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PROOF OF IN-KIND HOURS 
INSTRUCTIONS: People who get goods, services, or food in exchange for work need to provide proof of the hours they 
work. Getting goods, services, or food in exchange for work is called in-kind income. Please have the person who 
provides in-kind income to you fill out and sign this form. This form is not mandatory, but the information 
included on it must be included in whatever form of proof you submit. 
How to Submit this Form 
Submit your completed form in one of the following ways by: 

  Mobile App 

Take a photo of all the pages of the form and submit 
them using the MyACCESS mobile app.  

   Online 

Scan all pages of the form to the ACCESS website. You 
can do this through your ACCESS account, which you 
can log into at access.wi.gov.  

   Fax 

• If you live in Milwaukee County, fax the form to
888-409-1979.

• If you do not live in Milwaukee County, fax the form
to 855-293-1822.

 Mail

• If you live in Milwaukee County, mail the form to:
MDPU
PO Box 05676
Milwaukee, WI 53205

• If you do not live in Milwaukee County, mail the form to:
CDPU
PO Box 5234
Janesville, WI 53547

  In Person 

Take the form to your agency. Your agency contact 
information is on the Wisconsin Department of Health 
Services (DHS) website at www.dhs.wisconsin.gov/ 
forwardhealth/imagency/index.htm 

SECTION 1 In-Kind Information (Complete if you give goods, services, or food to
someone who provides a service to you )  

Name – In-kind Participant (Person getting goods, services, or food in exchange for work 
or providing a service)  

Case Number 

Date service started (When did you start providing goods, services, or food to the participant in exchange for work)? 

What is the service or work done in exchange for goods, services, or food? 

How many hours each month are provided in exchange for the goods, services, or food? (You may not enter less than 
1 hour.) 

What goods, services, or food do you give in exchange for the work?   

Name – Person who gives goods, services, or food in exchange for work or services 

Street Address Phone Number 

City State Zip 

https://access.wisconsin.gov/
http://www.dhs.wisconsin.gov/forwardhealth/imagency/index.htm
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SECTION 2 Signature and Date (Sign if you give goods, services, or food to 
someone who provides a service to you)                                                                                             

 

By signing this form, I agree that the information provided above is correct and complete to the best of my knowledge. 

 
SIGNATURE – Person in-kind service is provided to Date Signed 

Print name 
 

This institution is an equal opportunity provider. 



Nondiscrimination Notice: Discrimination is Against the Law – Health Care-Related Programs 
The Wisconsin Department of Health Services complies with applicable Federal civil rights laws and does not discriminate on the basis 
of race, color, national origin, age, disability, or sex. The Department of Health Services does not exclude people or treat them 
differently because of race, color, national origin, age, disability, or sex. 

The Department of Health Services: 
• Provides free aids and services to people with disabilities to communicate effectively with us, such as: 

o Qualified sign language interpreters. 
o Written information in other formats (large print, audio, accessible electronic formats, other formats). 

• Provides free language services to people whose primary language is not English, such as: 
o Qualified interpreters. 
o Information written in other languages. 

If you need these services, contact the Department of Health Services civil rights coordinator at 844-201-6870. 

If you believe that the Department of Health Services has failed to provide these services or discriminated in another way on the basis 
of race, color, national origin, age, disability, or sex, you can file a grievance with: Department of Health Services, Attn: Civil Rights 
Coordinator, 1 West Wilson Street, Room 651, PO Box 7850, Madison, WI 53707-7850, 844-201-6870, TTY: 711, fax: 608-267-1434, 
or email to dhscrc@dhs.wisconsin.gov. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, 
the Department of Health Services civil rights coordinator is available to help you. 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically 
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: 

U.S. Department of Health and Human Services 
200 Independence Avenue, SW 
Room 509F, HHH Building 
Washington, D.C. 20201  
800-368-1019, 800-537-7697 (TDD) 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
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