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Welcome to IRIS Self-Direction Services of Wisconsin! 

A Participant Employer who participates in the IRIS program has chosen you to provide them 

services. As the participant employer’s Fiscal Employer Agency (FEA), we will ensure you are paid 

for the services you provide. As a vendor, we will require paperwork to ensure you are properly setup 

in our payment software system. Please fill out the attached paperwork. When services have been 

provided, we require an invoice along with the Vendor Form. An example invoice is included in this 

packet for reference. However, you can submit your own invoice so as long as it has the 

needed/required information. 

If you have questions on how to fill out any of the forms, please contact us so we can help.  Our toll-

free phone number is 877-901-5826. Forms must be complete to process your payment. The 

calendar that is included shows when invoices are due and when payment is made. We encourage you 

to submit the invoice before the due date listed, allowing enough time to make corrections.  

After completing all of the forms, please email or fax them to: 

wivendor@outreachfiscalagent.com, or by fax: 800-687-3121 (ensure the invoice is also sent). 

We look forward to working with you! 
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WI IRIS 02-25-2022 

ELECTRONIC FUNDS TRANSFER FORM 

VENDOR PAYMENTS 

 

Attach a voided check for verification of the checking account number. Any changes to the account must be 
submitted immediately! The initial request and any subsequent changes will not be direct deposited to your 
account until the account is authorized by your Financial Institution. Authorization will take effect not less than 
10 days after acceptance by the Financial Institution. Paper checks will be mailed to your address of record until 
the account is authorized. 

□ New Account    □ Change of Account   □ Cancellation 

   

________________________________________________________            

Financial Institution Name    Branch Name and Phone Number  

 

 

                         ___________________________________________             ____________               

Address       City                                                          State               Zip 

 

__________________________________________________________          ____________________________________________________________         

Account Routing Number                      Account Number                   

 

 

I hereby authorize my Participant’s FEA (Fiscal Employer Agent), hereinafter called Company, to initiate credit entries 
and, if necessary, debit entries for the purpose of correcting an erroneous credit previously initiated to the business 
account indicated above. I further authorize the Financial Institution named above to accept such entries and to credit or 
debit the amount thereof to such account. 
 
This authority is to remain in full force and effect until Company and Financial Institution have received written notification 
from me of its termination in such time and manner as to afford Company and Financial Institution a reasonable 
opportunity to act upon it. 

 

                     ____________________________________________________ 

Print Business Name                 EIN   

 

 

____________________________________________________________________________________             

Print Name and Title of Individual Authorizing EFT  

 

 

                

Phone Number       Email Address 

 

 

                

Signature        Date 
 

 
 

Mail: 204 3rd. Ave., Suite 110, Osceola, WI 54020 
Phone: 877-901-5826 

Fax: 800-687-3121 
Email: outreach.wi@outreachfiscalagent.com 

   







DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN 
Division of Medicaid Services 42 CFR 431.107 & 42 CFR 438.602(b) 
F-00180C  (07/2017) 

WISCONSIN MEDICAID PROGRAM PROVIDER AGREEMENT AND 
ACKNOWLEDGEMENT OF TERMS OF PARTICIPATION 
FOR WAIVER SERVICE PROVIDER AGENCIES OR INDIVIDUALS 

Completion of this form is required under Federal Law by the Centers for Medicare & Medicaid Services, Department of Health and 
Human Services, under the Code of Federal Regulations 42 CFR 431.107. 
 
Name of Provider (Typed or Printed—Must exactly match name used on all other documents) 
      

Phone Number 
      

Address – Street 
      

City  
      

State 
   

Zip Code 
      

  
The above-referenced provider of home and community-based waiver services under Wisconsin’s Medicaid program, 
hereinafter referred to as the provider, hereby agrees and acknowledges as follows:  
 

1. To provide only the items or services authorized by the managed care organization or IRIS program. 

2. To accept the payment issued by the managed care organization or IRIS program as payment in full for provided 
items or services.  

3. To make no additional claims or charges for provided items or services. 

4. To refund any overpayment to the managed care organization or IRIS program. 

5. To keep any records necessary to disclose the extent of services provided consistent with the provider’s business 
type. 

6. To provide, upon request by the managed care organization, the IRIS program, or the Department of Health 
Services (DHS) or its designee, information regarding the items or services provided. 

7. To comply with all other applicable federal and state laws, regulations, and policies relating to providing home 
and community-based waiver services under Wisconsin’s Medicaid program including the caregiver background 
check law. 

8. Medicaid Confidentiality Policies and Procedures: To maintain the confidentiality of all records or other 
information relating to each participant’s status as a waiver participant and items or services the participant 
receives from the Provider. 

9. To respect and comply with the waiver participant’s right to refuse medication and treatment and other rights 
granted the participant under federal and state law. 

10. Medicaid Fraud Prevention Policies and Procedures (including records retention): To keep records necessary to 
disclose the extent of services provided to waiver participants for a period of ten (10) years and to furnish upon 
request to the DHS, the federal Department of Health and Human Services, or the state Medicaid Fraud Control 
Unit, any information regarding services provided and payments  claimed by the Provider for furnishing services 
under the Wisconsin Medicaid Program. This requirement includes retaining all records and documents according 
to the terms provided by Wis. Admin. Code § DHS 106.02(a)-(d); (f)-(g). 

11. The provider agrees to comply with the disclosure requirements of 42 CFR Part 455, Subpart B, as now in effect 
or as may be amended. To meet those requirements and address real or potential conflict of interest that may 
influence service provision, among other things the provider shall furnish to the managed care organization and 
upon request, to the Department in writing: 

a) The names and addresses of all vendors of drugs, medical supplies or transportation, or other providers in 
which it has a controlling interest or ownership; 



DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN 
Division of Medicaid Services 42 CFR 431.107 & 42 CFR 438.602(b) 
F-00180C  (07/2017) 

b) The names and addresses of all persons who have a controlling interest in the provider; 
 

c) Whether any of the persons named in compliance with (a) and (b) above are related to any owner or to a 
person with a controlling interest as spouse, parent, child or sibling; 

d) The names and addresses of any subcontractors who have had business transactions with the provider; 

e) The identity of any person named in compliance with (a) and (b) above, who has been convicted of a 
criminal offense related to that person’s involvement in any program under Medicare, Medicaid, or Title XX 
services programs since the inception of those programs. 

12. To provide to the DHS identifying information, including name, specialty, date of birth, Social Security number, 
national provider identifier, (NPI) (if eligible for an NPI), Federal taxpayer identification number, and State 
license or certification for purposes of enrollment with the State Medicaid program.  

13. To include its NPI (if eligible for an NPI) on all claims submitted under the Medicaid program. 

14. To comply with the advance directives requirements specified in 42 CFR Part 489, Subpart I. 

 

 
Modifications to this agreement cannot and will not be agreed to. Altering this agreement in any way voids the 
Department of Health Services’ signature. This agreement is not transferable or assignable. 
 
Name – Provider (Typed or Printed) 
      

SIGNATURE – Provider Date Signed 
  

 

FOR DMS USE ONLY (DO NOT WRITE BELOW THIS LINE)  
SIGNATURE – Department of Health Services Date Signed 
  

 




