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General provider information 

Legal name: DBA name: 

Tax ID: NPI: 

Medicaid ID: Medicare ID: 

Medicaid ID certified: DHS signed agreement: 
□Yes □ No □Yes □ No

Minority business: Minority business certified: 
□Yes □ No □Yes □ No

Agency website URL: 

Provider primary address: 

Street: City: State: 

Phone number: Primary fax Credentia Ii ng 
number: contact: 

Email address: 

Handicap accessible: □Yes □ No
Bariatric accessible: □Yes □ No 
Memory care: □Yes □ No 
High behavioral: □Yes □ No 
High medical: □Yes □ No 
If a residential location: number of beds: 

Application type: 
□ New provider
□Adding
address/counties/services
□changing
address/counties/services

Ethnicity/race:
□African American
□Hispanic/Latino American
□Women
□ Native American
□Asian American
□Other:
□Race/ethnicity Directory
Listing Opt Out

ZIP code: 

Contact title: 

Does the care provider have any other cultural or linguistic services (including ASL): 
OYesONo 

If yes, please indicate what type and which lanquaqe: 

Provider payment/remit address: 

Street: City: State: Billing ZIP code: 

Billing phone Billing fax number: Billing contact: Contact title: 
number: 

Email address: 
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Phone number: Fax number: Administrator name: 

Email address: 

Handicap accessible: □Yes □No
Bariatric accessible: □ Yes □No
Memory care: □ Yes □No 
High behavioral: □ Yes □No 
High medical: □ Yes □No 
If a residential location: number of beds: 
Does the care provider have any other cultural or linguistic services (including ASL): 
□ Yes □No

If yes, please indicate what type and which lanquaqe:
*For additional address locations, submit a separate attachment including demographics

with the application packet.

Please select the applicable Home and Community-Based Waiver Services 

qualified to provide: 

□Adult Day Care
0Assistive Technology

D Service Dog 
□competitive Integrated 
Employment (CIE) Exploration 
□communication Assistance

□Sign Language Interpreter
□consumer Directed Services Broker
□consumer Education and Training
□counseling and Therapeutic
Resources

□Licensed services
□Exercise, Diet, and Nutrition

□Daily Living Skills
□Day Habilitation

□community
□Facility

□Financial Management Services
□Health and Wellness
□Housing Counseling
□Personal Emergency Response
System (PERS)

0Prevocational Services 
□community
□Facility

D Relocation-Community Transition 
□Remote Support Monitoring
□Residential Care

01-2 Bed Adult Family Home
03-4 Bed Adult Family Home
□community-Based Residential Facility
□Residential Care Apartment Complex

□Respite Care
□Skilled Nursing Services-RN/LPN
□specialized Medical Equipment and Supplies
□supported Employment

□Group Setting
□Individual Setting

□supportive Home Care
□Training for Unpaid Caregivers
□ (Non-Emergency) Transportation
□Vehicle Modification
□Vocational Futures Planning and Support

Please select the applicable Medicaid State Plan - Family Care services qualified to 
provide. Note: If applying for any of the following services in addition to the Home and 
Community-Based Waiver services list above, you may be required to complete an 
HDO Application and additional credentialing/certification documents as determined 
by Anthem. 
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0AODA 
0AODA Day Treatment 
□community Support Program
□Disposable Medical Supplies
□Durable Medical Equipment
□Home Health Services
□Mental Health Day Treatment
□Mental Health Services
□Nursing Home (nursing home,
institution for mental disease (IMD and
ICF-1/DD)

□Nursing (including Intermittent and Private
Duty)
□occupational Therapy
□Personal Care
□Physical therapy
□Respiratory Care
□speech and Language Pathology
□Transportation

Indicate selected services provided by subcontractor: 

Please select the applicable counties covered, qualified, and capable of 

serving within: 

□ Adams □ Iowa D Price 
□ Ashland D Jackson D Racine 
D Barron D Jefferson □ Richland
□ Bayfield D Juneau D Rock
D Brown D Kenosha D Rusk
D Buffalo D Kewaunee □ Sauk
D Burnett D La Crosse D Sawyer
D Calumet D Lafayette D Shawano
D Chippewa D Langlade D Sheboygan
D Clark D Lincoln D St. Croix
D Columbia D Manitowoc D Taylor
D Crawford D Marathon D Trempealeau
□ Dane D Marinette D Vernon
D Dodge D Marquette □ Vilas
D Door D Menominee D Walworth
D Douglas D Milwaukee D Washburn
D Dunn D Monroe D Washington
D Eau Claire D Oconto D Waukesha
D Florence D Outagamie D Waupaca
D Fond du lac D Ozaukee D Waushara
D Forest D Pepin D Winnebago
D Grant D Pierce □ Wood
D Green □ Polk
D Green Lake D Portage D Statewide 

If all services do not apply to every county selected above, explain here: 
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