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BACKGROUND INFORMATION DISCLOSURE (BID)

Completion of this fonn is required under the provisions of Chapters 48.685 and 50.065, WIS. Stats. Failure to comply may result in a denial
or revocation of your license, certification, or registration; or denial or tennination of your employment or contract Refer to the instructions
(F-82064A) on page 1 for additional infonnation. Providing your social security number is voluntary; however, your social security number is
one of the unique identifiers used to prevent incorrect matches.

PLEASE PRINT YOUR ANSWERS.

Check the box that applies to you.
o Employee I Contractor (including new applicant)

o Applicant for a license or certification or registration (including
continuation or renewal)

NOTE: If you are an owner, operator, board member, or non client resident of a Division of Quality ksurance (DQA) regulated facility,
complete the BID, F.a2064, and the 'Appendix, F.a2069, and submit both fonns to the address.noted in the Appendix Instructions.

o Household member I lives on premises - but not a client

o Other - Specify:

Name - (First and Middle) Position Title (C<lmplete only if you are a prospective employee
or contractor, or a current employee Orcontractor.)

Name - (last)

My other Names By Which You Have Been Known (Induding Maiden Name)

Social Security Nurnber{s)

Birth Date Gender (M I F) Race

Address Street. City State ZIP Code

Business Name and Address - Employer or Care Provider (Entity)

I understand, under penalty of law, that the infonnation provided above is truthful and accurate to the best of my knowledge
and that knowingly providing false infonnation or omitting infonnation may result in a forfeiture of up to $1,000.00 and other sanctions

as provided in DHS 12.05 (4), Wis. Adm. Code.' .

SIGNATURE I Date Signed


