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Case Number: 

ACCP Application Cover Sheet (Section 94.73, Wis. Stats.) 

PART I – Applicant 

NAME 

STREET ADDRESS 

CITY STATE ZIP CODE + 4 

PHONE  (                  ) EMAIL 

MAILING ADDRESS (if other than above) 

PART II – Consultant 

COMPANY NAME 

STREET ADDRESS 

CITY STATE ZIP CODE + 4 

PHONE   (                  ) EMAIL 

MAILING ADDRESS (if other than above) 

PART III – Discharge Site Information 
a. Discharge Site Address and City e. Do you employ more than 25 persons? Yes    No   

 _____________________________________________ 

 _____________________________________________ 
f. Do you have gross annual sales of 
 more than $2.5 million?  Yes    No   

b. List all product(s) released at the discharge site and the date, 

or the time period, when the discharge occurred: 
 
 ______________________________________________ 

 ______________________________________________ 

 

g. Have you previously received reimbursement from ACCP for 
 corrective action costs at this discharge site?   Yes    No   
 
If yes, does this application include: 
  additional costs for the same discharge 
  costs for another discharge 

c. Was this a transportation-related discharge? Yes   No  
h. Have you, or will you be, applying to another 
 government agency for reimbursement of all or a 

d. At the time of the discharge, the applicant was: 
 (check all that apply) 
 

 portion of your corrective action costs? Yes    No   
 
 If yes, enter the program name and date of the claim: 

 a pesticide manufacturer or labeler 
 a commercial application business 
 a distributor of fertilizers 
 a distributor of pesticides 

 
   

   

 a common carrier 
 a farmer 
 other   

 

i. Enter the person’s name that compiled this application: 
 
 _____________________________________________ 

j. I certify that I have reviewed all of the information included in this application and it is true and correct to the best of my knowledge.  I 
also understand that submitting false, deceptive, or misleading information is grounds for the Department to deny reimbursement of 
this application and deny reimbursement of any costs for five years, per sec. ATCP 35.06(3), Wis. Admin. Code. 

 

_________________________________ _________________________________ _______________ 
 Signature of Responsible Person Print Name Date 

 
 

Personal information you provide may be used for purposes other than that for which it was originally collected (Privacy Law 
sec. 19.62-19.80, Wis. Stats.). 
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