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	Wisconsin Department of Public Instruction

TITLE XIX or XX ELIGIBILITY DOCUMENTATON

ADULT CARE COMPONENT

PI-1485-AD  (Rev. 07-09)
	INSTRUCTIONS: Complete and submit original form with monthly reimbursement claim to: 

DEPARTMENT OF PUBLIC INSTRUCTION

FEDERAL AIDS AND AUDIT SECTION

PO BOX 7841

MADISON, WI 53707-7841

Copies, faxes, or altered originals of this form will not be accepted and may delay reimbursement.

	
	GENERAL INFORMATION
	

	Date Mo./Day/Yr.
	Name of Center

	Center Address Street, City, State, Zip

	Social Service Agency

	
	TITLE XIX or XX BENEFICIARIES
(Community Aid Funds)
	


Title XIX

I HEREBY CERTIFY that (number of) _____ adults enrolled in your center during the month of _______________, 201___, were beneficiaries of Title XIX of the Social Security Act.
Title XX

I HEREBY CERTIFY that (number of) _____ adults enrolled in your center during the month of _______________, 201___, were beneficiaries of Title XX of the Social Security Act.

	
	SIGNATURES
	

	I HEREBY CERTIFY that all of the above information is true and correct. I understand that this information is being given in connection with the receipt of federal funds and that deliberate misrepresentation may subject me to prosecution under applicable state and federal criminal statutes.

	Name of Authorized Social Service Agency Representative
	Title

	Signature of Authorized Social Service Agency Representative
(
	Date Signed Mo./Day/Yr.


