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VOLUNTARY REPAYMENT AGREEMENT

Personal information you provide may be used for secondary purposes [Privacy Law, s. 15.04(1)(m), Wisconsin Statutes].

For completion by the Tribal or Local Wisconsin Shares Agency

	Name of Child Authorized
[bookmark: Text1]     
	Date of Inaccurate Issuance
     

	Client Case Number
     
	Amount Inaccurately Received
     

	Child Care Provider Location Number
     
	FIS Provider ID
     

	Reason for the Voluntary Repayment

☐ Inaccurate child care authorization for the child above, and inaccurate payment on the date above
☐ The provider voluntarily wishes to return funds for reasons indicated:      
☐ Other:      

	
For Completion by the Child Care Program
You are receiving this form for the reason indicated above. This form authorizes Fidelity National Information Services (FIS) to debit your account for the amount above. 

Please complete the information below acknowledging your agreement for the return of the funds in the amount stated above. If you do not return the funds, you may be held liable for the overpayment.


	Provider Contact Name  (First, Last)
     
	Date
     

	Provider Contact Telephone Number and email address
     

	
Instructions
Carefully read all statements and check “Yes” or “No” to indicate your consent for the following:

YES    NO
 ☐      ☐	1.	I hereby authorize and direct the vendor Fidelity National Information Services (FIS) and the 			Department of Children and Families (DCF) to debit the amount above from the bank account 		registered with FIS, due to the reason indicated above.

 ☐      ☐	2.	I understand that the amount indicated above will be removed from my bank account with the 		Department’s receipt of this form, and acknowledge that the amount above is available to be 			removed as of the date of the signature of this form.

 ☐      ☐	3.	I understand that if the funds are not available when the debit is initiated that I may be liable 			for the unreturned funds and an additional fee of $.50 that will have to be repaid to DCF.                                                                       

The Department reserves the right to terminate this voluntary repayment agreement at any time.

Provider knowingly and voluntarily waives any potential right to appeal this recovery of funds. By signing this agreement, the provider hereby waives any right to appeal this recovery, now or in the future.


	Provider Contact Name – (Print)
     
	Provider Contact Signature
	Date
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