contact Name Phone Number Contact's Email Address
Contact's Fax Number

Provider's Business Address City State Zip Code County



EXAMPLE: F-01312 
IRIS Provider Application

Page 2 INSTRUCTIONS 

SERVICES TO BE PROVIDED 
Services: Enter the services the 
Provider will provide. This 
information is optional but 
recommended.

Does this service require a license 
or certification?: Enter "Yes" or 
"No," as applicable.

LICENSING/CERTIFICATION
If licensure/certification is required 
for the service(s) to be provided, 
list license/certificate(s) Title, Type, 
Number, State in which Obtained, 
and Expiration Date. Each license/
certificate required must be listed 
and attached to the application 
when submitted. 

Signature – Provider: The 
Provider’s signature. 

Date Signed: The date the form was 
signed by the Provider. 

Example:
"Supportive Home Care," "Snow Shoveling," etc.

Example:
"No" 

Provider Signature mm/dd/yyyy

IMPORTANT: 
If service requires license or certification, licensing information  must be 
listed and attached. 



EXAMPLE: W-9 
Request for Taxpayer Identification Number and Certification 

 INSTRUCTIONS 

Box 1: The Provider’s name as it 
is shown on the person's tax 
return. 

Box 2: The Provider's business/
organization name (if different 
from the Provider's name). 

Box 3: Check one box to identify 
the Provider's federal tax 
classification.

Box 4: If exemption codes apply, 
enter them here.

Box 5: The Provider's street 
address.

Box 6: The Provider's city, state, 
and ZIP code.

PART I
The Provider's social security 
number or employer identification 
number (EIN), as appropriate. The 
number used here must match 
the Tax Identification Number and 
Tax Qualifier identified on the 
F-01312, IRIS Provider
Application.

PART II
Signature of U.S. person: The 
Provider's signature. 

Date: The date the Provider 
signed this form. 

Provider Name (as shown on tax return) Organization/

Business Name (if different than above)

#  #   #     #   #      #   #   #  #

Provider Signature mm/dd/yyyy

Street Address

City, State and ZIP Code





EXAMPLE: F-00180C 
WI Medicaid Program Provider Agreement and Acknowledgment of Terms 

of Participation for Waiver Service Provider Agencies or Individuals 
Page 1

 INSTRUCTIONS 

Note: All eight pages of this 
agreement must be returned 
together.

Name of Provider: The full, legal 
name of the Provider Agency. 
The name used here must match 
the name used on the other 
application documents. 

Address – Street, City, State, and 
ZIP Code: The Provider Agency’s 
street address, city, state, and 
ZIP code. 

Signature - Provider: The 
Provider Agency 
Representative's signature.

Date Signed: The date this form 
was signed by the Provider 
Agency Representative.

Provider Name 

Provider Street Address 

State Zip Code

mm/dd/yyyyProvider Signature

City



EXAMPLE: 
iLIFE IRIS Vendor Direct Deposit Form

 INSTRUCTIONS 

Vendor Name: The Provider's 
name. Name must match the name 
on the account, whether an 
Individual Practitioner or Agency.

Address: The Provider's street 
address, city, state, and ZIP code.

Tax Identification Number (EIN or 
Last Four Digits of SSN): The 
Provider's tax ID number. The 
identifier used here must match 
the one used on the F-01312, IRIS 
Provider Application and the W-9, 
Request for Taxpayer Identification 
Number and Certification.

Contact Name: The Provider's 
contact's name (if different than 
the Provider name).

Contact Phone Number: The 
Provider's contact phone number.

Vendor Signature: The Provider's 
signature.

Date: The date the Provider signed 
this form.



Provider Signature mm/dd/yyyy

Provider Name

Provider Street Address, City, State, and ZIP Code

Provider Contact Name

Provider Phone Number

Provider Bank or Credit Union Name 
######### 

##########

IMPORTANT: 
A voided check or typed bank verification with the account and routing 
numbers and account holder's name must be attached.

####

Name of Financial Institution: The 
name of the financial institution 
affiliated with the checking or 
savings account to be used for 
direct deposit.

Routing Number: The routing 
number of the account to be used.

Account Number: The account 
number of the account to be used.

Type of Account: Check one option 
(Checking or Savings), and attach 
the documentation required for 
that type of account.



EXAMPLE: F-82064 
Background Information Disclosure  (BID) for Entity Employees and Contractors 

Page 1
 INSTRUCTIONS 

Check the box that applies to 
you: Check “Other – Specify” and 
write "Vendor." 

Full Legal Name – (First and 
Middle): The Provider's first 
name and middle name. 

Legal Name – (Last): The 
Provider’s last name. 

Any Other Names…: Include any 
names that the Provider has been 
known by – including maiden 
name. 

Birth Date: The Provider's birth 
date.

Sex: Check the box that best 
describes the Provider's sex.

Home Address, City, State, and 
ZIP Code: Enter the Provider's 
street address, city, state, and ZIP 
code. 

Business Name and Address: The 
Provider’s business name and 
address (street address, city, 
state, and ZIP code). 

SECTION A 
For each question, check either 
“Yes” or “No.” Note: Some 
questions require additional 
information. Please read 
carefully. 

Continued on Page 2 

Provider Name (First)



NOTE: 
This form required only for Individual Practitioners (Agency of One).

Vendor

Provider Name (Last) 

Alternative Provider Names (including Maiden Name)

Provider Home Street Address City             State      ZIP Code 

Provider Business Name and Street Address, City, State, and ZIP Code (if different than home address)



Provider Name (Middle)

mm/dd/yyyy



EXAMPLE: F-82064 
Background Information Disclosure  (BID) for Entity Employees and Contractors 

Page 2
 INSTRUCTIONS 

SECTION A (continued) 
For each question, check 
either “Yes” or “No.” Note: 
Some questions require 
additional information. Please 
read carefully. 

SECTION B 
For each question, check either 
“Yes” or “No.” Note: Some 
questions require additional 
information. Please read 
carefully. 

Read and initial the following 
statement: The Provider's 
initials.

Name – The Person 
Completing This Form: The 
Provider’s name. 

Date Signed: The date this 
form was signed by the 
Provider. 

Provider Name mm/dd/yyyy

NOTE: 
This form required only for Individual Practitioners (Agency of One).

Initials



EXAMPLE: F-01246 
Background Information Disclosure Addendum 

 INSTRUCTIONS 

SECTION I 
Name: The Provider’s name in last 
name, first name, middle initial 
format. 

Date of Birth: The Provider’s 
birthdate in mm/dd/yyyy format. 

Address, Years at Residence, and Any 
Other Names: For the past 3 years, 
list: 
- The Provider’s Address (street
 address, city, state, and ZIP code)
- The number of years at that
 residence

- Any other names that the Provider
 went by while at that location
**Report for each prior address until 
the total years at residence listed is 
equal to at least 3 years.** 

SECTION II 
If the Provider has lived outside of 
Wisconsin in the past 3 years, this 
section will need to be completed. If 
the Provider has NOT lived outside of 
Wisconsin for the past 3 years, skip to 
the Signature and Date Signed fields. 
Section II includes:

Provider Signature mm/dd/yyyy

Provider's Last Name, First Name, Middle Initial mm/dd/yyyy

Provider's Street Address, City, State, and 
ZIP Code # Any other names the Provider has 

used.

Provider's Current Address 

Provider's Previous Address

City

City

State

State

ZIP Code

ZIP Code

County

County

Provider's Mother's Maiden Name

Provider's Father's Name in Last Name, First Name, Middle Initial Format

Providers Mother's Current Name in Last Name, First Name, 
Middle Initial Format

- Current Address/Previous Address, 
City, State, ZIP Code, and County:  For 
the past 3 years, list: 
• The Provider’s address (street 
address, city, state, and ZIP code) 
**Repeat for each prior address until
the total years at residence listed is
equal to at least 3 years.** 

- Mother’s Maiden Name: The
Provider’s mother’s maiden name. 
- Mother’s Current Name: The
Provider’s mother’s current name in
last name, first name, middle initial 
format. 

- Father’s Name: The Provider’s name

in last name, first name, middle  initial 

format.

Signature: The Provider’s signature.

Date Signed: The date this form was 

signed by the Provider. 

NOTE: 
This form required only for Individual Practitioners (Agency of One).



EXAMPLE: 
 IRIS Adult Family Home Information

 INSTRUCTIONS 
Note: Adult Family Home may be 
abbreviated as AFH throughout this 
form. 

Name of Adult Family Home: 
The AFH's name.

Address, City, State, ZIP: The AFH's 
street address, city, state, and ZIP 
code.

Contact Person: The AFH contact 
person's name.

Phone Number: The contact 
person's telephone number.

Email Address: The contact 
person's email address.

Questions 1 through 6: Check the 
appropriate box to answer each 
question, and supply additional 
information as necessary.

AFH Contact Signature: The 
signature of the AFH contact 
person named above.

Date: The date the AFH contact 
person signed this form.

AFH Contact Signature mm/dd/yyyy

#####

Name of AFH

       AFH Street Address
     City State

AFH Contact Name

AFH Contact Email Address
###       ###         ####

NOTE: 
This form only required for Adult Family Homes.



EXAMPLE:
iLIFE IRIS Provider Agreement 

 INSTRUCTIONS 

PAGE 1 
(Participant): The Participant’s 
name in first name, last name 
format. 

(Provider): The Provider's name. If 
individual Provider, use first 
name, last name format.

The Participant requires…: Enter 
the tasks the provider will provide. 

The Provider agrees…: Enter the 
training the Participant/Employer 
will provide for the Provider (if 
any). 

Provider schedule: Check the days 
of the week the Provider will be 
providing services or enter an 
explanation of the schedule in the 
“Other” field. 

Services will be provided at the 
rate of ...: Enter a dollar amount 
and check one box to indicate the 
rate of pay for the service(s) to be 
provided.

Provider FEIN: The Provider’s 
Federal Employer Identification 
Number (EIN). 

Name: The Provider's name.

Address, City, State, and ZIP: The 
Provider's street address, city, 
state, and ZIP code.

Phone: The Provider's telephone 
number.

Provider Signature: The Provider's 
signature.

Date Signed: The date the 
Provider signed this form. 

Participant or Guardian 
Signature: The date the 
Participant/Employer (or his/her 
representative) signed this form. 

Date Signed: The date the 
Participant/Employer (or his/her 
representative) signed this form. 

  

$$.$$

Participant Name 

Provider Name 

Example: "Supportive home care (SHC) and snow shoveling"

Example: "Provider will receive a schedule of my daily living activities."

ZIP Code

Provider Name

Provider Address

City  WI

Provider Federal Employer Identification Number (EIN)

#  #  #    #  #  #    #  #  #  #

Provider Signature mm/dd/yyyy

mm/dd/yyyyParticipant Signature
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