
 

ERD-9256 (R. 02/2011) 

 

State of Wisconsin 
Department of Workforce Development 
Equal Rights Division 
Labor Standards Bureau 

APPLICATION FOR WISCONSIN
REHABILITATION FACILITY/SHELTERED

WORKSHOP LICENSE - DWD 272

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

“Sheltered Workshop” means a rehabilitation facility, which is a charitable 
organization or institution conducted not for profit, but for carrying out a 
recognized program of rehabilitation for workers with a disability providing such 
individuals with remunerative employment or other occupational rehabilitation 
activity of an educational or therapeutic nature.  

For Office Use Only 
Approved  ______________________ 
Effective Date ______/______/______ 
Expiration Date _____/______/______ 
Print Certificate :   Yes      No 

“Work activity center” means a rehabilitation facility, a workshop, or a physically separated department of a workshop 
having an identifiable program, separate supervision, and records, planned and designed exclusively to provide 
therapeutic activities for workers with a disability whose physical or mental impairment is so severe as to make their 
productive capacity inconsequential.   
 
“Rehabilitation Facility” - See enclosed Administrative Rule DWD 272.09(18) for Definition 
 

1. This is a request for authority to employ workers 
with disabilities for: 

 
A.  Work Center (sheltered 

workshop/rehabilitation facility) 
Do not submit an application for each 
branch. 

 
B. Please check only one: 

 
 Initial application (Complete all items) 

 
 Renewal application (Complete all items) 
(Apply 30 days before expiration) 

2. Employer Information 

Employer Name  (Facility, Hospital/Institution) 

Mailing Address 

City County 

State Zip Code Telephone Number 

3. Parent Organization Information if name different 
from that listed in number 2. 
Parent Organization Name 

Street Address 

City State Zip Code 

  Check here if mail is to be sent to parent 
organization rather than number 2. 

4. List the name and address of all branch 
establishments to be covered by this certificate. 

 

If you are making an initial application (no 
previous authority), enter the number of workers 
expected to be employed in each program. 
 

If you are providing renewal information, list the 
number of workers in the specific program areas 
on the last day of the most recent represented 
quarter. 

Name # of workers 

Street Address 

City State Zip Code 

Name # of workers 

Street Address 

City State Zip Code 

Attach additional sheets if needed 

5. Status: (Check one) 
 

  Public (State or local government) 
 
 

  Private, not for profit, registered 
 
 

  Other 
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6.  Primary disability group employed (check one) 
  Mental Retardation (MR)     Mental Illness (MI)     Visual Impairment (VI)   
  Hearing Impairment (HI)   Alcoholism (AL)     Neuromuscular (NM)   
  Drug Addiction (DA)     Age Related (AR)     General - No Primary Group (GI) 

 
  Development Disability (DD), Specify:______________________________________________________ 

 
  Other (OT), Specify: ___________________________________________________________________ 

7.  Estimated number of workers with a disability  (The number of workers should include all locations 
covered by this certificate)  __________ 
Estimated number of workers with a disability employed during the fiscal year ending  
(Date) ________ under this certificate is _____________. 

8.  Prevailing Wage Determination 
Please provide the following information on the four largest current contracts whether the workers with 
disabilities are paid an hourly rate or a piece rate.  The prevailing rate should reflect the rate paid to 
experienced non-disabled workers in the vicinity for work utilizing similar methods and equipment. 

Description of work 
(e.g. collating, hand 
assembly, janitorial) 

Sources 
(Name of firm and  Person contacted) 

Date of 
Contact 

Prevailing Wage 
Provided by 

Source 

Prevailing Wage 
Determined by 

Applicant 
  

   

  

   

  

   

  

   

9. HOURLY RATES 

A. Number of workers with disabilities employed under the terms of this certificate that are paid an hourly rate. 
(If the answer is 0, go on to question 10)  _________ 

B. How often do you rate/evaluate each worker’s productivity? 
___________ 

C. Attach to this application productivity rating/evaluation forms for three currently employed workers with disabilities 
who are paid hourly rates.  Include all material relating to the evaluation which shows the disabled worker’s 
individual productivity in proportion to the wage and productivity of experienced non-disabled workers performing 
essentially the same type, quality and quantity of work in the vicinity. 
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10. PIECE RATES 

A. Number of workers with disabilities employed under the terms of this certificate that are paid piece rates. 
(If the answer is 0, go to question 11.)   __________ 

B. Please provide the following information about the four largest current contracts on which workers with 
disabilities are paid piece rates. 

Description of Work 
(e.g. delabel cones) 

Prevailing Wage 
Determined for this job 

(Rate per hour) 

Standard Productivity 
(Units/Hour) 

Piece Rate Paid 
to Workers 

(Rate per Unit) 
    

 
    

 
    

 

11. Instructions for worksheet below. 

Item 1.  List only those workers with disabilities who earn less than the statutory minimum wage.  Include this 
listing for all branches. 

Item 2.  List each worker with a disability engaged in covered work in the worksite regardless of the amount of 
time spent in the program or the individual’s earnings. 

Item 3.  For workers paid hourly wage rates, list the rate or rates paid at the end of the fiscal quarter.  For 
example:  Jane Smith, quality control, $3.00. 
For workers paid by piece rates, list the average earnings per hour.  Average earnings are computed 
by dividing the total earnings of the individual worker by the number of hours worked during that fiscal 
quarter.  For example, John Jones earned $600.00 during that fiscal quarter.  He worked 300 hours.  
His average earnings per hour are $2.00. 

Item 4.  Clearly identify the work performed by the workers with disabilities.  For example, truck helper, 
assembler, machine operator, janitor, etc. 

 
IMPORTANT: Name and address of worksite should appear in Item 2 or Item 3 of the application form.  
When completing Items 2 through 4, please use information from your most recent representative fiscal 
quarter. 

Item 1.  Work Site Name and Address 

Item 2.  Name of workers with disabilities & 
primary disability (e.g. John Jones -

Cerebral Palsy) 

Item 3.  Average 
earnings per 

hour 
Item 4.  Type of work 
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12. Representations And Written Assurances: 
 

I certify that I have read this form and, to the best of my knowledge and belief, all answers and information 
given in the application and attachments are true; that the representations set forth in support of this 
application to obtain or continue the authorization to pay workers with disabilities at special minimum wage 
rates are true; and that the authorization, if issued or continued, is subject to revocation in accordance with 
the provisions of DWD 272. 

 
I represent that as set forth in the regulations governing the employment of workers with disabilities, the 
following conditions exist (or will exist for initial applicants): 
 
1. Workers employed (or who will be employed) under the authority in DWD 272 are disabled for the work 

to be performed; 
 
2. Wage rates paid (or which will be paid) to workers with disabilities under the authority in DWD 272 are 

commensurate with those paid non-disabled experienced workers in an industry in the vicinity for 
essentially the same type, quality, and quantity of work; 

 
3. No deductions will be made from the commensurate wages earned by a patient worker to cover the cost 

of room, board or other services provided by the facility; 
 
4. Records required under DWD 272 with respect to documentation of disability, productivity, time studies 

or work measurements, and prevailing wage surveys will be maintained; and 
 
5. Time and payroll records shall be kept in accordance with DWD 272.11. 

 
13. Further, I Certify That: 
 

1. The wage rates of all hourly-rated employees will be reviewed at least every six months, and  
 
2. Wages paid to all employees under DWD 272 will be adjusted at periodic intervals at least once a year 

to reflect changes in the prevailing wage paid to experienced non-disabled workers employed in the 
vicinity for essentially the same type of work. 

14. AUTHORIZED REPRESENTATIVE SIGNATURE 

Name (Print or Type) 

Title 

Signature Date Signed 

 
DWD is an equal opportunity service provider.  If you need assistance to access services or material in an 
alternate format, please contact us. 
 
The Madison office telephone number is (608) 266-6861 or TTY (608) 264-8752. 




