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The Iowa Administrative Code Supplement is published biweekly pursuant to Iowa Code
section 17A.6. The Supplement contains replacement chapters to be inserted in the loose-leaf Iowa
Administrative Code (IAC) according to instructions included with each Supplement. The replacement
chapters incorporate rule changes which have been adopted by the agencies and filed with the
Administrative Rules Coordinator as provided in Iowa Code sections 7.17 and 17A.4 to 17A.6. To
determine the specific changes in the rules, refer to the Iowa Administrative Bulletin bearing the same
publication date.

In addition to the changes adopted by agencies, the replacement chapters may reflect objection to a
rule or a portion of a rule filed by the Administrative Rules Review Committee (ARRC), the Governor,
or the Attorney General pursuant to Iowa Code section 17A.4(6); an effective date delay imposed by
the ARRC pursuant to section 17A.4(7) or 17A.8(9); rescission of a rule by the Governor pursuant to
section 17A.4(8); or nullification of a rule by the General Assembly pursuant to Article III, section 40,
of the Constitution of the State of Iowa.

The Supplement may also contain replacement pages for the IAC Index or the Uniform Rules on
Agency Procedure.
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CHAPTER 2
DEPARTMENT ON AGING

[Prior to 1/27/10, see Elder Affairs Department[321] Ch 2]

17—2.1(231) Mission statement. The mission of the department on aging is to develop a
comprehensive, coordinated and cost-effective system of long-term living and community support
services that help individuals maintain health and independence in their homes and communities.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 0621C, IAB 3/6/13, effective 4/10/13]

17—2.2(231) Definitions. Words and phrases as used in this chapter are as defined in 17—Chapter 1
unless the context indicates otherwise.
[ARC 8489B, IAB 1/27/10, effective 1/7/10]

17—2.3(231) Department established.
2.3(1) Authority. The Iowa department on aging is established by Iowa Code chapter 231 and is the

sole state agency responsible for administration of the federal Act.
2.3(2) Contact information. General correspondence, inquiries, requests for information or

assistance, complaints, or petitions may be sent to or obtained from the following sources:
a. By mail addressed to: Director, Iowa Department on Aging, Jessie Parker Building, 510 East

12th Street, Suite 2, Des Moines, Iowa 50319;
b. By telephone at (515)725-3333 or 1-800-532-3213; or
c. From the website at www.iowaaging.gov.
2.3(3) Business hours. Business hours for the department are 8 a.m. to 4:30 p.m., Monday through

Friday, excluding legal holidays established by the state executive council.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 2048C, IAB 6/24/15, effective 7/29/15]

17—2.4(231) Director. Rescinded ARC 2048C, IAB 6/24/15, effective 7/29/15.

17—2.5(231) Organizational units of the department. The department’s activities are performed by
employees within the office of the director and two divisions. Grants will be managed by the appropriate
division, dependent upon the source and intended use of funds.

2.5(1) Office of the director. The office of the director may be comprised of the director, the assistant
director, the state long-term care ombudsman, the policy coordinator, the public information officer, and
other personnel. This office is responsible for the overall planning, policy, management and operations
of the department.

2.5(2) Division of programs, planning, and administration. The responsibilities of the division
of programs, planning, and administration include the development and operation of home- and
community-based programs, development of program and operational budgets, providing leadership
and direction for the integration of policy development, ensuring that policies are consistent with
department goals and results, and accounting and administrative control of appropriation expenditures.

2.5(3) Office of the state long-term care ombudsman. The responsibilities of the state long-term care
ombudsman include development, administration, and operation of the program and allocated budget to
provide advocacy for individuals residing in long-term care.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 0621C, IAB 3/6/13, effective 4/10/13; ARC 2048C, IAB 6/24/15, effective
7/29/15; ARC 3713C, IAB 3/28/18, effective 5/2/18]

17—2.6(231) Staffing. Rescinded ARC 2048C, IAB 6/24/15, effective 7/29/15.

17—2.7(231) Discrimination. Rescinded ARC 2048C, IAB 6/24/15, effective 7/29/15.

17—2.8(231) Affirmative action plans. Rescinded ARC 2048C, IAB 6/24/15, effective 7/29/15.

17—2.9(231) Department complaint and appeal procedures.
2.9(1) Aggrieved party identified. An aggrieved party is any agency, organization, or individual that

alleges that the party’s rights have been denied or that services provided were not in compliance with

https://www.legis.iowa.gov/docs/aco/arc/8489B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0621C.pdf
https://www.legis.iowa.gov/docs/iac/chapter/17.1.pdf
https://www.legis.iowa.gov/docs/aco/arc/8489B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/231.pdf
http://www.iowaaging.gov
https://www.legis.iowa.gov/docs/aco/arc/8489B.pdf
https://www.legis.iowa.gov/docs/aco/arc/2048C.pdf
https://www.legis.iowa.gov/docs/aco/arc/8489B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0621C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2048C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3713C.pdf
https://www.legis.iowa.gov/docs/aco/bulletin/06-24-2015.pdf
https://www.legis.iowa.gov/docs/aco/bulletin/06-24-2015.pdf
https://www.legis.iowa.gov/docs/aco/bulletin/06-24-2015.pdf
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regulations or were substandard because of an action of the department, the commission on aging, an
AAA or an AAA subcontractor.

2.9(2) Complaints or appeals to the department from the AAA level.
a. Except in cases where an AAA is acting in its capacity as a Medicaid provider, complaints at

the AAA level by any aggrieved party shall be heard first by the AAA using the AAA’s procedures.
b. Local complaint procedures of an AAA or an AAA subcontractor shall be exhausted before the

department on aging is contacted.
2.9(3) Requests for an informal review or a contested case hearing.
a. Informal review. An aggrieved party or a party appealing an AAA-level decision has 30

calendar days from receipt of written notice of action from the AAA or the department to request an
informal review by the department or a contested case hearing.

(1) Any person who desires to pursue an informal settlement of any complaint may request a
meeting with appropriate department staff. The request shall be in writing and shall be delivered to the
Director, Department on Aging, Jessie M. Parker Building, 510 East 12th Street, Suite 2, Des Moines,
Iowa 50319.

(2) The request must contain the subject matter(s) of the complaint and an explanation of all steps
taken to resolve the matter prior to requesting an informal review.

(3) Upon receipt of the request for informal review, all formal contested case proceedings, if begun,
are stayed.

(4) The department may, as a result of the informal review, negotiate a settlement of the complaint
or, if appropriate, may send the matter back to the AAA for reconsideration.

(5) Parties desiring informal settlement shall set forth in writing the various points of a proposed
settlement, which may include a stipulated statement of facts.

(6) When signed by the parties to a controversy, a proposed settlement shall represent final
disposition of the matter in place of contested case proceedings, which shall be terminated.

(7) If the parties are unable to reach agreement during the informal review, the matter may, if
requested, be handled by the department as a request for a contested case proceeding under Iowa Code
chapter 17A and 17—Chapter 13.

(8) A proposed settlement which is not accepted or signed by the parties shall not be admitted as
evidence in the record of a contested case proceeding.

b. Contested case proceeding.
(1) Within 15 calendar days of receipt of a request for a contested case hearing, the department

shall initiate a contested case proceeding under 17—Chapter 13.
(2) If the controversy is a matter that is subject to a contested case proceeding under Iowa Code

chapter 17A, parties may request a contested case proceeding at the conclusion of an unresolved informal
review pursuant to 17—Chapter 13.

2.9(4) Appeal by applicants denied designation as a planning and service area. Any applicant for
designation as a planning and service area whose application is denied and who has been provided a
hearing by the department on aging and has received a written appeal decision by the commission may
appeal the denial to the assistant secretary of the Administration on Aging in writing within 30 calendar
days of receipt of the commission’s decision.

2.9(5) Judicial review. A party that seeks judicial review shall first exhaust all administrative
remedies as follows:

a. A party shall appeal the decision of the administrative law judge as provided in subrule 2.9(4)
and receive a decision from the commission as provided in subrule 2.9(4).

b. Petition for judicial review of the commission’s decision shall be filed within 30 calendar days
after the decision is issued.
[ARC 8489B, IAB 1/27/10, effective 1/7/10]

https://www.legis.iowa.gov/docs/ico/chapter/17A.pdf
https://www.legis.iowa.gov/docs/iac/chapter/17.13.pdf
https://www.legis.iowa.gov/docs/iac/chapter/17.13.pdf
https://www.legis.iowa.gov/docs/ico/chapter/17A.pdf
https://www.legis.iowa.gov/docs/iac/chapter/17.13.pdf
https://www.legis.iowa.gov/docs/iac/rule/17.2.9.pdf
https://www.legis.iowa.gov/docs/iac/rule/17.2.9.pdf
https://www.legis.iowa.gov/docs/aco/arc/8489B.pdf
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17—2.10(231) Severability. Should any rule, subrule, paragraph, phrase, sentence or clause of this
chapter be declared invalid or unconstitutional for any reason, the remainder of this chapter shall not
be affected thereby.
[ARC 8489B, IAB 1/27/10, effective 1/7/10]

These rules are intended to implement Iowa Code chapter 231.
[Filed 5/1/87, Notice 2/25/87—published 5/20/87, effective 6/24/87]1

[Filed emergency 8/20/87—published 9/9/87, effective 9/2/87]
[Filed 4/29/88, Notice 3/23/88—published 5/18/88, effective 6/22/88]
[Filed 2/1/91, Notice 11/28/90—published 2/20/91, effective 3/27/91]
[Filed 5/28/97, Notice 4/23/97—published 6/18/97, effective 7/23/97]
[Filed 2/21/06, Notice 11/23/05—published 3/15/06, effective 5/1/06]
[Filed 12/28/07, Notice 9/12/07—published 1/30/08, effective 3/5/08]

[Filed Emergency ARC 8489B, IAB 1/27/10, effective 1/7/10]
[Filed ARC 0621C (Notice ARC 0506C, IAB 12/12/12), IAB 3/6/13, effective 4/10/13]
[Filed ARC 2048C (Notice ARC 1898C, IAB 3/4/15), IAB 6/24/15, effective 7/29/15]
[Filed ARC 3713C (Notice ARC 3478C, IAB 12/6/17), IAB 3/28/18, effective 5/2/18]

1 Effective date of Ch 2 delayed 70 days by the Administrative Rules Review Committee.

https://www.legis.iowa.gov/docs/aco/arc/8489B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/231.pdf
https://www.legis.iowa.gov/docs/aco/arc/8489B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0621C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0506C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2048C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1898C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3713C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3478C.pdf
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CHAPTER 8
LONG-TERM CARE OMBUDSMAN

[Prior to 5/20/87, see Aging, Commission on the[20] rules 4.2 and 9.6]
[Prior to 1/27/10, see Elder Affairs Department[321] Ch 8]

17—8.1(231) Purpose. This chapter establishes procedures for notice and appeal of penalties imposed
for interference with the official duties of a long-term care ombudsman, which are established in Iowa
Code sections 231.42 and 231.45 and in accordance with Section 712 of the Older Americans Act. This
chapter also establishes criteria for serving under the certified volunteer long-term care ombudsman
program. The long-term care ombudsmen investigate complaints related to the actions or inactions of
long-term care providers that may adversely affect the health, safety, welfare, or rights of residents and
tenants who reside in long-term care facilities, assisted living programs, and elder group homes.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 8939B, IAB 7/14/10, effective 7/1/10; ARC 1535C, IAB 7/9/14, effective 8/13/14]

17—8.2(231) Interference.
8.2(1) A local long-term care ombudsman or certified volunteer long-term care ombudsman who is

denied access to a resident or tenant in a long-term care facility, assisted living program, or elder group
home or to medical and social records while in the course of conducting official duties pursuant to Iowa
Code section 231.42 or whose work is interfered with during the course of an investigation shall report
such denial or interference to the office of the state long-term care ombudsman, who will report the
interference to the director of the department on aging.

8.2(2) Access to facility records. Copies of a resident’s medical or social records maintained by the
facility, or other records of a long-term care facility, assisted living program, or elder group home, may
be made with the permission of the resident, the resident’s responsible party, or the legal representative
of the resident. All medical and social records shall be made available to a certified volunteer long-term
care ombudsman for review if:

a. The certified volunteer long-term care ombudsman has written permission from the resident,
the legal representative of the resident, or the responsible party; and

b. Access to the records is necessary to investigate a complaint; and
c. The certified volunteer long-term care ombudsman obtains approval of the state long-term care

ombudsman or designee.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 8939B, IAB 7/14/10, effective 7/1/10; ARC 9349B, IAB 2/9/11, effective 3/16/11;
ARC 1535C, IAB 7/9/14, effective 8/13/14]

17—8.3(231) Monetary civil penalties—basis. The director, in consultation with the state long-term
care ombudsman, may impose a monetary civil penalty of not more than $1,500 on an officer, owner,
director, or employee of a long-term care facility, assisted living program, or elder group home who
intentionally prevents, interferes with, or attempts to impede the duties of the state, a local, or a certified
volunteer long-term care ombudsman. If the director imposes a penalty for a violation under this rule,
no other state agency shall impose a penalty for the same interference violation.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 8939B, IAB 7/14/10, effective 7/1/10; ARC 9349B, IAB 2/9/11, effective 3/16/11;
ARC 1535C, IAB 7/9/14, effective 8/13/14]

17—8.4(231) Monetary civil penalties—notice of penalty. The department on aging shall notify the
officer, owner, director, or employee of a long-term care facility, assisted living program, or elder group
home in writing by certified mail of the intent to impose a civil penalty. The notice shall include, at a
minimum, the following information:

1. The nature of the interference and the date the action occurred.
2. The statutory basis for the penalty.
3. The amount of the penalty.
4. The date the penalty is due.
5. Instructions for responding to the notice, including information on the individual’s right to

appeal.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 8939B, IAB 7/14/10, effective 7/1/10; ARC 1535C, IAB 7/9/14, effective 8/13/14]

https://www.legis.iowa.gov/docs/ico/section/231.42.pdf
https://www.legis.iowa.gov/docs/ico/section/231.45.pdf
https://www.legis.iowa.gov/docs/aco/arc/8489B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8939B.pdf
https://www.legis.iowa.gov/docs/aco/arc/1535C.pdf
https://www.legis.iowa.gov/docs/ico/section/231.42.pdf
https://www.legis.iowa.gov/docs/aco/arc/8489B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8939B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9349B.pdf
https://www.legis.iowa.gov/docs/aco/arc/1535C.pdf
https://www.legis.iowa.gov/docs/aco/arc/8489B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8939B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9349B.pdf
https://www.legis.iowa.gov/docs/aco/arc/1535C.pdf
https://www.legis.iowa.gov/docs/aco/arc/8489B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8939B.pdf
https://www.legis.iowa.gov/docs/aco/arc/1535C.pdf
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17—8.5(231) Monetary civil penalties—appeals. An officer, owner, director, or employee of a
long-term care facility, assisted living program, or elder group home who is assessed a monetary civil
penalty for interference with the official duties of a long-term care ombudsman may appeal the penalty
by informing the department of the intent to appeal in writing within ten days after receiving a notice of
penalty. Appeals shall follow the procedures set forth in 17—Chapter 13.
[ARC 8939B, IAB 7/14/10, effective 7/1/10; ARC 1535C, IAB 7/9/14, effective 8/13/14]

17—8.6(231) Certified volunteer long-term care ombudsman program.
8.6(1) Application. Any individual may apply to the office of the state long-term care ombudsman

program to become a certified volunteer long-term care ombudsman.
a. Application forms. Application forms may be obtained from the office of the state long-term

care ombudsman program at the department on aging address listed in 17—subrule 2.3(2) or from other
organizations designated by the department.

b. Submission of forms. Each applicant shall complete an application and submit it to the
department address listed in 17—subrule 2.3(2).

8.6(2) Conflict of interest.
a. Prior to certification, applicants for the certified volunteer long-term care ombudsman program

must not have a conflict of interest or have had a conflict of interest within the past two years in
accordance with the Older Americans Act. A conflict of interest shall be defined as:

(1) Employment of the applicant or a member of the applicant’s immediate family within the
previous year by a long-term care facility or by the owner or operator of any long-term care facility;

(2) Current participation in the management of a long-term care facility by the applicant or a
member of the applicant’s immediate family;

(3) Current ownership or investment interest (represented by equity, debt, or other financial
relationship) in an existing or proposed long-term care facility or long-term care service by the applicant
or a member of the applicant’s immediate family;

(4) Current involvement in the licensing or certification of a long-term care facility or provision of
a long-term care service by the applicant or a member of the applicant’s immediate family;

(5) Receipt of remuneration (in cash or in kind) under a compensation arrangement with an owner
or operator of a long-term care facility by the applicant or a member of the applicant’s immediate family;

(6) Acceptance of any gifts or gratuities from a long-term care facility or a resident or a resident’s
representative;

(7) Acceptance of money or any other consideration from anyone other than the office of the state
long-term care ombudsman for the performance of an act in the regular course of long-term care;

(8) Provision of services while employed in a position with duties that conflict with the duties of a
certified volunteer long-term care ombudsman;

(9) Provision of services to residents of a facility in which a member of the applicant’s immediate
family resides; or

(10) Participation in activities which negatively affect the applicant’s ability to serve residents or
which are likely to create a perception that the applicant’s primary interest is other than as an advocate
for the residents.

b. Immediate family shall be defined as father, mother, son, daughter, brother, sister, aunt, uncle,
first cousin, nephew, niece, wife, husband, father-in-law, mother-in-law, son-in-law, daughter-in-law,
brother-in-law, sister-in-law, stepparent, stepbrother, stepchild, stepsister, half sister, half brother,
grandparent or grandchild.

8.6(3) Applicants shall not be accepted into the program if:
a. It is determined that the applicant has a conflict of interest as listed in subrule 8.6(2); or
b. The applicant has unfavorable references, which shall include a DCI criminal background check

and abuse check;
c. The applicant lives in any part of a continuing care retirement community, or any housing owned

by the long-term care facility in which the volunteer would function.

https://www.legis.iowa.gov/docs/iac/chapter/17.13.pdf
https://www.legis.iowa.gov/docs/aco/arc/8939B.pdf
https://www.legis.iowa.gov/docs/aco/arc/1535C.pdf
https://www.legis.iowa.gov/docs/iac/rule/17.2.3.pdf
https://www.legis.iowa.gov/docs/iac/rule/17.2.3.pdf
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8.6(4) Training. Prior to certification, applicants must successfully complete the required training as
approved by the office of the state long-term care ombudsman. Successful completion shall be defined as
completion of all assignments and tasks during training, demonstration of proper techniques and skills,
and an understanding of the role of the certified volunteer long-term care ombudsman in the long-term
care setting. The applicant shall complete a minimum of 12 hours of approved training, which shall
include, but not be limited to:

a. History and overview of resident’s advocate/ombudsman program;
b. Terminology;
c. Resident rights;
d. State and federal law, rules and regulations regarding long-term care facilities;
e. Regulatory process in long-term care facilities;
f. Aging process, common medical conditions and terminology;
g. Life in a long-term care facility and culture change;
h. Communication skills;
i. Confidentiality;
j. Problem solving and documentation, and follow-up of complaints;
k. Dynamics of abuse and neglect;
l. Ethics; and
m. Resources for certified volunteer long-term care ombudsmen.
8.6(5) Approval for certification. Final approval for certification as a certified volunteer long-term

care ombudsman shall be made by the office of the state long-term care ombudsman and shall be
subject to the applicant’s successful completion of the required training and to a favorable report
from the instructor. The office of the state long-term care ombudsman has the right to require that the
applicant receive additional personal training prior to certification and has the right to deny certification
to applicants not meeting the above training criteria.

8.6(6) Certification.
a. Notification. A certified volunteer long-term care ombudsman shall be notified in writingwithin

14 days following the conclusion of the training program if certification has been continued or revoked.
b. Certification shall initially be for one year, with recertification available following the certified

volunteer’s completion of a minimum of ten hours of approved continuing education in the first year and
completion of a progress review by the office of the state long-term care ombudsman.

c. After the certified volunteer’s successful completion of one year as a certified volunteer
long-term care ombudsman, the office of the state long-term care ombudsman may recertify the certified
volunteer for a two-year period.

8.6(7) Continuing education.
a. All certified volunteer long-term care ombudsmen shall complete a minimum of ten hours

of continuing education the first year and a minimum of six hours of continuing education each year
thereafter. Continuing education may include, but is not limited to:

(1) Scheduled telephone conference calls with representatives from the office of the state long-term
care ombudsman program;

(2) Governor’s conference on aging;
(3) Area Alzheimer’s disease conferences;
(4) Elder abuse conferences;
(5) Courses related to aging conducted by a local community college or university or via the

Internet;
(6) Other events as approved in advance by the office of the state long-term care ombudsman.
b. Certified volunteer long-term care ombudsmen are responsible for reporting continuing

education hours to the office of the state long-term care ombudsman or designee within 30 days
following the completion of the continuing education event.

8.6(8) Contesting an appointment. A provider who wishes to contest the appointment of a certified
volunteer shall do so in writing to the office of the state long-term care ombudsman. The final
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determination shall be made by the office of the state long-term care ombudsman within 30 days after
receipt of notification from the provider.

8.6(9) Certification revocation.
a. Reasons for revocation. A certified volunteer long-term care ombudsman’s certification may

be revoked by the office of the state long-term care ombudsman for any of the following reasons:
falsification of information on the application, breach of confidentiality, acting as a certified volunteer
long-term care ombudsman without proper certification, attending less than the required continuing
education training, voluntary termination, unprofessional conduct, failure to carry out the duties as
assigned, or actions which are found by the office of the state long-term care ombudsman to violate the
rules or intent of the program.

b. Notice of revocation. The office of the state long-term care ombudsman shall notify the certified
volunteer and the facility in writing of a revocation of certification.

c. Request for reconsideration. A request for reconsideration or reinstatement of certification may
be made in writing to the office of the state long-term care ombudsman. The request must be filed within
14 days after receipt of the notice of revocation.

d. Response time. The office of the state long-term care ombudsman shall investigate and consider
the request and notify the requesting party and the facility of the decision within 30 days of receipt of
the written request.

8.6(10) Access.
a. Visits to facilities. A certified volunteer long-term care ombudsman may enter any long-term

care facility without prior notice. After notifying the person in charge of the facility of the certified
volunteer long-term care ombudsman’s presence, the certified volunteer long-term care ombudsmanmay
communicate privately and without restriction with any resident who consents to the communication.

b. Visits to resident’s living area. The certified volunteer long-term care ombudsman shall not
observe the private living area of any resident who objects to the observation.

8.6(11) Duties. The certified volunteer long-term care ombudsman shall assist the office of the state
long-term care ombudsman or designee in carrying out the duties described in the Older Americans Act.
Primary responsibilities of a certified volunteer long-term care ombudsman shall include:

a. Conducting initial inquiries regarding complaints registered with the office of the state
long-term care ombudsman;

b. At the request of the office of the state long-term care ombudsman or designee, providing
follow-up visits on cases investigated by the office of the state long-term care ombudsman or designee;

c. Attending, assisting with, or providing technical assistance to resident and family council
meetings as needed;

d. At the request of the office of the state long-term care ombudsman or designee, making
follow-up visits to a facility after a department of inspections and appeals survey or complaint
investigation to monitor the progress and changes listed in the plan of correction or to monitor the
correction of deficiencies;

e. Tracking, monitoring and following up on publicly available information regarding facility
performance;

f. Identifying concerns in a facility;
g. Completing all reports and submitting them to the office of the state long-term care ombudsman

in a timely manner; and
h. Completing exit interviews when the certified volunteer ombudsman resigns.

[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 8939B, IAB 7/14/10, effective 7/1/10; ARC 1535C, IAB 7/9/14, effective
8/13/14; ARC 3714C, IAB 3/28/18, effective 5/2/18]

These rules are intended to implement Iowa Code section 231.42.
[Filed 5/20/82, Notice 3/17/82—published 6/9/82, effective 7/14/82]

[Filed 11/5/82, Notice 7/21/82—published 11/24/82, effective 12/29/82]1

[Filed emergency 12/17/82—published 1/5/83, effective 12/29/82]
[Filed 5/1/87, Notice 2/25/87—published 5/20/87, effective 6/24/87]2

[Filed emergency 8/20/87—published 9/9/87, effective 9/2/87]

https://www.legis.iowa.gov/docs/aco/arc/8489B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8939B.pdf
https://www.legis.iowa.gov/docs/aco/arc/1535C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3714C.pdf
https://www.legis.iowa.gov/docs/ico/section/231.42.pdf
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[Filed 1/16/04, Notice 10/29/03—published 2/4/04, effective 3/10/04]
[Filed Emergency ARC 8489B, IAB 1/27/10, effective 1/7/10]

[Filed Emergency After Notice ARC 8939B (Notice ARC 8772B, IAB 5/19/10), IAB 7/14/10,
effective 7/1/10]

[Filed ARC 9349B (Notice ARC 9227B, IAB 11/17/10), IAB 2/9/11, effective 3/16/11]
[Filed ARC 1535C (Notice ARC 1425C, IAB 4/16/14), IAB 7/9/14, effective 8/13/14]
[Filed ARC 3714C (Notice ARC 3479C, IAB 12/6/17), IAB 3/28/18, effective 5/2/18]

1 Effective date of subrule 20—4.2(1) delayed 70 days by the Administrative Rules Review Committee. (IAB 12/22/82).
Delay lifted by Committee on January 4, 1983.

2 Effective date of Ch 8 delayed 70 days by the Administrative Rules Review Committee.

https://www.legis.iowa.gov/docs/aco/arc/8489B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8939B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8772B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9349B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9227B.pdf
https://www.legis.iowa.gov/docs/aco/arc/1535C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1425C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3714C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3479C.pdf
https://www.legis.iowa.gov/docs/aco/bulletin/12-22-1982.pdf
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CHAPTER 13
TRUST ACCOUNTS AND CLOSINGS

[Prior to 9/4/02, see 193E—Ch 1]

193E—13.1(543B) Trust account. All earnest payments, all rents collected, property management
funds, and other trust funds received by the broker in such capacity or broker associate or salesperson
on behalf of the broker’s client shall be deposited in a trust account maintained by the broker in
an identified trust account, with the word “trust” in the name of the account, in a federally insured
depository institution and, for the purposes of this rule, may be referred to as the “depository.”

13.1(1) All money belonging to others received by the broker, broker associate or salesperson on
the sale, rental, purchase, or exchange of real property located in Iowa are trust funds and must be
deposited in a trust account as directed by the principals to a transaction constituting dealing in real
estate. This shall include, but not be limited to, receipts from property management contracts; rental or
lease contracts; advance fee contracts; escrow contracts; collection contracts; earnest money contracts;
or money received by a broker for future investment or other purpose, except a nonrefundable retainer
need not be placed in an escrow account if specifically provided for in the written agreement between
the broker and the broker’s principal.

a. All trust funds must be deposited into the broker’s trust account by no later than five banking
days after the date indicated on the document that the last signature of acceptance of the offer to purchase,
rent, lease, exchange, or option is obtained.

b. Money belonging to others shall not be invested in any type of fixed-term maturity account,
security or certificate without the written consent of the party or parties to whom the money belongs.

c. A broker shall not commingle personal funds in a trust account; provided, however, that not
more than $1,000 of the broker’s personal funds may be maintained in each separate account if (1) such
personal funds are separately accounted for and (2) such personal funds are intended to be used by the
broker to pay for expenses directly related to maintaining the account.

The broker shall ensure that personal funds are deposited to cover bank service charges as specified
in Iowa Code section 543B.46 and that at no time are trust moneys used to cover any charges. Upon
notification that the broker’s personal funds are not sufficient to cover service charges initiated by the
bank that are above the normal maintenance charges, the broker shall deposit personal funds to correct
the deficiency within 15 calendar days of the closing date of that bank statement.

d. Money held in the trust account, which becomes due and payable to the broker, shall be
promptly withdrawn by the broker.

e. The broker shall not use the trust account as a business operating account or for personal use.
Commissions, salaries, related items and normal business expenses shall not be disbursed directly from
the trust account.

13.1(2) Unless there is a written agreement between all parties to the transaction to the contrary, or
the provisions of paragraph 13.1(2)“g” apply, all interest earned on the trust account shall be transferred
on a calendar quarter basis to the state. The amount to be remitted to the state will be the amount
of interest earned less any service charges directly attributable to the requirement of maintaining an
interest-bearing account and of remitting the interest to the state. The broker may have the depository
remit the interest directly or the broker may remit the interest but, in either case, it shall be the
responsibility of the broker to see that the interest is remitted.

a. If the interest is remitted by the broker, the broker should use the commission-approved Real
Estate Interest Remittance Form and include a copy of the applicable bank statement(s) showing the
interest paid and the service charges attributable to maintaining the account.

b. If the interest is remitted by the broker, the broker shall mail the interest remittance check and
required documentation to:

The State of Iowa
c/o Bankers Trust Company
P.O. Box 4686
Des Moines, Iowa 50306

https://www.legis.iowa.gov/docs/ico/section/543B.46.pdf
https://www.legis.iowa.gov/docs/iac/rule/193E.13.1.pdf
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c. The depository should use the name “Iowa Finance Authority” and the federal tax identification
number (TIN) 52-1699886 on the 1099 reporting form when reporting interest to the IRS.

d. The depository should send the 1099 reporting form to:
Iowa Finance Authority
2015 Grand Avenue
Des Moines, Iowa 50312
e. If the property management or rental account is interest-bearing, the interest shall be transferred

on a calendar quarter basis to the state unless there is a written agreement paying the interest to the
property owner.

f. In no event shall the broker be paid interest earned on moneys held in trust for others by the
broker.

g. A broker shall enter into a written agreement to pay interest to a buyer or seller in a transaction,
or to a third party if requested by the parties to the contract and agreed to by the broker, if the client’s
trust funds can earn net interest. In determining whether a client can earn net interest on funds placed in
trust, the broker shall take into consideration all relevant factors including the following:

(1) The amount of interest that the funds would earn during the period in which they are reasonably
expected to be deposited;

(2) The cost of establishing and administering an individual interest-bearing trust account in which
the interest would be transmitted to the client, including any needed tax forms; and

(3) The capability of the financial institution to calculate and pay interest to individual clients
through subaccounting or otherwise.

13.1(3) With disclosure to and the written agreement of all parties, a trust account may bear interest
to be disbursed to (1) the buyer or seller involved in a real estate purchase, sale or exchange transaction,
or (2) the property owner, if the property management or rental contract contains this specific provision,
or (3) as otherwise specifically allowed or provided in Iowa Code sections 562A.12(2) and 562B.13(2),
or (4) a third party if requested by the parties to the contract and agreed to by the broker. Disbursements
of interest on trust funds are subject to all provisions of law that require a broker to safeguard and account
for the handling of funds of others.

13.1(4) Receipts from property management and rental account transactions may be deposited in a
trust account separate from real estate transaction funds. If separately maintained, this account shall not
be required to be an interest-bearing account.

a. The broker shall provide to the broker’s client a complete accounting of all moneys received
and disbursed from the trust account(s) not less often than annually.

b. A broker may only utilize a separate property management or rents trust account for those
moneys received by a broker pursuant to a written property management or rental agreement.

13.1(5) A broker shall be required to open and maintain one or more trust accounts if the broker
is in the practice of depositing funds in a trust account. For each separate trust account opened, the
broker shall file with the commission a written Consent to Examine and Audit Trust Account form, which
irrevocably authorizes the commission to examine and audit the trust account. The form of consent shall
be prescribed by and available from the commission and shall include the account names and number
and the name and address of the depository.

a. If the broker is not in the practice of depositing trust funds in a trust account, the broker shall
file an affidavit with the commission on a form prescribed by and available from the commission.

b. If trust funds are received by the broker after filing an affidavit, the broker must immediately
open a trust account and file the appropriate Consent to Examine and Audit Trust Account form with the
commission.

c. As provided by Iowa Code section 543B.46(3), a consent to examine is not required for a
separate farm business operating account in the name of the owner or owners and used by either the farm
owner or farm manager or agent to conduct business as a part of a written farm management agreement.

d. As provided by Iowa Code section 543B.46(3), a consent to examine is not required for a
separate property management account in the name of the owner or owners and used by either the

https://www.legis.iowa.gov/docs/ico/section/562A.12.pdf
https://www.legis.iowa.gov/docs/ico/section/562B.13.pdf
https://www.legis.iowa.gov/docs/ico/section/543B.46.pdf
https://www.legis.iowa.gov/docs/ico/section/543B.46.pdf
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property owner or property manager or agent to conduct property management as a part of a written
property management agreement.

13.1(6) Each broker required to maintain a trust account shall maintain at all times a record of each
account, as required by these rules, in the place of business, consisting of at least the following:

a. A record called a journal which records in chronological order all receipts and disbursements
of moneys in the trust account.

(1) For receipts, the journal for each trust account must include the date, name of depositor, the
check number and the amount deposited, and the name of principal or identify the property.

(2) For disbursements, the journal for each trust account must include the date, name of payee,
name of principal or identify the property, the check number and the amount disbursed.

(3) The journal must provide a means for monthly reconciliation on a written worksheet of the
general ledger balancewith the bank balance andwith the individual ledger accounts to ensure agreement.

b. Real estate sales transactions shall additionally require an individual ledger account identified
by the property or the principal, which records all receipts and disbursements of the transaction and
clearly separates the transaction from all others. The individual ledger account shall include the date,
check number, amount, name of payee or depositor or explanation of activity with a running balance.

c. Property management trust account records shall additionally include an individual ledger
account for each tenant, identifying the tenant’s rental unit and security deposit and including all
receipts and disbursements together with check number and date. The journal for each account shall be
maintained as an owner’s ledger account for all properties owned by each owner showing receipts and
disbursements applicable to each property managed.

(1) All disbursements must be documented by bids, contracts, invoices or other appropriate written
documentation.

(2) The running balance may be determined at the time of monthly reconciliation.
d. Trust account supporting documents shall include, but not be limited to, the following:
(1) Bank statements;
(2) Canceled checks;
(3) Copies of contracts, listing, sales, rental and leasing;
(4) Closing statements;
(5) Pertinent correspondence; and
(6) Any additional items necessary to verify or explain an entry.
13.1(7) Funds, including interest on trust funds, shall only be disbursed from the trust account as

provided in Iowa Code section 543B.46(1) and by the terms and conditions of the contract or escrow
agreement. No funds shall be disbursed from the trust account prior to the closing, or other than as
provided by the terms of the escrow agreement, without the informed written consent of all the parties.
In the event of a dispute over the return or forfeiture of an earnest money deposit or the disbursement
of an escrow deposit held by a broker, the broker shall continue to hold the deposit in the trust account
until one of the following conditions is met:

a. The broker is in receipt of a written release from all parties to the transaction consenting to the
disposition of the deposit or escrow funds; or

b. The broker is in receipt of a final judgment of the court directing the disposition of the deposit
or escrow funds; or

c. There is a final decision of a binding alternative dispute resolution process, or mediation
directing the disposition of the deposit or escrow funds; or

d. A civil court action is filed by one or more of the parties to determine the disposition of the
deposit or escrow funds, at which time the broker may seek court authorization to pay the deposit or
escrow funds into court.

13.1(8) No funds shall be disbursed from the trust account prior to the closing without the informed
written consent of all the parties to the transaction as provided in 13.1(7), except in accordance with this
rule. Nothing in this rule requires a broker to remove money from the broker’s trust account when the
disposition of such money is disputed by the parties to the transaction. The commission will not take

https://www.legis.iowa.gov/docs/ico/section/543B.46.pdf
https://www.legis.iowa.gov/docs/iac/rule/193E.13.1.pdf
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disciplinary action against a broker who in good faith disburses trust account moneys pursuant to this
rule.

a. In the absence of a pending civil court action or written agreement, it shall not be grounds for
disciplinary action when, upon passage of 30 days from the date of the dispute, a broker disburses the
earnest money deposit to a buyer, renter, or lessee in a transaction based upon a good faith decision that
a contingency has not been met, but disbursement shall be made only after the broker has given 30 days’
written notice by certified mail to all parties concerned at their last-known addresses, setting forth the
broker’s proposed action and the grounds for the decision.

b. In the absence of a pending civil action or written agreement, it shall not be grounds for
disciplinary action when, upon passage of six months from the date of the dispute, a broker disburses
the earnest money deposit to a seller or landlord in a transaction based upon a good faith decision that
the buyer, renter, or lessee has failed to perform as agreed, but disbursement shall be made only after
the broker has given 30 days’ written notice by certified mail to all parties concerned at their last-known
addresses, setting forth the broker’s proposed action and grounds for the decision.

c. The dispute must be legitimate. If a buyer or seller, or a landlord or lessee, or a renter demands
the return of the earnest money deposit, the broker shall consult with the other party who may agree or
disagree with the return.

13.1(9) Under no circumstances is the broker entitled to withhold any portion of the earnest money
when a transaction fails to consummate even if a commission is earned. The earnest money must be
disposed of as provided in 13.1(7), 13.1(8), or 13.1(10), and the broker shall pursue any claim for
commission or compensation against the broker’s client.

13.1(10) Interpleader. Anytime the broker in good faith believes that the parties disputing the return
of the deposit will not agree on the disposition of the deposit or file a civil court action to determine the
disposition of the deposit, then the broker may elect to file an interpleader action with the appropriate
court pursuant to Iowa Rules of Civil Procedure and pay the deposit into court. The broker may, in filing
such an interpleader court action:

a. Attempt to claim a part of the deposit pursuant to the listing contract with the seller, if the seller
is successful in the suit.

b. Disclaim any part of the deposit and request the court to restrain the buyer and the seller from
naming the broker in the civil suit and order them to litigate their claims to the deposit.

13.1(11) A trust account may bear interest to be disbursed to the buyers or sellers or to a third party
if requested by the parties to the contract and agreed to by the broker with the written approval of all
parties to the contract or to the owner if the trust account is for a property management account and
the management contract so specifies, or as otherwise specifically allowed or provided in Iowa Code
sections 562A.12(2) and 562B.13(2). The account shall be a separate account from the account(s) which
is to accrue interest to the state. The broker shall not benefit from interest received on funds of others
in the broker’s possession. Interest shall be disbursed to the owner or owners of the funds at the time of
settlement of the transaction or as agreed to in the management contract and shall be properly accounted
for on closing statements. A broker shall not disburse interest on trust funds except as provided in
13.1(3) and 13.1(7). Service charges for the account are a business expense of the broker and shall not
be deducted from the proceeds.

13.1(12) Property management account funds may be withdrawn at any time for the purpose of
returning the funds to the payee in accordance with the terms of the contract or receipt.

13.1(13) Property management funds may be withdrawn when and if the broker reasonably believes,
from evidence available, that the tenant has obtained a rental or lease through information supplied by
or on behalf of the broker.

13.1(14) Trust funds that are not traceable to any individual for disbursement from the trust account
are unclaimed property. Unclaimed trust funds must be entered on a separate individual ledger for
accounting purposes. In accordance with Iowa Code chapter 556, after three years, unclaimed trust
funds shall be paid to:

https://www.legis.iowa.gov/docs/iac/rule/193E.13.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/193E.13.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/193E.13.1.pdf
https://www.legis.iowa.gov/docs/ico/section/562A.12.pdf
https://www.legis.iowa.gov/docs/ico/section/562B.13.pdf
https://www.legis.iowa.gov/docs/iac/rule/193E.13.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/193E.13.1.pdf
https://www.legis.iowa.gov/docs/ico/chapter/556.pdf
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Treasurer, State of Iowa
Unclaimed Property
P.O. Box 10430
Des Moines, Iowa 50306

[ARC 7559B, IAB 2/11/09, effective 3/18/09; ARC 0410C, IAB 10/31/12, effective 12/5/12; ARC 3722C, IAB 3/28/18, effective
5/2/18]

193E—13.2(543B) Closing transactions. It shall be mandatory for every broker to deliver to the seller
in every real estate transaction, at the time the transaction is consummated, a complete detailed statement,
showing all of the receipts and disbursements handled by the broker. Also, the broker shall at the same
time deliver to the buyer a complete statement showing all moneys received in the transaction from the
buyer and how and for what the same were disbursed.

13.2(1) In the event all funds being held by the broker for a transaction cannot be disbursed at the
time of closing, the broker shall obtain an escrow agreement signed by both parties to the transaction
which shall direct the broker regarding the future disbursement of the funds.

13.2(2) The broker shall retain all trust account records and a complete file, which shall include but
not be limited to the records required by 13.5(543B), on each transaction for a period of at least five
years after the date of the closing. Records required by this rule may be retained as an electronic record
as provided by 13.5(543B).

13.2(3) The listing broker shall be responsible for the closing even though the closing may be
completed by another licensee.

13.2(4) If the closing transaction is handled through an unlicensed escrow agent and the escrow
agent renders a closing statement, the listing broker shall ensure that funds which the broker has received
or paid as part of the transaction are accounted for properly.

13.2(5) In the case of a cooperative sale between brokers, the listing broker may elect to close the
transaction or, by prior agreement, authorize the selling broker to close.

a. If the listing broker so elects, the selling broker shall have the buyer make the earnest money
check or money order payable to the listing broker and shall immediately deliver the earnest money
check or money order along with the offer to purchase to the listing broker or listing agent.

b. Unless by prior agreement the listing broker has authorized the selling broker to close, the offer
to purchase shall designate that the earnest money is to be held in trust by the listing broker.

c. Unless by prior agreement the listing broker has authorized the selling broker to close, when
cash is accepted as earnest money by the selling agent, the selling agent must deposit the money in the
selling broker’s trust account in accordance with commission rules, and then immediately transfer the
earnest money deposit to the listing broker by issuing a check drawn on the selling broker’s trust account.

13.2(6) Anymeans other than cash or an immediately cashable check shall not be accepted as earnest
money unless that fact is communicated to the seller prior to the acceptance of the offer to purchase, and
is stated in the offer to purchase.

13.2(7) Brokers acting as agents for the buyer in a specific real estate transaction shall have the same
requirements for retention of copies as stated in this rule, except that a buyer’s agent who is not a party
to the listing contract is not required to retain a copy of the listing contract or the seller’s settlement
statement.

13.2(8) Iowa Ct. R. 37.5, limited real estate practice. All Iowa real estate licensees should be aware
that Iowa Ct. R. 37.5 authorizes nonlawyers to select, prepare, and complete certain legal documents
incident to residential real estate transactions of four units or less. The preparation of documents beyond
that authorized by this court rule may constitute the unauthorized practice of law.

a. Except to the extent authorized by the court rule, the selection, preparation, and completion of
legal documents in connection with real estate transactions by nonlawyers constitutes the unauthorized
practice of law unless the nonlawyer is acting on the person’s own behalf as a buyer or seller.

b. Upon written request of a buyer or seller, a nonlawyer may select, prepare, and complete form
documents for use incident to a residential real estate transaction of four units or less. Such documents
shall be limited to:

https://www.legis.iowa.gov/docs/aco/arc/7559B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0410C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3722C.pdf
https://www.legis.iowa.gov/docs/iac/rule/193E.13.5.pdf
https://www.legis.iowa.gov/docs/iac/rule/193E.13.5.pdf
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(1) Offers to purchase or purchase agreements, provided the parties are given written notice that
these are binding legal documents and competent legal advice should be sought before signing;

(2) Groundwater hazard statements; and
(3) Declaration of value forms.
c. Nonlawyers may not charge for preparation of the legal documents authorized by the court rule.

Nonlawyers shall not select, prepare or complete:
(1) Deeds;
(2) Real estate installment sales contracts;
(3) Affidavits of identity or nonidentity;
(4) Affidavits of payment of spousal or child support; or
(5) Any other documents necessary to correct title problems or deficiencies.

193E—13.3(543B) Salesperson shall not handle closing. A salesperson shall not handle the closing
of any real estate transaction except under the direct supervision or with the consent of the employing
broker.

193E—13.4(543B) Consent to return earnest money not required. When an offer to purchase is
withdrawn or the acceptance is revoked without liability pursuant to Iowa Code chapter 558A, any
earnest money deposit shall be promptly returned to the buyer without delay. The seller’s consent and
agreement to release the funds is not required. A copy of the written revocation or withdrawal shall be
retained with the trust account supporting documents.

193E—13.5(543B) File record keeping. Every broker shall retain for a period of at least five years true
copies of all business books; accounts, including voided checks; records; contracts; closing statements;
disclosures; signed documents; the listing; any offers to purchase; and all correspondence relating to
each real estate transaction that the broker has handled and each property managed. The records shall
be made available for reproduction and inspection by the commission, staff, and commission-authorized
representatives at all times during usual business hours at the broker’s regular place of business. If the
brokerage closes, the records shall be made available for reproduction and inspection by the commission,
staff, and commission-authorized representatives upon request.

13.5(1) Contracts and other documents that have been changed or altered to the point where the
language is unreadable and faxed contracts and documents in which the language is unreadable are not
acceptable records and must be redrafted and signed by the parties.

13.5(2) Copies of unreadable documents are not acceptable as true copies of the originals regardless
of the medium.

13.5(3) Electronic records. The files, records, and other documents required by this chapter may
be stored in electronic format for convenience and efficiency in a system for electronic record storage,
analysis, and retrieval.

a. A record required by this chapter may be retained as an electronic record only if the record
storage medium can be easily accessed and the records can be readily retrieved and transferred to a
legible printed form upon request.

b. The scanning or electronic generation of a record must be monitored to ensure that the copy is
clear, legible and true before the original is shredded.

c. Once the original record is transferred to the appropriate electronic storage medium consistent
with this rule, the commission will no longer require the retention of the record in its original medium.
For the purposes of this chapter, electronic records shall be considered the same as originals.

193E—13.6(543B) Licensee acting as a principal. When a licensee is acting in the capacity of a real
estate broker, broker associate or salesperson and is also a principal in the sale, lease, rental or exchange
of property owned by the licensee, all payments, rent, or security deposits received from the lessee, renter
or buyer must be deposited into the broker’s trust account. The use of the broker’s trust account is not
required if all of the following exist:

https://www.legis.iowa.gov/docs/ico/chapter/558A.pdf
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1. The sale, rental, or exchange is strictly, clearly and completely a “by owner” transaction and
there is not a listing or brokerage agreement;

2. No commission or other compensation is paid to or received by the licensee; and
3. The licensee does not function throughout the transaction in any capacity requiring a real estate

license.
These rules are intended to implement Iowa Code chapters 17A, 272C and 543B.

[Filed 8/9/02, Notice 6/26/02—published 9/4/02, effective 10/9/02]
[Filed emergency 4/4/03—published 4/30/03, effective 4/4/03]

[Filed 8/16/04, Notice 4/14/04—published 9/15/04, effective 10/20/04]
[Filed 2/26/08, Notice 12/19/07—published 3/26/08, effective 4/30/08]

[Filed ARC 7559B (Notice ARC 7271B, IAB 10/22/08), IAB 2/11/09, effective 3/18/09]
[Filed Without Notice ARC 0410C, IAB 10/31/12, effective 12/5/12]

[Filed ARC 3722C (Notice ARC 3564C, IAB 1/17/18), IAB 3/28/18, effective 5/2/18]

https://www.legis.iowa.gov/docs/ico/chapter/17A.pdf
https://www.legis.iowa.gov/docs/ico/chapter/272C.pdf
https://www.legis.iowa.gov/docs/ico/chapter/543B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7559B.pdf
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https://www.legis.iowa.gov/docs/aco/arc/0410C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3722C.pdf
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IAC 3/28/18 Real Estate[193E] Ch 14, p.1

CHAPTER 14
SELLER PROPERTY CONDITION DISCLOSURE

[Prior to 9/4/02, see 193E—Ch 1]

193E—14.1(543B) Property condition disclosure requirement. The requirements of this chapter
shall apply to transfers of real estate subject to Iowa Code chapter 558A. For purposes of this chapter,
“transfer” means the transfer or conveyance of real estate by sale, exchange, real estate contract, or
any other method by which real estate and improvements are purchased, including rental or lease
agreements which contain any option to purchase, if the property includes at least one but no more than
four dwelling units unless the transfer is exempted by Iowa Code section 558A.1(4), and “agent” means
an individual designated by a transferee to accept delivery of a disclosure statement from a transferor.

14.1(1) Additional disclosure. Nothing in this rule is intended to prevent any additional disclosure
or to relieve the parties or agents in the transaction from making any disclosure otherwise required by
law or contract.

14.1(2) Licensee responsibilities to seller. At the time a licensee obtains a listing, the listing licensee
shall obtain a completed disclosure signed and dated by each seller represented by the licensee.

a. A licensee representing a seller shall deliver the executed statement to a potential buyer, a
potential buyer’s agent, or any other third party who may be representing a potential buyer, prior to the
seller’s making a written offer to sell or the seller’s accepting a written offer to buy.

b. The licensee representing a seller shall attempt to obtain the buyer’s signature and date of
signature on the statement and shall provide the seller and the buyer with fully executed copies of the
disclosure and maintain a copy of the written acknowledgment in the transaction file. If the licensee is
unable to obtain the buyer’s signature, the licensee shall obtain other documentation establishing delivery
of the disclosure and maintain the written documentation in the transaction file.

c. If the transaction closes, the listing broker shall maintain the completed disclosure statement
for a minimum of five years.

d. The executed disclosure statement shall be delivered to the buyer(s) or the buyer’s agent by
personal delivery, certified or registered mail, or electronic delivery. If there is more than one buyer, any
one buyer or buyer’s agent may accept delivery of the executed statement.

14.1(3) Licensee responsibilities to buyer. A licensee representing a buyer in a transfer shall notify
the buyer of the seller’s obligation to deliver the property disclosure statement.

a. If the disclosure statement is not delivered when required, the licensee shall notify the buyer
that the buyer may revoke or withdraw the offer.

b. If a buyer elects to revoke or withdraw the offer, the licensee shall obtain a written revocation
or withdrawal from the buyer and shall deliver the revocation or withdrawal to the seller within three
days following personal delivery or five days following delivery of the disclosure by electronic delivery
or mail to the buyer or the buyer’s agent.

c. Following revocation or withdrawal of the offer, any earnest money deposit shall be promptly
returned without liability pursuant to Iowa Code chapter 558A and rule 193E—13.4(543B).

14.1(4) Inclusion of written reports. A written report or opinion prepared by a person qualified to
render the report or opinion may be included in a disclosure statement. A report may be prepared by,
but not limited to, the following persons provided that the content of the report or opinion is within the
specified area of expertise of the provider: a land surveyor licensed pursuant to Iowa Code chapter 542B;
a geologist; a structural pest control operator licensed pursuant to Iowa Code section 206.6; or a qualified
building contractor.

a. The seller must identify the required disclosure items which are to be satisfied by the report.
b. If the report is prepared for the specific purpose of satisfying the disclosure requirement, the

preparer of the report shall specifically identify the items of the disclosure which the report is intended
to satisfy.

c. A licensee representing a seller shall provide the seller with information on the proper use of
reports if reports are used as part of the disclosure statement.

https://www.legis.iowa.gov/docs/ico/chapter/558A.pdf
https://www.legis.iowa.gov/docs/ico/section/558A.1.pdf
https://www.legis.iowa.gov/docs/ico/chapter/558A.pdf
https://www.legis.iowa.gov/docs/iac/rule/193E.13.4.pdf
https://www.legis.iowa.gov/docs/ico/chapter/542B.pdf
https://www.legis.iowa.gov/docs/ico/section/206.6.pdf
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14.1(5) Amended disclosure statement. A licensee’s obligations with respect to any amended
disclosure statement are the same as the licensee’s obligations with respect to the original disclosure
statement. A disclosure statement must be amended if information disclosed is or becomes inaccurate
or misleading or is supplemented unless one of the following exceptions applies:

a. The information disclosed in conformance with Iowa Code chapter 558A is subsequently
rendered inaccurate as a result of an act, occurrence, or agreement subsequent to the delivery of the
disclosure statement.

b. The information disclosed is based on information of a public agency, including the state, a
political subdivision of the state, or the United States.

14.1(6) Acknowledgment of receipt of disclosure statement by electronic means. Whether or not
a licensee assists in a real estate transaction, electronic delivery of any property disclosure statement
required by Iowa Code chapter 558A shall not be deemed completed until written acknowledgment
of receipt is provided to the transferor by the transferee or the transferee’s agent. Acceptable
acknowledgment of receipt shall include return of a fully executed copy of the property disclosure
statement to the transferor by the transferee or the transferee’s agent; or a letter, electronic mail, text
message, or other written correspondence to the transferor from the transferee or the transferee’s agent
acknowledging receipt. A computer-generated read receipt, facsimile delivery confirmation, or other
automated return message shall not be deemed acknowledgment of receipt for purposes of this rule.

14.1(7) Minimum disclosure statement contents for all transfers. All property disclosure statements,
whether or not a licensee assists in the transaction, shall contain at aminimum the information required by
the following sample statement. No particular language is required in the disclosure statement provided
that the required disclosure items are included and the disclosure complies with Iowa Code chapter 558A.
To assist real estate licensees and the public, the commission recommends use of the following sample
language:

RESIDENTIAL PROPERTY SELLER DISCLOSURE STATEMENT

Property address:

PURPOSE:
Use this statement to disclose information as required by Iowa Code chapter 558A. This law requires
certain sellers of residential property that includes at least one and no more than four dwelling units
to disclose information about the property to be sold. The following disclosures are made by the
seller(s) and not by any agent acting on behalf of the seller(s).

INSTRUCTIONS TO SELLER(S):

1. Seller(s) must complete this statement. Respond to all questions, or attach reports allowed
by Iowa Code section 558A.4(2);

2. Disclose all known conditions materially affecting this property;
3. If an item does not apply to this property, indicate that it is not applicable (N/A);
4. Please provide information in good faith and make a reasonable effort to ascertain the

required information. If the required information is unknown or is unavailable following a
reasonable effort, use an approximation of the information, or indicate that the information
is unknown (UNK). All approximations must be identified as approximations (AP);

5. Additional pages may be attached as needed;
6. Keep a copy of this statement with your other important papers.
1. Basement/Foundation: Any known water or other problems? Yes [ ] No [ ]
2. Roof: Any known problems? Yes [ ] No [ ]

Any known repairs? Yes [ ] No [ ]
If yes, date of repairs/replacement: ____/____/____

3. Well and Pump: Any known problems? Yes [ ] No [ ]
Any known repairs? Yes [ ] No [ ]

https://www.legis.iowa.gov/docs/ico/chapter/558A.pdf
https://www.legis.iowa.gov/docs/ico/chapter/2018/558A.pdf
https://www.legis.iowa.gov/docs/ico/chapter/558A.pdf
https://www.legis.iowa.gov/docs/ico/chapter/558A.pdf
https://www.legis.iowa.gov/docs/ico/section/558A.4.pdf
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If yes, date of repairs/replacement: ____/____/____
Any known water tests? Yes [ ] No [ ]
If yes, date of last report: ____/____/____
and results:

4. Septic Tanks/Drain Fields: Any known problems? Yes [ ] No [ ]
Location of tank:
Date tank last cleaned: ____/____/____

5. Sewer System: Any known problems? Yes [ ] No [ ]
Any known repairs? Yes [ ] No [ ]
If yes, date of repairs/replacement: ____/____/____

6. Heating System(s): Any known problems? Yes [ ] No [ ]
Any known repairs? Yes [ ] No [ ]
If yes, date of repairs/replacement: ____/____/____

7. Central Cooling System(s): Any known problems? Yes [ ] No [ ]
Any known repairs? Yes [ ] No [ ]
If yes, date of repairs/replacement: ____/____/____

8. Plumbing System(s): Any known problems? Yes [ ] No [ ]
Any known repairs? Yes [ ] No [ ]
If yes, date of repairs/replacement: ____/____/____

9. Electrical System(s): Any known problems? Yes [ ] No [ ]
Any known repairs? Yes [ ] No [ ]
If yes, date of repairs/replacement: ____/____/____

10. Pest Infestation (e.g., termites, carpenter ants): Any known problems? Yes [ ] No [ ]
If yes, date(s) of treatment: ____/____/____
Any known structural damage? Yes [ ] No [ ]
If yes, date(s) of repairs/replacement: ____/____/____

11. Asbestos: Any known to be present in the structure? Yes [ ] No [ ]
If yes, explain:

12. Radon: Any known tests for the presence of radon gas? Yes [ ] No [ ]
If yes, date of last report: ____/____/____
and results:

13. Lead-Based Paint: Any known to be present in the structure? Yes [ ] No [ ]
14. Flood Plain: Do you know if the property is located in a flood plain? Yes [ ] No [ ]

If yes, what is the flood plain designation?
15. Zoning: Do you know the zoning classification of the property? Yes [ ] No [ ]

If yes, what is the zoning classification?
16. Covenants: Is the property subject to restrictive covenants? Yes [ ] No [ ]
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If yes, attach a copy or state where a true, current copy of the covenants can be obtained:

17. Shared or Co-Owned Features: Any features of the property known to be
shared in commonwith adjoining landowners, such as walls, fences, roads,
and driveways whose use or maintenance responsibility may have an effect
on the property? Yes [ ] No [ ]
Any known “common areas” such as pools, tennis courts, walkways, or
other areas co-owned with others, or a Homeowner’s Association which
has any authority over the property? Yes [ ] No [ ]

18. Physical Problems: Any known settling, flooding, drainage or grading
problems? Yes [ ] No [ ]

19. Structural Damage: Any known structural damage? Yes [ ] No [ ]

YouMUST explain any “YES” response(s) above. Use the back of this statement or additional sheets
as necessary:

SELLER(S) DISCLOSURE:

Seller(s) discloses the information regarding this property based on information known or reasonably
available to the Seller(s).
The Seller(s) has owned the property since ____/____/____. The Seller(s) certifies that as of the date
signed this information is true and accurate to the best of my/our knowledge.
Seller(s) acknowledges requirement that Buyer(s) be provided with the “Iowa Radon Home-Buyers and
Sellers Fact Sheet” prepared by the Iowa Department of Public Health.

Seller Seller
Date ____/____/____ Date ____/____/____

BUYER(S) ACKNOWLEDGMENT:
Buyer(s) acknowledges receipt of a copy of this Real Estate Disclosure Statement. This statement is not
intended to be a warranty or to substitute for any inspection Buyer(s) may wish to obtain.
Buyer(s) acknowledges receipt of the “Iowa Radon Home-Buyers and Sellers Fact Sheet” prepared by
the Iowa Department of Public Health.

Buyer Buyer
Date ____/____/____ Date ____/____/____

This rule is intended to implement Iowa Code chapters 17A, 272C, 543B, and 558A.
[ARC 7950B, IAB 7/15/09, effective 8/19/09; ARC 8285B, IAB 11/18/09, effective 12/23/09; ARC 3722C, IAB 3/28/18, effective
5/2/18]

[Filed 8/9/02, Notice 6/26/02—published 9/4/02, effective 10/9/02]
[Filed 11/7/05, Notice 8/31/05—published 12/7/05, effective 1/11/06]

[Editorial change: IAC Supplement 9/10/08]
[Filed ARC 7950B (Notice ARC 7639B, IAB 3/25/09), IAB 7/15/09, effective 8/19/09]
[Filed ARC 8285B (Notice ARC 8057B, IAB 8/26/09), IAB 11/18/09, effective 12/23/09]
[Filed ARC 3722C (Notice ARC 3564C, IAB 1/17/18), IAB 3/28/18, effective 5/2/18]

https://www.legis.iowa.gov/docs/ico/chapter/17A.pdf
https://www.legis.iowa.gov/docs/ico/chapter/272C.pdf
https://www.legis.iowa.gov/docs/ico/chapter/543B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/558A.pdf
https://www.legis.iowa.gov/docs/aco/arc/7950B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8285B.pdf
https://www.legis.iowa.gov/docs/aco/arc/3722C.pdf
https://www.legis.iowa.gov/docs/aco/arc/7950B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7639B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8285B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8057B.pdf
https://www.legis.iowa.gov/docs/aco/arc/3722C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3564C.pdf
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CHAPTER 1
ORGANIZATION AND OPERATION

[Prior to 8/10/88, see College Aid Commission, 245—Ch 12]

283—1.1(261) Purpose. This chapter describes the organization, operation, and location of the Iowa
college student aid commission (hereinafter generally referred to as the commission, or the ICSAC) and
describes the means by which any interested person may obtain information and make submittals or
requests.

283—1.2(261) Organization and operations.
1.2(1) Location. The commission is located at 430 East Grand Avenue, Third Floor, Des Moines,

Iowa 50309-1920; telephone (515)725-3400; Internet site www.iowacollegeaid.gov. Office hours are
8 a.m. to 4:30 p.m., Monday to Friday. Offices are closed on Saturdays and Sundays and on official state
holidays designated in accordance with state law.

1.2(2) The commission. The commission consists of 14 members and functions under the leadership
of a chairperson elected by the membership. Eight members are appointed by the governor to serve
four-year terms. Three of the governor’s appointees represent the general public, one represents Iowa
lending institutions, one represents Iowa independent colleges and universities, one represents Iowa
community colleges, one represents Iowa postsecondary students, and one shall be an individual who is
repaying or has repaid a student loan guaranteed by the commission. One member is appointed by the
board of regents. The president of the senate, the minority leader of the senate, the speaker of the house
of representatives, and the minority leader of the house of representatives each appoint one ex officio,
nonvoting commission member. The director of the department of education serves as a continuous
member of the commission and may appoint a designee to represent the department of education.

1.2(3) Meetings. The commission shall meet at regular intervals at least six times annually, but not
more than eight times in person annually. The commission may hold additional regular meetings from
time to time during the year as deemed necessary and with proper notice to the public. Additional
meetings also may be called at the discretion of the chairperson.

a. The chairperson of the commission presides at each meeting. Members of the public may be
recognized at the discretion of the chairperson. All meetings are open to the public in accordance with
the open meetings law, Iowa Code chapter 21.

b. The commission shall give advance public notice of the time and place of each commission
meeting. The notice will include the specific date, time, and place of the meeting.

c. Aquorum shall consist of two-thirds of the votingmembers of the commission. When a quorum
is present, a position is carried by an affirmative vote of the majority of commission members eligible
to vote. A commissioner who is present at a meeting of the commission at which action on any matter
is taken shall be presumed to have assented to the action taken unless the commissioner’s dissent or
abstention is recorded in the minutes of the meeting or unless, before adjournment of the meeting, the
commissioner files written dissent to such action with the person who is acting as the secretary of the
meeting. The right to dissent shall not apply to a commissioner who voted in favor of an action.

d. A specific time is set aside at each meeting for the public to address the commission. As a
general guideline, a limit of five minutes will be allocated for each of these presentations. If a large
group seeks to address a specific issue, the chairperson may limit the number of speakers. Members of
the public who wish to address the commission during this portion of the meeting are required to notify
the commission’s administrative secretary prior to the meeting. The person’s name and the subject of
the person’s remarks must be provided. To accommodate maximum public participation, members of
the public are encouraged to submit requests at least 72 hours in advance of the meeting.

1.2(4) Minutes. The minutes of all commission meetings are recorded and kept by the executive
director in the commission office. Upon approval by the commission, minutes are posted on the
commission’s Internet site.

1.2(5) Records. The records of all business transacted and other information with respect to the
operation of the commission are public records and are on file in the commission office. All records,

https://www.legis.iowa.gov/docs/ico/chapter/21.pdf
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except statements specified as confidential under these rules, are available for inspection during regular
business hours. Copies of records up to 25 pages in number may be obtained without charge. The cost
of reproduction will be charged for pages in excess of 25. Digital media will be provided for a fee equal
to the cost of the physical device provided. The charge may be waived by the executive director.

1.2(6) Submission and requests. Inquiries, submissions, petitions, and other requests directed to the
commission may be made by letter addressed to the executive director at the address listed in subrule
1.2(1). Any person may petition for a written or oral hearing before the commission. All requests for
a hearing must be in writing and state the specific subject to be discussed and the reasons a personal
appearance is necessary if one is requested.

1.2(7) Advisory councils. Rescinded IAB 2/19/14, effective 3/26/14.
[ARC 9391B, IAB 2/23/11, effective 3/30/11; ARC 1318C, IAB 2/19/14, effective 3/26/14; ARC 3699C, IAB 3/28/18, effective
5/2/18]

These rules are intended to implement Iowa Code section 17A.3(1)“a” and “b” and chapter 261.
[Filed 1/7/77, Notice 10/20/76—published 1/26/77, effective 3/2/77]
[Filed 2/16/79, Notice 11/1/78—published 3/7/79, effective 4/11/79]
[Filed 12/18/81, Notice 10/14/81—published 1/6/82, effective 2/10/82]
[Filed 3/9/82, Notice 1/6/82—published 3/31/82, effective 5/5/82]
[Filed 6/15/84, Notice 4/11/84—published 7/4/84, effective 8/8/84]

[Filed 9/18/85, Notice 7/31/85—published 10/9/85, effective 11/13/85]
[Filed 7/22/88, Notice 3/9/88—published 8/10/88, effective 9/14/88]
[Filed 1/29/91, Notice 12/12/90—published 2/20/91, effective 3/27/91]
[Filed 1/30/92, Notice 12/11/91—published 2/19/92, effective 3/25/92]
[Filed 9/25/92, Notice 8/5/92—published 10/14/92, effective 11/18/92]
[Filed 12/1/97, Notice 10/8/97—published 12/17/97, effective 1/28/98]
[Filed 1/30/03, Notice 12/11/02—published 2/19/03, effective 3/26/03]

[Filed ARC 9391B (Notice ARC 9271B, IAB 12/15/10), IAB 2/23/11, effective 3/30/11]
[Filed ARC 1318C (Notice ARC 1123C, IAB 10/16/13), IAB 2/19/14, effective 3/26/14]
[Filed ARC 3699C (Notice ARC 3516C, IAB 12/20/17), IAB 3/28/18, effective 5/2/18]

https://www.legis.iowa.gov/docs/iac/rule/283.1.2.pdf
https://www.legis.iowa.gov/docs/aco/bulletin/02-19-2014.pdf
https://www.legis.iowa.gov/docs/aco/arc/9391B.pdf
https://www.legis.iowa.gov/docs/aco/arc/1318C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3699C.pdf
https://www.legis.iowa.gov/docs/ico/section/17A.3.pdf
https://www.legis.iowa.gov/docs/ico/chapter/261.pdf
https://www.legis.iowa.gov/docs/aco/arc/9391B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9271B.pdf
https://www.legis.iowa.gov/docs/aco/arc/1318C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1123C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3699C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3516C.pdf
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HUMAN SERVICES DEPARTMENT[441]
Rules transferred from Social Services Department[770] to Human Services Department[498],

see 1983 Iowa Acts, Senate File 464, effective July 1, 1983.
Rules transferred from agency number [498] to [441] to conform with the reorganization

numbering scheme in general, IAC Supp. 2/11/87.

TITLE I
GENERAL DEPARTMENTAL PROCEDURES

CHAPTER 1
DEPARTMENTAL ORGANIZATION AND PROCEDURES

1.1(17A) Director
1.2(17A) Council
1.3(17A) Organization at state level
1.4(17A) Field operations structure
1.5 Reserved
1.6(17A) Mental health and developmental disabilities commission
1.7(17A) Governor’s developmental disabilities council (governor’s DD council)
1.8(17A,217) Waivers of administrative rules (hereinafter referred to as exceptions to policy)
1.9 Reserved
1.10(17A,514I) HAWK-I board

CHAPTER 2
CONTRACTING OUT DEPARTMENT OF HUMAN SERVICES

EMPLOYEES AND PROPERTY
2.1(23A,225C) Definitions
2.2(23A,225C) Contracts for use of the services of department employees
2.3(23A,225C) Contract provisions
2.4(23A,225C) Leasing of space at state institutions
2.5(23A,225C) Requirements prior to leasing

CHAPTER 3
DEPARTMENT PROCEDURE FOR RULE MAKING

3.1(17A) Applicability
3.2(17A) Advice on possible rules before notice of proposed rule adoption
3.3(17A) Public rule-making docket
3.4(17A) Notice of proposed rule making
3.5(17A) Public participation
3.6(17A) Regulatory analysis
3.7(17A,25B) Fiscal impact statement
3.8(17A) Time and manner of rule adoption
3.9(17A) Variance between adopted rule and published notice of proposed rule adoption
3.10(17A) Exemptions from public rule-making procedures
3.11(17A) Concise statement of reasons
3.12(17A) Contents, style, and form of rule
3.13(17A) Department rule-making record
3.14(17A) Filing of rules
3.15(17A) Effectiveness of rules prior to publication
3.16(17A) Review by department of rules

CHAPTER 4
PETITIONS FOR RULE MAKING

4.1(17A) Petition for rule making
4.2(17A) Briefs



Analysis, p.2 Human Services[441] IAC 3/28/18

4.3(17A) Inquiries
4.4(17A) Agency consideration

CHAPTER 5
DECLARATORY ORDERS

5.1(17A) Petition for declaratory order
5.2(17A) Notice of petition
5.3(17A) Intervention
5.4(17A) Briefs
5.5(17A) Inquiries
5.6(17A) Service and filing of petitions and other papers
5.7(17A) Consideration
5.8(17A) Action on petition
5.9(17A) Refusal to issue order
5.10(17A) Contents of declaratory order—effective date
5.11(17A) Copies of orders
5.12(17A) Effect of a declaratory order

CHAPTER 6
Reserved

CHAPTER 7
APPEALS AND HEARINGS

7.1(17A) Definitions
7.2(17A) Conditions of an aggrieved person

DIVISION I
7.3(17A) Presiding officer
7.4(17A) Notification of hearing procedures
7.5(17A) The right to appeal
7.6(17A) Informing persons of their rights
7.7(17A) Notice of intent to approve, deny, terminate, reduce, or suspend assistance or deny

reinstatement of assistance
7.8(17A) Opportunity for hearing
7.9(17A) Continuation of assistance pending a final decision on appeal
7.10(17A) Procedural considerations
7.11(17A) Information and referral for legal services
7.12(17A) Subpoenas
7.13(17A) Rights of appellants during hearings
7.14(17A) Limitation of persons attending
7.15(17A) Medical examination
7.16(17A) The appeal decision
7.17(17A) Exhausting administrative remedies
7.18(17A) Ex parte communication
7.19(17A) Accessibility of hearing decisions
7.20(17A) Right of judicial review and stays of agency action
7.21(17A) Food assistance hearings and appeals
7.22 Reserved
7.23(17A) Contested cases with no factual dispute
7.24(17A) Emergency adjudicative proceedings
7.25 to 7.40 Reserved
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DIVISION II
APPEALS BASED ON THE COMPETITIVE PROCUREMENT BID PROCESS

7.41(17A) Scope and applicability
7.42(17A) Requests for timely filing of an appeal
7.43(17A) Bidder appeals
7.44(17A) Procedures for bidder appeal
7.45(17A) Stay of agency action for bidder appeal
7.46(17A) Request for review of the proposed decision
7.47(17A) Other procedural considerations
7.48(17A) Appeal record
7.49(17A) Pleadings
7.50(17A) Ex parte communications
7.51(17A) Right of judicial review

CHAPTER 8
PAYMENT OF SMALL CLAIMS

8.1(217) Authorization to reimburse

CHAPTER 9
PUBLIC RECORDS AND FAIR
INFORMATION PRACTICES

9.1(17A,22) Definitions
9.2(17A,22) Statement of policy
9.3(17A,22) Requests for access to records
9.4(17A,22) Access to confidential records
9.5(17A,22) Requests for treatment of a record as a confidential record and its withholding

from examinations
9.6(17A,22) Procedure by which additions, dissents, or objections may be entered into certain

records
9.7(17A,22,228) Consent to disclosure by the subject of a confidential record
9.8(17A,22) Notice to suppliers of information
9.9(17A,22) Release to subject
9.10(17A,22) Use and disclosure without consent of the subject
9.11(22) Availability of records
9.12(22,252G) Personally identifiable information
9.13(217) Distribution of informational materials
9.14(17A,22) Special policies and procedures for protected health information
9.15(17A,22) Person who may exercise rights of the subject

CHAPTER 10
Reserved

CHAPTER 11
COLLECTION OF PUBLIC ASSISTANCE DEBTS

11.1(217) Definitions
11.2(217) Establishment of claim
11.3(217) Application of payment
11.4(217) Setoff against state income tax refund, rebate, or other state payments, including,

for example, state employee wages
11.5(234) Setoff against federal income tax refund or other federal payments, including,

for example, federal employee wages
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CHAPTER 12
VOLUNTEER SERVICES

12.1(234) Definition
12.2(234) Allocation of block grant funds
12.3(234) Requirements for volunteers
12.4(234) Volunteer service programs
12.5(234) Services and benefits available to volunteers

CHAPTER 13
PROGRAM EVALUATION

13.1(234,239B,249A) Definitions
13.2(234,239B,249A) Review of public assistance records by the department
13.3(234,239B,249A) Who shall be reviewed
13.4(234,239B,249A) Notification of review
13.5(234,239B,249A) Review procedure
13.6(234,239B,249A) Failure to cooperate
13.7(234,239B,249A) Report of findings
13.8(234,239B,249A) Federal rereview

CHAPTER 14
OFFSET OF COUNTY DEBTS OWED DEPARTMENT

14.1(217,234) Definitions
14.2(217,234) Identifying counties with liabilities
14.3(217,234) List of counties with amounts owed
14.4(217,234) Notification to county regarding offset
14.5(217,234) Implementing the final decision
14.6(217,234) Offset completed

CHAPTER 15
RESOLUTION OF LEGAL SETTLEMENT DISPUTES

15.1(225C) Definitions
15.2(225C) Assertion of legal settlement dispute
15.3(225C) Response to dispute notification
15.4(225C) Contested case hearing
15.5(225C) Change in determination

TITLE II
Reserved

CHAPTERS 16 to 21
Reserved
TITLE III

MENTAL HEALTH

CHAPTER 22
AUTISM SUPPORT PROGRAM

22.1(225D) Definitions
22.2(225D) Eligibility and application requirements
22.3(225D) Cost-sharing requirements and graduated schedule of cost sharing
22.4(225D) Review of financial eligibility, cost-sharing requirements, exemption from cost

sharing, and disenrollment in the program
22.5(225D) Initial service authorization and renewal of service authorization
22.6(225D) Provider network
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22.7(225D) Financial management of the program
22.8(225D) Appeal

CHAPTER 23
MENTAL HEALTH AND DISABILITY SERVICES

REDESIGN TRANSITION FUND
23.1(225C,84GA,SF2315) Definitions
23.2(225C,84GA,SF2315) Eligibility
23.3(225C,84GA,SF2315) Application requirements
23.4(225C,84GA,SF2315) Guidelines for the management of transition funds
23.5(225C,84GA,SF2315) Allocation of transition funds

CHAPTER 24
ACCREDITATION OF PROVIDERS OF SERVICES TO PERSONS WITH MENTAL ILLNESS,

INTELLECTUAL DISABILITIES, OR DEVELOPMENTAL DISABILITIES
DIVISION I

SERVICES FOR INDIVIDUALS WITH DISABILITIES
24.1(225C) Definitions
24.2(225C) Standards for policy and procedures
24.3(225C) Standards for organizational activities
24.4(225C) Standards for services
24.5(225C) Accreditation
24.6(225C) Deemed status
24.7(225C) Complaint process
24.8(225C) Appeal procedure
24.9(225C) Exceptions to policy
24.10 to 24.19 Reserved

DIVISION II
CRISIS RESPONSE SERVICES

24.20(225C) Definitions
24.21(225C) Standards for crisis response services
24.22(225C) Standards for policies and procedures
24.23(225C) Standards for organizational activities
24.24(225C) Standards for crisis response staff
24.25(225C) Standards for services
24.26(225C) Accreditation
24.27(225C) Deemed status
24.28(225C) Complaint process
24.29(225C) Appeal procedure
24.30(225C) Exceptions to policy
24.31(225C) Standards for individual crisis response services
24.32(225C) Crisis evaluation
24.33(225C) Twenty-four-hour crisis response
24.34(225C) Twenty-four-hour crisis line
24.35(225C) Warm line
24.36(225C) Mobile response
24.37(225C) Twenty-three-hour crisis observation and holding
24.38(225C) Crisis stabilization community-based services (CSCBS)
24.39(225C) Crisis stabilization residential services (CSRS)
24.40(225C) Medication—administration, storage and documentation
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CHAPTER 25
DISABILITY SERVICES MANAGEMENT

DIVISION I
REGIONAL CORE SERVICES

25.1(331) Definitions
25.2(331) Core service domains
25.3(331) Access standards
25.4(331) Practices
25.5 to 25.10 Reserved

DIVISION II
REGIONAL SERVICE SYSTEM

25.11(331) Definitions
25.12(331) Regional governance structure
25.13(331) Regional finances
25.14(331) Regional governance agreement
25.15(331) Eligibility, diagnosis, and functional assessment criteria
25.16(331) Financial eligibility requirements
25.17(331) Exempted counties
25.18(331) Annual service and budget plan
25.19(331) Annual service and budget plan approval
25.20(331) Annual report
25.21(331) Policies and procedures manual for the regional service system
25.22 to 25.40 Reserved

DIVISION III
MINIMUM DATA SET

25.41(331) Minimum data set
25.42 to 25.50 Reserved

DIVISION IV
INCENTIVE AND EFFICIENCY POOL FUNDING

25.51(77GA,HF2545) Desired results areas
25.52(77GA,HF2545) Methodology for applying for incentive funding
25.53(77GA,HF2545) Methodology for awarding incentive funding
25.54(77GA,HF2545) Subsequent year performance factors
25.55(77GA,HF2545) Phase-in provisions
25.56 to 25.60 Reserved

DIVISION V
RISK POOL FUNDING

25.61(426B) Definitions
25.62(426B) Risk pool board
25.63(426B) Application process
25.64(426B) Methodology for awarding risk pool funding
25.65(426B) Repayment provisions
25.66(426B) Appeals
25.67 to 25.70 Reserved

DIVISION VI
TOBACCO SETTLEMENT FUND RISK POOL FUNDING

25.71(78GA,ch1221) Definitions
25.72(78GA,ch1221) Risk pool board
25.73(78GA,ch1221) Rate-setting process
25.74(78GA,ch1221) Application process
25.75(78GA,ch1221) Methodology for awarding tobacco settlement fund risk pool funding
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25.76(78GA,ch1221) Repayment provisions
25.77(78GA,ch1221) Appeals
25.78 to 25.80 Reserved

DIVISION VII
COMMUNITY MENTAL HEALTH CENTER WAIVER REQUEST

25.81(225C) Waiver request
25.82 to 25.90 Reserved

DIVISION VIII
CRITERIA FOR EXEMPTING COUNTIES FROM JOINING INTO REGIONS TO ADMINISTER

MENTAL HEALTH AND DISABILITY SERVICES
25.91(331) Exemption from joining into mental health and disability services region
25.92 to 25.94 Reserved

DIVISION IX
DATA SUBMISSION TO DETERMINE MEDICAID OFFSET FOR COUNTIES

25.95(426B) Definitions
25.96(426B) Data to determine Medicaid offset
25.97 to 25.100 Reserved

DIVISION X
MENTAL HEALTH ADVOCATES

25.101(229) Definitions
25.102(229) Advocate appointment and qualifications
25.103(229) Advocate assignment
25.104(229) Advocate responsibilities
25.105(229) County responsibilities
25.106(229) Data collection requirements
25.107(229) Quality assurance system
25.108 to 25.116 Reserved

DIVISION XI
PROCESS FOR APPROVING SUBACUTE MENTAL HEALTH CARE FACILITY LICENSING APPLICATIONS

TO THE DEPARTMENT OF INSPECTIONS AND APPEALS
25.117(135G) Definitions
25.118(135G) Approval process for subacute care facility applications to be licensed by the

department of inspections and appeals

CHAPTERS 26 and 27
Reserved

CHAPTER 28
POLICIES FOR MENTAL HEALTH

INSTITUTES AND RESOURCE CENTERS
28.1(218) Definitions
28.2(218,222) Selection of facility
28.3 Reserved
28.4(225C,229) Grievances
28.5(217,218) Photographing and recording of individuals and use of cameras
28.6(217,218) Interviews and statements
28.7(218) Use of grounds, facilities, or equipment
28.8(218) Tours of facility
28.9(218) Donations
28.10 and 28.11 Reserved
28.12(217) Release of confidential information
28.13(218) Applying county institutional credit balances
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CHAPTER 29
MENTAL HEALTH INSTITUTES

29.1(218) Catchment areas
29.2(218,229) Voluntary admissions
29.3(229,230) Certification of county of residence
29.4(218,230) Charges for care
29.5(229) Authorization for treatment
29.6(217,228,229) Rights of individuals
29.7(218) Visiting

CHAPTER 30
STATE RESOURCE CENTERS

30.1(218,222) Catchment areas
30.2(218,222) Admission
30.3(222) Non-Medicaid payment-eligible individuals
30.4(222) Liability for support
30.5(217,218,225C) Rights of individuals
30.6(218) Visiting

CHAPTER 31
CIVIL COMMITMENT UNIT

31.1(229A) Definitions
31.2(229A) Visitation
31.3(229A) Group visitation
31.4(229A) Grievances
31.5(229A) Photographing and recording individuals
31.6(229A) Release of information
31.7(229A) Communication with individuals
31.8(229A) Building and grounds
31.9(8,218) Gifts and bequests
31.10(229A) Cost of care

CHAPTERS 32 and 33
Reserved

CHAPTER 34
ALTERNATIVE DIAGNOSTIC FACILITIES

34.1(225C) Definitions
34.2(225C) Function
34.3(225C) Standards

CHAPTER 35
Reserved

CHAPTER 36
FACILITY ASSESSMENTS

DIVISION I
ASSESSMENT FEE FOR INTERMEDIATE CARE FACILITIES FOR PERSONS WITH AN INTELLECTUAL DISABILITY

36.1(249A) Assessment of fee
36.2(249A) Determination and payment of fee
36.3 Reserved
36.4(249A) Termination of fee assessment
36.5 Reserved
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DIVISION II
QUALITY ASSURANCE ASSESSMENT FOR NURSING FACILITIES

36.6(249L) Assessment
36.7(249L) Determination and payment of assessment
36.8 and 36.9 Reserved

DIVISION III
HEALTH CARE ACCESS ASSESSMENT FOR HOSPITALS

36.10(249M) Application of assessment
36.11(249M) Determination and payment of assessment
36.12(249M) Termination of health care access assessment

CHAPTER 37
Reserved

CHAPTER 38
DEVELOPMENTAL DISABILITIES BASIC STATE GRANT

38.1(225C,217) Definitions
38.2(225C,217) Program eligibility
38.3(225C,217) Application under competitive process
38.4(225C,217) Competitive project awards
38.5(225C,217) Sole source or emergency selection project awards
38.6(225C,217) Field-initiated proposals
38.7(225C,217) Notification
38.8(225C,217) Request for reconsideration
38.9(225C,217) Contracts
38.10 Reserved
38.11(225C,217) Reallocation of funds
38.12(225C,217) Conflict of interest policy

CHAPTER 39
Reserved
TITLE IV

FAMILY INVESTMENT PROGRAM

CHAPTER 40
APPLICATION FOR AID

DIVISION I
FAMILY INVESTMENT PROGRAM—CONTROL GROUP

40.1 to 40.20 Reserved
DIVISION II

FAMILY INVESTMENT PROGRAM—TREATMENT GROUP
40.21(239B) Definitions
40.22(239B) Application
40.23(239B) Date of application
40.24(239B) Procedure with application
40.25(239B) Time limit for decision
40.26(239B) Effective date of grant
40.27(239B) Continuing eligibility
40.28(239B) Referral for investigation
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CHAPTER 41
GRANTING ASSISTANCE

DIVISION I
FAMILY INVESTMENT PROGRAM—

CONTROL GROUP
41.1 to 41.20 Reserved

DIVISION II
FAMILY INVESTMENT PROGRAM—TREATMENT GROUP

41.21(239B) Eligibility factors specific to child
41.22(239B) Eligibility factors specific to payee
41.23(239B) Home, residence, citizenship, and alienage
41.24(239B) Promoting independence and self-sufficiency through employment job

opportunities and basic skills (PROMISE JOBS) program
41.25(239B) Uncategorized factors of eligibility
41.26(239B) Resources
41.27(239B) Income
41.28(239B) Need standards
41.29(239B) Composite FIP/SSI cases
41.30(239B) Time limits

CHAPTER 42
Reserved

CHAPTER 43
ALTERNATE PAYEES

DIVISION I
FAMILY INVESTMENT PROGRAM—CONTROL GROUP

43.1 to 43.20 Reserved
DIVISION II

FAMILY INVESTMENT PROGRAM—TREATMENT GROUP
43.21(239B) Conservatorship or guardianship
43.22 and 43.23 Reserved
43.24(239B) Emergency payee

CHAPTER 44
Reserved

CHAPTER 45
PAYMENT
DIVISION I

FAMILY INVESTMENT PROGRAM—CONTROL GROUP
45.1 to 45.20 Reserved

DIVISION II
FAMILY INVESTMENT PROGRAM—TREATMENT GROUP

45.21(239B) Issuing payment
45.22(239B) Return
45.23(239B) Held warrants
45.24(239B) Underpayment
45.25(239B) Deceased payees
45.26(239B) Limitation on payment
45.27(239B) Rounding of need standard and payment amount
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CHAPTER 46
OVERPAYMENT RECOVERY

DIVISION I
FAMILY INVESTMENT PROGRAM—CONTROL GROUP

46.1 to 46.20 Reserved
DIVISION II

FAMILY INVESTMENT PROGRAM—TREATMENT GROUP
46.21(239B) Definitions
46.22(239B) Monetary standards
46.23(239B) Notification and appeals
46.24(239B) Determination of overpayments
46.25(239B) Source of recoupment
46.26 Reserved
46.27(239B) Procedures for recoupment
46.28 Reserved
46.29(239B) Fraudulent misrepresentation of residence

CHAPTER 47
DIVERSION INITIATIVES

DIVISION I
PROMOTING AWARENESS OF THE BENEFITS OF A HEALTHY MARRIAGE

47.1(234) Eligibility criteria
47.2(234) Notice and eligibility period
47.3 to 47.20 Reserved

DIVISION II
FAMILY SELF-SUFFICIENCY GRANTS PROGRAM

47.21(239B) Definitions
47.22(239B) Availability of the family self-sufficiency grants program
47.23(239B) General criteria
47.24(239B) Assistance available in family self-sufficiency grants
47.25(239B) Application, notification, and appeals
47.26(239B) Approved local plans for family self-sufficiency grants
47.27(239B) Evaluation of family self-sufficiency grants
47.28(239B) Recovery of FSSG overpayments

CHAPTERS 48 and 49
Reserved
TITLE V

STATE SUPPLEMENTARY ASSISTANCE

CHAPTER 50
APPLICATION FOR ASSISTANCE

50.1(249) Definitions
50.2(249) Application procedures
50.3(249) Approval of application and effective date of eligibility
50.4(249) Reviews
50.5(249) Application under conditional benefits

CHAPTER 51
ELIGIBILITY

51.1(249) Application for other benefits
51.2(249) Supplementation
51.3(249) Eligibility for residential care
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51.4(249) Dependent relatives
51.5(249) Residence
51.6(249) Eligibility for supplement for Medicare and Medicaid eligibles
51.7(249) Income from providing room and board
51.8(249) Furnishing of social security number
51.9(249) Recovery

CHAPTER 52
PAYMENT

52.1(249) Assistance standards

CHAPTER 53
Reserved

CHAPTER 54
FACILITY PARTICIPATION

54.1(249) Application and contract agreement
54.2(249) Maintenance of case records
54.3(249) Payment for residential care facilities
54.4(249) Goods and services provided
54.5(249) Personal needs account
54.6(249) Case activity report
54.7(249) Billing procedures
54.8(249) Audits

TITLE VI
GENERAL PUBLIC ASSISTANCE PROVISIONS

CHAPTERS 55 and 56
Reserved

CHAPTER 57
INTERIM ASSISTANCE REIMBURSEMENT

57.1(249) Definitions
57.2(249) Requirements for reimbursement
57.3(249) Certificate of authority

CHAPTER 58
EMERGENCY ASSISTANCE

DIVISION I
IOWA DISASTER AID INDIVIDUAL ASSISTANCE GRANT PROGRAM

58.1(29C) Definitions
58.2(29C) Program implementation
58.3(29C) Application for assistance
58.4(29C) Eligibility criteria
58.5(29C) Eligible categories of assistance
58.6(29C) Eligibility determination and payment
58.7(29C) Contested cases
58.8(29C) Discontinuance of program
58.9 to 58.20 Reserved

DIVISION II
IOWA DISASTER CASE MANAGEMENT

58.21(29C) Purpose
58.22(29C) Definitions
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58.23(29C) Program implementation
58.24(29C) Eligibility criteria
58.25(29C) Services
58.26(29C) Disaster-caused unmet needs
58.27(29C) Resources
58.28(29C) Standards and policies
58.29(29C) Planning and training
58.30(29C) Payment for services
58.31(29C) Contested cases

CHAPTER 59
Reserved

CHAPTER 60
REFUGEE CASH ASSISTANCE

60.1(217) Alienage requirements
60.2(217) Application procedures
60.3(217) Effective date of grant
60.4(217) Accepting other assistance
60.5(217) Eligibility factors
60.6(217) Students in institutions of higher education
60.7(217) Time limit for eligibility
60.8(217) Criteria for exemption from registration for employment services, registration,

and refusal to register
60.9(217) Work and training requirements
60.10(217) Uncategorized factors of eligibility
60.11(217) Temporary absence from home
60.12(217) Application
60.13(217) Continuing eligibility
60.14(217) Alternate payees
60.15(217) Payment
60.16(217) Overpayment recovery

CHAPTER 61
REFUGEE SERVICES PROGRAM

61.1(217) Definitions
61.2(217) Authority
61.3(217) Eligibility for refugee services
61.4(217) Planning and coordinating the placement of refugees in advance of their arrival
61.5(217) Services of the department available for refugees
61.6(217) Provision of services
61.7(217) Application for services
61.8(217) Adverse service actions
61.9(217) Client appeals
61.10(217) Refugee sponsors
61.11(217) Adverse actions regarding sponsor applications
61.12(217) Administrative review of denial of sponsorship application
61.13(217) Refugee resettlement moneys
61.14(217) Unaccompanied refugee minors program
61.15(217,622A) Interpreters and translators for legal proceedings
61.16(217) Pilot recredentialing services
61.17(217) Targeted assistance grants
61.18(217) Iowa refugee services foundation
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CHAPTERS 62 to 64
Reserved
TITLE VII

FOOD PROGRAMS

CHAPTER 65
FOOD ASSISTANCE PROGRAM ADMINISTRATION

DIVISION I
65.1(234) Definitions
65.2(234) Application
65.3(234) Administration of program
65.4(234) Issuance
65.5(234) Simplified reporting
65.6(234) Delays in certification
65.7 Reserved
65.8(234) Deductions
65.9(234) Treatment centers and group living arrangements
65.10 Reserved
65.11(234) Discrimination complaint
65.12(234) Appeals
65.13(234) Joint processing
65.14 Reserved
65.15(234) Proration of benefits
65.16(234) Complaint system
65.17(234) Involvement in a strike
65.18 and 65.19 Reserved
65.20(234) Notice of expiration issuance
65.21(234) Claims
65.22(234) Verification
65.23(234) Prospective budgeting
65.24(234) Inclusion of foster children in household
65.25(234) Effective date of change
65.26(234) Eligible students
65.27(234) Voluntary quit or reduction in hours of work
65.28(234) Work requirements
65.29(234) Income
65.30(234) Resources
65.31(234) Homeless meal providers
65.32(234) Basis for allotment
65.33(234) Dependent care deduction
65.34 to 65.36 Reserved
65.37(234) Eligibility of noncitizens
65.38(234) Income deductions
65.39(234) Categorical eligibility
65.40 Reserved
65.41(234) Actions on changes increasing benefits
65.42 and 65.43 Reserved
65.44(234) Reinstatement
65.45 Reserved
65.46(234) Disqualifications
65.47 to 65.49 Reserved
65.50(234) No increase in benefits
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65.51(234) State income and eligibility verification system
65.52(234) Systematic alien verification for entitlements (SAVE) program

CHAPTER 66
EMERGENCY FOOD ASSISTANCE PROGRAM

66.1(234) Definitions
66.2(234) Application to be a TEFAP contractor
66.3(234) Contracts
66.4(234) Distribution
66.5(234) Household eligibility
66.6(234) Reimbursement for allowable costs
66.7(234) Commodity losses and claims
66.8(234) State monitoring
66.9(234) Limits on unrelated activities
66.10(234) Complaints

CHAPTERS 67 to 72
Reserved
TITLE VIII

MEDICAL ASSISTANCE

CHAPTER 73
MANAGED CARE

73.1(249A) Definitions
73.2(249A) Contracts with a managed care organization
73.3(249A) Enrollment
73.4(249A) Disenrollment process
73.5(249A) Covered services
73.6(249A) Amount, duration and scope of services
73.7(249A) Emergency services
73.8(249A) Access to service
73.9(249A) Incident reporting
73.10(249A) Discharge planning
73.11(249A) Level of care assessment and annual reviews
73.12(249A) Appeal of managed care organization actions
73.13(249A) Appeal to department
73.14(249A) Continuation of benefits
73.15(249A) Grievances
73.16(249A) Written record
73.17(249A) Information concerning procedures relating to the review of managed care

organization decisions and actions
73.18(249A) Records and reports
73.19(249A) Audits
73.20(249A) Marketing
73.21(249A) Enrollee education
73.22(249A) Payment to the managed care organization
73.23(249A) Claims payment by the managed care organization
73.24(249A) Quality assurance
73.25(249A) Certifications and program integrity
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CHAPTER 74
IOWA HEALTH AND WELLNESS PLAN

74.1(249A,85GA,SF446) Definitions
74.2(249A,85GA,SF446) Eligibility factors
74.3(249A,85GA,SF446) Application
74.4(249A,85GA,SF446) Financial eligibility
74.5(249A,85GA,SF446) Enrollment period
74.6(249A,85GA,SF446) Reporting changes
74.7(249A,85GA,SF446) Reenrollment
74.8(249A,85GA,SF446) Terminating enrollment
74.9(249A,85GA,SF446) Recovery
74.10(249A,85GA,SF446) Right to appeal
74.11(249A,85GA,SF446) Financial participation
74.12(249A,85GA,SF446) Benefits and service delivery
74.13(249A,85GA,SF446) Claims and reimbursement methodologies
74.14(249A,85GA,SF446) Discontinuance of program

CHAPTER 75
CONDITIONS OF ELIGIBILITY

DIVISION I
GENERAL CONDITIONS OF ELIGIBILITY, COVERAGE GROUPS, AND SSI-RELATED PROGRAMS

75.1(249A) Persons covered
75.2(249A) Medical resources
75.3(249A) Acceptance of other financial benefits
75.4(249A) Medical assistance lien
75.5(249A) Determination of countable income and resources for persons in a medical

institution
75.6(249A) Entrance fee for continuing care retirement community or life care community
75.7(249A) Furnishing of social security number
75.8(249A) Medical assistance corrective payments
75.9(249A) Treatment of Medicaid qualifying trusts
75.10(249A) Residency requirements
75.11(249A) Citizenship or alienage requirements
75.12(249A) Inmates of public institutions
75.13(249A) Categorical relatedness
75.14(249A) Establishing paternity and obtaining support
75.15(249A) Disqualification for long-term care assistance due to substantial home equity
75.16(249A) Client participation in payment for medical institution care
75.17(249A) Verification of pregnancy
75.18(249A) Continuous eligibility for pregnant women
75.19(249A) Continuous eligibility for children
75.20(249A) Disability requirements for SSI-related Medicaid
75.21(249A) Health insurance premium payment (HIPP) program
75.22(249A) AIDS/HIV health insurance premium payment program
75.23(249A) Disposal of assets for less than fair market value after August 10, 1993
75.24(249A) Treatment of trusts established after August 10, 1993
75.25(249A) Definitions
75.26 Reserved
75.27(249A) AIDS/HIV settlement payments
75.28(249A) Recovery
75.29(249A) Investigation by quality control or the department of inspections and appeals
75.30 to 75.49 Reserved
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DIVISION II
ELIGIBILITY FACTORS SPECIFIC TO COVERAGE GROUPS RELATED TO

THE FAMILY MEDICAL ASSISTANCE PROGRAM (FMAP)
75.50(249A) Definitions
75.51 Reserved
75.52(249A) Continuing eligibility
75.53(249A) Iowa residency policies specific to FMAP and FMAP-related coverage groups
75.54(249A) Eligibility factors specific to child
75.55(249A) Eligibility factors specific to specified relatives
75.56(249A) Resources
75.57(249A) Income
75.58(249A) Need standards
75.59(249A) Persons who may be voluntarily excluded from the eligible group when

determining eligibility for the family medical assistance program (FMAP) and
FMAP-related coverage groups

75.60(249A) Pending SSI approval
75.61 to 75.69 Reserved

DIVISION III
FINANCIAL ELIGIBILITY BASED ON MODIFIED ADJUSTED GROSS INCOME (MAGI)

75.70(249A) Financial eligibility based on modified adjusted gross income (MAGI)
75.71(249A) Income limits

CHAPTER 76
ENROLLMENT AND REENROLLMENT

76.1(249A) Definitions
76.2(249A) Application with the department
76.3(249A) Referrals from a health insurance marketplace
76.4(249A) Express lane eligibility
76.5(249A) Enrollment through SSI
76.6(249A) Referral for Medicare savings program
76.7(249A) Presumptive eligibility
76.8(249A) Applicant responsibilities
76.9(249A) Responsible persons and authorized representatives
76.10(249A) Right to withdraw the application
76.11(249A) Choice of electronic notifications
76.12(249A) Application not required
76.13(249A) Initial enrollment
76.14(249A) Reenrollment
76.15(249A) Report of changes
76.16(249A) Action on information received
76.17(249A) Automatic redetermination of eligibility

CHAPTER 77
CONDITIONS OF PARTICIPATION FOR PROVIDERS

OF MEDICAL AND REMEDIAL CARE
77.1(249A) Physicians
77.2(249A) Retail pharmacies
77.3(249A) Hospitals
77.4(249A) Dentists
77.5(249A) Podiatrists
77.6(249A) Optometrists
77.7(249A) Opticians
77.8(249A) Chiropractors
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77.9(249A) Home health agencies
77.10(249A) Medical equipment and appliances, prosthetic devices and medical supplies
77.11(249A) Ambulance service
77.12(249A) Behavioral health intervention
77.13(249A) Hearing aid dispensers
77.14(249A) Audiologists
77.15(249A) Community mental health centers
77.16(249A) Screening centers
77.17(249A) Physical therapists
77.18(249A) Orthopedic shoe dealers and repair shops
77.19(249A) Rehabilitation agencies
77.20(249A) Independent laboratories
77.21(249A) Rural health clinics
77.22(249A) Psychologists
77.23(249A) Maternal health centers
77.24(249A) Ambulatory surgical centers
77.25(249A) Home- and community-based habilitation services
77.26(249A) Behavioral health services
77.27(249A) Birth centers
77.28(249A) Area education agencies
77.29(249A) Case management provider organizations
77.30(249A) HCBS health and disability waiver service providers
77.31(249A) Occupational therapists
77.32(249A) Hospice providers
77.33(249A) HCBS elderly waiver service providers
77.34(249A) HCBS AIDS/HIV waiver service providers
77.35(249A) Federally qualified health centers
77.36(249A) Advanced registered nurse practitioners
77.37(249A) Home- and community-based services intellectual disability waiver service

providers
77.38(249A) Assertive community treatment
77.39(249A) HCBS brain injury waiver service providers
77.40(249A) Lead inspection agencies
77.41(249A) HCBS physical disability waiver service providers
77.42(249A) Public health agencies
77.43(249A) Infant and toddler program providers
77.44(249A) Local education agency services providers
77.45(249A) Indian health facilities
77.46(249A) HCBS children’s mental health waiver service providers
77.47(249A) Health home services providers
77.48(249A) Speech-language pathologists
77.49(249A) Physician assistants
77.50(249A) Ordering and referring providers
77.51(249A) Child care medical services
77.52(249A) Community-based neurobehavioral rehabilitation services
77.53(249A) Qualified Medicare beneficiary (QMB) providers
77.54(249A) Health insurance premium payment (HIPP) providers
77.55(249A) Crisis response services
77.56(249A) Subacute mental health services
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CHAPTER 78
AMOUNT, DURATION AND SCOPE OF
MEDICAL AND REMEDIAL SERVICES

78.1(249A) Physicians’ services
78.2(249A) Prescribed outpatient drugs
78.3(249A) Inpatient hospital services
78.4(249A) Dentists
78.5(249A) Podiatrists
78.6(249A) Optometrists
78.7(249A) Opticians
78.8(249A) Chiropractors
78.9(249A) Home health agencies
78.10(249A) Durable medical equipment (DME), prosthetic devices and medical supplies
78.11(249A) Ambulance service
78.12(249A) Behavioral health intervention
78.13(249A) Nonemergency medical transportation
78.14(249A) Hearing aids
78.15(249A) Orthopedic shoes
78.16(249A) Community mental health centers
78.17(249A) Physical therapists
78.18(249A) Screening centers
78.19(249A) Rehabilitation agencies
78.20(249A) Independent laboratories
78.21(249A) Rural health clinics
78.22(249A) Family planning clinics
78.23(249A) Other clinic services
78.24(249A) Psychologists
78.25(249A) Maternal health centers
78.26(249A) Ambulatory surgical center services
78.27(249A) Home- and community-based habilitation services
78.28(249A) List of medical services and equipment requiring prior authorization, preprocedure

review or preadmission review
78.29(249A) Behavioral health services
78.30(249A) Birth centers
78.31(249A) Hospital outpatient services
78.32(249A) Area education agencies
78.33(249A) Case management services
78.34(249A) HCBS ill and handicapped waiver services
78.35(249A) Occupational therapist services
78.36(249A) Hospice services
78.37(249A) HCBS elderly waiver services
78.38(249A) HCBS AIDS/HIV waiver services
78.39(249A) Federally qualified health centers
78.40(249A) Advanced registered nurse practitioners
78.41(249A) HCBS intellectual disability waiver services
78.42(249A) Pharmacies administering influenza vaccine to children
78.43(249A) HCBS brain injury waiver services
78.44(249A) Lead inspection services
78.45(249A) Assertive community treatment
78.46(249A) Physical disability waiver service
78.47(249A) Pharmaceutical case management services
78.48(249A) Public health agencies
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78.49(249A) Infant and toddler program services
78.50(249A) Local education agency services
78.51(249A) Indian health service 638 facility services
78.52(249A) HCBS children’s mental health waiver services
78.53(249A) Health home services
78.54(249A) Speech-language pathology services
78.55(249A) Services rendered via telehealth
78.56(249A) Community-based neurobehavioral rehabilitation services
78.57(249A) Child care medical services
78.58(249A) Qualified Medicare beneficiary (QMB) provider services
78.59(249A) Health insurance premium payment (HIPP) provider services
78.60(249A) Crisis response services
78.61(249A) Subacute mental health services

CHAPTER 79
OTHER POLICIES RELATING TO PROVIDERS OF

MEDICAL AND REMEDIAL CARE
79.1(249A) Principles governing reimbursement of providers of medical and health services
79.2(249A) Sanctions
79.3(249A) Maintenance of records by providers of service
79.4(249A) Reviews and audits
79.5(249A) Nondiscrimination on the basis of handicap
79.6(249A) Provider participation agreement
79.7(249A) Medical assistance advisory council
79.8(249A) Requests for prior authorization
79.9(249A) General provisions for Medicaid coverage applicable to all Medicaid providers

and services
79.10(249A) Requests for preadmission review
79.11(249A) Requests for preprocedure surgical review
79.12(249A) Advance directives
79.13(249A) Requirements for enrolled Medicaid providers supplying laboratory services
79.14(249A) Provider enrollment
79.15(249A) Education about false claims recovery
79.16(249A) Electronic health record incentive program

CHAPTER 80
PROCEDURE AND METHOD OF PAYMENT

80.1 Reserved
80.2(249A) Submission of claims
80.3(249A) Payment from other sources
80.4(249A) Time limit for submission of claims and claim adjustments
80.5(249A) Authorization process
80.6(249A) Payment to provider—exception
80.7(249A) Health care data match program

CHAPTER 81
NURSING FACILITIES

DIVISION I
GENERAL POLICIES

81.1(249A) Definitions
81.2 Reserved
81.3(249A) Initial approval for nursing facility care
81.4(249A) Arrangements with residents



IAC 3/28/18 Human Services[441] Analysis, p.21

81.5(249A) Discharge and transfer
81.6(249A) Financial and statistical report and determination of payment rate
81.7(249A) Continued review
81.8 Reserved
81.9(249A) Records
81.10(249A) Payment procedures
81.11(249A) Billing procedures
81.12(249A) Closing of facility
81.13(249A) Conditions of participation for nursing facilities
81.14(249A) Audits
81.15 Reserved
81.16(249A) Nurse aide requirements and training and testing programs
81.17 Reserved
81.18(249A) Sanctions
81.19 Reserved
81.20(249A) Out-of-state facilities
81.21(249A) Outpatient services
81.22(249A) Rates for Medicaid eligibles
81.23(249A) State-funded personal needs supplement
81.24 to 81.30 Reserved

DIVISION II
ENFORCEMENT OF COMPLIANCE

81.31(249A) Definitions
81.32(249A) General provisions
81.33(249A) Factors to be considered in selecting remedies
81.34(249A) Available remedies
81.35(249A) Selection of remedies
81.36(249A) Action when there is immediate jeopardy
81.37(249A) Action when there is no immediate jeopardy
81.38(249A) Action when there is repeated substandard quality of care
81.39(249A) Temporary management
81.40(249A) Denial of payment for all new admissions
81.41(249A) Secretarial authority to deny all payments
81.42(249A) State monitoring
81.43(249A) Directed plan of correction
81.44(249A) Directed in-service training
81.45(249A) Closure of a facility or transfer of residents, or both
81.46(249A) Civil money penalties—basis for imposing penalty
81.47(249A) Civil money penalties—when penalty is collected
81.48(249A) Civil money penalties—notice of penalty
81.49(249A) Civil money penalties—waiver of hearing, reduction of penalty amount
81.50(249A) Civil money penalties—amount of penalty
81.51(249A) Civil money penalties—effective date and duration of penalty
81.52(249A) Civil money penalties—due date for payment of penalty
81.53(249A) Use of penalties collected by the department
81.54(249A) Continuation of payments to a facility with deficiencies
81.55(249A) State and federal disagreements involving findings not in agreement when there is

no immediate jeopardy
81.56(249A) Duration of remedies
81.57(249A) Termination of provider agreement



Analysis, p.22 Human Services[441] IAC 3/28/18

CHAPTER 82
INTERMEDIATE CARE FACILITIES FOR PERSONS

WITH AN INTELLECTUAL DISABILITY
82.1(249A) Definition
82.2(249A) Licensing and certification
82.3(249A) Conditions of participation for intermediate care facilities for persons with an

intellectual disability
82.4 Reserved
82.5(249A) Financial and statistical report
82.6(249A) Eligibility for services
82.7(249A) Initial approval for ICF/ID care
82.8(249A) Determination of need for continued stay
82.9(249A) Arrangements with residents
82.10(249A) Discharge and transfer
82.11 and 82.12 Reserved
82.13(249A) Records
82.14(249A) Payment procedures
82.15(249A) Billing procedures
82.16(249A) Closing of facility
82.17(249A) Audits
82.18(249A) Out-of-state facilities
82.19(249A) State-funded personal needs supplement

CHAPTER 83
MEDICAID WAIVER SERVICES

DIVISION I—HCBS HEALTH AND DISABILITY WAIVER SERVICES
83.1(249A) Definitions
83.2(249A) Eligibility
83.3(249A) Application
83.4(249A) Financial participation
83.5(249A) Redetermination
83.6(249A) Allowable services
83.7(249A) Service plan
83.8(249A) Adverse service actions
83.9(249A) Appeal rights
83.10 to 83.20 Reserved

DIVISION II—HCBS ELDERLY WAIVER SERVICES
83.21(249A) Definitions
83.22(249A) Eligibility
83.23(249A) Application
83.24(249A) Client participation
83.25(249A) Redetermination
83.26(249A) Allowable services
83.27(249A) Service plan
83.28(249A) Adverse service actions
83.29(249A) Appeal rights
83.30(249A) Enhanced services
83.31 to 83.40 Reserved

DIVISION III—HCBS AIDS/HIV WAIVER SERVICES
83.41(249A) Definitions
83.42(249A) Eligibility
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83.43(249A) Application
83.44(249A) Financial participation
83.45(249A) Redetermination
83.46(249A) Allowable services
83.47(249A) Service plan
83.48(249A) Adverse service actions
83.49(249A) Appeal rights
83.50 to 83.59 Reserved

DIVISION IV—HCBS INTELLECTUAL DISABILITY WAIVER SERVICES
83.60(249A) Definitions
83.61(249A) Eligibility
83.62(249A) Application
83.63(249A) Client participation
83.64(249A) Redetermination
83.65 Reserved
83.66(249A) Allowable services
83.67(249A) Service plan
83.68(249A) Adverse service actions
83.69(249A) Appeal rights
83.70 and 83.71 Reserved
83.72(249A) Rent subsidy program
83.73 to 83.80 Reserved

DIVISION V—BRAIN INJURY WAIVER SERVICES
83.81(249A) Definitions
83.82(249A) Eligibility
83.83(249A) Application
83.84(249A) Client participation
83.85(249A) Redetermination
83.86(249A) Allowable services
83.87(249A) Service plan
83.88(249A) Adverse service actions
83.89(249A) Appeal rights
83.90 to 83.100 Reserved

DIVISION VI—PHYSICAL DISABILITY WAIVER SERVICES
83.101(249A) Definitions
83.102(249A) Eligibility
83.103(249A) Application
83.104(249A) Client participation
83.105(249A) Redetermination
83.106(249A) Allowable services
83.107(249A) Individual service plan
83.108(249A) Adverse service actions
83.109(249A) Appeal rights
83.110 to 83.120 Reserved

DIVISION VII—HCBS CHILDREN’S MENTAL HEALTH WAIVER SERVICES
83.121(249A) Definitions
83.122(249A) Eligibility
83.123(249A) Application
83.124(249A) Financial participation
83.125(249A) Redetermination



Analysis, p.24 Human Services[441] IAC 3/28/18

83.126(249A) Allowable services
83.127(249A) Service plan
83.128(249A) Adverse service actions
83.129(249A) Appeal rights

CHAPTER 84
EARLY AND PERIODIC SCREENING, DIAGNOSIS, AND TREATMENT

84.1(249A) Definitions
84.2(249A) Eligibility
84.3(249A) Screening services
84.4(249A) Referral
84.5(249A) Follow up

CHAPTER 85
SERVICES IN PSYCHIATRIC INSTITUTIONS

DIVISION I
PSYCHIATRIC HOSPITALS

85.1(249A) Acute care in psychiatric hospitals
85.2(249A) Out-of-state placement
85.3(249A) Eligibility of persons under the age of 21
85.4(249A) Eligibility of persons aged 65 and over
85.5(249A) Client participation
85.6(249A) Responsibilities of hospitals
85.7(249A) Psychiatric hospital reimbursement
85.8(249A,81GA,ch167) Eligibility of persons aged 21 through 64
85.9 to 85.20 Reserved

DIVISION II
PSYCHIATRIC MEDICAL INSTITUTIONS FOR CHILDREN

85.21(249A) Conditions for participation
85.22(249A) Eligibility of persons under the age of 21
85.23(249A) Client participation
85.24(249A) Responsibilities of facilities
85.25(249A) Reimbursement to psychiatric medical institutions for children
85.26(249A) Outpatient day treatment for persons aged 20 or under
85.27 to 85.40 Reserved

DIVISION III
NURSING FACILITIES FOR PERSONS WITH MENTAL ILLNESS

85.41(249A) Conditions of participation
85.42(249A) Out-of-state placement
85.43(249A) Eligibility of persons aged 65 and over
85.44(249A) Client participation
85.45(249A) Responsibilities of nursing facility
85.46(249A) Policies governing reimbursement
85.47(249A) State-funded personal needs supplement

CHAPTER 86
HEALTHY AND WELL KIDS IN IOWA (HAWK-I) PROGRAM

86.1(514I) Definitions
86.2(514I) Eligibility factors
86.3(514I) Application process
86.4(514I) Coordination with Medicaid
86.5(514I) Effective date of coverage
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86.6(514I) Selection of a plan
86.7(514I) Cancellation
86.8(514I) Premiums and copayments
86.9(514I) Annual reviews of eligibility
86.10(514I) Reporting changes
86.11(514I) Notice requirements
86.12(514I) Appeals and fair hearings
86.13(514I) Third-party administrator
86.14(514I) Covered services
86.15(514I) Participating health and dental plans
86.16(514I) Clinical advisory committee
86.17(514I) Use of donations to the HAWK-I program
86.18(505) Health insurance data match program
86.19(514I) Recovery
86.20(514I) Supplemental dental-only coverage

CHAPTER 87
FAMILY PLANNING PROGRAM

87.1(217) Definitions
87.2(217) Eligibility
87.3(217) Enrollment
87.4(217) Effective date of eligibility
87.5(217) Period of eligibility
87.6(217) Reporting changes
87.7(217) Funding of family planning services program
87.8(217) Availability of services
87.9(217) Payment of covered services
87.10(217) Submission of claims
87.11(217) Providers eligible to participate

CHAPTER 88
SPECIALIZED MANAGED CARE PROGRAMS

DIVISION I
PREPAID HEALTH PLANS

88.1(249A) Definitions
88.2(249A) Participation
88.3(249A) Enrollment
88.4(249A) Disenrollment
88.5(249A) Covered services
88.6(249A) Emergency services
88.7(249A) Access to service
88.8(249A) Grievance procedures
88.9(249A) Records and reports
88.10(249A) Marketing
88.11(249A) Patient education
88.12(249A) Payment to the PHP
88.13(249A) Quality assurance
88.14 to 88.20 Reserved

DIVISION II
PROGRAMS OF ALL-INCLUSIVE CARE FOR THE ELDERLY

88.21(249A) Scope and definitions
88.22(249A) PACE organization application and waiver process
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88.23(249A) PACE program agreement
88.24(249A) Enrollment and disenrollment
88.25(249A) Program services
88.26(249A) Access to PACE services
88.27(249A) Program administrative requirements
88.28(249A) Payment

CHAPTER 89
DEBTS DUE FROM TRANSFERS OF ASSETS

89.1(249F) Definitions
89.2(249F) Creation of debt
89.3(249F) Exceptions
89.4(249F) Presumption of intent
89.5(249F) Notice of debt
89.6(249F) No timely request of a hearing
89.7(249F) Timely request for a hearing
89.8(249F) Department-requested hearing
89.9(249F) Filing and docketing of the order
89.10(249F) Exemption from Iowa Code chapter 17A

CHAPTER 90
TARGETED CASE MANAGEMENT

90.1(249A) Definitions
90.2(249A) Eligibility
90.3(249A) Determination of need for service
90.4(249A) Application
90.5(249A) Service provision
90.6(249A) Terminating services
90.7(249A) Appeal rights
90.8(249A) Provider requirements

CHAPTER 91
MEDICARE DRUG SUBSIDY

91.1(249A) Definitions
91.2(249A) Application
91.3(249A) Eligibility determination
91.4(249A) Notice of decision
91.5(249A) Effective date
91.6(249A) Changes in circumstances
91.7(249A) Reinvestigation
91.8(249A) Appeals

CHAPTER 92
Reserved
TITLE IX

WORK INCENTIVE DEMONSTRATION

CHAPTER 93
PROMISE JOBS PROGRAM

93.1(239B) Definitions
93.2(239B) Program administration
93.3(239B) Registration and referral
93.4(239B) The family investment agreement (FIA)

https://www.legis.iowa.gov/docs/ico/chapter/17A.pdf
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93.5(239B) Assessment
93.6(239B) Job readiness and job search activities
93.7(239B) Work activities
93.8(239B) Education and training activities
93.9(239B) Other FIA activities
93.10(239B) Required documentation and verification
93.11(239B) Supportive payments
93.12(239B) Recovery of PROMISE JOBS expense payments
93.13(239B) Resolution of participation issues
93.14(239B) Problems that may provide good cause for participation issues
93.15(239B) Right of appeal
93.16(239B) Resolution of a limited benefit plan
93.17(239B) Worker displacement grievance procedure

CHAPTER 94
Reserved
TITLE X

SUPPORT RECOVERY

CHAPTER 95
COLLECTIONS

95.1(252B) Definitions
95.2(252B) Child support recovery eligibility and services
95.3(252B) Crediting of current and delinquent support
95.4(252B) Prepayment of support
95.5(252B) Lump sum settlement
95.6(252B) Offset against state income tax refund or rebate
95.7(252B) Offset against federal income tax refund and federal nontax payment
95.8(96) Child support offset of unemployment insurance benefits
95.9 to 95.11 Reserved
95.12(252B) Procedures for providing information to consumer reporting agencies
95.13(17A) Appeals
95.14(252B) Termination of services
95.15(252B) Child support recovery unit attorney
95.16(252B) Handling and use of federal 1099 information
95.17(252B) Effective date of support
95.18(252B) Continued services available to canceled family investment program (FIP) or

Medicaid recipients
95.19(252B) Cooperation of public assistance recipients in establishing and obtaining support
95.20(252B) Cooperation of public assistance applicants in establishing and obtaining support
95.21(252B) Cooperation in establishing and obtaining support in nonpublic assistance cases
95.22(252B) Charging pass-through fees
95.23(252B) Reimbursing assistance with collections of assigned support
95.24(252B) Child support account
95.25(252B) Emancipation verification

CHAPTER 96
INFORMATION AND RECORDS

96.1(252B) Access to information and records from other sources
96.2(252B) Refusal to comply with written request or subpoena
96.3(252B) Procedure for refusal
96.4(252B) Conference conducted
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96.5(252B) Fine assessed
96.6(252B) Objection to fine or failure to pay

CHAPTER 97
COLLECTION SERVICES CENTER

97.1(252B) Definitions
97.2(252B) Transfer of records and payments
97.3(252B) Support payment records
97.4(252B) Method of payment
97.5(252D) Electronic transmission of payments
97.6(252B) Authorization of payment
97.7(252B) Processing misdirected payments

CHAPTER 98
SUPPORT ENFORCEMENT SERVICES

DIVISION I
MEDICAL SUPPORT ENFORCEMENT

98.1(252E) Definitions
98.2(252E) Provision of services
98.3(252E) Establishing medical support
98.4(252E) Accessibility of the health benefit plan
98.5(252E) Health benefit plan information
98.6(252E) Insurer authorization
98.7(252E) Enforcement
98.8(252E) Contesting the order
98.9 to 98.20 Reserved

DIVISION II
INCOME WITHHOLDING

PART A
DELINQUENT SUPPORT PAYMENTS

98.21(252D) When applicable
98.22 and 98.23 Reserved
98.24(252D) Amount of withholding
98.25 to 98.30 Reserved

PART B
IMMEDIATE INCOME WITHHOLDING

98.31(252D) Effective date
98.32(252D) Withholding automatic
98.33 Reserved
98.34(252D) Approval of request for immediate income withholding
98.35(252D) Modification or termination of withholding
98.36(252D) Immediate income withholding amounts
98.37(252D) Immediate income withholding amounts when current support has ended
98.38 Reserved

PART C
INCOME WITHHOLDING—GENERAL PROVISIONS

98.39(252D,252E) Provisions for medical support
98.40(252D,252E) Maximum amounts to be withheld
98.41(252D) Multiple obligations
98.42(252D) Notice to employer and obligor
98.43(252D) Contesting the withholding
98.44(252D) Termination of order
98.45(252D) Modification of income withholding
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98.46(252D) Refunds of amounts improperly withheld
98.47(252D) Additional information about hardship
98.48 to 98.50 Reserved

DIVISION III
REVIEW AND ADJUSTMENT OF CHILD SUPPORT OBLIGATIONS

98.51 to 98.60 Reserved
DIVISION IV

PUBLICATION OF NAMES
98.61(252B) List for publication
98.62(252B) Releasing the list
98.63 to 98.70 Reserved

DIVISION V
ADMINISTRATIVE SEEK EMPLOYMENT ORDERS

98.71(252B) Seek employment order
98.72(252B) Effective date of order
98.73(252B) Method and requirements of reporting
98.74(252B) Reasons for noncompliance
98.75(252B) Method of service
98.76(252B) Duration of order
98.77 to 98.80 Reserved

DIVISION VI
DEBTOR OFFSET

98.81(252B) Offset against payment owed to a person by a state agency
98.82 to 98.90 Reserved

DIVISION VII
ADMINISTRATIVE LEVY

98.91(252I) Administrative levy
98.92 Reserved
98.93(252I) Verification of accounts
98.94(252I) Notice to financial institution
98.95(252I) Notice to support obligor
98.96(252I) Responsibilities of financial institution
98.97(252I) Challenging the administrative levy
98.98 to 98.100 Reserved

DIVISION VIII
LICENSE SANCTION

98.101(252J) Referral for license sanction
98.102(252J) Reasons for exemption
98.103(252J) Notice of potential sanction of license
98.104(252J) Conference
98.105(252J) Payment agreement
98.106(252J) Staying the process due to full payment of support
98.107(252J) Duration of license sanction
98.108 to 98.120 Reserved

DIVISION IX
EXTERNAL ENFORCEMENT

98.121(252B) Difficult-to-collect arrearages
98.122(252B) Enforcement services by private attorney entitled to state compensation
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CHAPTER 99
SUPPORT ESTABLISHMENT AND ADJUSTMENT SERVICES

DIVISION I
CHILD SUPPORT GUIDELINES

99.1(234,252B,252H) Income considered
99.2(234,252B) Allowable deductions
99.3(234,252B) Determining net income
99.4(234,252B) Applying the guidelines
99.5(234,252B) Deviation from guidelines
99.6 to 99.9 Reserved

DIVISION II
PATERNITY ESTABLISHMENT

PART A
JUDICIAL PATERNITY ESTABLISHMENT

99.10(252A) Temporary support
99.11 to 99.20 Reserved

PART B
ADMINISTRATIVE PATERNITY ESTABLISHMENT

99.21(252F) When paternity may be established administratively
99.22(252F) Mother’s certified statement
99.23(252F) Notice of alleged paternity and support debt
99.24(252F) Conference to discuss paternity and support issues
99.25(252F) Amount of support obligation
99.26(252F) Court hearing
99.27(252F) Paternity contested
99.28(252F) Paternity test results challenge
99.29(252F) Agreement to entry of paternity and support order
99.30(252F) Entry of order establishing paternity only
99.31(252F) Exception to time limit
99.32(252F) Genetic test costs assessed
99.33 to 99.35 Reserved

PART C
PATERNITY DISESTABLISHMENT

99.36(598,600B) Definitions
99.37(598,600B) Communication between parents
99.38(598,600B) Continuation of enforcement
99.39(598,600B) Satisfaction of accrued support
99.40 Reserved

DIVISION III
ADMINISTRATIVE ESTABLISHMENT OF SUPPORT

99.41(252C) Establishment of an administrative order
99.42 to 99.60 Reserved

DIVISION IV
REVIEW AND ADJUSTMENT OF CHILD SUPPORT OBLIGATIONS

99.61(252B,252H) Definitions
99.62(252B,252H) Review of permanent child support obligations
99.63(252B,252H) Notice requirements
99.64(252B,252H) Financial information
99.65(252B,252H) Review and adjustment of a child support obligation
99.66(252B,252H) Medical support
99.67(252B,252H) Confidentiality of financial information
99.68(252B,252H) Payment of service fees and other court costs
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99.69(252B,252H) Denying requests
99.70(252B,252H) Withdrawing requests
99.71(252H) Effective date of adjustment
99.72 to 99.80 Reserved

DIVISION V
ADMINISTRATIVE MODIFICATION

99.81(252H) Definitions
99.82(252H) Availability of service
99.83(252H) Modification of child support obligations
99.84(252H) Notice requirements
99.85(252H) Financial information
99.86(252H) Challenges to the proposed modification action
99.87(252H) Misrepresentation of fact
99.88(252H) Effective date of modification
99.89(252H) Confidentiality of financial information
99.90(252H) Payment of fees
99.91(252H) Denying requests
99.92(252H) Withdrawing requests
99.93 to 99.100 Reserved

DIVISION VI
SUSPENSION AND REINSTATEMENT OF SUPPORT

PART A
SUSPENSION BY MUTUAL CONSENT

99.101(252B) Definitions
99.102(252B) Availability of service
99.103(252B) Basis for suspension of support
99.104(252B) Request for assistance to suspend
99.105(252B) Order suspending support
99.106(252B) Suspension of enforcement of current support

PART B
SUSPENSION BY PAYOR’S REQUEST

99.107(252B) Definitions
99.108(252B) Availability of service
99.109(252B) Basis for suspension of support
99.110(252B) Request for assistance to suspend
99.111(252B) Determining eligibility for suspension
99.112(252B) Order suspending support
99.113(252B) Suspension of enforcement of current support

PART C
REINSTATEMENT OF SUPPORT

99.114(252B) Request for reinstatement
99.115(252B) Reinstatement
99.116(252B) Reinstatement of enforcement of support
99.117(252B) Temporary suspension becomes final

CHAPTER 100
CHILD SUPPORT PROMOTING OPPORTUNITIES FOR PARENTS PROGRAM

100.1(252B) Definitions
100.2(252B) Incentives
100.3(252B) Establishment of designated providers
100.4(252B) Selection of designated providers
100.5(252B) Termination of designated providers
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100.6(252B) Reports and records
100.7(252B) Receipt of incentives

TITLE XI
CHILDREN’S INSTITUTIONS

CHAPTER 101
IOWA JUVENILE HOME

101.1(218) Definitions
101.2(218) Standards
101.3(218) Admission
101.4(218) Plan of care
101.5(218) Communication with individuals
101.6(218) Photographing and recording of individuals
101.7(218) Employment of individual
101.8(218) Temporary home visits
101.9(218) Grievances
101.10(218) Alleged child abuse
101.11(233B) Cost of care
101.12(218) Buildings and grounds
101.13(8,218) Gifts and bequests

CHAPTER 102
Reserved

CHAPTER 103
STATE TRAINING SCHOOL

103.1(218) Definitions
103.2(218) Admission
103.3(218) Plan of care
103.4(218) Communication with individuals
103.5(218) Photographing and recording of individuals
103.6(218) Employment of individual
103.7(218) Temporary home visits
103.8(218) Grievances
103.9(692A) Sex offender registration
103.10(218) Alleged child abuse
103.11(233A) Cost of care
103.12(218) Buildings and grounds
103.13(8,218) Gifts and bequests

CHAPTER 104
Reserved
TITLE XII

LICENSING AND APPROVED STANDARDS

CHAPTER 105
JUVENILE DETENTION

AND SHELTER CARE HOMES
105.1(232) Definitions
105.2(232) Buildings and grounds
105.3(232) Personnel policies
105.4(232) Procedures manual
105.5(232) Staff
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105.6(232) Intake procedures
105.7(232) Assessments
105.8(232) Program services
105.9(232) Medication management and administration
105.10(232) Control room—juvenile detention home only
105.11(232) Clothing
105.12(232) Staffings
105.13(232) Child abuse
105.14(232) Daily log
105.15(232) Children’s rights
105.16(232) Discipline
105.17(232) Case files
105.18(232) Discharge
105.19(232) Approval
105.20(232) Provisional approval
105.21(232) Mechanical restraint—juvenile detention only
105.22(232) Chemical restraint

CHAPTER 106
CERTIFICATION STANDARDS FOR CHILDREN’S RESIDENTIAL FACILITIES

106.1(237C) Definitions
106.2(237C) Application of the standards
106.3(237C) Application for a certificate of approval
106.4(237C) Certificate of approval
106.5(237C) Denial, suspension, or revocation
106.6(237C) Providing for basic needs
106.7(237C) Educational programs and services
106.8(237C) Protection from mistreatment, physical abuse, sexual abuse, and neglect
106.9(237C) Discipline
106.10(237C) Record checks
106.11(237C) Seclusion and restraints
106.12(237C) Health
106.13(237C) Safety
106.14(237C) Emergencies
106.15(237C) Buildings and physical premises
106.16(237C) Sanitation, water, and waste disposal
106.17(237C) Staffing
106.18(237C) Reports and inspections

CHAPTER 107
CERTIFICATION OF ADOPTION INVESTIGATORS

107.1(600) Introduction
107.2(600) Definitions
107.3(600) Application
107.4(600) Requirements for certification
107.5(600) Granting, denial, or revocation of certification
107.6(600) Certificate
107.7(600) Renewal of certification
107.8(600) Investigative services
107.9(600) International adoptions postplacement report
107.10(600) Retention of adoption records
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107.11(600) Reporting of violations
107.12(600) Appeals

CHAPTER 108
LICENSING AND REGULATION OF CHILD-PLACING AGENCIES

108.1(238) Definitions
108.2(238) Licensing procedure
108.3(238) Administration and organization
108.4(238) Staff qualifications
108.5(238) Staffing requirements
108.6(238) Personnel administration
108.7(238) Foster care services
108.8(238) Foster home studies
108.9(238) Adoption services
108.10(238) Supervised apartment living placement services

CHAPTER 109
CHILD CARE CENTERS

109.1(237A) Definitions
109.2(237A) Licensure procedures
109.3(237A) Inspection and evaluation
109.4(237A) Administration
109.5(237A) Parental participation
109.6(237A) Personnel
109.7(237A) Professional growth and development
109.8(237A) Staff ratio requirements
109.9(237A) Records
109.10(237A) Health and safety policies
109.11(237A) Physical facilities
109.12(237A) Activity program requirements
109.13(237A) Extended evening care
109.14(237A) Get-well center
109.15(237A) Food services

CHAPTER 110
CHILD DEVELOPMENT HOMES

110.1(237A) Definitions
110.2(237A) Application for registration
110.3(237A) Renewal of registration
110.4(237A) Compliance checks
110.5(237A) Parental access
110.6(237A) Number of children
110.7(237A) Provider requirements
110.8(237A) Standards
110.9(237A) Files
110.10(237A) Professional development
110.11(234) Registration decision
110.12(237A) Complaints
110.13(237A) Additional requirements for child development home category A
110.14(237A) Additional requirements for child development home category B
110.15(237A) Additional requirements for child development home category C
110.16(237A) Registration actions for nonpayment of child support
110.17(237A) Prohibition from involvement with child care
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CHAPTER 111
FAMILY-LIFE HOMES

111.1(249) Definitions
111.2(249) Application for certification
111.3(249) Provisions pertaining to the certificate
111.4(249) Physical standards
111.5(249) Personal characteristics of family-life home family
111.6(249) Health of family
111.7(249) Planned activities and personal effects
111.8(249) Client eligibility
111.9(249) Medical examinations, records, and care of a client
111.10(249) Placement agreement
111.11(249) Legal liabilities
111.12(249) Emergency care and release of client
111.13(249) Information about client to be confidential

CHAPTER 112
LICENSING AND REGULATION OF CHILD FOSTER CARE FACILITIES

112.1(237) Applicability
112.2(237) Definitions
112.3(237) Application for license
112.4(237) License
112.5(237) Denial
112.6(237) Revocation
112.7(237) Provisional license
112.8(237) Adverse actions
112.9(237) Suspension
112.10(232) Mandatory reporting of child abuse
112.11(237) Required training on the reasonable and prudent parent standard

CHAPTER 113
LICENSING AND REGULATION OF FOSTER FAMILY HOMES

113.1(237) Applicability
113.2(237) Definitions
113.3(237) Licensing procedure
113.4(237) Provisions pertaining to the license
113.5(237) Physical standards
113.6(237) Sanitation, water, and waste disposal
113.7(237) Safety
113.8(237) Foster parent training
113.9(237) Involvement of kin
113.10(237) Information on the foster child
113.11(237) Health of foster family
113.12(237) Characteristics of foster parents
113.13(237) Record checks
113.14(237) Reference checks
113.15(237) Unannounced visits
113.16(237) Planned activities and personal effects
113.17(237) Medical examinations and health care of the child
113.18(237) Training and discipline of foster children
113.19(237) Emergency care and release of children
113.20(237) Changes in foster family home
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CHAPTER 114
LICENSING AND REGULATION OF ALL

GROUP LIVING FOSTER CARE FACILITIES FOR CHILDREN
114.1(237) Applicability
114.2(237) Definitions
114.3(237) Physical standards
114.4(237) Sanitation, water, and waste disposal
114.5(237) Safety
114.6(237) Organization and administration
114.7(237) Policies and record-keeping requirements
114.8(237) Staff
114.9(237) Intake procedures
114.10(237) Program services
114.11(237) Case files
114.12(237) Drug utilization and control
114.13(237) Children’s rights
114.14(237) Personal possessions
114.15(237) Religion—culture
114.16(237) Work or vocational experiences
114.17(237) Family involvement
114.18(237) Children’s money
114.19(237) Child abuse
114.20(237) Discipline
114.21(237) Illness, accident, death, or absence from the facility
114.22(237) Records
114.23(237) Unannounced visits
114.24(237) Standards for private juvenile shelter care and detention homes

CHAPTER 115
LICENSING AND REGULATION OF

COMPREHENSIVE RESIDENTIAL FACILITIES FOR CHILDREN
115.1(237) Applicability
115.2(237) Definitions
115.3(237) Information upon admission
115.4(237) Staff
115.5(237) Program services
115.6(237) Restraints
115.7(237) Control room
115.8(237) Locked cottages
115.9(237) Mechanical restraint
115.10(237) Chemical restraint

CHAPTER 116
LICENSING AND REGULATION OF RESIDENTIAL FACILITIES

FOR CHILDREN WITH AN INTELLECTUAL DISABILITY
116.1(237) Applicability
116.2(237) Definitions
116.3(237) Qualifications of staff
116.4(237) Staff to client ratio
116.5(237) Program components
116.6(237) Restraint
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CHAPTER 117
FOSTER PARENT TRAINING

117.1(237) Required preservice training
117.2(237) Required orientation
117.3(237) Application materials for in-service training
117.4(237) Application process for in-service training
117.5(237) Application decisions
117.6(237) Application conference available
117.7(237) Required in-service training
117.8(237) Specific in-service training required
117.9(237) Foster parent training expenses

CHAPTER 118
CHILD CARE QUALITY RATING SYSTEM

118.1(237A) Definitions
118.2(237A) Application for quality rating
118.3(237A) Rating standards for child care centers and preschools (sunsetting on July 31, 2011)
118.4(237A) Rating criteria for child development homes (sunsetting on July 31, 2011)
118.5(237A) Rating standards for child care centers, preschools, and programs operating under

the authority of an accredited school district or nonpublic school
118.6(237A) Rating criteria for child development homes
118.7(237A) Award of quality rating
118.8(237A) Adverse actions

CHAPTER 119
RECORD CHECK EVALUATIONS FOR

CERTAIN EMPLOYERS AND EDUCATIONAL TRAINING PROGRAMS
119.1(135B,135C) Definitions
119.2(135B,135C) When record check evaluations are requested
119.3(135C) Request for evaluation
119.4(135B,135C) Completion of evaluation
119.5(135B,135C) Appeal rights

CHAPTER 120
CHILD CARE HOMES

120.1(237A) Definitions
120.2(237A) Application for payment
120.3(237A) Renewal of agreement
120.4(237A) Compliance checks
120.5(237A) Parental access
120.6(237A) Number of children
120.7(237A) Provider requirements
120.8(237A) Standards
120.9(237A) Children’s files
120.10(237A) Professional development
120.11(237A) Child care assistance provider agreement decision
120.12(237A) Complaints
120.13(237A) Prohibition from involvement with child care

CHAPTERS 121 to 129
Reserved
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TITLE XIII
SERVICE ADMINISTRATION

CHAPTER 130
GENERAL PROVISIONS

130.1(234) Definitions
130.2(234) Application
130.3(234) Eligibility
130.4(234) Fees
130.5(234) Adverse service actions
130.6(234) Social casework
130.7(234) Case plan
130.8 Reserved
130.9(234) Entitlement

CHAPTER 131
SOCIAL CASEWORK

131.1(234) Definitions
131.2(234) Eligibility
131.3(234) Service provision
131.4 Reserved
131.5(234) Adverse actions

CHAPTER 132
Reserved

CHAPTER 133
IV-A EMERGENCY ASSISTANCE PROGRAM

133.1(235) Definitions
133.2(235) Application
133.3(235) Eligibility
133.4(235) Method of service provision
133.5(235) Duration of services
133.6(235) Discontinuance of the program

CHAPTERS 134 to 141
Reserved

CHAPTER 142
INTERSTATE COMPACT ON THE PLACEMENT OF CHILDREN

142.1(232) Compact agreement
142.2(232) Compact administrator
142.3(232) Article II(d)
142.4(232) Article III(a)
142.5(232) Article III(a) procedures
142.6(232) Article III(c)
142.7(232) Article VIII(a)
142.8(232) Applicability
142.9(232) NEICE database

CHAPTER 143
INTERSTATE COMPACT ON JUVENILES

143.1(232) Compact agreement
143.2(232) Compact administrator
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143.3(232) Sending a juvenile out of Iowa under the compact
143.4(232) Receiving cases in Iowa under the interstate compact
143.5(232) Runaways

CHAPTERS 144 to 149
Reserved
TITLE XIV

GRANT/CONTRACT/PAYMENT ADMINISTRATION

CHAPTER 150
Reserved

CHAPTER 151
JUVENILE COURT SERVICES DIRECTED PROGRAMS

DIVISION I
GENERAL PROVISIONS

151.1(232) Definitions
151.2(232) Administration of funds for court-ordered services and graduated sanction services
151.3(232) Administration of juvenile court services programs within each judicial district
151.4(232) Billing and payment
151.5(232) Appeals
151.6(232) District program reviews and audits
151.7 to 151.19 Reserved

DIVISION II
COURT-ORDERED SERVICES

151.20(232) Juvenile court services responsibilities
151.21(232) Certification process
151.22(232) Expenses
151.23 to 151.29 Reserved

DIVISION III
GRADUATED SANCTION SERVICES

151.30(232) Community-based interventions
151.31(232) School-based supervision
151.32(232) Supportive enhancements
151.33 Reserved
151.34(232) Administration of graduated sanction services
151.35(232) Contract development for graduated sanction services

CHAPTER 152
FOSTER CARE CONTRACTING

152.1(234) Definitions
152.2(234) Conditions of participation
152.3(234) Provider reviews
152.4(234) Sanctions against providers
152.5(234) Adverse actions

CHAPTER 153
FUNDING FOR LOCAL SERVICES

DIVISION I
SOCIAL SERVICES BLOCK GRANT

153.1(234) Definitions
153.2(234) Development of preexpenditure report
153.3(234) Amendment to preexpenditure report
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153.4(234) Service availability
153.5(234) Allocation of block grant funds
153.6 and 153.7 Reserved
153.8(234) Expenditure of supplemental funds
153.9 and 153.10 Reserved

DIVISION II
DECATEGORIZATION OF CHILD WELFARE AND JUVENILE JUSTICE FUNDING

153.11(232) Definitions
153.12(232) Implementation requirements
153.13(232) Role and responsibilities of decategorization project governance boards
153.14(232) Realignment of decategorization project boundaries
153.15(232) Decategorization services funding pool
153.16(232) Relationship of decategorization funding pool to other department child welfare

funding
153.17(232) Relationship of decategorization funding pool to juvenile court services funding

streams
153.18(232) Requirements for annual services plan
153.19(232) Requirements for annual progress report
153.20 to 153.30 Reserved

DIVISION III
MENTAL ILLNESS, MENTAL RETARDATION, AND

DEVELOPMENTAL DISABILITIES—LOCAL SERVICES
153.31 to 153.50 Reserved

DIVISION IV
STATE PAYMENT PROGRAM FOR LOCAL MENTAL HEALTH, MENTAL RETARDATION, AND
DEVELOPMENTAL DISABILITIES SERVICES TO ADULTS WITHOUT LEGAL SETTLEMENT

153.51(331) Definitions
153.52(331) Eligibility requirements
153.53(331) Application procedure
153.54(331) Eligibility determination
153.55(331) Eligible services
153.56(331) Program administration
153.57(331) Reduction, denial, or termination of benefits
153.58(331) Appeals

CHAPTER 154
Reserved

CHAPTER 155
CHILD ABUSE PREVENTION PROGRAM

155.1(235A) Definitions
155.2(235A) Contract for program administration
155.3(235A) Awarding of grants
155.4(235A) Grantee requirements

CHAPTER 156
PAYMENTS FOR FOSTER CARE

156.1(234) Definitions
156.2(234) Foster care recovery
156.3 to 156.5 Reserved
156.6(234) Rate of maintenance payment for foster family care
156.7 Reserved
156.8(234) Additional payments
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156.9(234) Rate of payment for foster group care
156.10(234) Payment for reserve bed days
156.11(234) Emergency juvenile shelter care payment
156.12(234) Supervised apartment living
156.13 Reserved
156.14(234,252C) Voluntary placements
156.15(234) Child’s earnings
156.16(234) Trust funds and investments
156.17(234) Preadoptive homes
156.18 and 156.19 Reserved
156.20(234) Eligibility for foster care payment

CHAPTER 157
Reserved

CHAPTER 158
FOSTER HOME INSURANCE FUND

158.1(237) Payments from the foster home insurance fund
158.2(237) Payment limits
158.3(237) Claim procedures
158.4(237) Time frames for filing claims
158.5(237) Appeals

CHAPTER 159
CHILD CARE RESOURCE AND REFERRAL SERVICES

159.1(237A) Definitions
159.2(237A) Availability of funds
159.3(237A) Participation requirements
159.4(237A) Request for proposals for project grants
159.5(237A) Selection of proposals

CHAPTER 160
ADOPTION OPPORTUNITY GRANT PROGRAM

160.1(234) Definitions
160.2(234) Availability of grant funds
160.3(234) Project eligibility
160.4(234) Request for proposals for project grants
160.5(234) Selection of proposals
160.6(234) Project contracts
160.7(234) Records
160.8(234) Evaluation of projects
160.9(234) Termination
160.10(234) Appeals

CHAPTER 161
IOWA SENIOR LIVING TRUST FUND

161.1(249H) Definitions
161.2(249H) Funding and operation of trust fund
161.3(249H) Allocations from the senior living trust fund
161.4(249H) Participation by government-owned nursing facilities
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CHAPTER 162
NURSING FACILITY CONVERSION
AND LONG-TERM CARE SERVICES

DEVELOPMENT GRANTS
162.1(249H) Definitions
162.2(249H) Availability of grants
162.3(249H) Grant eligibility
162.4(249H) Grant application process
162.5(249H) Grant dispersal stages
162.6(249H) Project contracts
162.7(249H) Grantee responsibilities
162.8(249H) Offset
162.9(249H) Appeals

CHAPTER 163
ADOLESCENT PREGNANCY PREVENTION AND SERVICES

TO PREGNANT AND PARENTING ADOLESCENTS
PROGRAMS

163.1(234) Definitions
163.2(234) Availability of grants for projects
163.3(234) Project eligibility
163.4(234) Request for proposals for pilot project grants
163.5(234) Selection of proposals
163.6(234) Project contracts
163.7(234) Records
163.8(234) Evaluation
163.9(234) Termination of contract
163.10(234) Appeals

CHAPTER 164
IOWA HOSPITAL TRUST FUND

164.1(249I) Definitions
164.2(249I) Funding and operation of trust fund
164.3(249I) Allocations from the hospital trust fund
164.4(249I) Participation by public hospitals

CHAPTER 165
Reserved

CHAPTER 166
QUALITY IMPROVEMENT INITIATIVE GRANTS

166.1(249A) Definitions
166.2(249A) Availability of grants
166.3(249A) Grant eligibility
166.4(249A) Grant application process and selection of proposals
166.5(249A) Project contracts

CHAPTER 167
JUVENILE DETENTION REIMBURSEMENT

DIVISION I
ANNUAL REIMBURSEMENT PROGRAM

167.1(232) Definitions
167.2(232) Availability of funds
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167.3(232) Eligible detention homes
167.4(232) Available reimbursement
167.5(232) Submission of voucher
167.6(232) Reimbursement by the department

CHAPTER 168
CHILD CARE EXPANSION PROGRAMS

168.1(234) Definitions
168.2(234) Availability of funds
168.3(234) Eligibility requirements
168.4(234) Request for proposals
168.5(234) Selection of proposals
168.6(234) Appeals
168.7(234) Contracts
168.8(234) Reporting requirements
168.9(234) Termination of contract

CHAPTER 169
Reserved
TITLE XV

INDIVIDUAL AND FAMILY SUPPORT
AND PROTECTIVE SERVICES

CHAPTER 170
CHILD CARE SERVICES

170.1(237A) Definitions
170.2(237A,239B) Eligibility requirements
170.3(237A,239B) Application and determination of eligibility
170.4(237A) Elements of service provision
170.5(237A) Adverse actions
170.6(237A) Appeals
170.7(237A) Provider fraud
170.8 Reserved
170.9(237A) Child care assistance overpayments

CHAPTER 171
Reserved

CHAPTER 172
FAMILY-CENTERED CHILD WELFARE SERVICES

DIVISION I
GENERAL PROVISIONS

172.1(234) Definitions
172.2(234) Purpose and scope
172.3(234) Authorization
172.4(234) Reimbursement
172.5(234) Client appeals
172.6(234) Reviews and audits
172.7 to 172.9 Reserved

DIVISION II
SAFETY PLAN SERVICES

172.10(234) Service requirements
172.11(234) Contractor selection
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172.12(234) Service eligibility
172.13(234) Service components
172.14(234) Monitoring of service delivery
172.15(234) Billing and payment
172.16 to 172.19 Reserved

DIVISION III
FAMILY SAFETY, RISK, AND PERMANENCY SERVICES

172.20(234) Service requirements
172.21(234) Contractor selection
172.22(234) Service eligibility
172.23(234) Service components
172.24(234) Monitoring of service delivery
172.25(234) Billing and payment
172.26 to 172.29 Reserved

DIVISION IV
FAMILY-CENTERED SUPPORTIVE SERVICES

172.30(234) Service components
172.31(234) Contractor selection
172.32(234) Service eligibility
172.33(234) Monitoring of service delivery
172.34(234) Billing and payment

CHAPTERS 173 and 174
Reserved

CHAPTER 175
ABUSE OF CHILDREN

DIVISION I
CHILD ABUSE

175.1 to 175.20 Reserved
DIVISION II

CHILD ABUSE ASSESSMENT
175.21(232,235A) Definitions
175.22(232) Receipt of a report of suspected child abuse
175.23(232) Sources of report of suspected child abuse
175.24(232) Assessment intake process
175.25(232) Assessment process
175.26(232) Completion of a written assessment report
175.27(232) Contact with juvenile court or the county attorney
175.28(232) Consultation with health practitioners or mental health professionals
175.29(232) Consultation with law enforcement
175.30(232) Information shared with law enforcement
175.31(232) Completion of required correspondence
175.32(232,235A) Case records
175.33(232,235A) Child protection centers
175.34(232) Department-operated facilities
175.35(232,235A) Jurisdiction of assessments
175.36(235A) Multidisciplinary teams
175.37(232) Community education
175.38(235) Written authorizations
175.39(232) Founded child abuse
175.40 Reserved
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175.41(235A) Access to child abuse information
175.42(235A) Person conducting research
175.43(235A) Child protection services citizen review panels

CHAPTER 176
DEPENDENT ADULT ABUSE

176.1(235B) Definitions
176.2(235B) Denial of critical care
176.3(235B) Appropriate evaluation
176.4(235B) Reporters
176.5(235B) Reporting procedure
176.6(235B) Duties of the department upon receipt of report
176.7(235B) Appropriate evaluation or assessment
176.8(235B) Immunity from liability for reporters
176.9(235B) Registry records
176.10(235B) Adult abuse information disseminated
176.11(235B) Person conducting research
176.12(235B) Examination of information
176.13(235B) Dependent adult abuse information registry
176.14 Reserved
176.15(235B) Multidisciplinary teams
176.16(235B) Medical and mental health examinations
176.17(235B) Request for correction or expungement

CHAPTER 177
IN-HOME HEALTH RELATED CARE

177.1(249) In-home health related care
177.2(249) Own home
177.3(249) Service criteria
177.4(249) Eligibility
177.5(249) Providers of health care services
177.6(249) Health care plan
177.7(249) Client participation
177.8(249) Determination of reasonable charges
177.9(249) Written agreements
177.10(249) Emergency services
177.11(249) Termination

CHAPTERS 178 to 183
Reserved

CHAPTER 184
INDIVIDUAL AND FAMILY DIRECT SUPPORT

DIVISION I
FAMILY SUPPORT SUBSIDY PROGRAM

184.1(225C) Definitions
184.2(225C) Eligibility requirements
184.3(225C) Application process
184.4(225C) Family support services plan
184.5 Reserved
184.6(225C) Amount of subsidy payment
184.7(225C) Redetermination of eligibility
184.8(225C) Termination of subsidy payments
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184.9(225C) Appeals
184.10 to 184.20 Reserved

DIVISION II
COMPREHENSIVE FAMILY SUPPORT PROGRAM

184.21(225C) Definitions
184.22(225C) Eligibility
184.23(225C) Application
184.24(225C) Contractor selection and duties
184.25(225C) Direct assistance
184.26(225C) Appeals
184.27(225C) Parent advisory council

CHAPTER 185
Reserved

CHAPTER 186
COMMUNITY CARE

186.1(234) Definitions
186.2(234) Eligibility
186.3(234) Services provided
186.4(234) Appeals

CHAPTER 187
AFTERCARE SERVICES PROGRAM

DIVISION I
AFTERCARE SERVICES

187.1(234) Purpose
187.2(234) Aftercare services program eligibility requirements
187.3(234) Services and supports provided
187.4(234) Termination
187.5(234) Waiting list
187.6(234) Administration
187.7 to 187.9 Reserved

DIVISION II
PREPARATION FOR ADULT LIVING (PAL) PROGRAM COMPONENT

187.10(234) Purpose
187.11(234) PAL program component eligibility requirements
187.12(234) Payment
187.13(234) Termination of stipend
187.14(234) Waiting list
187.15(234) Administration

CHAPTERS 188 to 199
Reserved
TITLE XVI

ALTERNATIVE LIVING

CHAPTER 200
ADOPTION SERVICES

200.1(600) Definitions
200.2(600) Release of custody services
200.3(600) Application
200.4(600) Adoption services
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200.5(600) Termination of parental rights
200.6 and 200.7 Reserved
200.8(600) Interstate placements
200.9 Reserved
200.10(600) Requests for home studies
200.11(600) Reasons for denial
200.12(600) Removal of child from preadoptive family
200.13(600) Consents
200.14(600) Requests for access to information for research or treatment
200.15(600) Requests for information for purposes other than research or treatment
200.16(600) Appeals

CHAPTER 201
SUBSIDIZED ADOPTIONS

201.1(600) Administration
201.2(600) Definitions
201.3(600) Conditions of eligibility or ineligibility
201.4(600) Application
201.5(600) Negotiation of amount of presubsidy or subsidy
201.6(600) Types of subsidy
201.7(600) Termination of subsidy
201.8(600) Reinstatement of subsidy
201.9(600) New application
201.10(600) Medical assistance based on residency
201.11(600) Presubsidy recovery

CHAPTER 202
FOSTER CARE PLACEMENT AND SERVICES

202.1(234) Definitions
202.2(234) Eligibility
202.3(234) Voluntary placements
202.4(234) Selection of facility
202.5(234) Preplacement
202.6(234) Placement
202.7(234) Out-of-area placements
202.8(234) Out-of-state placements
202.9(234) Supervised apartment living
202.10(234) Services to foster parents
202.11(234) Services to the child
202.12(234) Services to parents
202.13(234) Removal of the child
202.14(234) Termination
202.15(234) Case permanency plan
202.16(135H) Department approval of need for a psychiatric medical institution for children
202.17(232) Area group care targets
202.18(235) Local transition committees

CHAPTER 203
IOWA ADOPTION EXCHANGE

203.1(232) Definitions
203.2(232) Children to be registered on the exchange system
203.3(232) Families to be registered on the exchange system
203.4(232) Matching process
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CHAPTER 204
SUBSIDIZED GUARDIANSHIP PROGRAM

204.1(234) Definitions
204.2(234) Eligibility
204.3(234) Application
204.4(234) Negotiation of amount of subsidy
204.5(234) Parental liability
204.6(234) Termination of subsidy
204.7(234) Reinstatement of subsidy
204.8(234) Appeals
204.9(234) Medical assistance
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CHAPTER 51
ELIGIBILITY

[Prior to 7/1/83, Social Services[770] Ch 51]
[Prior to 2/11/87, Human Services[498]]

441—51.1(249) Application for other benefits. An applicant or any other person whose needs are
included in determining the state supplementary assistance payment must have applied for or be
receiving all other benefits, including supplemental security income or the family investment program,
for which the person may be eligible. The person must cooperate in the eligibility procedures while
making application for the other benefits. Failure to cooperate shall result in ineligibility for state
supplementary assistance.

This rule is intended to implement Iowa Code section 249.3.

441—51.2(249) Supplementation. Any supplemental payment made on behalf of the recipient from
any source other than a nonfederal governmental entity shall be considered as income, and the payment
shall be used to reduce the state supplementary assistance payment.

441—51.3(249) Eligibility for residential care.
51.3(1) Licensed facility. Payment for residential care shall be made only when the facility in which

the applicant or recipient is residing is currently licensed by the department of inspections and appeals
pursuant to laws governing health care facilities.

51.3(2) Physician’s statement. Payment for residential care shall be made only when there is on
file an order written by a physician certifying that the applicant or recipient being admitted requires
residential care but does not require nursing services. The certification shall be updated whenever a
change in the recipient’s physical condition warrants reevaluation, but no less than every 12 months.

51.3(3) Income eligibility. The resident shall be income eligible when the income according to
441—paragraph 52.1(3)“a” is less than 31 times the per diem rate of the facility. Partners in a marriage
who both enter the same room of the residential care facility in the same month shall be income eligible
for the initial month when their combined income according to 441—paragraph 52.1(3)“a” is less than
twice the amount of allowed income for one person (31 times the per diem rate of the facility).

51.3(4) Diversion of income. Rescinded IAB 5/1/91, effective 7/1/91.
51.3(5) Resources. Rescinded IAB 5/1/91, effective 7/1/91.
This rule is intended to implement Iowa Code section 249.3.

441—51.4(249) Dependent relatives.
51.4(1) Income. Income of a dependent relative shall be less than $387 per month. When the

dependent’s income is from earnings, an exemption of $65 shall be allowed to cover work expense.
51.4(2) Resources. The resource limitation for a recipient and a dependent child or parent shall be

$2,000. The resource limitation for a recipient and a dependent spouse shall be $3,000. The resource
limitation for a recipient, spouse, and dependent child or parent shall be $3,000.

51.4(3) Living in the home. A dependent relative shall be eligible until out of the recipient’s home
for a full calendar month starting at 12:01 a.m. on the first day of the month until 12 midnight on the last
day of the same month.

51.4(4) Dependency. A dependent relative may be the recipient’s ineligible spouse, parent, child,
or adult child who is financially dependent upon the recipient. A relative shall not be considered to be
financially dependent upon the recipient when the relative is living with a spouse who is not the recipient.

This rule is intended to implement Iowa Code sections 249.3 and 249.4.
[ARC 7605B, IAB 3/11/09, effective 4/15/09; ARC 9965B, IAB 1/11/12, effective 1/1/12; ARC 0064C, IAB 4/4/12, effective
5/9/12; ARC 0489C, IAB 12/12/12, effective 1/1/13; ARC 0633C, IAB 3/6/13, effective 5/1/13; ARC 1268C, IAB 1/8/14, effective
1/1/14; ARC 1352C, IAB 3/5/14, effective 4/9/14; ARC 1813C, IAB 1/7/15, effective 1/1/15; ARC 1892C, IAB 3/4/15, effective
4/8/15; ARC 2891C, IAB 1/4/17, effective 1/1/17; ARC 2958C, IAB 3/1/17, effective 4/5/17; ARC 3599C, IAB 1/31/18, effective
1/5/18; ARC 3715C, IAB 3/28/18, effective 5/2/18]

https://www.legis.iowa.gov/docs/ico/section/249.3.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.52.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.52.1.pdf
https://www.legis.iowa.gov/docs/aco/bulletin/05-01-1991.pdf
https://www.legis.iowa.gov/docs/aco/bulletin/05-01-1991.pdf
https://www.legis.iowa.gov/docs/ico/section/249.3.pdf
https://www.legis.iowa.gov/docs/ico/section/249.3.pdf
https://www.legis.iowa.gov/docs/ico/section/249.4.pdf
https://www.legis.iowa.gov/docs/aco/arc/7605B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9965B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0064C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0489C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0633C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1268C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1352C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1813C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1892C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2891C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2958C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3599C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3715C.pdf
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441—51.5(249) Residence. A recipient of state supplementary assistance shall be living in the state of
Iowa.

This rule is intended to implement Iowa Code section 249.3.

441—51.6(249) Eligibility for supplement for Medicare and Medicaid eligibles. The following
eligibility requirements are specific to the supplement for Medicare and Medicaid eligibles:

51.6(1) Medicaid eligibility. The recipient must be eligible for and receiving full medical assistance
benefits under Iowa Code chapter 249A without regard to eligibility based on receipt of state
supplementary assistance under this rule, and without being required to meet a spenddown or pay a
premium to be eligible for medical assistance benefits.

51.6(2) SSI eligibility. The recipient shall meet all eligibility requirements for supplemental security
income benefits other than limits on substantial gainful activity and income.

51.6(3) Not otherwise eligible. The recipient must not be eligible for benefits under another state
supplementary assistance group.

51.6(4) Medicare eligibility. The recipient must be currently eligible for Medicare Part B.
51.6(5) Living arrangement. A recipient may live in one of the following:
a. The person’s own home.
b. The home of another person.
c. A group living arrangement.
d. A medical facility.
51.6(6) Income. Income of a recipient shall be within the income limit for the person’s Medicaid

eligibility group, but must exceed 120 percent of the federal poverty level.
This rule is intended to implement Iowa Code section 249.3 as amended by 2005 Iowa Acts, House

File 825, section 108.

441—51.7(249) Income from providing room and board. In determining profit from furnishing room
and board or providing family-life home care, $387 per month shall be deducted to cover the cost, and
the remaining amount treated as earned income.

This rule is intended to implement Iowa Code sections 249.3 and 249.4.
[ARC 7605B, IAB 3/11/09, effective 4/15/09; ARC 9965B, IAB 1/11/12, effective 1/1/12; ARC 0064C, IAB 4/4/12, effective
5/9/12; ARC 0489C, IAB 12/12/12, effective 1/1/13; ARC 0633C, IAB 3/6/13, effective 5/1/13; ARC 1268C, IAB 1/8/14, effective
1/1/14; ARC 1352C, IAB 3/5/14, effective 4/9/14; ARC 1813C, IAB 1/7/15, effective 1/1/15; ARC 1892C, IAB 3/4/15, effective
4/8/15; ARC 2891C, IAB 1/4/17, effective 1/1/17; ARC 2958C, IAB 3/1/17, effective 4/5/17; ARC 3599C, IAB 1/31/18, effective
1/5/18; ARC 3715C, IAB 3/28/18, effective 5/2/18]

441—51.8(249) Furnishing of social security number. As a condition of eligibility applicants or
recipients of state supplementary assistance must furnish their social security account numbers or proof
of application for the numbers if they have not been issued or are not known and provide their numbers
upon receipt.

Assistance shall not be denied, delayed, or discontinued pending the issuance or verification of
the numbers when the applicants or recipients are cooperating in providing information necessary for
issuance of their social security numbers.

This rule is intended to implement Iowa Code sections 249.3 and 249.4.

441—51.9(249) Recovery.
51.9(1) Definitions.
“Administrative overpayment” means assistance incorrectly paid to or for the client because of

continuing assistance during the appeal process.
“Agency error” means assistance incorrectly paid to or for the client because of action attributed to

the department as the result of one or more of the following circumstances:
1. Misfiling or loss of forms or documents.
2. Errors in typing or copying.
3. Computer input errors.
4. Mathematical errors.

https://www.legis.iowa.gov/docs/ico/section/249.3.pdf
https://www.legis.iowa.gov/docs/ico/chapter/249A.pdf
https://www.legis.iowa.gov/docs/ico/section/249.3.pdf
https://www.legis.iowa.gov/docs/ico/section/249.3.pdf
https://www.legis.iowa.gov/docs/ico/section/249.4.pdf
https://www.legis.iowa.gov/docs/aco/arc/7605B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9965B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0064C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0489C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0633C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1268C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1352C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1813C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1892C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2891C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2958C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3599C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3715C.pdf
https://www.legis.iowa.gov/docs/ico/section/249.3.pdf
https://www.legis.iowa.gov/docs/ico/section/249.4.pdf
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5. Failure to determine eligibility correctly or to certify assistance in the correct amount when all
essential information was available to the local office.

6. Failure to make prompt revisions in payment following changes in policies requiring the
changes as of a specific date.

“Client” means a current or former applicant or recipient of state supplementary assistance.
“Client error” means assistance incorrectly paid to or for the client because the client or client’s

representative failed to disclose information, or gave false or misleading statements, oral or written,
regarding the client’s income, resources, or other eligibility and benefit factors. It also means assistance
incorrectly paid to or for the client because of failure by the client or client’s representative to timely
report as defined in rule 441—76.10(249A).

“Department” means the department of human services.
51.9(2) Amount subject to recovery. The department shall recover from a client all state

supplementary assistance funds incorrectly expended to or on behalf of the client, or when conditional
benefits have been granted.

a. The department also shall seek to recover the state supplementary assistance granted during
the period of time that conditional benefits were correctly granted the client under the policies of the
supplemental security income program.

b. The incorrect expenditures may result from client or agency error, or administrative
overpayment.

51.9(3) Notification. All clients shall be promptly notified when it is determined that assistance was
incorrectly expended. Notification shall include for whom assistance was paid; the time period during
which assistance was incorrectly paid; the amount of assistance subject to recovery, when known; and
the reason for the incorrect expenditure.

51.9(4) Source of recovery. Recovery shall be made from the client or from parents of children under
the age of 21 when the parents completed the application and had responsibility for reporting changes.
Recovery must come from income, resources, the estate, income tax refunds, and lottery winnings of the
client.

51.9(5) Repayment. The repayment of incorrectly expended state supplementary assistance funds
shall be made to the department.

51.9(6) Appeals. The client shall have the right to appeal the amount of funds subject to recovery
under the provisions of 441—Chapter 7.

This rule is intended to implement Iowa Code sections 249.3 and 249.4.
[Filed 2/19/76, Notice 1/12/76—published 3/8/76, effective 4/12/76]
[Filed 6/25/76, Notice 5/17/76—published 7/12/76, effective 8/16/76]
[Filed 12/17/76, Notice 11/3/76—published 1/12/77, effective 3/1/77]

[Filed emergency 5/24/77—published 6/15/77 effective 7/1/77]
[Filed 3/27/78, Notice 2/8/78—published 4/19/78, effective 5/24/78]
[Filed emergency 6/28/78—published 7/26/78, effective 7/1/78]

[Filed 7/17/78, Notice 5/31/78—published 8/9/78, effective 9/13/78]
[Filed emergency 6/26/79—published 7/25/79, effective 7/1/79]
[Filed emergency 6/30/80—published 7/23/80, effective 7/1/80]
[Filed emergency 6/30/81—published 7/22/81, effective 7/1/81]

[Filed 6/30/81, Notice 4/29/81—published 7/22/81, effective 9/1/81]
[Filed 10/23/81, Notice 9/2/81—published 11/11/81, effective 1/1/82]
[Filed 11/20/81, Notice 9/30/81—published 12/9/81, effective 2/1/82]
[Filed emergency 9/23/82—published 10/13/82, effective 9/23/82]
[Filed emergency 6/17/83—published 7/6/83, effective 7/1/83]

[Filed emergency 11/18/83, after Notice 10/12/83—published 12/7/83, effective 1/1/84]
[Filed emergency 12/11/84—published 1/2/85, effective 1/1/85]

[Filed without Notice 1/22/85—published 2/13/85, effective 4/1/85]
[Filed 3/22/85, Notice 2/13/85—published 4/10/85, effective 6/1/85]
[Filed emergency 12/2/85—published 12/18/85, effective 1/1/86]

https://www.legis.iowa.gov/docs/iac/rule/441.76.10.pdf
https://www.legis.iowa.gov/docs/iac/chapter/441.7.pdf
https://www.legis.iowa.gov/docs/ico/section/249.3.pdf
https://www.legis.iowa.gov/docs/ico/section/249.4.pdf
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[Filed 4/29/86, Notice 3/12/86—published 5/21/86, effective 8/1/86]
[Filed emergency 12/22/86—published 1/14/87, effective 1/1/87]
[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]
[Filed emergency 12/10/87—published 12/30/87, effective 1/1/88]
[Filed emergency 12/8/88—published 12/28/88, effective 1/1/89]
[Filed emergency 11/16/89—published 12/13/89, effective 1/1/90]
[Filed 2/16/90, Notice 12/13/89—published 3/7/90, effective 5/1/90]
[Filed emergency 12/13/90—published 1/9/91, effective 1/1/91]

[Filed 12/13/90, Notice 10/31/90—published 1/9/91, effective 3/1/91]
[Filed 2/14/91, Notice 1/9/91—published 3/6/91, effective 5/1/91]
[Filed 4/11/91, Notice 3/6/91—published 5/1/91, effective 7/1/91]
[Filed emergency 12/11/91—published 1/8/92, effective 1/1/92]

[Filed 2/13/92, Notices 12/25/91, 1/8/92—published 3/4/92, effective 5/1/92]
[Filed emergency 12/1/92—published 12/23/92, effective 1/1/93]

[Filed 2/10/93, Notice 12/23/92—published 3/3/93, effective 5/1/93]
[Filed emergency 12/16/93—published 1/5/94, effective 1/1/94]

[Filed 12/16/93, Notice 10/27/93—published 1/5/94, effective 3/1/94]
[Filed 2/10/94, Notice 1/5/94—published 3/2/94, effective 5/1/94]
[Filed emergency 12/15/94—published 1/4/95, effective 1/1/95]

[Filed 2/16/95, Notice 1/4/95—published 3/15/95, effective 5/1/95]
[Filed emergency 12/12/95—published 1/3/96, effective 1/1/96]

[Filed 2/14/96, Notice 1/3/96—published 3/13/96, effective 5/1/96]
[Filed emergency 12/12/96—published 1/1/97, effective 1/1/97]

[Filed 2/12/97, Notice 1/1/97—published 3/12/97, effective 5/1/97]
[Filed emergency 12/10/97—published 12/31/97, effective 1/1/98]

[Filed 2/11/98, Notice 12/31/97—published 3/11/98, effective 5/1/98]
[Filed emergency 12/9/98—published 12/30/98, effective 1/1/99]

[Filed 2/10/99, Notice 12/30/98—published 3/10/99, effective 4/15/99]
[Filed emergency 12/8/99—published 12/29/99, effective 1/1/00]
[Filed 2/9/00, Notice 12/29/99—published 3/8/00, effective 5/1/00]
[Filed emergency 12/14/00—published 1/10/01, effective 1/1/01]
[Filed 2/14/01, Notice 1/10/01—published 3/7/01, effective 5/1/01]
[Filed emergency 12/12/01—published 1/9/02, effective 1/1/02]
[Filed 2/14/02, Notice 1/9/02—published 3/6/02, effective 5/1/02]
[Filed emergency 5/9/02—published 5/29/02, effective 6/1/02]

[Filed 7/15/02, Notice 5/29/02—published 8/7/02, effective 10/1/02]
[Filed emergency 12/12/02—published 1/8/03, effective 1/1/03]
[Filed emergency 11/19/03—published 12/10/03, effective 1/1/04]

[Filed emergency 8/12/04 after Notice 6/23/04—published 9/1/04, effective 8/12/04]
[Filed emergency 12/14/04—published 1/5/05, effective 1/1/05]
[Filed 2/10/05, Notice 1/5/05—published 3/2/05, effective 4/6/05]
[Filed emergency 6/17/05—published 7/6/05, effective 7/1/05]

[Filed 10/21/05, Notice 7/6/05—published 11/9/05, effective 12/14/05]
[Filed emergency 12/14/05—published 1/4/06, effective 1/1/06]
[Filed 2/10/06, Notice 1/4/06—published 3/1/06, effective 4/5/06]
[Filed emergency 12/13/06—published 1/3/07, effective 1/1/07]

[Filed 3/14/07, Notice 1/3/07—published 4/11/07, effective 5/16/07]
[Filed emergency 12/12/07—published 1/2/08, effective 1/1/08]

[Filed 3/12/08, Notice 1/2/08—published 4/9/08, effective 5/14/08]
[Filed emergency 12/10/08—published 12/31/08, effective 1/1/09]

[Filed ARC 7605B (Notice ARC 7472B, IAB 12/31/08), IAB 3/11/09, effective 4/15/09]
[Filed Emergency ARC 9965B, IAB 1/11/12, effective 1/1/12]

https://www.legis.iowa.gov/docs/aco/arc/7605B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7472B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9965B.pdf
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[Filed ARC 0064C (Notice ARC 9964B, IAB 1/11/12), IAB 4/4/12, effective 5/9/12]
[Filed Emergency ARC 0489C, IAB 12/12/12, effective 1/1/13]

[Filed ARC 0633C (Notice ARC 0488C, IAB 12/12/12), IAB 3/6/13, effective 5/1/13]
[Filed Emergency ARC 1268C, IAB 1/8/14, effective 1/1/14]

[Filed ARC 1352C (Notice ARC 1267C, IAB 1/8/14), IAB 3/5/14, effective 4/9/14]
[Filed Emergency ARC 1813C, IAB 1/7/15, effective 1/1/15]

[Filed ARC 1892C (Notice ARC 1812C, IAB 1/7/15), IAB 3/4/15, effective 4/8/15]
[Filed Emergency ARC 2891C, IAB 1/4/17, effective 1/1/17]

[Filed ARC 2958C (Notice ARC 2890C, IAB 1/4/17), IAB 3/1/17, effective 4/5/17]
[Filed Emergency ARC 3599C, IAB 1/31/18, effective 1/5/18]

[Filed ARC 3715C (Notice ARC 3596C, IAB 1/31/18), IAB 3/28/18, effective 5/2/18]

https://www.legis.iowa.gov/docs/aco/arc/0064C.pdf
https://www.legis.iowa.gov/docs/aco/arc/9964B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0489C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0633C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0488C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1268C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1352C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1267C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1813C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1892C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1812C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2891C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2958C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2890C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3599C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3715C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3596C.pdf
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CHAPTER 52
PAYMENT

[Prior to 7/1/83, Social Services[770] Ch 52]
[Prior to 2/11/87, Human Services[498]]

441—52.1(249) Assistance standards. Assistance standards are the amounts of money allowed on
a monthly basis to recipients of state supplementary assistance in determining financial need and the
amount of assistance granted.

52.1(1) Protective living arrangement. The following assistance standards have been established
for state supplementary assistance for persons living in a family-life home certified under rules in
441—Chapter 111.

$813 Care allowance
$ 99 Personal allowance
$912 Total

52.1(2) Dependent relative. The following assistance standards have been established for state
supplementary assistance for dependent relatives residing in a recipient’s home.

a. Aged or disabled client and a dependent relative . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,137
b. Aged or disabled client, eligible spouse, and a dependent relative . . . . . . . . . . . . . . . . . . . $1,512
c. Blind client and a dependent relative . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,159
d. Blind client, aged or disabled spouse, and a dependent relative . . . . . . . . . . . . . . . . . . . . . $1,534
e. Blind client, blind spouse, and a dependent relative . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,556
52.1(3) Residential care. For periods of eligibility before July 1, 2017, the department will

reimburse a recipient in either a privately operated or non-privately operated residential care facility on
a flat per diem rate of $17.86 or on a cost-related reimbursement system with a maximum per diem rate
of $30.11. The department shall establish a cost-related per diem rate for each licensed residential care
facility choosing the cost-related reimbursement method of payment according to rule 441—54.3(249).

For periods of eligibility beginning July 1, 2017, payment to a recipient in a privately operated
licensed residential care facility shall be based on the maximum per diem rate of $30.11. Reimbursement
for recipients in non-privately operated residential care facilities will be based on the flat per diem rate of
$17.86 or be based on the cost-related reimbursement system with a maximum per diem rate of $30.11.

For periods of eligibility beginning January 1, 2018, and thereafter, payment to a recipient in a
privately operated licensed residential care facility shall be based on the maximum per diem rate of
$30.60. Reimbursement for recipients in non-privately operated residential care facilities will be based
on the flat per diem rate of $17.86 or be based on the cost-related reimbursement systemwith a maximum
per diem rate of $30.60.

The facility shall accept the per diem rate established by the department for state supplementary
assistance recipients as payment in full from the recipient andmake no additional charges to the recipient.

a. All income of a recipient as described in this subrule after the disregards described in this
subrule shall be applied to meet the cost of care before payment is made through the state supplementary
assistance program.

Income applied to meet the cost of care shall be the income considered available to the resident
pursuant to supplemental security income (SSI) policy plus the SSI benefit less the following monthly
disregards applied in the order specified:

(1) When income is earned, impairment related work expenses, as defined by SSI plus $65 plus
one-half of any remaining earned income.

(2) An allowance of $99 to meet personal expenses and Medicaid copayment expenses.
(3) When there is a spouse at home, the amount of the SSI benefit for an individual minus the

spouse’s countable income according to SSI policies. When the spouse at home has been determined
eligible for SSI benefits, no income disregard shall be made.

(4) When there is a dependent child living with the spouse at home who meets the definition of a
dependent according to the SSI program, the amount of the SSI allowance for a dependent minus the

https://www.legis.iowa.gov/docs/iac/chapter/441.111.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.54.3.pdf
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dependent’s countable income and the amount of income from the parent at home that exceeds the SSI
benefit for one according to SSI policies.

(5) Established unmet medical needs of the resident, excluding private health insurance premiums
and Medicaid copayment expenses. Unmet medical needs of the spouse at home, exclusive of health
insurance premiums and Medicaid copayment expenses, shall be an additional deduction when the
countable income of the spouse at home is not sufficient to cover those expenses. Unmet medical needs
of the dependent living with the spouse at home, exclusive of health insurance premiums and Medicaid
copayment expenses, shall also be deducted when the countable income of the dependent and the
income of the parent at home that exceeds the SSI benefit for one is not sufficient to cover the expenses.

(6) The income of recipients of state supplementary assistance or Medicaid needed to pay the cost
of care in another residential care facility, a family-life home, an in-home health-related care provider, a
home- and community-based waiver setting, or a medical institution is not available to apply to the cost
of care. The income of a resident who lived at home in the month of entry shall not be applied to the cost
of care except to the extent the income exceeds the SSI benefit for one person or for a married couple if
the resident also had a spouse living in the home in the month of entry.

b. Payment is made for only the days the recipient is a resident of the facility. Payment shall be
made for the date of entry into the facility, but not the date of death or discharge.

c. Payment shall be made in the form of a grant to the recipient on a post payment basis.
d. Payment shall not be made when income is sufficient to pay the cost of care in a month with

less than 31 days, but the recipient shall remain eligible for all other benefits of the program.
e. Payment will be made for periods the resident is absent overnight for the purpose of visitation

or vacation. The facility will be paid to hold the bed for a period not to exceed 30 days during any
calendar year, unless a family member or legal guardian of the resident, the resident’s physician, case
manager, or department service worker provides signed documentation that additional visitation days are
desired by the resident and are for the benefit of the resident. This documentation shall be obtained by the
facility for each period of paid absence which exceeds the 30-day annual limit. This information shall
be retained in the resident’s personal file. If documentation is not available to justify periods of absence
in excess of the 30-day annual limit, the facility shall submit a Case Activity Report, Form 470-0042, to
the county office of the department to terminate the state supplementary assistance payment.

A family member may contribute to the cost of care for a resident subject to supplementation
provisions at rule 441—51.2(249) and any contributions shall be reported to the county office of the
department by the facility.

f. Payment will be made for a period not to exceed 20 days in any calendar month when the
resident is absent due to hospitalization. A resident may not start state supplementary assistance on
reserve bed days.

g. The per diem rate established for recipients of state supplementary assistance shall not exceed
the average rate established by the facility for private pay residents.

(1) Residents placed in a facility by another governmental agency are not considered private paying
individuals. Payments received by the facility from such an agency shall not be included in determining
the average rate for private paying residents.

(2) To compute the facilitywide average rate for private paying residents, the facility shall
accumulate total monthly charges for those individuals over a six-month period and divide by the total
patient days care provided to this group during the same period of time.

52.1(4) Blind. The standard for a blind recipient not receiving another type of state supplementary
assistance is $22 per month.

52.1(5) In-home, health-related care. Payment to a person receiving in-home, health-related care
shall be made in accordance with rules in 441—Chapter 177.

52.1(6) Minimum income level cases. The income level of those persons receiving old age
assistance, aid to the blind, and aid to the disabled in December 1973 shall be maintained at the
December 1973 level as long as the recipient’s circumstances remain unchanged and that income level
is above current standards. In determining the continuing eligibility for the minimum income level, the
income limits, resource limits, and exclusions which were in effect in October 1972 shall be utilized.

https://www.legis.iowa.gov/docs/iac/rule/441.51.2.pdf
https://www.legis.iowa.gov/docs/iac/chapter/441.177.pdf
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52.1(7) Supplement for Medicare and Medicaid eligibles. Payment to a person eligible for the
supplement for Medicare and Medicaid eligibles shall be $1 per month.

This rule is intended to implement Iowa Code chapter 249.
[ARC 7605B, IAB 3/11/09, effective 4/15/09; ARC 8440B, IAB 1/13/10, effective 3/1/10; ARC 9965B, IAB 1/11/12, effective 1/1/12;
ARC 0064C, IAB 4/4/12, effective 5/9/12; ARC 0489C, IAB 12/12/12, effective 1/1/13; ARC 0633C, IAB 3/6/13, effective 5/1/13;
ARC 1268C, IAB 1/8/14, effective 1/1/14; ARC 1352C, IAB 3/5/14, effective 4/9/14; ARC 1813C, IAB 1/7/15, effective 1/1/15;
ARC 1892C, IAB 3/4/15, effective 4/8/15; ARC 2363C, IAB 1/6/16, effective 1/1/16; ARC 2426C, IAB 3/2/16, effective 4/6/16;
ARC 2891C, IAB 1/4/17, effective 1/1/17; ARC 2958C, IAB 3/1/17, effective 4/5/17; ARC 3441C, IAB 11/8/17, effective 10/11/17;
ARC 3599C, IAB 1/31/18, effective 1/5/18; ARC 3715C, IAB 3/28/18, effective 5/2/18]

[Filed 2/19/76, Notice 1/12/76—published 3/8/76, effective 4/12/76]
[Filed emergency 6/9/76—published 6/28/76, effective 7/1/76]
[Filed emergency 7/29/76—published 8/23/76, effective 9/1/76]

[Filed 9/29/76, Notice 8/23/76—published 10/20/76, effective 11/24/76]
[Filed 12/17/76, Notice 11/3/76—published 1/12/77, effective 3/1/77]

[Filed emergency 5/24/77—published 6/15/77, effective 7/1/77]
[Filed 3/27/78, Notice 2/8/78—published 4/19/78, effective 5/24/78]
[Filed emergency 5/8/78—published 5/31/78, effective 5/24/78]
[Filed emergency 6/28/78—published 7/26/78, effective 7/1/78]

[Filed 7/17/78, Notice 5/31/78—published 8/9/78, effective 9/13/78]
[Filed 11/7/78, Notice 4/19/78—published 11/29/78, effective 1/3/79]

[Filed emergency 6/26/79—published 7/25/79, effective 7/1/79]
[Filed emergency 6/30/80—published 7/23/80, effective 7/1/80]
[Filed emergency 6/30/81 —published 7/22/81, effective 7/1/81]

[Filed 2/26/82, Notice 10/28/81—published 3/17/82, effective 5/1/82]
[Filed emergency 5/21/82—published 6/9/82, effective 7/1/82]
[Filed emergency 7/1/82—published 7/21/82, effective 7/1/82]

[Filed 2/25/83, Notice 1/5/83—published 3/16/83, effective 5/1/83]
[Filed emergency 6/17/83—published 7/6/83, effective 7/1/83]

[Filed emergency 10/7/83—published 10/26/83, effective 11/1/83]
[Filed without Notice 10/7/83—published 10/26/83, effective 12/1/83]

[Filed emergency 11/18/83, after Notice 10/12/83—published 12/7/83, effective 1/1/84]
[Filed 11/18/83, Notice 10/12/83—published 12/7/83, effective 2/1/84]

[Filed emergency 6/15/84—published 7/4/84, effective 7/1/84]
[Filed emergency 12/11/84—published 1/2/85, effective 1/1/85]
[Filed emergency 6/14/85—published 7/3/85, effective 7/1/85]

[Filed emergency after Notice 6/14/85, Notice 5/8/85—published 7/3/85, effective 8/1/85]
[Filed emergency 10/1/85—published 10/23/85, effective 11/1/85]

[Filed without Notice 10/1/85—published 10/23/85, effective 12/1/85]
[Filed emergency 12/2/85—published 12/18/85, effective 1/1/86]

[Filed 12/2/85, Notice 10/23/85—published 12/18/85, effective 2/1/86]
[Filed emergency 6/26/86—published 7/16/86, effective 7/1/86]
[Filed emergency 12/22/86—published 1/14/87, effective 1/1/87]
[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]
[Filed emergency 12/10/87—published 12/30/87, effective 1/1/88]
[Filed emergency 6/9/88—published 6/29/88, effective 7/1/88]
[Filed emergency 12/8/88—published 12/28/88, effective 1/1/89]
[Filed emergency 6/9/89—published 6/28/89, effective 7/1/89]

[Filed 8/17/89, Notice 6/28/89—published 9/6/89, effective 11/1/89]
[Filed emergency 11/16/89—published 12/13/89, effective 1/1/90]
[Filed 2/16/90, Notice 12/13/89—published 3/7/90, effective 5/1/90]
[Filed emergency 6/20/90—published 7/11/90, effective 7/1/90]

[Filed 8/16/90, Notice 7/11/90—published 9/5/90, effective 11/1/90]
[Filed emergency 12/13/90—published 1/9/91, effective 1/1/91]

https://www.legis.iowa.gov/docs/ico/chapter/249.pdf
https://www.legis.iowa.gov/docs/aco/arc/7605B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8440B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9965B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0064C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0489C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0633C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1268C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1352C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1813C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1892C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2363C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2426C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2891C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2958C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3441C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3599C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3715C.pdf
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[Filed 12/13/90, Notice 10/31/90—published 1/9/91, effective 3/1/91]
[Filed 2/14/91, Notice 1/9/91—published 3/6/91, effective 5/1/91]
[Filed 4/11/91, Notice 3/6/91—published 5/1/91, effective 7/1/91]

[Filed 9/18/91, Notice 7/24/91—published 10/16/91, effective 12/1/91]
[Filed emergency 12/11/91—published 1/8/92, effective 1/1/92]

[Filed 12/11/91, Notice 10/16/91—published 1/8/92, effective 3/1/92]1

[Filed 2/13/92, Notice 1/8/92—published 3/4/92, effective 5/1/92]
[Filed emergency 4/15/92—published 5/13/92, effective 4/16/92]
[Filed 4/16/92, Notice 1/8/92—published 5/13/92, effective 7/1/92]
[Filed emergency 12/1/92—published 12/23/92, effective 1/1/93]

[Filed 2/10/93, Notice 12/23/92—published 3/3/93, effective 5/1/93]
[Filed emergency 6/11/93—published 7/7/93, effective 7/1/93]

[Filed 8/12/93, Notice 7/7/93—published 9/1/93, effective 11/1/93]
[Filed emergency 12/16/93—published 1/5/94, effective 1/1/94]

[Filed 12/16/93, Notice 10/27/93—published 1/5/94, effective 3/1/94]
[Filed 2/10/94, Notice 1/5/94—published 3/2/94, effective 5/1/94]
[Filed emergency 6/16/94—published 7/6/94, effective 7/1/94]

[Filed 8/12/94, Notice 7/6/94—published 8/31/94, effective 11/1/94]
[Filed emergency 10/12/94—published 11/9/94, effective 11/1/94]
[Filed emergency 12/15/94—published 1/4/95, effective 1/1/95]

[Filed 12/15/94, Notice 11/9/94—published 1/4/95, effective 3/1/95]
[Filed 2/16/95, Notice 1/4/95—published 3/15/95, effective 5/1/95]

[Filed emergency 6/7/95—published 7/5/95, effective 7/1/95]
[Filed 8/10/95, Notice 7/5/95—published 8/30/95, effective 11/1/95]
[Filed emergency 10/31/95—published 11/22/95, effective 11/1/95]
[Filed emergency 12/12/95—published 1/3/96, effective 1/1/96]

[Filed 1/10/96, Notice 11/22/95—published 1/31/96, effective 4/1/96]
[Filed 2/14/96, Notice 1/3/96—published 3/13/96, effective 5/1/96]
[Filed emergency 6/13/96—published 7/3/96, effective 7/1/96]

[Filed 8/15/96, Notice 7/3/96—published 9/11/96, effective 11/1/96]
[Filed emergency 12/12/96—published 1/1/97, effective 1/1/97]

[Filed 2/12/97, Notice 1/1/97—published 3/12/97, effective 5/1/97]
[Filed emergency 3/12/97—published 4/9/97, effective 4/1/97]

[Filed 4/11/97, Notice 2/12/97—published 5/7/97, effective 7/1/97]
[Filed 5/14/97, Notice 4/9/97—published 6/4/97, effective 8/1/97]
[Filed emergency 12/10/97—published 12/31/97, effective 1/1/98]

[Filed 2/11/98, Notice 12/31/97—published 3/11/98, effective 5/1/98]
[Filed emergency 12/9/98—published 12/30/98, effective 1/1/99]

[Filed 2/10/99, Notice 12/30/98—published 3/10/99, effective 4/15/99]
[Filed emergency 12/8/99—published 12/29/99, effective 1/1/00]
[Filed 2/9/00, Notice 12/29/99—published 3/8/00, effective 5/1/00]
[Filed emergency 7/13/00—published 8/9/00, effective 8/1/00]

[Filed emergency 10/11/00—published 11/1/00, effective 11/15/00]
[Filed 11/8/00, Notice 8/9/00—published 11/29/00, effective 2/1/01]
[Filed emergency 12/14/00—published 1/10/01, effective 1/1/01]
[Filed 2/14/01, Notice 1/10/01—published 3/7/01, effective 5/1/01]
[Filed emergency 4/11/01—published 5/2/01, effective 5/1/01]

[Filed 6/13/01, Notice 5/2/01—published 7/11/01, effective 9/1/01]
[Filed emergency 7/11/01—published 8/8/01, effective 8/1/01]

[Filed 10/10/01, Notice 8/8/01—published 10/31/01, effective 1/1/02]
[Filed emergency 12/12/01—published 1/9/02, effective 1/1/02]
[Filed 2/14/02, Notice 1/9/02—published 3/6/02, effective 5/1/02]
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[Filed emergency 5/9/02—published 5/29/02, effective 6/1/02]
[Filed 7/15/02, Notice 5/29/02—published 8/7/02, effective 10/1/02]
[Filed emergency 12/12/02—published 1/8/03, effective 1/1/03]
[Filed emergency 11/19/03—published 12/10/03, effective 1/1/04]

[Filed 11/19/03, Notice 10/1/03—published 12/10/03, effective 2/1/04]
[Filed emergency 8/12/04 after Notice 6/23/04—published 9/1/04, effective 8/12/04]

[Filed emergency 12/14/04—published 1/5/05, effective 1/1/05]
[Filed 2/10/05, Notice 1/5/05—published 3/2/05, effective 4/6/05]
[Filed emergency 12/14/05—published 1/4/06, effective 1/1/06]
[Filed 2/10/06, Notice 1/4/06—published 3/1/06, effective 4/5/06]
[Filed emergency 12/13/06—published 1/3/07, effective 1/1/07]

[Filed 3/14/07, Notice 1/3/07—published 4/11/07, effective 5/16/07]
[Filed emergency 12/12/07—published 1/2/08, effective 1/1/08]

[Filed 3/12/08, Notice 1/2/08—published 4/9/08, effective 5/14/08]
[Filed emergency 12/10/08—published 12/31/08, effective 1/1/09]

[Filed ARC 7605B (Notice ARC 7472B, IAB 12/31/08), IAB 3/11/09, effective 4/15/09]
[Filed Without Notice ARC 8440B, IAB 1/13/10, effective 3/1/10]
[Filed Emergency ARC 9965B, IAB 1/11/12, effective 1/1/12]

[Filed ARC 0064C (Notice ARC 9964B, IAB 1/11/12), IAB 4/4/12, effective 5/9/12]
[Filed Emergency ARC 0489C, IAB 12/12/12, effective 1/1/13]

[Filed ARC 0633C (Notice ARC 0488C, IAB 12/12/12), IAB 3/6/13, effective 5/1/13]
[Filed Emergency ARC 1268C, IAB 1/8/14, effective 1/1/14]

[Filed ARC 1352C (Notice ARC 1267C, IAB 1/8/14), IAB 3/5/14, effective 4/9/14]
[Filed Emergency ARC 1813C, IAB 1/7/15, effective 1/1/15]

[Filed ARC 1892C (Notice ARC 1812C, IAB 1/7/15), IAB 3/4/15, effective 4/8/15]
[Filed Emergency ARC 2363C, IAB 1/6/16, effective 1/1/16]

[Filed ARC 2426C (Notice ARC 2362C, IAB 1/6/16), IAB 3/2/16, effective 4/6/16]
[Filed Emergency ARC 2891C, IAB 1/4/17, effective 1/1/17]

[Filed ARC 2958C (Notice ARC 2890C, IAB 1/4/17), IAB 3/1/17, effective 4/5/17]
[Filed Emergency After Notice ARC 3441C (Notice ARC 3259C, IAB 8/16/17), IAB 11/8/17, effective

10/11/17]
[Filed Emergency ARC 3599C, IAB 1/31/18, effective 1/5/18]

[Filed ARC 3715C (Notice ARC 3596C, IAB 1/31/18), IAB 3/28/18, effective 5/2/18]

1 Effective date of 3/1/92 delayed until adjournment of the 1992 General Assembly by the Administrative Rules Review Committee
at its meeting held February 3, 1992.

https://www.legis.iowa.gov/docs/aco/arc/7605B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7472B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8440B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9965B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0064C.pdf
https://www.legis.iowa.gov/docs/aco/arc/9964B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0489C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0633C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0488C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1268C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1352C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1267C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1813C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1892C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1812C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2363C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2426C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2362C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2891C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2958C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2890C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3441C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3259C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3599C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3715C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3596C.pdf
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CHAPTER 79
OTHER POLICIES RELATING TO PROVIDERS OF

MEDICAL AND REMEDIAL CARE
[Prior to 7/1/83, Social Services[770] Ch 79]

441—79.1(249A) Principles governing reimbursement of providers of medical and health
services. The basis of payment for services rendered by providers of services participating in the
medical assistance program is either a system based on the provider’s allowable costs of operation
or a fee schedule. Generally, institutional types of providers such as hospitals and nursing facilities
are reimbursed on a cost-related basis, and practitioners such as physicians, dentists, optometrists,
and similar providers are reimbursed on the basis of a fee schedule. Providers of service must accept
reimbursement based upon the department’s methodology without making any additional charge to the
member.

For purposes of this chapter, “managed care organization” means an entity that (1) is under contract
with the department to provide services to Medicaid recipients and (2) meets the definition of “health
maintenance organization” as defined in Iowa Code section 514B.1.

79.1(1) Types of reimbursement.
a. Prospective cost-related. Providers are reimbursed on the basis of a per diem rate calculated

prospectively for each participating provider based on reasonable and proper costs of operation. The rate
is determined by establishing a base year per diem rate to which an annual index is applied.

b. Retrospective cost-related. Providers are reimbursed on the basis of a per diem rate calculated
retrospectively for each participating provider based on reasonable and proper costs of operation with
suitable retroactive adjustments based on submission of financial and statistical reports by the provider.
The retroactive adjustment represents the difference between the amount received by the provider during
the year for covered services and the amount determined in accordance with an accepted method of
cost apportionment (generally the Medicare principles of apportionment) to be the actual cost of service
rendered medical assistance recipients.

c. Fee schedules. Fees for the various procedures involved are determined by the department with
advice and consultation from the appropriate professional group. The fees are intended to reflect the
amount of resources (time, training, experience) involved in each procedure. Individual adjustments will
be made periodically to correct any inequity or to add new procedures or eliminate or modify others. If
product cost is involved in addition to service, reimbursement is based either on a fixed fee, wholesale
cost, or on actual acquisition cost of the product to the provider, or product cost is included as part of the
fee schedule. Providers on fee schedules are reimbursed the lower of:

(1) The actual charge made by the provider of service.
(2) The maximum allowance under the fee schedule for the item of service in question.
Payment levels for fee schedule providers of service will be increased on an annual basis by an

economic index reflecting overall inflation as well as inflation in office practice expenses of the particular
provider category involved to the extent data is available. Annual increases will be made beginning July
1, 1988.

There are some variations in this methodology which are applicable to certain providers. These are
set forth below in subrules 79.1(3) to 79.1(9) and 79.1(15).

Fee schedules in effect for the providers covered by fee schedules can be obtained from the
department’s website at: dhs.iowa.gov/ime/providers/csrp/fee-schedule.

d. Fee for service with cost settlement. Providers of casemanagement services shall be reimbursed
on the basis of a payment rate for a 15-minute unit of service based on reasonable and proper costs for
service provision. The fee will be determined by the department with advice and consultation from the
appropriate professional group and will reflect the amount of resources involved in service provision.

(1) Providers are reimbursed throughout each fiscal year on the basis of a projected unit rate for
each participating provider. The projected rate is based on reasonable and proper costs of operation,
pursuant to federally accepted reimbursement principles (generally Medicare or OMB A-87 principles).

https://www.legis.iowa.gov/docs/ico/section/514B.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
http://dhs.iowa.gov/ime/providers/csrp/fee-schedule
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(2) Payments are subject to annual retrospective cost settlement based on submission of actual costs
of operation and service utilization data by the provider on Form 470-0664, Financial and Statistical
Report. The cost settlement represents the difference between the amount received by the provider
during the year for covered services and the amount supported by the actual costs of doing business,
determined in accordance with an accepted method of cost appointment.

(3) The methodology for determining the reasonable and proper cost for service provision assumes
the following:

1. The indirect administrative costs shall be limited to 23 percent of other costs. Other costs
include: professional staff – direct salaries, other – direct salaries, benefits and payroll taxes associated
with direct salaries, mileage and automobile rental, agency vehicle expense, automobile insurance, and
other related transportation.

2. Mileage shall be reimbursed at a rate no greater than the state employee rate.
3. The rates a provider may charge are subject to limits established at 79.1(2).
4. Costs of operation shall include only those costs that pertain to the provision of services which

are authorized under rule 441—90.3(249A).
e. Retrospectively limited prospective rates. Providers are reimbursed on the basis of a rate for a

unit of service calculated prospectively for each participating provider (and, for supported community
living daily rates, for each consumer or site) based on projected or historical costs of operation subject
to the maximums listed in subrule 79.1(2) and to retrospective adjustment pursuant to subparagraph
79.1(1)“e”(3).

(1) The prospective rates for new providers who have not submitted six months of cost reports will
be based on a projection of the provider’s reasonable and proper costs of operation until the provider has
submitted an annual cost report that includes a minimum of six months of actual costs.

(2) The prospective rates paid established providers who have submitted an annual report with
a minimum of a six-month history are based on reasonable and proper costs in a base period and are
adjusted annually for inflation.

(3) The prospective rates paid to both new and established providers are subject to the maximums
listed in subrule 79.1(2) and to retrospective adjustment based on the provider’s actual, current costs
of operation as shown by financial and statistical reports submitted by the provider, so as not to exceed
reasonable and proper costs actually incurred by more than 4.5 percent.

f. Contractual rate. Providers are reimbursed on a basis of costs incurred pursuant to a contract
between the provider and subcontractor.

g. Retrospectively adjusted prospective rates. Critical access hospitals are reimbursed
prospectively, with retrospective adjustments based on annual cost reports submitted by the hospital
at the end of the hospital’s fiscal year. The retroactive adjustment equals the difference between
the reasonable costs of providing covered services to eligible fee-for-service Medicaid members
(excluding members in managed care), determined in accordance with Medicare cost principles, and
the Medicaid reimbursement received. Amounts paid that exceed reasonable costs shall be recovered
by the department. See paragraphs 79.1(5)“aa” and 79.1(16)“h.”

h. Indian health facilities.
(1) Indian health facilities enrolled pursuant to rule 441—77.45(249A) are paid for all

Medicaid-covered services rendered to American Indian or Alaskan native persons who are
Medicaid-eligible at the current daily visit rates approved by the U.S. Indian Health Service (IHS)
for services provided by IHS facilities to Medicaid beneficiaries, as published in the Federal Register.
For services provided to American Indians or Alaskan natives, Indian health facilities may bill for
one visit per patient per calendar day for medical services (at the “outpatient per visit rate (excluding
Medicare)”), which shall constitute payment in full for all medical services provided on that day, except
as follows:

1. For services provided to American Indians and Alaskan natives, Indian health facilities may
bill for multiple visits per patient per calendar day for medical services (at the “outpatient per visit rate
(excluding Medicare)”) only if medical services are provided for different diagnoses or if distinctly
different medical services from different categories of services are provided for the same diagnoses in

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.77.45.pdf
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different units of the facility. For this purpose, the categories of medical services are vision services;
dental services; mental health and addiction services; early and periodic screening, diagnosis, and
treatment services for children; other outpatient services; and other inpatient services. A visit is a
face-to-face contact between a patient and a health professional at or through the facility.

2. For services provided to American Indians or Alaskan natives, Indian health facilities may also
bill for one visit per patient per calendar day for outpatient prescribed drugs provided by the facility
(at the “outpatient per visit rate (excluding Medicare)”), which shall constitute payment in full for all
outpatient prescribed drugs provided on that day.

(2) Services provided to Medicaid recipients who are not American Indians or Alaskan natives
will be paid at the reimbursement rate otherwise allowed by Iowa Medicaid for the services provided
and will be billed separately by CPT code on the CMS-1500 Health Insurance Claim Form or through
pharmacy point of sale. Claims for nonpharmacy services provided to Medicaid recipients who are not
American Indians or Alaskan natives must be submitted by the individual practitioner enrolled in the
Iowa Medicaid program, but may be paid to the facility if the provider agreement so stipulates.

79.1(2) Basis of reimbursement of specific provider categories.

Provider category Basis of reimbursement Upper limit
Advanced registered nurse
practitioners

Fee schedule Fee schedule in effect 6/30/13
plus 1%.

Ambulance Fee schedule Ground ambulance: Fee
schedule in effect 6/30/14
plus 10%.
Air ambulance: Fee schedule in
effect 6/30/14 plus 10%.

Ambulatory surgical centers Base rate fee schedule as
determined by Medicare.
See 79.1(3)

Fee schedule in effect 6/30/13
plus 1%.

Area education agencies Fee schedule Fee schedule in effect 6/30/00
plus 0.7%.

Assertive community treatment Fee schedule $51.08 per day for each day on
which a team meeting is held.
Maximum of 5 days per week.

Audiologists Fee schedule Fee schedule in effect 6/30/13
plus 1%.

Behavioral health intervention Fee schedule Fee schedule in effect 7/1/13.
Behavioral health services Fee schedule Fee schedule in effect 6/30/13

plus 1%.
Birth centers Fee schedule Fee schedule in effect 6/30/13

plus 1%.
Child care medical services Fee schedule Fee schedule in effect 1/1/16.
Chiropractors Fee schedule Fee schedule in effect 6/30/13

plus 1%.
Clinics Fee schedule Maximum physician

reimbursement rate.
Community-based neurobehavioral
rehabilitation services

Fee schedule, see 79.1(28) Residential: Limit in effect
as of June 30 each year plus
CPI-U for the preceding
12-month period ending June
30. Intermittent: $21.11 per
15-minute unit.

Community mental health
centers and providers of mental health
services to county residents pursuant
to a waiver approved under Iowa
Code section 225C.7(3)

Retrospective cost-related.
See 79.1(25)

100% of reasonable Medicaid
cost as determined by Medicare
cost reimbursement principles.

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/ico/section/225C.7.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
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Provider category Basis of reimbursement Upper limit
Crisis response services Fee schedule Fee schedule in effect 2/1/18,

not to exceed the daily per diem
for crisis stabilization services.

Crisis stabilization community-based
services

Fee schedule Fee schedule in effect 2/1/18,
not to exceed the daily per diem
for crisis stabilization services.

Crisis stabilization residential services Fee schedule Fee schedule in effect 2/1/18.
Dentists Fee schedule Fee schedule in effect 6/30/13

plus 1%.
Drug and alcohol services Fee schedule Fee schedule in effect 1/1/16.
Durable medical equipment, prosthetic
devices and medical supply dealers

Fee schedule.
See 79.1(4)

Fee schedule in effect 6/30/13
plus 1%.

Emergency psychiatric services Fee schedule Fee schedule in effect 1/1/16.
Family planning clinics Fee schedule Fee schedule in effect 6/30/13

plus 1%.
Federally qualified health
centers

Retrospective cost-related.
See 441—Chapter 73

1. Prospective payment rate
as required by the Medicare,
Medicaid, and SCHIP Benefits
Improvement and Protection
Act of 2000 (BIPA 2000)
or an alternative methodology
allowed thereunder, as specified
in “2” below.
2. 100% of reasonable cost as
determined by Medicare cost
reimbursement principles.
3. In the case of services
provided pursuant to a contract
between an FQHC and a
managed care organization
(MCO), reimbursement from
theMCO shall be supplemented
to achieve “1” or “2” above.

HCBS waiver service providers,
including:

Except as noted, limits apply
to all waivers that cover the
named provider.

For AIDS/HIV, brain injury,
elderly, and ill and handicapped
waivers:
Fee schedule

Effective 7/1/16, for AIDS/HIV,
brain injury, elderly, and ill
and handicapped waivers:
Provider’s rate in effect
6/30/16 plus 1%, converted
to a 15-minute, half-day,
full-day, or extended-day rate.
If no 6/30/16 rate: Veterans
Administration contract rate
or $1.47 per 15-minute unit,
$23.47 per half day, $46.72
per full day, or $70.06 per
extended day if no Veterans
Administration contract.

1. Adult day care

For intellectual disability waiver:
Fee schedule for the member’s
acuity tier, determined pursuant
to 79.1(30)

Effective 7/1/17, for intellectual
disability waiver: The
provider’s rate in effect
6/30/16 plus 1%, converted to
a 15-minute or half-day rate.
If no 6/30/16 rate, $1.96 per
15-minute unit or $31.27 per
half day.

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/chapter/441.73.pdf
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Provider category Basis of reimbursement Upper limit

For daily services, the fee
schedule rate published on the
department’s website, pursuant
to 79.1(1)“c,” for the member’s
acuity tier, determined pursuant
to 79.1(30).

2. Emergency response system:
Personal response system Fee schedule Effective 7/1/13, provider’s rate

in effect 6/30/13 plus 3%. If no
6/30/13 rate: Initial one-time
fee: $52.04. Ongoing monthly
fee: $40.47.

Portable locator system Fee schedule Effective 7/1/13, provider’s rate
in effect 6/30/13 plus 3%. If no
6/30/13 rate: One equipment
purchase: $323.26. Initial
one-time fee: $52.04. Ongoing
monthly fee: $40.47.

3. Home health aides Retrospective cost-related For AIDS/HIV, elderly, and
health and disability waivers
effective 7/1/16: Lesser of
maximum Medicare rate in
effect 6/30/16 plus 1% or
maximum Medicaid rate in
effect 6/30/16 plus 1%.

For intellectual disability
waiver effective 7/1/16: Lesser
of maximum Medicare rate
in effect 6/30/16 plus 1%
or maximum Medicaid rate
in effect 6/30/16 plus 1%,
converted to an hourly rate.

4. Homemakers Fee schedule Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $5.20 per
15-minute unit.

5. Nursing care Fee schedule For AIDS/HIV, health
and disability, elderly and
intellectual disability waiver
effective 7/1/16, provider’s rate
in effect 6/30/16 plus 1%. If no
6/30/16 rate: $87.99 per visit.
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Provider category Basis of reimbursement Upper limit
6. Respite care when provided by:

Home health agency:
Specialized respite Cost-based rate for nursing

services provided by a home
health agency

Effective 7/1/16, provider’s
rate in effect 6/30/16 plus
1%, converted to a 15-minute
rate. If no 6/30/16 rate: Lesser
of maximum Medicare rate
in effect 6/30/16 plus 1%,
converted to a 15-minute rate,
or maximum Medicaid rate
in effect 6/30/16 plus 1%,
converted to a 15-minute rate,
not to exceed $315.09 per day.

Basic individual respite Cost-based rate for home health
aide services provided by a home
health agency

Effective 7/1/16, provider’s
rate in effect 6/30/16 plus
1%, converted to a 15-minute
rate. If no 6/30/16 rate: Lesser
of maximum Medicare rate
in effect 6/30/16 plus 1%,
converted to a 15-minute rate,
or maximum Medicaid rate
in effect 6/30/16 plus 1%,
converted to a 15-minute rate,
not to exceed $315.09 per day.

Group respite Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $3.49 per
15-minute unit, not to exceed
$315.09 per day.

Home care agency:
Specialized respite Fee schedule Effective 7/1/16, provider’s

rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $8.96 per
15-minute unit, not to exceed
$315.09 per day.

Basic individual respite Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $4.78 per
15-minute unit, not to exceed
$315.09 per day.

Group respite Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $3.49 per
15-minute unit, not to exceed
$315.09 per day.

Nonfacility care:
Specialized respite Fee schedule Effective 7/1/16, provider’s

rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $8.96 per
15-minute unit, not to exceed
$315.09 per day.
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Provider category Basis of reimbursement Upper limit
Basic individual respite Fee schedule Effective 7/1/16, provider’s

rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $4.78 per
15-minute unit, not to exceed
$315.09 per day.

Group respite Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $3.49 per
15-minute unit, not to exceed
$315.09 per day.

Facility care:
Hospital or nursing facility
providing skilled care

Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $3.49 per
15-minute unit, not to exceed
the facility’s daily Medicaid
rate for skilled nursing level of
care.

Nursing facility Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $3.49 per
15-minute unit, not to exceed
the facility’s daily Medicaid
rate.

Camps Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $3.49 per
15-minute unit, not to exceed
$315.09 per day.

Adult day care Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $3.49 per
15-minute unit, not to exceed
rate for regular adult day care
services.

Intermediate care facility
for persons with an intellectual
disability

Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $3.49 per
15-minute unit, not to exceed
the facility’s daily Medicaid
rate.

Residential care facilities
for persons with an intellectual
disability

Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $3.49 per
15-minute unit, not to exceed
contractual daily rate.
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Provider category Basis of reimbursement Upper limit
Foster group care Fee schedule Effective 7/1/16, provider’s

rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $3.49 per
15-minute unit, not to exceed
daily rate for child welfare
services.

Child care facilities Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $3.49 per
15-minute unit, not to exceed
contractual daily rate.

7. Chore service Fee schedule Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $4.05 per
15-minute unit.

8. Home-delivered meals Fee schedule Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%.
If no 6/30/13 rate: $8.10 per
meal. Maximum of 14 meals
per week.

9. Home and vehicle
modification

Fee schedule. See 79.1(17) For elderly waiver effective
7/1/13: $1,061.11 lifetime
maximum.

For intellectual disability
waiver effective 7/1/13:
$5,305.53 lifetime maximum.

For brain injury, health
and disability, and physical
disability waivers effective
7/1/13: $6,366.64 per year.

10. Mental health outreach
providers

Fee schedule Effective 7/1/16, provider’s rate
in effect 6/30/16 plus 1%. If no
6/30/16 rate: On-site Medicaid
reimbursement rate for center
or provider. Maximum of 1,440
units per year.

11. Transportation Fee schedule Effective 10/1/13: The
provider’s nonemergency
medical transportation contract
rate or, in the absence of
a nonemergency medical
transportation contract rate, the
median nonemergency medical
transportation contract rate paid
per mile or per trip within the
member’s DHS region.

12. Nutritional counseling Fee schedule Effective 7/1/16 for non-county
contract: Provider’s rate
in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $8.76 per
15-minute unit.

13. Assistive devices Fee schedule. See 79.1(17) Effective 7/1/13: $115.62 per
unit.
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Provider category Basis of reimbursement Upper limit
14. Senior companion Fee schedule Effective 7/1/16 for non-county

contract: Provider’s rate
in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $1.89 per
15-minute unit.

15. Consumer-directed attendant
care provided by:
Agency (other than an elderly
waiver assisted living program)

Fee agreed upon by
member and provider

Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $5.35 per
15-minute unit, not to exceed
$123.85 per day.

Assisted living program (for
elderly waiver only)

Fee agreed upon by
member and provider

Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $5.35 per
15-minute unit, not to exceed
$123.85 per day.

Individual Fee agreed upon by
member and provider

Effective 7/1/16, $3.58 per
15-minute unit, not to exceed
$83.36 per day. When an
individual who serves as a
member’s legal representative
provides services to the member
as allowed by 79.9(7)“b,” the
payment rate must be based
on the skill level of the legal
representative and may not
exceed the median statewide
reimbursement rate for the
service unless the higher rate
receives prior approval from
the department.

16. Counseling:
Individual Fee schedule Effective 7/1/16, provider’s

rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $11.45 per
15-minute unit.

Group Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $11.44
per 15-minute unit. Rate is
divided by six, or, if the number
of persons who comprise
the group exceeds six, the
actual number of persons who
comprise the group.

17. Case management Fee for service with cost
settlement. See 79.1(1)“d”

For brain injury and elderly
waivers: Retrospective
cost-settled rate.

https://www.legis.iowa.gov/docs/iac/rule/441.79.9.pdf
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Provider category Basis of reimbursement Upper limit
For brain injury waiver:
Retrospectively limited
prospective rates. See 79.1(15)

For brain injury waiver
effective 7/1/16: $9.28 per
15-minute unit, not to exceed
the maximum daily ICF/ID rate
per day plus 3.927%.

18. Supported community living

For intellectual disability waiver:
Fee schedule for the member’s
acuity tier, determined pursuant
to 79.1(30)

For intellectual disability
waiver effective 7/1/17:
$9.28 per 15-minute unit.
For daily service, the fee
schedule rate published on the
department’s website, pursuant
to 79.1(1)“c,” for the member’s
acuity tier, determined pursuant
to 79.1(30).

19. Supported employment:
Individual supported employment Fee schedule Fee schedule in effect 7/1/16.

Total monthly cost for all
supported employment services
not to exceed $3,059.29 per
month.

Long-term job coaching Fee schedule Fee schedule in effect 7/1/16.
Total monthly cost for all
supported employment services
not to exceed $3,059.29 per
month.

Small-group supported
employment (2 to 8
individuals)

Fee schedule Fee schedule in effect 7/1/16.
Maximum 160 units per week.
Total monthly cost for all
supported employment services
not to exceed $3,059.29 per
month.

20. Specialized medical equipment Fee schedule. See 79.1(17) Effective 7/1/13, $6,366.64 per
year.

21. Behavioral programming Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%.
If no 6/30/16 rate: $11.45 per
15 minutes.

22. Family counseling and training Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $11.44 per
15-minute unit.

23. Prevocational services, including
career exploration

Fee schedule Fee schedule in effect 7/1/16.

24. Interim medical monitoring
and treatment:
Home health agency
(provided by home health
aide)

Cost-based rate for home health
aide services provided by a home
health agency

Effective 7/1/16: Lesser of
maximum Medicare rate
in effect 6/30/16 plus 1%,
converted to a 15-minute rate,
or maximum Medicaid rate
in effect 6/30/16 plus 1%,
converted to a 15-minute rate.

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf


IAC 3/28/18 Human Services[441] Ch 79, p.11

Provider category Basis of reimbursement Upper limit
Home health agency
(provided by nurse)

Cost-based rate for nursing
services provided by a home
health agency

Effective 7/1/16: Lesser of
maximum Medicare rate
in effect 6/30/16 plus 1%,
converted to a 15-minute rate,
or maximum Medicaid rate
in effect 6/30/16 plus 1%,
converted to a 15-minute rate.

Child development home
or center

Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $3.49 per
15-minute unit.

Supported community living
provider

Retrospectively limited
prospective rate. See 79.1(15)

Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $9.28 per
15-minute unit, not to exceed
the maximum ICF/ID rate per
day plus 3.927%.

25. Residential-based supported
community living

Fee schedule for the member’s
acuity tier, determined pursuant
to 79.1(30)

Effective 7/1/17: The fee
schedule rate published on the
department’s website, pursuant
to 79.1(1)“c,” for the member’s
acuity tier, determined pursuant
to 79.1(30).

26. Day habilitation Fee schedule for the member’s
acuity tier, determined pursuant
to 79.1(30)

Effective 7/1/17: Provider’s
rate in effect 6/30/16 plus
1%, converted to a 15-minute
rate. If no 6/30/16 rate:
$3.51 per 15-minute unit.
For daily service, the fee
schedule rate published on the
department’s website, pursuant
to 79.1(1)“c,” for the member’s
acuity tier, determined pursuant
to 79.1(30).

27. Environmental modifications
and adaptive devices

Fee schedule. See 79.1(17) Effective 7/1/13, $6,366.64 per
year.

28. Family and community support
services

Retrospectively limited
prospective rates. See 79.1(15)

Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $9.28 per
15-minute unit.

29. In-home family therapy Fee schedule Effective 7/1/16, provider’s
rate in effect 6/30/16 plus 1%,
converted to a 15-minute rate.
If no 6/30/16 rate: $24.85 per
15-minute unit.

30. Financial management services Fee schedule Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%.
If no 6/30/13 rate: $68.97 per
enrolled member per month.

31. Independent support broker Rate negotiated by member Effective 7/1/16, provider’s rate
in effect 6/30/16 plus 1%. If no
6/30/16 rate: $16.07 per hour.
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Provider category Basis of reimbursement Upper limit
32. Self-directed personal care Rate negotiated by member Determined by member’s

individual budget. When an
individual who serves as a
member’s legal representative
provides services to the member
as allowed by 79.9(7)“b,” the
payment rate must be based
on the skill level of the legal
representative and may not
exceed the median statewide
reimbursement rate for the
service unless the higher rate
receives prior approval from
the department.

33. Self-directed community
supports and employment

Rate negotiated by member Determined by member’s
individual budget. When an
individual who serves as a
member’s legal representative
provides services to the member
as allowed by 79.9(7)“b,” the
payment rate must be based
on the skill level of the legal
representative and may not
exceed the median statewide
reimbursement rate for the
service unless the higher rate
receives prior approval from
the department.

34. Individual-directed goods
and services

Rate negotiated by member Determined by member’s
individual budget. When an
individual who serves as a
member’s legal representative
provides services to the member
as allowed by 79.9(7)“b,” the
payment rate must be based
on the skill level of the legal
representative and may not
exceed the median statewide
reimbursement rate for the
service unless the higher rate
receives prior approval from
the department.

35. Assisted living on-call
service providers (elderly
waiver only)

Fee agreed upon by member
and provider

$26.08 per day.

Health home services provider Fee schedule based on the
member’s qualifying health
condition(s).

Monthly fee schedule amount.

Hearing aid dispensers Fee schedule plus product
acquisition cost

Fee schedule in effect 6/30/13
plus 1%.

Home- and community-based
habilitation services:

1. Case management See 79.1(24)“d” Retrospective cost-settled rate.
2. Home-based habilitation See 79.1(24)“d” Effective 7/1/13: $11.68 per

15-minute unit, not to exceed
$6,083 per month, or $200 per
day.

https://www.legis.iowa.gov/docs/iac/rule/441.79.9.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.9.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.9.pdf
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Provider category Basis of reimbursement Upper limit
3. Day habilitation See 79.1(24)“d” Effective 7/1/13: $3.30 per

15-minute unit or $64.29 per
day.

4. Prevocational habilitation
Career exploration

Fee schedule Fee schedule in effect May 4,
2016.

5. Supported employment:
Individual supported employment Fee schedule Fee schedule in effect May 4,

2016. Total monthly cost for all
supported employment services
not to exceed $3,029.00 per
month.

Long-term job coaching Fee schedule Fee schedule in effect May 4,
2016. Total monthly cost for all
supported employment services
not to exceed $3,029.00 per
month.

Small-group supported employment
(2 to 8 individuals)

Fee schedule Fee schedule in effect May 4,
2016. Maximum 160 units per
week. Total monthly cost for all
supported employment services
not to exceed $3,029.00 per
month.

Home health agencies

1. Skilled nursing, physical therapy,
occupational therapy, speech therapy,
home health aide, and medical
social services; home health care for
maternity patients and children

Fee schedule. See 79.1(26).
For members living in a nursing
facility, see 441—paragraph
81.6(11)“r.”

Effective 7/1/16: Medicare
LUPA rates in effect on 6/30/16
plus a 2.93% increase.

2. Private-duty nursing and
personal cares for members aged 20
or under

Retrospective cost-related. See
79.1(27)

Effective 7/1/13: Actual and
allowable cost not to exceed a
maximum of 133% of statewide
average.

3. Administration of vaccines Physician fee schedule Physician fee schedule rate.
Hospices Fee schedule as determined

by Medicare
Medicare cap.
(See 79.1(14)“d”)

Hospitals (Critical access) Retrospectively adjusted
prospective rates. See 79.1(1)“g”
and 79.1(5)

The reasonable cost of covered
services provided to medical
assistance recipients or the
upper limits for other hospitals,
whichever is greater.

Hospitals (Inpatient) Prospective reimbursement.
See 79.1(5)

Reimbursement rate in effect
6/30/13 plus 1%.

Hospitals (Outpatient) Prospective reimbursement or
hospital outpatient fee schedule.
See 79.1(16)“c”

Ambulatory payment
classification rate or hospital
outpatient fee schedule rate in
effect 6/30/13 plus 1%.

Independent laboratories Fee schedule.
See 79.1(6)

Medicare fee schedule less 5%.
See 79.1(6)

Indian health facilities 1. Daily visit rate approved by
the U.S. Indian Health Service
(IHS) for services provided to
American Indian and Alaskan
native members. See 79.1(1)“h”

1. IHS-approved rate published
in the Federal Register as
outpatient per visit rate
(excluding Medicare).

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
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Provider category Basis of reimbursement Upper limit
2. Fee schedule for service
provided for all other
Medicaid members.

2. Fee schedule.

Infant and toddler program
providers

Fee schedule Fee schedule.

Intermediate care facilities
for persons with an intellectual
disability

Prospective reimbursement.
See 441—82.5(249A)

Eightieth percentile of
facility costs as calculated from
annual cost reports.

Lead inspection agency Fee schedule Fee schedule in effect 6/30/13
plus 1%.

Local education agency
services providers

Fee schedule Fee schedule.

Maternal health centers Reasonable cost per procedure on
a prospective basis as determined
by the department based on
financial and statistical data
submitted annually by the
provider group

Fee schedule in effect 6/30/13
plus 1%.

Nursing facilities:
1. Nursing facility care Prospective reimbursement.

See 441—subrule 81.10(1)
and 441—81.6(249A). The
percentage of the median used to
calculate the direct care excess
payment allowance ceiling
under 441—81.6(16)“d”(1)“1”
and (2)“1” is 95% of the
patient-day-weighted median.
The percentage of the difference
used to calculate the direct care
excess payment allowance is 0%.
The percentage of the median
used to calculate the direct care
excess payment allowance limit is
10% of the patient-day-weighted
median. The percentage of
the median used to calculate
the non-direct care excess
payment allowance ceiling
under 441—81.6(16)“d”(1)“2”
and (2)“2” is 96% of the
patient-day-weighted median.
The percentage of the difference
used to calculate the non-direct
care excess payment allowance
limit is 0%. The percentage of
the median used to calculate the
non-direct care excess payment
allowance limit is 8% of the
patient-day-weighted median.

See 441—subrules 81.6(4)
and 81.6(14) and paragraph
81.6(16)“f.” The direct
care rate component limit
under 441—81.6(16)“f”(1)
and (2) is 120% of the
patient-day-weighted
median. The non-direct
care rate component limit
under 441—81.6(16)“f”(1)
and (2) is 110% of the
patient-day-weighted median.

https://www.legis.iowa.gov/docs/iac/rule/441.82.5.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.10.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
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Provider category Basis of reimbursement Upper limit
2. Hospital-based, Medicare-certified
nursing care

Prospective reimbursement.
See 441—subrule 81.10(1)
and 441—81.6(249A). The
percentage of the median used to
calculate the direct care excess
payment allowance ceiling under
441—81.6(16)“d”(3)“1” is 95%
of the patient-day-weighted
median. The percentage of the
difference used to calculate
the direct care excess payment
allowance is 0%. The percentage
of the median used to calculate
the direct care excess payment
allowance limit is 10% of
the patient-day-weighted
median. The percentage of
the median used to calculate
the non-direct care excess
payment allowance ceiling under
441—81.6(16)“d”(3)“2” is 96%
of the patient-day-weighted
median. The percentage of the
difference used to calculate the
non-direct care excess payment
allowance limit is 0%. The
percentage of the median used
to calculate the non-direct care
excess payment allowance limit
is 8% of the patient-day-weighted
median.

See subrules 441—81.6(4)
and 81.6(14) and paragraph
81.6(16)“f.” The direct care
rate component limit under
441—81.6(16)“f”(3) is 120%
of the patient-day-weighted
median. The non-direct care
rate component limit under
441—81.6(16)“f”(3) is 110%
of the patient-day-weighted
median.

Occupational therapists Fee schedule. For members
residing in a nursing facility, see
441—paragraph 81.6(11)“r.”

Fee schedule in effect 6/30/13
plus 1%.

Opticians Fee schedule. Fixed fee for
lenses and frames; other
optical materials at product
acquisition cost

Fee schedule in effect 6/30/13
plus 1%.

Optometrists Fee schedule. Fixed fee for
lenses and frames; other
optical materials at product
acquisition cost

Fee schedule in effect 6/30/13
plus 1%.

Orthopedic shoe dealers Fee schedule Fee schedule in effect 6/30/13
plus 1%.

Pharmaceutical case
management

Fee schedule.
See 79.1(18)

Refer to 79.1(18).

Pharmacy administration
of influenza vaccine to children

Physician fee schedule for
immunization administration

Fee schedule in effect 6/30/13
plus 1%.

Physical therapists Fee schedule. For members
residing in a nursing facility, see
441—paragraph 81.6(11)“r.”

Fee schedule in effect 6/30/13
plus 1%.

Physicians (doctors of medicine
or osteopathy)

Fee schedule.
See 79.1(7)“a”

Fee schedule in effect 6/30/13
plus 1%.

Anesthesia services Fee schedule.
See 79.1(7)“d”

Fee schedule in effect 7/1/17.
See 79.1(7)“d.”

Physician-administered drugs Fee schedule Fee schedule in effect 6/30/13
plus 1%.

Qualified primary care services See 79.1(7)“c” Rate provided by 79.1(7)“c”

https://www.legis.iowa.gov/docs/iac/rule/441.81.10.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
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Provider category Basis of reimbursement Upper limit
Podiatrists Fee schedule Fee schedule in effect 6/30/13

plus 1%.
Prescribed drugs See 79.1(8) Amount pursuant to 79.1(8).
Psychiatric medical institutions
for children:

1. Inpatient in non-state-owned
facilities

Fee schedule Effective 7/1/14:
non-state-owned facilities
provider-specific fee schedule
in effect.

2. Inpatient in state-owned facilities Retrospective cost-related Effective 8/1/11: 100% of
actual and allowable cost.

3. Outpatient day treatment Fee schedule Fee schedule in effect 6/30/13
plus 1%.

Psychiatric services Fee schedule Fee schedule in effect 1/1/16.
Psychologists Fee schedule Fee schedule in effect 6/30/13

plus 1%.
Public health agencies Fee schedule Fee schedule rate in effect

6/30/13 plus 1%.
Rehabilitation agencies Fee schedule. For members

residing in a nursing facility, see
441—paragraph 81.6(11)“r.”

Medicaid fee schedule in effect
6/30/13 plus 1%; refer to
79.1(21).

Remedial services Retrospective cost-related.
See 79.1(23)

110% of average cost less 5%.

Rural health clinics Retrospective cost-related.
See 441—Chapter 73

1. Prospective payment rate
as required by the Medicare,
Medicaid, and SCHIP Benefits
Improvement and Protection
Act of 2000 (BIPA 2000)
or an alternative methodology
allowed thereunder, as specified
in “2” below.
2. 100% of reasonable cost as
determined by Medicare cost
reimbursement principles.
3. In the case of services
provided pursuant to a contract
between an RHC and a
managed care organization
(MCO), reimbursement from
theMCO shall be supplemented
to achieve “1” or “2” above.

Screening centers Fee schedule Fee schedule in effect 6/30/13
plus 1%.

Speech-language pathologists Fee schedule Fee schedule in effect 6/30/13
plus 1%.

State-operated institutions Retrospective cost-related
Subacute mental health facility Fee schedule Fee schedule in effect 2/1/18.
Targeted case management
providers

Fee for service with cost
settlement. See 79.1(1)“d.”

Retrospective cost-settled rate.

79.1(3) Ambulatory surgical centers.
a. Payment is made for facility services on a fee schedule determined by the department and

published on the department’s website. These fees are grouped into nine categories corresponding to
the difficulty or complexity of the surgical procedure involved.

https://www.legis.iowa.gov/docs/iac/chapter/441.73.pdf
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b. Services of the physician or the dentist are reimbursed on the basis of a fee schedule (see
paragraph 79.1(1)“c”). This payment is made directly to the physician or dentist.

79.1(4) Durable medical equipment, prosthetic devices, medical supply dealers. Fees for durable
medical appliances, prosthetic devices and medical supplies are developed from several pricing sources
and are based on pricing appropriate to the date of service; prices are developed using prior calendar year
price information. The average wholesale price from all available sources is averaged to determine the
fee for each item. Payment for used equipment will be nomore than 80 percent of the purchase allowance.
For supplies, equipment, and servicing of standard wheelchairs, standard hospital beds, enteral nutrients,
and enteral and parenteral supplies and equipment, the fee for payment shall be the lowest price for
which the devices are widely and consistently available in a locality. Reimbursement over an established
Medicaid fee schedule amount may be allowed pursuant to the criteria at 441—paragraph 78.10(5)“n.”

79.1(5) Reimbursement for hospitals.
a. Definitions.
“Adolescent” shall mean a Medicaid patient 17 years or younger.
“Adult” shall mean a Medicaid patient 18 years or older.
“Average daily rate” shall mean the hospital’s final payment rate multiplied by the DRG weight and

divided by the statewide average length of stay for a DRG.
“Base year cost report” means the hospital’s cost report with fiscal year end on or after January 1,

2007, and before January 1, 2008, except as noted in 79.1(5)“x.” Cost reports shall be reviewed using
Medicare’s cost reporting and cost reimbursement principles for those cost reporting periods.

“Blended base amount” shall mean the case-mix-adjusted, hospital-specific operating cost per
discharge associated with treating Medicaid patients, plus the statewide average case-mix-adjusted
operating cost per Medicaid discharge, divided by two. This base amount is the value to which
payments for inflation and capital costs are added to form a final payment rate. The costs of hospitals
receiving reimbursement as critical access hospitals during any of the period included in the base-year
cost report shall not be used in determining the statewide average case-mix-adjusted operating cost per
Medicaid discharge.

For purposes of calculating the disproportionate share rate only, a separate blended base amount shall
be determined for any hospital that qualifies for a disproportionate share payment only as a children’s
hospital based on a distinct area or areas serving children. This separate amount shall be determined
using only the case-mix-adjusted operating cost per discharge associated with treating Medicaid patients
in the distinct area or areas of the hospital where services are provided predominantly to children under
18 years of age.

“Blended capital costs” shall mean case-mix-adjusted hospital-specific capital costs, plus statewide
average capital costs, divided by two. The costs of hospitals receiving reimbursement as critical access
hospitals during any of the period of time included in the base-year cost report shall not be used in
determining the statewide average capital costs.

For purposes of calculating the disproportionate share rate only, separate blended capital costs shall
be determined for any hospital that qualifies for a disproportionate share payment only as a children’s
hospital based on a distinct area or areas serving children, using only the capital costs related to the
distinct area or areas of the hospital where services are provided predominantly to children under 18
years of age.

“Capital costs” shall mean an add-on to the blended base amount, which shall compensate for
Medicaid’s portion of capital costs. Capital costs for buildings, fixtures and movable equipment are
defined in the hospital’s base year cost report, are case-mix adjusted, are adjusted to reflect 80 percent
of allowable costs, and are adjusted to be no greater than one standard deviation off the mean Medicaid
blended capital rate.

For purposes of calculating the disproportionate share rate only, separate capital costs shall be
determined for any hospital that qualifies for a disproportionate share payment only as a children’s
hospital based on a distinct area or areas serving children, using only the base year cost report
information related to the distinct area or areas of the hospital where services are provided predominantly
to children under 18 years of age.

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.78.10.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
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“Case-mix adjusted” shall mean the division of the hospital-specific base amount or other applicable
components of the final payment rate by the hospital-specific case-mix index. For purposes of calculating
the disproportionate share rate only, a separate case-mix adjustment shall be determined for any hospital
that qualifies for a disproportionate share payment only as a children’s hospital based on a distinct area
or areas serving children, using the base amount or other applicable component for the distinct area or
areas of the hospital where services are provided predominantly to children under 18 years of age.

“Case-mix index” shall mean an arithmetical index measuring the relative average costliness
of cases treated in a hospital compared to the statewide average. For purposes of calculating the
disproportionate share rate only, a separate case-mix index shall be determined for any hospital that
qualifies for a disproportionate share payment only as a children’s hospital based on a distinct area or
areas serving children, using the average costliness of cases treated in the distinct area or areas of the
hospital where services are provided predominantly to children under 18 years of age.

“Children’s hospitals” shall mean hospitals with inpatients predominantly under 18 years of age.
For purposes of qualifying for disproportionate share payments from the graduate medical education
and disproportionate share fund, a children’s hospital is defined as a duly licensed hospital that:

1. Either provides services predominantly to children under 18 years of age or includes a distinct
area or areas that provide services predominantly to children under 18 years of age, and

2. Is a voting member of the National Association of Children’s Hospitals and Related Institutions
for dates of service prior to October 1, 2014, or a member of the National Association of Children’s
Hospitals and Related Institutions for dates of service on or after October 1, 2014.

“Cost outlier” shall mean cases which have an extraordinarily high cost as established in 79.1(5)“f,”
so as to be eligible for additional payments above and beyond the initial DRG payment.

“Critical access hospital” or “CAH” means a hospital licensed as a critical access hospital by the
department of inspections and appeals pursuant to rule 481—51.52(135B).

“Diagnosis-related group (DRG)” shall mean a group of similar diagnoses combined based on
patient age, procedure coding, comorbidity, and complications.

“Direct medical education costs” shall mean costs directly associated with the medical education
of interns and residents or other medical education programs, such as a nursing education program or
allied health programs, conducted in an inpatient setting, that qualify for payment as medical education
costs under the Medicare program. The amount of direct medical education costs is determined from the
hospital base year cost reports and is inflated and case-mix adjusted in determining the direct medical
education rate. Payment for direct medical education costs shall be made from the graduate medical
education and disproportionate share fund and shall not be added to the reimbursement for claims.

For purposes of calculating the disproportionate share rate only, separate direct medical education
costs shall be determined for any hospital that qualifies for a disproportionate share payment only as a
children’s hospital based on a distinct area or areas serving children, using only costs associated with
the distinct area or areas in the hospital where services are provided predominantly to children under 18
years of age.

“Direct medical education rate” shall mean a rate calculated for a hospital reporting medical
education costs on the Medicare cost report (CMS 2552). The rate is calculated using the following
formula: Direct medical education costs are multiplied by inflation factors. The result is divided by the
hospital’s case-mix index, then is further divided by net discharges.

For purposes of calculating the disproportionate share rate only, a separate direct medical education
rate shall be determined for any hospital that qualifies for a disproportionate share payment only as a
children’s hospital based on a distinct area or areas serving children, using the direct medical education
costs, case-mix index, and net discharges of the distinct area or areas in the hospital where services are
provided predominantly to children under 18 years of age.

“Disproportionate share payment” shall mean a payment that shall compensate for treatment of a
disproportionate share of poor patients. On or after July 1, 1997, the disproportionate share payment
shall be made directly from the graduate medical education and disproportionate share fund and shall
not be added to the reimbursement for claims with discharge dates on or after July 1, 1997.

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/481.51.52.pdf
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“Disproportionate share percentage” shall mean either (1) the product of 2½ percent multiplied
by the number of standard deviations by which the hospital’s own Medicaid inpatient utilization rate
exceeds the statewide mean Medicaid inpatient utilization rate for all hospitals, or (2) 2½ percent. (See
79.1(5)“y”(7).)

A separate disproportionate share percentage shall be determined for any hospital that qualifies for
a disproportionate share payment only as a children’s hospital, using the Medicaid inpatient utilization
rate for children under 18 years of age at the time of admission in all distinct areas of the hospital where
services are provided predominantly to children under 18 years of age.

“Disproportionate share rate” shall mean the sum of the blended base amount, blended capital costs,
direct medical education rate, and indirect medical education rate multiplied by the disproportionate
share percentage.

“DRG weight” shall mean a number that reflects relative resource consumption as measured by the
relative charges by hospitals for cases associated with each DRG. That is, the Iowa-specific DRG weight
reflects the relative charge for treating cases classified in a particular DRG compared to the average
charge for treating all Medicaid cases in all DRGs in Iowa hospitals.

“Final payment rate” shall mean the aggregate sum of the two components (the blended base amount
and capital costs) that, when added together, form the final dollar value used to calculate each provider’s
reimbursement amount when multiplied by the DRG weight. These dollar values are displayed on the
rate table listing.

“Full DRG transfer” shall mean that a case, coded as a transfer to another hospital, shall be
considered to be a normal claim for recalibration or rebasing purposes if payment is equal to or greater
than the full DRG payment.

“GME/DSH fund apportionment claim set” means the hospital’s applicable Medicaid claims paid
from July 1, 2008, through June 30, 2009. The claim set is updated in July of every third year.

“GME/DSH fund implementation year” means 2009.
“Graduate medical education and disproportionate share fund” or “GME/DSH fund” means

a reimbursement fund developed as an adjunct reimbursement methodology to directly reimburse
qualifying hospitals for the direct and indirect costs associated with the operation of graduate medical
education programs and the costs associated with the treatment of a disproportionate share of poor,
indigent, nonreimbursed or nominally reimbursed patients for inpatient services.

“Indirect medical education rate” shall mean a rate calculated as follows: The statewide average
case-mix adjusted operating cost per Medicaid discharge, divided by two, is added to the statewide
average capital costs, divided by two. The resulting sum is then multiplied by the ratio of the number
of full-time equivalent interns and residents serving in a Medicare-approved hospital teaching program
divided by the number of beds included in hospital departments served by the interns’ and residents’
program, and is further multiplied by 1.159.

For purposes of calculating the disproportionate share rate only, a separate indirect medical education
rate shall be determined for any hospital that qualifies for a disproportionate share payment only as
a children’s hospital based on a distinct area or areas serving children, using the number of full-time
equivalent interns and residents and the number of beds in the distinct area or areas in the hospital where
services are provided predominantly to children under 18 years of age.

“Inlier” shall mean those cases where the length of stay or cost of treatment falls within the actual
calculated length of stay criteria, or the cost of treating a patient is within the cost boundaries of a DRG
payment.

“Long stay outlier” shall mean cases which have an associated length of stay that is greater than
the calculated length of stay parameters as defined within the length of stay calculations for that DRG.
Payment is as established in 79.1(5)“f.”

“Low-income utilization rate” shall mean the ratio of gross billings for all Medicaid, bad debt,
and charity care patients, including billings for Medicaid enrollees of managed care organizations and
primary care case management organizations, to total billings for all patients. Gross billings do not
include cash subsidies received by the hospital for inpatient hospital services except as provided from
state or local governments.

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.1.159.pdf
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A separate low-income utilization rate shall be determined for any hospital qualifying or seeking
to qualify for a disproportionate share payment as a children’s hospital, using only billings for patients
under 18 years of age at the time of admission in the distinct area or areas in the hospital where services
are provided predominantly to children under 18 years of age.

“Medicaid claim set” means the hospital’s applicable Medicaid claims for the period of January 1,
2006, through December 31, 2007, and paid through March 31, 2008.

“Medicaid inpatient utilization rate” shall mean the number of total Medicaid days, including days
for Medicaid enrollees of managed care organizations and primary care case management organizations,
both in-state and out-of-state, and Iowa state indigent patient days divided by the number of total inpatient
days for both in-state and out-of-state recipients. Children’s hospitals, including hospitals qualifying for
disproportionate share as a children’s hospital, receive twice the percentage of inpatient hospital days
attributable to Medicaid patients.

A separate Medicaid inpatient utilization rate shall be determined for any hospital qualifying or
seeking to qualify for a disproportionate share payment as a children’s hospital, using only Medicaid
days, Iowa state indigent patient days, and total inpatient days attributable to patients under 18 years of
age at the time of admission in all distinct areas of the hospital where services are provided predominantly
to children under 18 years of age.

“Neonatal intensive care unit” shall mean a designated level II or level III neonatal unit.
“Net discharges” shall mean total discharges minus transfers and short stay outliers.
“Quality improvement organization” or “QIO” shall mean the organization that performs medical

peer review of Medicaid claims, including review of validity of hospital diagnosis and procedure coding
information; completeness, adequacy and quality of care; appropriateness of admission, discharge and
transfer; and appropriateness of prospective payment outlier cases. These activities undertaken by the
QIO may be included in a contractual relationship with the Iowa Medicaid enterprise.

“Rate table listing” shall mean a schedule of rate payments for each provider. The rate table listing
is defined as the output that shows the final payment rate by hospital before being multiplied by the
appropriate DRG weight.

“Rebasing” shall mean the redetermination of the blended base amount or other applicable
components of the final payment rate from more recent Medicaid cost report data.

“Rebasing implementation year” means 2008 and every three years thereafter.
“Recalibration” shall mean the adjustment of all DRGweights to reflect changes in relative resource

consumption.
“Short stay day outlier” shall mean cases which have an associated length of stay that is less than

the calculated length of stay parameters as defined within the length of stay calculations. Payment rates
are established in 79.1(5)“f.”

b. Determination of final payment rate amount. The hospital DRG final payment amount reflects
the sum of inflation adjustments to the blended base amount plus an add-on for capital costs. This blended
base amount plus the add-on is multiplied by the set of Iowa-specific DRG weights to establish a rate
schedule for each hospital. Federal DRG definitions are adopted except as provided below:

(1) Substance abuse units certified pursuant to 79.1(5)“r.” Three sets of DRG weights are
developed for DRGs concerning rehabilitation of substance abuse patients. The first set of weights is
developed from charges associated with treating adults in certified substance abuse units. The second
set of weights reflects charges associated with treating adolescents in mixed-age certified substance
abuse units. The third set of weights reflects charges associated with treating adolescents in designated
adolescent-only certified substance abuse units.

Hospitals with these units are reimbursed using the weight that reflects the age of each patient.
Out-of-state hospitals may not receive reimbursement for the rehabilitation portion of substance abuse
treatment.

(2) Neonatal intensive care units certified pursuant to 79.1(5)“r.” Three sets of weights are
developed for DRGs concerning treatment of neonates. One set of weights is developed from charges
associated with treating neonates in a designated level III neonatal intensive care unit for some portion
of their hospitalization. The second set of weights is developed from charges associated with treating

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
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neonates in a designated level II neonatal intensive care unit for some portion of their hospitalization.
The third set of weights reflects charges associated with neonates not treated in a designated level II or
level III setting. Hospitals are reimbursed using the weight that reflects the setting for neonate treatment.

(3) Psychiatric units. Rescinded IAB 8/29/07, effective 8/10/07.
c. Calculation of Iowa-specific weights and case-mix index. From the Medicaid claim set, the

recalibration for rates effective October 1, 2008, will use all normal inlier claims, discard short stay
outliers, discard transfers where the final payment is less than the full DRG payment, include transfers
where the full payment is greater than or equal to the full DRG payment, and use only the estimated
charge for the inlier portion of long stay outliers and cost outliers for weighting calculations. These are
referred to as trimmed claims.

(1) Iowa-specific weights are calculated with Medicaid charge data from the Medicaid claim set
using trimmed claims. Medicaid charge data for hospitals receiving reimbursement as critical access
hospitals during any of the period included in the base-year cost report shall not be used in calculating
Iowa-specific weights. One weight is determined for each DRG with noted exceptions. Weights are
determined through the following calculations:

1. Determine the statewide geometric mean charge for all cases classified in each DRG.
2. Compute the statewide aggregate geometric mean charge for each DRG by multiplying the

statewide geometric mean charge for each DRG by the total number of cases classified in that DRG.
3. Sum the statewide aggregate geometric mean charges for all DRGs and divide by the total

number of cases for all DRGs to determine the weighted average charge for all DRGs.
4. Divide the statewide geometric mean charge for each DRG by the weighted average charge for

all DRGs to derive the Iowa-specific weight for each DRG.
5. Normalize the weights so that the average case has a weight of one.
(2) The hospital-specific case-mix index is computed by taking each hospital’s trimmed claims that

match the hospital’s base year cost reporting period, summing the assigned DRGweights associated with
those claims and dividing by the total number of Medicaid claims associated with that specific hospital
for that period. Case-mix indices are not computed for hospitals receiving reimbursement as critical
access hospitals.

(3) For purposes of calculating the disproportionate share rate only, a separate hospital-specific
case-mix index shall be computed for any hospital that qualifies for a disproportionate share payment
only as a children’s hospital. The computation shall use only claims and associated DRG weights for
services provided to patients under 18 years of age at the time of admission in all distinct areas of the
hospital where services are provided predominantly to children under 18 years of age.

d. Calculation of blended base amount. The DRG blended base amount reflects a 50/50 blend of
statewide and hospital-specific base amounts.

(1) Calculation of statewide average case-mix-adjusted cost per discharge. The statewide average
cost per discharge is calculated by subtracting from the statewide total Iowa Medicaid inpatient
expenditures:

1. The total calculated dollar expenditures based on hospitals’ base-year cost reports for capital
costs and medical education costs, and

2. The actual payments made for additional transfers, outliers, physical rehabilitation services,
psychiatric services rendered on or after October 1, 2006, and indirect medical education.

Cost report data for hospitals receiving reimbursement as critical access hospitals during any of the
period of time included in the base-year cost report is not used in calculating the statewide average
cost per discharge. The remaining amount (which has been case-mix adjusted and adjusted to reflect
inflation if applicable) is divided by the statewide total number of Iowa Medicaid discharges reported in
the Medicaid management information system (MMIS) less an actual number of nonfull DRG transfers
and short stay outliers.

(2) Calculation of hospital-specific case-mix-adjusted average cost per discharge. The
hospital-specific case-mix-adjusted average cost per discharge is calculated by subtracting from the
lesser of total Iowa Medicaid costs or covered reasonable charges, as determined by the hospital’s
base-year cost report or MMIS claims system, the actual dollar expenditures for capital costs,
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direct medical education costs, and the payments made for nonfull DRG transfers, outliers, physical
rehabilitation services, and psychiatric services rendered on or after October 1, 2006, if applicable. The
remaining amount is case-mix adjusted, multiplied by inflation factors, and divided by the total number
of Iowa Medicaid discharges from the MMIS claims system for that hospital during the applicable base
year, less the nonfull DRG transfers and short stay outliers.

For purposes of calculating the disproportionate share rate only, a separate hospital-specific
case-mix-adjusted average cost per discharge shall be calculated for any hospital that qualifies for a
disproportionate share payment only as a children’s hospital based on a distinct area or areas serving
children, using the costs, charges, expenditures, payments, discharges, transfers, and outliers attributable
to the distinct area or areas in the hospital where services are provided predominantly to children under
18 years of age.

(3) Calculation of the blended statewide and hospital-specific base amount. The hospital-specific
case-mix adjusted average cost per discharge is added to the case-mix adjusted statewide average cost
per discharge and divided by two to arrive at a 50/50 blended base amount.

e. Add-ons to the base amount.
(1) One payment for capital costs is added on to the blended base amount.
Capital costs are included in the rate table listing and added to the blended base amount before

the final payment rate schedule is set. This add-on reflects a 50/50 blend of the statewide average
case-mix-adjusted capital cost per discharge and the case-mix-adjusted hospital-specific base-year
capital cost per discharge attributed to Iowa Medicaid patients.

Allowable capital costs are determined by multiplying the capital amount from the base-year cost
report by 80 percent. Cost report data for hospitals receiving reimbursement as critical access hospitals
during any of the period of time included in the base-year cost report is not used in calculating the
statewide average case-mix-adjusted capital cost per discharge.

The 50/50 blend is calculated by adding the case-mix-adjusted hospital-specific per discharge
capital cost to the statewide average case-mix-adjusted per discharge capital costs and dividing by two.
Hospitals whose blended capital add-on exceeds one standard deviation off the mean Medicaid blended
capital rate will be subject to a reduction in their capital add-on to equal the first standard deviation.

For purposes of calculating the disproportionate share rate only, a separate add-on to the base amount
for capital costs shall be calculated for any hospital that qualifies for a disproportionate share payment
only as a children’s hospital based on a distinct area or areas serving children, using the case-mix-adjusted
hospital-specific base-year capital cost per discharge attributed to Iowa Medicaid patients in the distinct
area or areas in the hospital where services are provided predominantly to children under 18 years of age.

(2) Rescinded IAB 7/6/05, effective 7/1/05.
f. Outlier payment policy. Additional payment is made for approved cases meeting or exceeding

Medicaid criteria for day and cost outliers for each DRG. Effective for claims with dates of services
ending July 1, 1993, and after, 100 percent of outlier costs will be paid to facilities at the time of claim
reimbursement. The QIO shall perform retrospective outlier reviews in accordance with the terms in
the contract between the department and the QIO. The QIO contract is available for review at the Iowa
Medicaid Enterprise, 100 Army Post Road, Des Moines, Iowa.

(1) Long stay outliers. Long stay outliers are incurred when a patient’s stay exceeds the upper day
limit threshold. This threshold is defined as the lesser of the arithmetically calculated average length
of stay plus 23 days of care or two standard deviations above the average statewide length of stay for a
given DRG, calculated geometrically. Reimbursement for long stay outliers is calculated at 60 percent
of the average daily rate for the given DRG for each approved day of stay beyond the upper day limit.
Payment for long stay outliers shall be paid at 100 percent of the calculated amount and made at the time
the claim is originally paid.

(2) Short stay outliers. Short stay outliers are incurred when a patient’s length of stay is greater
than two standard deviations from the geometric mean below the average statewide length of stay for a
given DRG, rounded to the next highest whole number of days. Payment for short stay outliers will be
200 percent of the average daily rate for each day the patient qualifies up to the full DRG payment. Short
stay outlier claims will be subject to QIO review and payment denied for inappropriate admissions.
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(3) Cost outliers. Cases qualify as cost outliers when costs of service in a given case, not including
any add-on amounts for direct or indirect medical education or disproportionate share costs exceed the
cost threshold. This cost threshold is determined to be the greater of two times the statewide average
DRG payment for that case or the hospital’s individual DRG payment for that case plus $75,000. Costs
are calculated using hospital-specific cost-to-charge ratios determined in the base-year cost reports.
Additional payment for cost outliers is 80 percent of the excess between the hospital’s cost for the
discharge and the cost threshold established to define cost outliers. Payment of cost outlier amounts
shall be paid at 100 percent of the calculated amount and made at the time the claim is paid.

Those hospitals that are notified of any outlier review initiated by the QIO must submit all requested
supporting data to the QIO within 60 days of the receipt of outlier review notification, or outlier payment
will be forfeited and recouped. In addition, any hospital may request a review for outlier payment by
submitting documentation to the QIO within 365 days of receipt of the outlier payment. If requests are
not filed within 365 days, the provider loses the right to appeal or contest that payment.

(4) Day and cost outliers. Cases qualifying as both day and cost outliers are given additional
payment as cost outliers only.

g. Billing for patient transfers and readmissions.
(1) Transfers between hospitals. When a Medicaid patient is transferred the initial hospital or unit

is paid 100 percent of the average daily rate of the transferring hospital’s payment for each day the patient
remained in that hospital or unit, up to 100 percent of the entire DRG payment. The hospital or unit that
received the transferred patient receives the entire DRG payment.

(2) Substance abuse units. When a patient is discharged to or from an acute care hospital and
is admitted to or from a substance abuse unit certified pursuant to paragraph 79.1(5)“r,” both the
discharging and admitting hospitals will receive 100 percent of the DRG payment.

(3) Physical rehabilitation hospitals or units. When a patient requiring physical rehabilitation is
discharged from an acute care hospital and admitted to a rehabilitation hospital or unit certified pursuant
to 79.1(5)“r,” and the admission is medically appropriate, then payment for time spent in the unit is
through a per diem. The discharging hospital will receive 100 percent of the DRG payment. When a
patient is discharged from a certified physical rehabilitation hospital or unit and admitted to an acute care
hospital, the acute care hospital will receive 100 percent of the DRG payment.

When a patient requiring physical rehabilitation is discharged from a facility other than an acute
care hospital and admitted to a rehabilitation hospital or unit certified pursuant to 79.1(5)“r,” and the
admission is medically appropriate, then payment for time spent in the unit is based on a per diem. The
other facility will receive payment in accordance with rules governing that facility. When a patient is
discharged from a certified physical rehabilitation hospital or unit and admitted to a facility other than
an acute care hospital, the other facility will receive payment in accordance with rules governing that
facility.

(4) Psychiatric units. When a patient is discharged to or from an acute care hospital before October
1, 2006, and is admitted to or from a psychiatric unit certified pursuant to paragraph 79.1(5)“r,” both the
discharging and admitting hospitals will receive 100 percent of the DRG payment.

Effective October 1, 2006, when a patient requiring psychiatric care is discharged from an acute care
hospital and admitted to a psychiatric unit certified pursuant to paragraph 79.1(5)“r,” and the admission
is medically appropriate, then payment for time spent in the unit is through a per diem. The discharging
hospital will receive 100 percent of the DRG payment. When a patient is discharged from a certified
psychiatric unit and is admitted to an acute care hospital, the acute care hospital will receive 100 percent
of the DRG payment.

When a patient requiring psychiatric care is discharged from a facility other than an acute care
hospital on or after October 1, 2006, and is admitted to a psychiatric unit certified pursuant to paragraph
79.1(5)“r,” and the admission is medically appropriate, then payment for time spent in the unit is based
on a per diem. The other facility will receive payment in accordance with rules governing that facility.
When a patient is discharged from a certified psychiatric unit on or after October 1, 2006, and is admitted
to a facility other than an acute care hospital, the other facility will receive payment in accordance with
rules governing that facility.
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(5) Inpatient readmissions within 30 days for same condition. Effective for dates of service on
or after July 1, 2015, when an inpatient is discharged or transferred from an acute care hospital and is
readmitted as an inpatient to the same hospital within 30 days for the same condition, any claim for the
subsequent inpatient stay shall be combined with the claim for the original inpatient stay and payment
shall be under a single DRG for both stays.

h. Covered DRGs. Medicaid DRGs cover services provided in acute care general hospitals, with
the exception of services provided in physical rehabilitation hospitals and units certified pursuant to
paragraph 79.1(5)“r,” and services provided on or after October 1, 2006, in psychiatric units certified
pursuant to paragraph 79.1(5)“r,” which are paid per diem, as specified in paragraph 79.1(5)“i.”

i. Payment for certified physical rehabilitation hospitals and units and psychiatric units. Payment
for services provided by a physical rehabilitation hospital or unit certified pursuant to paragraph
79.1(5)“r” and for services provided on or after October 1, 2006, in a psychiatric unit certified pursuant
to paragraph 79.1(5)“r” is prospective. The payment is based on a per diem rate calculated for each
hospital by establishing a base-year per diem rate to which an annual index is applied.

(1) Per diem calculation. The base rate shall be the medical assistance per diem rate as determined
by the individual hospital’s base-year cost report pursuant to paragraph 79.1(5)“a.” No recognition will
be given to the professional component of the hospital-based physicians except as noted under paragraph
79.1(5)“j.”

(2) Rescinded IAB 5/12/93, effective 7/1/93.
(3) Per diem reimbursement. Hospitals shall be reimbursed the lower of actual charges or the

medical assistance cost per diem rate. The determination of the applicable rate shall be based on
the hospital fiscal year aggregate of actual charges and medical assistance cost per diem rate. If an
overpayment exists, the hospital will refund or have the overpayment deducted from subsequent
billings.

(4) Per diem recalculation. Hospital prospective reimbursement rates shall be established as of
October 1, 1987, for the remainder of the applicable hospital fiscal year. Beginning July 1, 1988, all
updated rates shall be established based on the state’s fiscal year.

(5) Per diem billing. The current method for submitting billing and cost reports shall bemaintained.
All cost reports will be subject to desk review audit and, if necessary, a field audit.

j. Services covered by DRG payments. Medicaid adopts the Medicare definition of inpatient
hospital services covered by the DRG prospective payment system except as indicated herein. As
a result, combined billing for physician services is eliminated unless the hospital has approval from
Medicare to combine bill the physician and hospital services. Teaching hospitals having Medicare’s
approval to receive reasonable cost reimbursement for physician services under 42 CFR 415.58 as
amended to November 25, 1991, are eligible for combined billing status if they have the Medicare
approval notice on file with Iowa Medicaid as verification. Reasonable cost settlement will be made
during the year-end settlement process. Services provided by certified nurse anesthetists (CRNAs)
employed by a physician are covered by the physician reimbursement. Payment for the services of
CRNAs employed by the hospital are included in the hospital’s reimbursement.

The cost for hospital-based ambulance transportation that results in an inpatient admission and
hospital-based ambulance services performed while the recipient is an inpatient, in addition to all other
inpatient services, is covered by the DRG payment. If, during the inpatient stay at the originating
hospital, it becomes necessary to transport but not transfer the patient to another hospital or provider
for treatment, with the patient remaining an inpatient at the originating hospital after that treatment,
the originating hospital shall bear all costs incurred by that patient for the medical treatment or the
ambulance transportation between the originating hospital and the other provider. The services furnished
to the patient by the other provider shall be the responsibility of the originating hospital. Reimbursement
to the originating hospital for all services is under the DRG payment. (See 441—subrule 78.11(4).)

k. Inflation factors, rebasing, and recalibration.
(1) Inflation factors shall be set annually at levels that ensure payments that are consistent with

efficiency, economy, and quality of care and that are sufficient to enlist enough providers so that care
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and services are available at least to the extent that such care and services are available to the general
population in the geographic area.

(2) Base amounts shall be rebased and weights recalibrated in 2005 and every three years
thereafter. Cost reports used in rebasing shall be the hospital fiscal year-end Form CMS 2552, Hospital
and Healthcare Complex Cost Report, as submitted to Medicare in accordance with Medicare cost report
submission time lines for the hospital fiscal year ending during the calendar year preceding the rebasing
implementation year. If a hospital does not provide this cost report to the Iowa Medicaid enterprise
provider cost audits and rate setting unit by May 31 of a rebasing implementation year, the most recent
submitted cost report will be used with the addition of a hospital market basket index inflation factor.

(3) The graduate medical education and disproportionate share fund shall be updated as provided
in subparagraphs 79.1(5)“y”(3), (6), and (9).

(4) Hospitals receiving reimbursement as critical access hospitals shall not receive inflation of
base payment amounts and shall not have base amounts rebased or weights recalibrated pursuant to
this paragraph.

l. Eligibility and payment. When a client is eligible for Medicaid for less than or equal to the
average length of stay for that DRG, then payment equals 100 percent of the hospital’s average daily rate
times the number of eligible hospital stay days up to the amount of the DRG payment. When a Medicaid
client is eligible for greater than the average length of stay but less than the entire stay, then payment is
treated as if the client were eligible for the entire length of stay.

Long stay outlier days are determined as the number of Medicaid eligible days beyond the outlier
limits. The date of patient admission is the first date of service. Long stay outlier costs are accrued only
during eligible days.

m. Payment to out-of-state hospitals. Payment made to out-of-state hospitals providing care to
beneficiaries of Iowa’s Medicaid program is equal to either the Iowa statewide average blended base
amount plus the statewide average capital cost add-on, multiplied by the DRG weight, or blended base
and capital rates calculated by using 80 percent of the hospital’s submitted capital costs. Hospitals that
submit a cost report no later thanMay 31 in themost recent rebasing year will receive a case-mix-adjusted
blended base rate using hospital-specific, Iowa-only Medicaid data and the Iowa statewide average cost
per discharge amount.

(1) Capital costs will be reimbursed at either the statewide average rate in place at the time of
discharge, or the blended capital rate computed by using submitted cost report data.

(2) Hospitals that qualify for disproportionate share payment based on the definition established by
their state’s Medicaid agency for the calculation of the Medicaid inpatient utilization rate will be eligible
to receive disproportionate share payments according to paragraph 79.1(5)“y,” for dates of service prior
to October 1, 2014. Out-of-state hospitals do not qualify for disproportionate share payments for dates
of service on or after October 1, 2014.

(3) Out-of-state hospitals do not qualify for direct medical education or indirect medical education
payments pursuant to paragraph 79.1(5)“y.”

n. Preadmission, preauthorization, or inappropriate services. Medicaid adopts most Medicare
QIO regulations to control increased admissions or reduced services. Exceptions to the Medicare review
practice are that the QIO reviews Medicaid short stay outliers and all Medicaid patients readmitted
within 31 days. Payment can be denied if either admissions or discharges are performed without medical
justification as determined by the QIO. Inpatient or outpatient services which require preadmission or
preprocedure approval by the QIO are updated yearly by the department and are listed in the provider
manual. Preauthorization for any of these services is transmitted directly from the QIO to the Iowa
Medicaid enterprise and no additional information needs to be submitted as part of the claim filing
for inpatient or outpatient services. To safeguard against these and other inappropriate practices, the
department through the QIO will monitor admission practices and quality of care. If an abuse of the
prospective payment system is identified, payments for abusive practices may be reduced or denied. In
reducing or denying payment, Medicaid adopts the Medicare QIO regulations.

o. Hospital billing. Hospitals shall normally submit claims for DRG reimbursement to the Iowa
Medicaid enterprise after a patient’s discharge.
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(1) Payment for outlier days or costs is determined when the claim is paid by the Iowa Medicaid
enterprise, as described in paragraph “f.”

(2) When a Medicaid patient requires acute care in the same facility for a period of no less than
120 days, a request for partial payment may be made. Written requests for this interim DRG payment
shall be addressed to the Iowa Medicaid Enterprise, Attention: Provider Services Unit, P.O. Box 36450,
Des Moines, Iowa 50315. A request for interim payment shall include:

1. The patient’s name, state identification number, and date of admission;
2. A brief summary of the case;
3. A current listing of charges; and
4. A physician’s attestation that the recipient has been an inpatient for 120 days and is expected

to remain in the hospital for a period of no less than 60 additional days.
A departmental representative will then contact the facility to assist the facility in filing the interim

claim.
p. Determination of inpatient admission. A person is considered to be an inpatient when a formal

inpatient admission occurs, when a physician intends to admit a person as an inpatient, or when a
physician determines that a person being observed as an outpatient in an observation or holding bed
should be admitted to the hospital as an inpatient.

(1) In cases involving outpatient observation status, the determinant of patient status is not the
length of time the patient was being observed, but rather that the observation period was medically
necessary for the physician to determine whether a patient should be released from the hospital or
admitted to the hospital as an inpatient.

(2) Outpatient observation lasting greater than a 24-hour period will be subject to review by the
Iowa Medicaid Enterprise (IME) Medical Services Unit to determine the medical necessity of each
case. For those outpatient observation cases where medical necessity is not established by the IME,
reimbursement shall be denied for the services found to be unnecessary for the provision of that care,
such as the use of the observation room.

q. Inpatient admission after outpatient services. A patient may be admitted to the hospital as an
inpatient after receiving outpatient services. If the patient is admitted as an inpatient within three days
of the day outpatient services were rendered, all outpatient services related to the principal diagnosis
are considered inpatient services for billing purposes. The day of formal admission as an inpatient is
considered as the first day of hospital inpatient services.

r. Certification for reimbursement as a special unit or physical rehabilitation
hospital. Certification for Medicaid reimbursement as a substance abuse unit under subparagraph
79.1(5)“b”(1), a neonatal intensive care unit under subparagraph 79.1(5)“b”(2), a psychiatric unit
under paragraph 79.1(5)“i,” or a physical rehabilitation hospital or unit under paragraph 79.1(5)“i”
shall be awarded as provided in this paragraph.

(1) Certification procedure. All hospital special units and physical rehabilitation hospitals must
be certified by the Iowa Medicaid enterprise to qualify for Medicaid reimbursement as a special unit
or physical rehabilitation hospital. Hospitals shall submit requests for certification to Iowa Medicaid
Enterprise, Attention: Provider Services Unit, P.O. Box 36450, Des Moines, Iowa 50315, with
documentation that the certification requirements are met. The provider services unit will notify the
facility of any additional documentation needed after review of the submitted documentation.

Upon certification, reimbursement as a special unit or physical rehabilitation hospital shall be
retroactive to the first day of the month during which the Iowa Medicaid enterprise received the request
for certification. No additional retroactive payment adjustment shall be made when a hospital fails to
make a timely request for certification.

(2) Certification criteria for substance abuse units. An in-state substance abuse unit may be
certified for Medicaid reimbursement under 79.1(5)“b”(1) if the unit’s program is licensed by the Iowa
department of public health as a substance abuse treatment program in accordance with Iowa Code
chapter 125 and 643—Chapter 3. In addition to documentation of the license, an in-state hospital
must submit documentation of the specific substance abuse programs available at the facility with a
description of their staffing, treatment standards, and population served.
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An out-of-state substance abuse unit may be certified for Medicaid reimbursement under
79.1(5)“b”(1) if it is excluded from the Medicare prospective payment system as a psychiatric unit
pursuant to 42 Code of Federal Regulations, Sections 412.25 and 412.27, as amended to September 1,
1994. An out-of-state hospital requesting reimbursement as a substance abuse unit must initially submit
a copy of its current Medicare prospective payment system exemption notice, unless the facility had
certification for reimbursement as a substance abuse unit before July 1, 1993. All out-of-state hospitals
certified for reimbursement for substance abuse units must submit copies of new Medicare prospective
payment system exemption notices as they are issued, at least annually.

(3) Certification criteria for neonatal intensive care units. A neonatal intensive care unit may be
certified forMedicaid reimbursement under 79.1(5)“b”(2) if it is certified as a level II or level III neonatal
unit and the hospital where it is located is accredited by the Joint Commission on Accreditation of
Healthcare Organizations or the American Osteopathic Association. The Iowa Medicaid enterprise shall
verify the unit’s certification as a level II or level III neonatal unit in accordance with recommendations
set forth by the American Academy of Pediatrics for newborn care. Neonatal units in Iowa shall be
certified by the Iowa department of public health pursuant to 641—Chapter 150. Out-of-state units shall
submit proof of level II or level III certification.

(4) Certification criteria for psychiatric units. A psychiatric unit may be certified for Medicaid
reimbursement under paragraph 79.1(5)“i” if it is excluded from the Medicare prospective payment
system as a psychiatric unit pursuant to 42 Code of Federal Regulations, Sections 412.25 and 412.27 as
amended to August 1, 2002.

(5) Certification criteria for physical rehabilitation hospitals and units. A physical rehabilitation
hospital or unit may be certified for Medicaid reimbursement under 79.1(5)“i” if it receives or qualifies
to receive Medicare reimbursement as a rehabilitative hospital or unit pursuant to 42 Code of Federal
Regulations, Sections 412.600 through 412.632 (Subpart P), as amended to January 1, 2002, and the
hospital is accredited by the Joint Commission on Accreditation of Healthcare Organizations or the
American Osteopathic Association.

s. Health care access assessment inflation factor. Effective with the implementation of the health
care access assessment paid pursuant to 441—Chapter 36, Division III, a health care access assessment
inflation factor shall be applied to the Medicaid DRG blended base amount as otherwise calculated
pursuant to this subrule for all “participating hospitals” as defined in 441—subrule 36.10(1).

(1) Calculation of inflation factor. The health care access assessment inflation factor for
participating hospitals shall be calculated by dividing the amount allowed under the Medicare inpatient
upper payment limit for the fiscal year beginning July 1, 2010, by the sum of the projected expenditures
for participating hospitals for the fiscal year beginning July 1, 2010, as determined by the fiscal
management division of the department, and the amount allowed under the Medicare inpatient upper
payment limit.

(2) Implementation date. The health care access assessment inflation factor shall not be applied
until federal financial participation to match money collected from the health care access assessment
pursuant to 441—Chapter 36, Division III, has been approved by the federal Centers for Medicare and
Medicaid Services.

(3) End date. Application of the health care access assessment inflation factor shall terminate if
the health care access assessment is terminated pursuant to rule 441—36.12(83GA,SF2388). If federal
match money is unavailable for a retroactive period or the authority to collect the assessment is rescinded
for a retroactive period, the department shall:

1. Recalculate Medicaid rates in effect during that period without the application of the health care
access assessment inflation factor;

2. Recompute Medicaid payments due based on the recalculated Medicaid rates;
3. Recoup any previous overpayments; and
4. Determine for each hospital the amount of health care access assessment collected during that

period and refund that amount to the facility.
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t. Limitations and application of limitations on payment. Diagnosis-related group payments are
subject to the upper payment limits as stated in 42 CFR 447.271 and 42 CFR 447.272 as amended to
September 5, 2001.

(1) The department may not pay a provider more for inpatient hospital services under Medicaid
than the provider’s customary charges to the general public for the services. This limit is applied in the
aggregate during the cost settlement process at the end of the hospital’s fiscal year.

(2) Aggregate payments to hospitals and state-operated hospitals may not exceed the amount that
can reasonably be estimated would have been paid for those services underMedicare payment principles.
This limit is applied to aggregate Medicaid payments at the end of the state’s fiscal year.

u. State-owned teaching hospital disproportionate share payment. In addition to payments
from the graduate medical education and disproportionate share fund made pursuant to paragraph
79.1(5)“y,” payment shall be made to Iowa hospitals qualifying for the Iowa state-owned teaching
hospital disproportionate share fund. Interim monthly payments based on estimated allowable costs
will be paid to qualifying hospitals under this paragraph.

(1) Qualifying criteria. A hospital qualifies for Iowa state-owned teaching hospital disproportionate
share payments if it qualifies for disproportionate share payments pursuant to paragraph 79.1(5)“y” and
is an Iowa state-owned hospital with more than 500 beds and eight or more distinct residency specialty
or subspecialty programs recognized by the American College of Graduate Medical Education.

(2) Allocation to fund. The total amount of funding that is allocated on July 1 of each year to the
Iowa state-owned teaching hospital disproportionate share fund is $26,633,430.

(3) Amount of payment. The total amount of disproportionate share payments from the graduate
medical education and disproportionate share fund and from the Iowa state-owned teaching hospital
disproportionate share fund shall not exceed the amount of the state’s allotment under Public Law
102-234. In addition, the total amount of all disproportionate share payments shall not exceed the
hospital-specific disproportionate share limits under Public Law 103-666.

(4) Final disproportionate share adjustment. The department’s total year-end disproportionate
share obligations to a qualifying hospital will be calculated following completion of the desk review or
audit of CMS 2552-96, Hospital and Healthcare Complex Cost Report.

v. Non-state-owned teaching hospital disproportionate share payment. In addition to payments
from the graduate medical education and disproportionate share fund made pursuant to paragraph
79.1(5)“y,” payment shall be made to Iowa hospitals qualifying for Iowa non-state-government-owned
acute care teaching hospital disproportionate share payments. Interim monthly payments based on
estimated allowable costs will be paid to qualifying hospitals under this paragraph.

(1) Qualifying criteria. A hospital qualifies for the Iowa non-state-government-owned acute care
teaching hospital disproportionate share payments if it qualifies for disproportionate share payments
pursuant to paragraph 79.1(5)“y” and is an Iowa non-state-government-owned acute care teaching
hospital located in a county with a population over 350,000.

(2) Amount of payment. The total amount of disproportionate share payments pursuant to
paragraph 79.1(5)“y” and the Iowa non-state-government-owned acute care teaching hospital
disproportionate share payments shall not exceed the amount of the state’s allotment under Public Law
102-234. In addition, the total amount of all disproportionate share payments shall not exceed the
hospital-specific disproportionate share limits under Public Law 103-666.

(3) Final disproportionate share adjustment. The department’s total year-end disproportionate
share obligations to a qualifying hospital will be calculated following completion of the desk review or
audit of CMS 2552-96, Hospital and Healthcare Complex Cost Report. The department’s total year-end
disproportionate share obligation shall not exceed the difference between the following:

1. The annual amount appropriated to the IowaCare account for distribution to publicly owned
acute care teaching hospitals located in a county with a population over 350,000; and

2. The actual IowaCare expansion population claims submitted and paid by the Iowa Medicaid
enterprise to qualifying hospitals.

w. Rate adjustments for hospital mergers. When one or more hospitals merge to form a distinctly
different legal entity, the base rate plus applicable add-ons will be revised to reflect this new entity.

https://www.law.cornell.edu/cfr/text/42/447.271
https://www.law.cornell.edu/cfr/text/42/447.272
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf


IAC 3/28/18 Human Services[441] Ch 79, p.29

Financial information from the original cost reports and original rate calculations will be added together
and averaged to form the new rate for that entity.

x. For cost reporting periods beginning on or after July 1, 1993, reportable Medicaid
administrative and general expenses are allowable only to the extent that they are defined as allowable
using Medicare Reimbursement Principles or Health Insurance Reimbursement Manual 15 (HIM-15).
Appropriate, reportable costs are those that meet the Medicare (or HIM-15) principles, are reasonable,
and are directly related to patient care. In instances where costs are not directly related to patient care or
are not in accord with Medicare Principles of Reimbursement, inclusion of those costs in the cost report
would not be appropriate. Examples of administrative and general costs that must be related to patient
care to be included as a reportable cost in the report are:

(1) Advertising.
(2) Promotional items.
(3) Feasibility studies.
(4) Administrative travel and entertainment.
(5) Dues, subscriptions, or membership costs.
(6) Contributions made to other organizations.
(7) Home office costs.
(8) Public relations items.
(9) Any patient convenience items.
(10) Management fees for administrative services.
(11) Luxury employee benefits (i.e., country club dues).
(12) Motor vehicles for other than patient care.
(13) Reorganization costs.
y. Graduate medical education and disproportionate share fund. Payment shall be made to

hospitals in Iowa qualifying for direct medical education, indirect medical education, or disproportionate
share payments directly from the graduate medical education and disproportionate share fund. The
requirements to receive payments from the fund, the amounts allocated to the fund, and the methodology
used to determine the distribution amounts from the fund are as follows:

(1) Qualifying for direct medical education. Iowa hospitals qualify for direct medical education
payments if direct medical education costs that qualify for payment as medical education costs under
the Medicare program are contained in the hospital’s base year cost report and in the most recent cost
report submitted before the start of the state fiscal year for which payments are being made. Out-of-state
hospitals do not qualify for direct medical education payments.

(2) Allocation to fund for direct medical education. The total state fiscal year annual amount of
funding that is allocated to the graduate medical education and disproportionate share fund for direct
medical education related to inpatient services is $7,594,294.03. If a hospital fails to qualify for direct
medical education payments from the fund because the hospital does not report direct medical education
costs that qualify for payment as medical education costs under the Medicare program in the most recent
cost report submitted before the start of the state fiscal year for which payments are being made, the
amount of money that would have been paid to that hospital shall be removed from the fund.

(3) Distribution to qualifying hospitals for direct medical education. Distribution of the amount
in the fund for direct medical education shall be on a monthly basis. To determine the amount to be
distributed to each qualifying hospital for direct medical education, the following formula is used:

1. Multiply the total of all DRG weights for claims paid from the GME/DSH fund apportionment
claim set for each hospital reporting direct medical education costs that qualify for payment as medical
education costs under the Medicare program in the hospital’s base year cost report by each hospital’s
direct medical education rate to obtain a dollar value.

2. Sum the dollar values for each hospital, then divide each hospital’s dollar value by the total
dollar value, resulting in a percentage.

3. Multiply each hospital’s percentage by the amount allocated for direct medical education to
determine the payment to each hospital.
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(4) Qualifying for indirect medical education. Iowa hospitals qualify for indirect medical education
payments from the fund when they receive a direct medical education payment from Iowa Medicaid
and qualify for indirect medical education payments from Medicare. Qualification for indirect medical
education payments is determined without regard to the individual components of the specific hospital’s
teaching program, state ownership, or bed size. Out-of-state hospitals do not qualify for indirect medical
education payments.

(5) Allocation to fund for indirect medical education. The total state fiscal year annual amount of
funding that is allocated to the graduate medical education and disproportionate share fund for indirect
medical education related to inpatient services is $13,450,285.14. If a hospital fails to qualify for indirect
medical education payments from the fund because the hospital does not report direct medical education
costs that qualify for payment as medical education costs under the Medicare program in the most recent
cost report submitted before the start of the state fiscal year for which payments are being made, the
amount of money that would have been paid to that hospital shall be removed from the fund.

(6) Distribution to qualifying hospitals for indirect medical education. Distribution of the amount
in the fund for indirect medical education shall be on a monthly basis. To determine the amount to be
distributed to each qualifying hospital for indirect medical education, the following formula is used:

1. Multiply the total of all DRG weights for claims paid from the GME/DSH fund apportionment
claim set for each hospital reporting direct medical education costs that qualify for payment as medical
education costs under the Medicare program in the hospital’s base year cost report by each hospital’s
indirect medical education rate to obtain a dollar value.

2. Sum the dollar values for each hospital, then divide each hospital’s dollar value by the total
dollar value, resulting in a percentage.

3. Multiply each hospital’s percentage by the amount allocated for indirect medical education to
determine the payment to each hospital.

(7) Qualifying for disproportionate share. For months beginning with July 2002, hospitals qualify
for disproportionate share payments from the fund when the hospital’s low-income utilization rate
exceeds 25 percent, when the hospital’s Medicaid inpatient utilization rate exceeds one standard
deviation from the statewide average Medicaid utilization rate, or when the hospital qualifies as a
children’s hospital under subparagraph (10). Information contained in the hospital’s base year cost
report is used to determine the hospital’s low-income utilization rate and the hospital’s Medicaid
inpatient utilization rate.

1. For those hospitals that qualify for disproportionate share under both the low-income utilization
rate definition and theMedicaid inpatient utilization rate definition, the disproportionate share percentage
shall be the greater of (1) the product of 2½ percent multiplied by the number of standard deviations
by which the hospital’s own Medicaid inpatient utilization rate exceeds the statewide mean Medicaid
inpatient utilization rate for all hospitals, or (2) 2½ percent.

2. For those hospitals that qualify for disproportionate share under the low-income utilization rate
definition, but do not qualify under the Medicaid inpatient utilization rate definition, the disproportionate
share percentage shall be 2½ percent.

3. For those hospitals that qualify for disproportionate share under the Medicaid inpatient
utilization rate definition, but do not qualify under the low-income utilization rate definition, the
disproportionate share percentage shall be the product of 2½ percent multiplied by the number of
standard deviations by which the hospital’s own Medicaid inpatient utilization rate exceeds the
statewide mean Medicaid inpatient utilization rate for all hospitals.

4. For those hospitals that qualify for disproportionate share as a children’s hospital, the
disproportionate share percentage shall be the greater of (1) the product of 2½ percent multiplied
by the number of standard deviations by which the Medicaid inpatient utilization rate for children
under 18 years of age at the time of admission in all areas of the hospital where services are provided
predominantly to children under 18 years of age exceeds the statewide mean Medicaid inpatient
utilization rate for all hospitals, or (2) 2½ percent.

5. Additionally, a qualifying hospital other than a children’s hospital must also have at least two
obstetricians who have staff privileges at the hospital and who have agreed to provide obstetric services
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to Medicaid-eligible persons who are in need of obstetric services. In the case of a hospital located in
a rural area as defined in Section 1886 of the Social Security Act, the term “obstetrician” includes any
physician with staff privileges at the hospital to perform nonemergency obstetric procedures.

6. Out-of-state hospitals serving Iowa Medicaid patients qualify for disproportionate share
payments from the fund based on their state Medicaid agency’s calculation of the Medicaid inpatient
utilization rate. The disproportionate share percentage is calculated using the number of standard
deviations by which the hospital’s own state Medicaid inpatient utilization rate exceeds the hospital’s
own statewide mean Medicaid inpatient utilization rate.

7. Hospitals qualify for disproportionate share payments from the fund without regard to the
facility’s status as a teaching facility or bed size.

8. Hospitals receiving reimbursement as critical access hospitals shall not qualify for
disproportionate share payments from the fund.

(8) Allocation to fund for disproportionate share. The total state fiscal year annual amount
of funding that is allocated to the graduate medical education and disproportionate share fund for
disproportionate share payments is $6,959,868.59. If a hospital fails to qualify for disproportionate
share payments from the fund due to closure or for any other reason, the amount of money that would
have been paid to that hospital shall be removed from the fund.

(9) Distribution to qualifying hospitals for disproportionate share. Distribution of the amount in the
fund for disproportionate share shall be on a monthly basis. To determine the amount to be distributed
to each qualifying hospital for disproportionate share, the following formula is used:

1. Multiply the total of all DRG weights for claims paid from the GME/DSH fund apportionment
claim set for each hospital thatmet the qualifications during the fiscal year used to determine the hospital’s
low-income utilization rate andMedicaid utilization rate (or for children’s hospitals, during the preceding
state fiscal year) by each hospital’s disproportionate share rate to obtain a dollar value. For any hospital
that qualifies for a disproportionate share payment only as a children’s hospital, only the DRG weights
for claims paid for services rendered to patients under 18 years of age at the time of admission in all
distinct areas of the hospital where services are provided predominantly to children under 18 years of
age shall be used in this calculation.

2. Sum the dollar values for each hospital, then divide each hospital’s dollar value by the total
dollar value, resulting in a percentage.

3. Multiply each hospital’s percentage by the amount allocated for disproportionate share to
determine the payment to each hospital.

In compliance with Medicaid Voluntary Contribution and Provider-Specific Tax Amendments of
1991 (Public Law 102-234) and 1992 Iowa Acts, chapter 1246, section 13, the total of disproportionate
share payments from the GME/DSH fund and supplemental disproportionate share of payments pursuant
to paragraph 79.1(5)“u” or 79.1(5)“v” cannot exceed the amount of the federal cap under Public Law
102-234.

(10) Qualifying for disproportionate share as a children’s hospital. A licensed hospital qualifies for
disproportionate share payments as a children’s hospital if the hospital provides services predominantly
to children under 18 years of age or includes a distinct area or areas providing services predominantly to
children under 18 years of age and has Medicaid utilization and low-income utilization rates of 1 percent
or greater for children under 18 years of age at the time of admission in all distinct areas of the hospital
where services are provided predominantly to children under 18 years of age. In addition, the hospital
must be a voting member of the National Association of Children’s Hospitals and Related Institutions
for dates of service prior to October 1, 2014, or a member of the National Association of Children’s
Hospitals and Related Institutions for dates of service on or after October 1, 2014.

A hospital wishing to qualify for disproportionate share payments as a children’s hospital for any
state fiscal year beginning on or after July 1, 2002, must provide the following information to the Iowa
Medicaid enterprise provider cost audit and rate setting unit within 20 business days of a request by the
department:

1. Base year cost reports.

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
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2. Medicaid claims data for children under the age of 18 at the time of admission to the hospital
in all distinct areas of the hospital where services are provided predominantly to children under 18 years
of age.

3. Other information needed to determine a disproportionate share rate encompassing the periods
used to determine the disproportionate share rate and distribution amounts.

z. Final settlement for state-owned teaching hospital.
(1) Effective July 1, 2010, total annual payments to an Iowa state-owned hospital for inpatient and

outpatient hospital services shall equal 100 percent of allowable medical assistance program costs, not
to exceed the sum of the following:

1. Payments for inpatient hospital services calculated in accordance with subrule 79.1(5), plus
2. Payment for outpatient hospital services calculated in accordance with subrule 79.1(16), plus
3. $9,900,000.
(2) One-twelfth of the $9,900,000 increase in reimbursement shall be distributed to the hospital on

a monthly basis.
(3) The IowaMedicaid enterprise shall complete a final settlement based on the hospital’sMedicare

cost report. If the aggregate payments are less than the hospital’s actual medical assistance program
costs, no additional payment shall be made.

(4) If the sum of the inpatient hospital service payments plus outpatient hospital service payments
plus the $9,900,000 exceeds 100 percent of allowable inpatient and outpatient costs, the department shall
request and collect from the hospital the amount by which payments exceed actual medical assistance
program costs.

aa. Retrospective adjustment for critical access hospitals. Payments to critical access hospitals
pursuant to paragraphs 79.1(5)“a” to “z” are subject to a retrospective adjustment equal to the
difference between the reasonable costs of covered services provided to eligible fee-for-service
Medicaid members (excluding members in managed care), based on the hospital’s annual cost reports
and Medicare cost principles, and the Medicaid fee-for-service reimbursement received pursuant to
paragraphs 79.1(5)“a” to “z.” Amounts paid before adjustment that exceed reasonable costs shall be
recovered by the department.

(1) The base rate upon which the DRG payment is built shall be changed after any retrospective
adjustment to reflect, as accurately as is possible, the reasonable costs of providing the covered service
to eligible fee-for-service Medicaid members for the coming year using the most recent utilization as
submitted to the Iowa Medicaid enterprise provider cost audit and rate setting unit and Medicare cost
principles.

(2) Once a hospital begins receiving reimbursement as a critical access hospital, the prospective
DRG base rate is not subject to inflation factors, rebasing, or recalibration as provided in paragraph
79.1(5)“k.”

ab. Nonpayment for preventable conditions. Preventable conditions identified pursuant to this rule
that develop during inpatient hospital treatment shall not be considered in determining reimbursement
for such treatment.

(1) Coding. All diagnoses included on an inpatient hospital claimmust include one of the following
codes indicating whether the condition was present or developing at the time of the order for inpatient
admission:

Present on Admission (POA) Indicator Codes
Code Explanation
Y The condition was present or developing at the time of the order for inpatient admission.
N The condition was not present or developing at the time of the order for inpatient admission.
U Documentation is insufficient to determine whether the condition was present or developing at

the time of the order for inpatient admission.
W Clinically undetermined. The provider is clinically unable to determine whether or not the condition

was present or developing at the time of the order for inpatient admission.

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
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(2) Payment processing. Claims will be processed according to the DRG methodology without
consideration of any diagnosis identified by the Secretary of the United States Department of Health
and Human Services pursuant to Section 1886(d)(4)(D)(iv) of the Social Security Act (42 U.S.C.
1395ww(d)(4)(D)(iv)) if the condition was not present or developing at the time of the order for
inpatient admission.

ac. Rural hospital disproportionate share payment. In addition to payments from the graduate
medical education and disproportionate share fund made pursuant to paragraph 79.1(5)“y,” payment
shall be made to qualifying Iowa hospitals that elect to participate in rural hospital disproportionate
share payments. Interim monthly payments will be made based on the amount of state share that is
transferred to the department.

(1) Qualifying criteria. A hospital that qualifies for disproportionate share payments pursuant to
paragraph 79.1(5)“y” and that is a rural prospective payment hospital not designated as a critical access
hospital qualifies for rural hospital disproportionate share payments.

(2) Source of nonfederal share. The required nonfederal share shall be funds generated from tax
levy collections of the county or city in which the hospital is located, and is subject to the conditions
specified in this subparagraph and applicable federal law and regulations.

1. The nonfederal share funds shall be distributed to the department prior to the issuance of any
disproportionate share payment to a qualifying hospital.

2. The city or county providing the nonfederal share funds shall annually document and certify
that the funds provided as the nonfederal share were generated from tax proceeds, and not from any other
source including federal grants or another federal funding source.

3. The applicable federal matching rate for the fiscal year shall apply.
(3) Amount of payment. The total amount of disproportionate share payments made pursuant to

paragraph 79.1(5)“y” and the rural hospital disproportionate share payments shall not exceed the amount
of the state’s allotment under Public Law 102-234. In addition, the total amount of all disproportionate
share payments shall not exceed the hospital-specific disproportionate share limits under Public Law
103-666.

(4) Final disproportionate share adjustment. Qualifying hospitals shall annually provide a
disproportionate share hospital survey within the time frames specified by the department, for the
purpose of calculating the hospital-specific disproportionate share limits under Public Law 103-666.

79.1(6) Independent laboratories. The maximum payment for clinical diagnostic laboratory tests
performed by an independent laboratory will be the areawide fee schedule established by the Centers
for Medicare and Medicaid Services (CMS). The fee schedule is based on the definition of laboratory
procedures from the Physician’s Current Procedural Terminology (CPT) published by the American
Medical Association. The fee schedules are adjusted annually byCMS to reflect changes in the Consumer
Price Index for All Urban Consumers.

79.1(7) Physicians.
a. Fee schedule. The fee schedule is based on the definitions of medical and surgical procedures

given in the most recent edition of Physician’s Current Procedural Terminology (CPT). Refer to
441—paragraph 78.1(2)“e” for the guidelines for immunization replacement.

b. Payment reduction for services rendered in facility settings. The fee schedule amount paid to
physicians based on paragraph 79.1(7)“a” shall be reduced by an adjustment factor, as determined by
the department and published with the Iowa Medicaid fee schedule, to reflect the lower cost of providing
physician services in a facility setting, as opposed to the physician’s office. For the purpose of this
provision, a “facility” place of service (POS) is defined as any of the following (consistent with “POS”
definitions under Medicare, per the Medicare Claims Processing Manual, Chapter 12, Section 20.4.2,
revised as of May 2017):

(1) Telehealth (POS 02).
(2) Outpatient hospital-off campus (POS 19).
(3) Inpatient hospital (POS 21).
(4) Outpatient hospital-on campus (POS 22).
(5) Emergency room-hospital (POS 23).
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(6) Ambulatory surgical center (POS 24).
(7) Military treatment center (POS 26).
(8) Skilled nursing facility (POS 31).
(9) Hospice-for inpatient care (POS 34).
(10) Ambulance-land (POS 41).
(11) Ambulance-air or water (POS 42).
(12) Inpatient psychiatric facility (POS 51).
(13) Psychiatric facility-partial hospitalization (POS 52).
(14) Community mental health center (POS 53).
(15) Psychiatric residential treatment center (POS 56).
(16) Comprehensive inpatient rehabilitation (POS 61).
c. Payment for primary care services. To the extent required by 42 U.S.C. § 1396a(a)(13)(C),

primary care services furnished in calendar year 2013 or 2014 by a qualified primary care physician
or under the supervision of a qualified primary care physician shall be paid as provided pursuant to
subparagraphs (1) to (4) and (6) of this paragraph (79.1(7)“c”). Primary care services furnished January
1, 2015, through June 30, 2017, by a qualified primary care physician or under the supervision of a
qualified primary care physician shall be paid as provided pursuant to subparagraphs (1) to (3), (5), and
(7) of this paragraph (79.1(7)“c”).

(1) Primary care services eligible for payment pursuant to this paragraph (79.1(7)“c”) include:
1. Evaluation and management (E &M) services covered by IowaMedicaid and designated in the

healthcare common procedure coding system (HCPCS) as codes 99201 through 99499, or their successor
codes; and

2. Vaccine administration services covered by Iowa Medicaid and designated in the healthcare
common procedure coding system (HCPCS) as codes 90460, 90461, 90471, 90472, 90473 and 90474,
or their successor codes.

(2) For purposes of this paragraph (79.1(7)“c”), a qualified primary care physician is a physician
who:

1. Is certified by the American Board of Medical Specialties (ABMS), the American Board
of Physician Specialties (ABPS) or the American Osteopathic Association (AOA) with a specialty
designation of family medicine, general internal medicine, or pediatric medicine or with a subspecialty
designation recognized by the certifying organization as a subspecialty of family medicine, general
internal medicine, or pediatric medicine; or

2. Has furnished primary care services eligible for payment pursuant to this paragraph
(79.1(7)“c”) equal to at least 60 percent of the Iowa Medicaid services for which the qualified primary
care physician has submitted claims during the most recently completed calendar year or, for newly
eligible physicians, the prior month (excluding claims not paid and claims for which Medicare is the
primary payer).

(3) For payment to be made under this paragraph (79.1(7)“c”), the qualified primary care physician
must have certified that the physician is a qualified primary care physician by submitting Form 470-5138,
Iowa Medicaid Primary Care Physician Certification and Attestation for Primary Care Rate Increase,
prior to the date of service or by April 1, 2013, for services rendered January 1, 2013, through April 1,
2013.

(4) Primary care services rendered in calendar year 2013 or 2014. Primary care services rendered
in calendar year 2013 or 2014 that are eligible for payment pursuant to this rule shall be paid at the
greater of:

1. The otherwise applicable Iowa Medicaid rate;
2. The applicable rate under Medicare Part B, in effect for services rendered on the first day of the

calendar year;
3. The rate that would be applicable under Medicare Part B, in effect for services rendered on the

first day of the calendar year, if the conversion factor under 42 U.S.C. § 1395w-4(d) were the conversion
factor for 2009; or
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4. If there is no applicable rate under Medicare Part B, the rate specified in a fee schedule
established and announced by the federal Centers for Medicare and Medicaid Services, pursuant to 42
CFR § 447.405(a)(1).

(5) Primary care services rendered on or after January 1, 2015. Primary care services rendered on
or after January 1, 2015, that are eligible for payment pursuant to this rule shall be paid at the greater of:

1. The otherwise applicable Iowa Medicaid rate;
2. The applicable rate under Medicare Part B in effect for services rendered on January 1, 2014;
3. The rate that would be applicable under Medicare Part B, in effect for services rendered on

January 1, 2014, if the conversion factor under 42 U.S.C. § 1395w-4(d) were the conversion factor for
2009; or

4. If there is no applicable rate under Medicare Part B, the rate specified in a fee schedule
established and announced by the federal Centers for Medicare and Medicaid Services, pursuant to 42
CFR § 447.405(a)(1), and in effect on June 30, 2014.

(6) Notwithstanding the foregoing provisions of this paragraph (79.1(7)“c”), payment for the
administration of vaccines provided under the Vaccines for Children Program in calendar year 2013
or 2014 shall be limited to the lesser of:

1. The regional maximum administration fee under the Vaccines for Children Program; or
2. The applicable Medicare fee schedule rate for HCPCS code 90460 (or, if higher, the

Medicare fee schedule rate for HCPCS code 90460 that would apply if the conversion factor under 42
U.S.C.§ 1395w-4(d) were the conversion factor for 2009).

(7) Notwithstanding the foregoing provisions of this paragraph (79.1(7)“c”), payment for the
administration of vaccines provided under the Vaccines for Children Program on or after January 1,
2015, shall be the lesser of:

1. The regional maximum administration fee under the Vaccines for Children Program in effect
on June 30, 2014; or

2. The applicable Medicare fee schedule rate in effect on June 30, 2014, for HCPCS code 90460
(or, if higher, the Medicare fee schedule rate for HCPCS code 90460 rate that would apply if the
conversion factor under 42 U.S.C. § 1395w-4(d) were the conversion factor for 2009).

d. Payment for anesthesia services. Anesthesia services are paid pursuant to this paragraph and the
Iowa Medicaid fee schedule published by the department pursuant to paragraph 79.1(1)“c.” Anesthesia
procedures listed in the fee schedule with a factor code of “F” are paid at the dollar amount of the
factor listed for the procedure in the fee schedule. Anesthesia procedures listed in the fee schedule
with a factor code of “A” are paid a dollar amount equal to the Iowa Medicaid anesthesia conversion
factor multiplied by the sum of the minutes of service provided and the factor listed for the procedure
in the fee schedule. Beginning July 1, 2017, the Iowa Medicaid anesthesia conversion factor is the
current Medicare anesthesia conversion factor for Iowa, converted to a per-minute amount. For 2017,
that amount is $1.40, which will be updated annually on January 1.

79.1(8) Drugs.
a. Except as provided below in paragraphs 79.1(8)“d” through “i,” all providers are reimbursed

for covered drugs as follows:
(1) Reimbursement for covered generic prescription drugs and for covered nonprescription drugs

shall be the lowest of the following, as of the date of dispensing:
1. The average state actual acquisition cost (AAC), determined pursuant to paragraph 79.1(8)“b,”

plus the professional dispensing fee determined pursuant to paragraph 79.1(8)“c.”
2. The federal upper limit (FUL), defined as the upper limit for a multiple source drug established

in accordance with the methodology of the Centers for Medicare and Medicaid Services as described
in 42 CFR 447.514(a)-(c), plus the professional dispensing fee determined pursuant to paragraph
79.1(8)“c.”

3. The total submitted charge.
4. Providers’ usual and customary charge to the general public.
(2) Reimbursement for covered brand-name prescription drugs shall be the lowest of the following,

as of the date of dispensing:
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1. The average state AAC, determined pursuant to paragraph 79.1(8)“b,” plus the professional
dispensing fee determined pursuant to paragraph 79.1(8)“c.”

2. The total submitted charge.
3. Providers’ usual and customary charge to the general public.
b. For purposes of this subrule, average state AAC is defined as retail pharmacies’ average prices

paid to acquire drug products. Average state AAC shall be determined by the department based on a
survey of invoice prices paid by Iowa Medicaid retail pharmacies. Surveys shall be conducted at least
once every six months, or more often at the department’s discretion. The average state AAC shall be
calculated as a statistical mean based on one reported cost per drug per pharmacy. The average state AAC
determined by the department shall be published on the Iowa Medicaid enterprise website. If no current
average state AAC has been determined for a drug, the wholesale acquisition cost (WAC) published by
Medi-Span shall be used as the average state AAC.

c. For purposes of this subrule, the professional dispensing fee shall be a fee schedule amount
determined by the department based on a survey of Iowa Medicaid participating pharmacy providers’
costs of dispensing drugs to Medicaid beneficiaries. The survey shall be conducted every two years
beginning in state fiscal year 2014-2015.

d. For an oral solid dispensed to a patient in a nursing home in unit dose packaging prepared by
the pharmacist, an additional one cent per dose shall be added to reimbursement based on acquisition
cost or FUL.

e. 340B-purchased drugs.
(1) Notwithstanding paragraph 79.1(8)“a” above, reimbursement to a covered entity as defined in

42 U.S.C. 256b(a)(4) for covered outpatient drugs acquired by the entity through the 340B drug pricing
program will be the lowest of:

1. The submitted 340B covered entity actual acquisition cost (not to exceed the 340B ceiling price)
plus the professional dispensing fee pursuant to paragraph 79.1(8)“c”;

2. The average state AAC determined pursuant to paragraph 79.1(8)“b” plus the professional
dispensing fee pursuant to paragraph 79.1(8)“c”;

3. For generic prescription drugs and nonprescription drugs only, the FUL pursuant to
79.1(8)“a”(1)“2” plus the professional dispensing fee pursuant to paragraph 79.1(8)“c”;

4. The total submitted charge; or
5. Providers’ usual and customary charge to the general public.
(2) Reimbursement for covered outpatient drugs to a 340B contract pharmacy, under contract with

a covered entity described in 42 U.S.C. 256b(a)(4), will be according to paragraph 79.1(8)“a” because
covered outpatient drugs purchased through the 340B drug pricing program cannot be billed to Medicaid
by a 340B contract pharmacy.

f. Federal supply schedule (FSS) drugs. Notwithstanding paragraph 79.1(8)“a” above,
reimbursement for drugs acquired by a provider through the FSS program managed by the federal
General Services Administration will be the lowest of:

(1) The provider’s actual acquisition cost, not to exceed the FSS price, plus the professional
dispensing fee pursuant to paragraph 79.1(8)“c”;

(2) The average state AAC determined pursuant to paragraph 79.1(8)“b” plus the professional
dispensing fee pursuant to paragraph 79.1(8)“c”;

(3) For generic prescription drugs and nonprescription drugs only, the FUL pursuant to
79.1(8)“a”(1)“2” plus the professional dispensing fee pursuant to paragraph 79.1(8)“c”;

(4) The total submitted charge; or
(5) Providers’ usual and customary charge to the general public.
g. Nominal-price drugs. Notwithstanding paragraph 79.1(8)“a” above, reimbursement for drugs

acquired by providers at nominal prices and excluded from the calculation of the drug’s “best price”
pursuant to 42 CFR 447.508 will be the lowest of:

(1) The provider’s actual acquisition cost (not to exceed the nominal price paid) plus the
professional dispensing fee pursuant to paragraph 79.1(8)“c”;
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(2) The average state AAC determined pursuant to paragraph 79.1(8)“b” plus the professional
dispensing fee pursuant to paragraph 79.1(8)“c”;

(3) For generic prescription drugs and nonprescription drugs only, the FUL pursuant to
79.1(8)“a”(1)“2” plus the professional dispensing fee pursuant to paragraph 79.1(8)“c”;

(4) The total submitted charge; or
(5) Providers’ usual and customary charge to the general public.
h. Indian health facilities enrolled pursuant to rule 441—77.45(249A). For all drugs

provided to American Indians or Alaskan natives by Indian health facilities enrolled pursuant to
rule 441—77.45(249A), reimbursement is one pharmacy encounter payment per date of service,
notwithstanding paragraphs 79.1(8)“a” through “f.” The pharmacy encounter rate is the current
“outpatient per visit rate (excluding Medicare)” approved by the U.S. Indian Health Service (IHS) for
services provided by IHS facilities to Medicaid beneficiaries, as published in the Federal Register, and
includes reimbursement for the dispensing fees, ingredient cost, and any necessary counseling by the
pharmacist.

i. Vaccines for Children Program. All providers administering vaccines available through the
Vaccines for Children Program to Medicaid members shall enroll in the Vaccines for Children Program.
In lieu of payment, vaccines available through the Vaccines for Children Program shall be accessed from
the department of public health for Medicaid members. Providers may receive Medicaid reimbursement
for the administration of vaccines toMedicaid members through the otherwise applicable reimbursement
for inpatient or outpatient services.

j. Physician-administered drugs. Notwithstanding paragraphs 79.1(8)“a” through “f,” payment
to physicians for physician-administered drugs billed with healthcare common procedure coding system
(HCPCS) Level II “J” codes, as a physician service, shall be pursuant to the physician payment policy
under subrule 79.1(2).

k. Under this subrule, no payment shall be made for sales tax.
l. For purposes of this subrule, the Medicaid program relies on information published by

Medi-Span to classify drugs as brand-name or generic.
79.1(9) HCBS consumer choices financial management.
a. Monthly allocation. A financial management service provider shall receive a monthly

fee as established in subrule 79.1(2) for each consumer electing to work with that provider
under the HCBS consumer choices option. The financial management service provider shall also
receive monthly the consumer’s individual budget amount as determined under 441—paragraph
78.34(13)“b,”78.37(16)“b,”78.38(9)“b,”78.41(15)“b,”78.43(15)“b,” or 78.46(6)“b.”

b. Cost settlement. The financial management service shall pay from the monthly allocated
individual budget amount for independent support broker service, self-directed personal care services,
individual-directed goods and services, and self-directed community supports and employment as
authorized by the consumer. On a quarterly basis during the federal fiscal year, the department shall
perform a cost settlement. The cost settlement represents the difference between the amount received
for the allocated individual budget and the amount actually utilized.

c. Start-up grants. A qualifying financial management service provider may be reimbursed up to
$10,000 for the costs associated for starting the service.

(1) Start-up reimbursement shall be issued as long as funds for this purpose are available from the
Robert Wood Johnson Foundation or until September 30, 2007.

(2) Funds will not be distributed until the provider meets all of the following criteria:
1. The provider shall meet the requirements to be certified to participate in an HCBS waiver

program as set forth in 441—subrule 77.30(13), 77.33(16), 77.34(9), 77.37(28), 77.39(26), or 77.41(7),
including successful completion of a readiness review as approved by the department.

2. The provider shall enter into an agreement with the department to provide statewide coverage
for not less than one year from the date that the funds are distributed.

3. The provider shall submit to the department for approval a budget identifying the costs
associated with starting financial management service.
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(3) If the provider fails to continue tomeet these qualifications after the funds have been distributed,
the department may recoup all or part of the funds paid to the provider.

79.1(10) Prohibition against reassignment of claims. No payment under the medical assistance
program for any care or service provided to a patient by any health care provider shall be made to anyone
other than the providers. However with respect to physicians, dentists or other individual practitioners
direct payment may be made to the employer of the practitioner if the practitioner is required as a
condition of employment to turn over fees to the employer; or where the care or service was provided in
a facility, to the facility in which the care or service was provided if there is a contractual arrangement
between the practitioner and the facility whereby the facility submits the claim for reimbursement; or to
a foundation, plan or similar organization including a health maintenance organization which furnishes
health care through an organized health care delivery system if there is a contractual agreement between
organization and the person furnishing the service under which the organization bills or receives
payment for the person’s services. Payment may be made in accordance with an assignment from the
provider to a government agency or an assignment made pursuant to a court order. Payment may be
made to a business agent, such as a billing service or accounting firm, which renders statements and
receives payment in the name of the provider when the agent’s compensation for this service is (1)
reasonably related to the cost or processing the billing; (2) not related on a percentage or other basis
to the dollar amounts to be billed or collected; and (3) not dependent upon the actual collection of
payment. Nothing in this rule shall preclude making payment to the estate of a deceased practitioner.

79.1(11) Prohibition against factoring. Payment under the medical assistance program for any care
or service furnished to an individual by providers as specified in 79.1(1) shall not be made to or through
a factor either directly or by virtue of power of attorney given by the provider to the factor. A factor is
defined as an organization, collection agency, or service bureau which, or an individual who, advances
money to a provider for accounts receivable which have been assigned or sold or otherwise transferred
including transfer through the use of power of attorney to the organization or individual for an added
fee or reduction of a portion of the accounts receivable. The term factor does not include business
representatives such as billing agents or accounting firms which render statements and receive payments
in the name of the individual provider provided that the compensation of the business representative for
the service is reasonably related to the cost of processing the billings and is not related on a percentage
or other basis to the dollar amounts to be billed or collected.

79.1(12) Reasonable charges for services, supplies, and equipment. For selected medical services,
supplies, and equipment, including equipment servicing, which in the judgment of the Secretary of
the Department of Health and Human Services generally do not vary significantly in quality from one
provider to another, the upper limits for payments shall be the lowest charges for which the devices are
widely and consistently available in a locality. For those selected services and items furnished under
Part B of Medicare and Medicaid, the upper limits shall be the lowest charge levels recognized under
Medicare. For those selected services and items furnished only under Medicaid, the upper limits shall
be the lowest charge levels determined by the department according to the Medicare reimbursement
method.

a. For any noninstitutional item or service furnished under both Medicare and Medicaid, the
department shall pay no more than the reasonable charge established for that item or service by the Part
B Medicare carrier serving part or all of Iowa. Noninstitutional services do not include practitioner’s
services, such as physicians, pharmacies, or out-patient hospital services.

b. For all other noninstitutional items or services furnished only under Medicaid, the department
shall pay no more than the customary charge for a provider or the prevailing charges in the locality for
comparable items or services under comparable circumstances, whichever is lower.

79.1(13) Copayment by member. A copayment in the amount specified shall be charged to members
for the following covered services:

a. The member shall pay a copayment for each covered prescription or refill of any covered drug
as follows:
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(1) One dollar for generic drugs and preferred brand-name drugs. Any brand-name drug that is
not subject to prior approval based on nonpreferred status on the preferred drug list published by the
department pursuant to Iowa Code section 249A.20A shall be treated as a preferred brand-name drug.

(2) Rescinded IAB 7/6/05, effective 7/1/05.
(3) One dollar for nonpreferred brand-name drugs for which the cost to the state is less than $25.
(4) Two dollars for nonpreferred brand-name drugs for which the cost to the state is $25.01 to $50.
(5) Three dollars for nonpreferred brand-name drugs for which the cost to the state is $50.01 or

more.
(6) For the purpose of this paragraph, the cost to the state is determined without regard to federal

financial participation in the Medicaid program or to any rebates received.
b. The member shall pay $1 copayment for total covered service rendered on a given date

for podiatrists’ services, chiropractors’ services, and services of independently practicing physical
therapists.

c. The member shall pay $2 copayment for total covered services rendered on a given
date for medical equipment and appliances, prosthetic devices and medical supplies as defined in
441—78.10(249A), orthopedic shoes, services of audiologists, services of hearing aid dealers except
the hearing aid, services of optometrists, opticians, rehabilitation agencies, and psychologists, and
ambulance services.

d. The member shall pay $3 copayment for:
(1) Total covered service rendered on a given date for dental services and hearing aids.
(2) All covered services rendered in a physician office visit on a given date. For the purposes of this

subparagraph, “physician” means either a doctor of allopathic medicine (M.D.) or a doctor of osteopathic
medicine (D.O.), as defined under rule 441—77.1(249A).

e. Copayment charges are not applicable to persons under age 21.
f. Copayment charges are not applicable to family planning services or supplies.
g. Copayment charges are not applicable for a member receiving inpatient care in a hospital,

nursing facility, state mental health institution, or other medical institution if the person is required,
as a condition of receiving services in the institution, to spend for costs of necessary medical care all but
a minimal amount of income for personal needs.

h. The member shall pay $1 for each federal Medicare Part B crossover claim submitted to the
Medicaid program when the services provided have a Medicaid copayment as set forth above.

i. Copayment charges are not applicable to services furnished pregnant women.
j. All providers are prohibited from offering or providing copayment related discounts, rebates,

or similar incentives for the purpose of soliciting the patronage of Medicaid members.
k. Copayment charges are not applicable for emergency services. Emergency services are defined

as services provided in a hospital, clinic, office, or other facility that is equipped to furnish the required
care, after the sudden onset of a medical condition manifesting itself by acute symptoms of sufficient
severity (including severe pain), that the absence of immediate medical attention could reasonably be
expected to result in:

(1) Placing the patient’s health in serious jeopardy,
(2) Serious impairment to bodily functions, or
(3) Serious dysfunction of any bodily organ or part.
l. Copayment charges are not applicable for services rendered by a health maintenance

organization in which the member is enrolled.
m. No provider of service participating in the Medicaid program may deny care or services to

a person eligible for care or services under the program because of the person’s inability to pay a
copayment. However, this rule does not change the fact that a member is liable for the charges and it
does not preclude the provider from attempting to collect them.

n. The member shall pay a $3 copayment for each visit to a hospital emergency room for treatment
that does not meet the criteria for an emergency service as defined in paragraph 79.1(13)“k.” This $3
copayment shall not apply if the visit to the emergency room results in a hospital admission.

79.1(14) Reimbursement for hospice services.
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a. Medicaid hospice rates. The Medicaid hospice rates are based on the methodology used in
setting Medicare rates, adjusted to disregard cost offsets attributable to Medicare coinsurance amounts,
and with application of the appropriate area wage adjustments for the categories of care provided.

Hospices are reimbursed at one of four predetermined rates based on the level of care furnished to
the individual for that day. Payments to a hospice for inpatient care are subject to the limitations imposed
by Medicare. The levels of care into which each day of care is classified are as follows:

(1) Routine home care.
(2) Continuous home care.
(3) Inpatient respite care.
(4) General inpatient care.
b. Adjustment to hospice rates. An adjustment to hospice reimbursement is made when a

recipient residing in a nursing facility elects the hospice benefit. The adjustment will be a room and
board rate that is equal to the rate at which the facility is paid for reserved bed days or 95 percent of
the facility’s Medicaid reimbursement rate, whichever is greater. Room and board services include
the performance of personal care services, including assistance in activities of daily living, socializing
activities, administration of medication, maintaining the cleanliness of a resident’s room and supervising
and assisting in the use of durable medical equipment and prescribed therapies.

For hospice recipients entering a nursing facility the adjustment will be effective the date of entry.
For persons in nursing facilities prior to hospice election, the adjustment rate shall be effective the date
of election.

For individuals who have client participation amounts attributable to their cost of care, the adjustment
to the hospice will be reduced by the amount of client participation as determined by the department.
The hospice will be responsible for collecting the client participation amount due the hospice unless the
hospice and the nursing facility jointly determine the nursing facility is to collect the client participation.

c. Payment for day of discharge. For the day of discharge from an inpatient unit, the appropriate
home care rate is to be paid unless the recipient dies as an inpatient. When the recipient is discharged as
deceased, the inpatient rate (general or respite) is to be paid for the discharge date.

d. Hospice cap. Overall aggregate payments made to a hospice during a hospice cap period are
limited or capped. The hospice cap year begins November 1 and ends October 31 of the next year.
The cap amount for each hospice is calculated by multiplying the number of beneficiaries electing
hospice care from that hospice during the cap period by the base statutory amount, adjusted to reflect
the percentage increase or decrease in the medical care expenditure category of the Consumer Price
Index for all urban consumers published by the Bureau of Labor Statistics. Payments made to a hospice
but not included in the cap include room and board payment to a nursing home. Any payment in excess
of the cap must be refunded to the department by the hospice.

e. Limitation of payments for inpatient care. Payments to a hospice for inpatient care shall be
limited according to the number of days of inpatient care furnished to Medicaid patients. During the
12-month period beginning November 1 of each year and ending October 31, the aggregate number of
inpatient days (both for general inpatient care and inpatient respite care) shall not exceed 20 percent of
the aggregate total number of days of hospice care provided to all Medicaid recipients during that same
period. Medicaid recipients afflicted with acquired immunodeficiency syndrome (AIDS) are excluded
in calculating this inpatient care limitation. This limitation is applied once each year, at the end of the
hospices’ “cap period” (November 1 to October 31). For purposes of this computation, if it is determined
that the inpatient rate should not be paid, any days for which the hospice receives payment at a home
care rate will not be counted as inpatient days. The limitation is calculated as follows:

(1) The maximum allowable number of inpatient days will be calculated by multiplying the total
number of days of Medicaid hospice care by 0.2.

(2) If the total number of days of inpatient care furnished to Medicaid hospice patients is less than
or equal to the maximum, no adjustment will be necessary.

(3) If the total number of days of inpatient care exceeded the maximum allowable number, the
limitation will be determined by:
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1. Calculating a ratio of the maximum allowable days to the number of actual days of inpatient
care, and multiplying this ratio by the total reimbursement for inpatient care (general inpatient and
inpatient respite reimbursement) that was made.

2. Multiplying excess inpatient care days by the routine home care rate.
3. Adding together the amounts calculated in “1” and “2.”
4. Comparing the amount in “3” with interim payments made to the hospice for inpatient care

during the “cap period.”
Any excess reimbursement shall be refunded by the hospice.
f. Location of services. Claims must identify the geographic location where the service is

provided (as distinct from the location of the hospice).
79.1(15) HCBS retrospectively limited prospective rates. This methodology applies to

reimbursement for HCBS brain injury waiver supported community living; HCBS family and
community support services; and HCBS interim medical monitoring and treatment when provided by
an HCBS-certified supported community agency.

a. Reporting requirements.
(1) Providers shall submit cost reports for each waiver service provided using Form 470-0664,

Financial and Statistical Report for Purchase of Service, and Form 470-3449, Supplemental Schedule.
The cost reporting period is from July 1 to June 30. The completed cost reports shall be submitted to
the IME Provider Cost Audits and Rate Setting Unit, P.O. Box 36450, Des Moines, Iowa 50315, or by
electronic mail to costaudit@dhs.state.ia.us, by September 30 of each year.

(2) If a provider chooses to leave the HCBS program or terminates a service, a final cost report
shall be submitted within 60 days of termination for retrospective adjustment.

(3) Costs reported under the waiver shall not be reported as reimbursable costs under any other
funding source. Costs incurred for other services shall not be reported as reimbursable costs under the
waiver.

(4) Financial information shall be based on the agency’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
the information to an accrual basis for reporting. Providers which are multiple program agencies shall
submit a cost allocation schedule, prepared in accordance with generally accepted accounting principles.

(5) Failure to maintain records to support the cost reports may result in termination of the provider’s
HCBS certification.

(6) The department may require that an opinion of a certified public accountant or public accountant
accompany the report when adjustments made to prior reports indicate noncompliance with reporting
instructions.

(7) A 30-day extension for submitting the cost reports due by September 30 may be obtained by
submitting a letter to the bureau of long-term care by September 30. No extensions will be granted
beyond 30 days.

(8) Failure to submit a report that meets the requirements of this paragraph by September 30 or an
extended deadline granted per subparagraph (7) shall reduce payment to 76 percent of the current rate.
The reduced rate shall be paid for not longer than three months, after which time no further payments
will be made.

b. Home- and community-based general rate criteria.
(1) To receive reimbursement for services, a certified provider shall enter into an agreement with

the department on Form 470-2918, HCBSWaiver Agreement, and have an approved service plan for the
consumer.

(2) The rates a provider may charge are subject to limits established in subrule 79.1(2).
(3) Indirect administrative costs shall be limited to 20 percent of other costs.
(4) Mileage costs shall be reimbursed according to state employee rate.
(5) Consumer transportation, consumer consulting, consumer instruction, consumer environmental

modification and repairs and consumer environmental furnishings shall not exceed $1,570 per consumer
per year for supported community living services in the brain injury waiver.

(6) For respite care provided in the consumer’s home, only the cost of care is reimbursed.
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(7) For respite care provided outside the consumer’s home, charges may include room and board.
(8) Transportation and therapeutic resources reimbursement shall not exceed $1,500 per child per

year for family and community support services.
(9) The reasonable costs of direct care staff training shall be treated as direct care costs, rather than

as indirect administrative costs.
c. Prospective rates for new providers.
(1) Providers who have not submitted an annual report including at least 6 months of actual,

historical costs shall be paid prospective rates based on projected reasonable and proper costs of
operation for a 12-month period reported in Form SS-1703-0, Financial and Statistical Report, and
Form 470-3449, Supplemental Schedule.

(2) Prospective rates shall be subject to retrospective adjustment as provided in paragraph “e.”
(3) After a provider has submitted an annual report including at least six months of actual, historical

costs, prospective rates shall be determined as provided in paragraph “d.”
d. Prospective rates for established providers.
(1) Providers who have submitted an annual report including at least six months of actual, historical

costs shall be paid prospective rates based on reasonable and proper costs in a base period, as adjusted
for inflation.

(2) The base period shall be the period covered by the first Form SS-1703-0, Financial and
Statistical Report, and Form 470-3449, Supplemental Schedule, submitted to the department after 1997
that includes at least six months of actual, historical costs.

(3) Reasonable and proper costs in the base period shall be inflated by a percentage of the increase
in the consumer price index for all urban consumers for the preceding 12-month period ending June 30,
based on the months included in the base period, to establish the initial prospective rate for an established
provider.

(4) After establishment of the initial prospective rate for an established provider, the rate will be
adjusted annually, effective for the third month after the month during which the annual cost report is
submitted to the department. The provider’s new rate shall be the actual reconciled rate or the previously
established rate adjusted by the consumer price index for all urban consumers for the preceding 12-month
period ending June 30, whichever is less.

(5) Prospective rates for services other than respite shall be subject to retrospective adjustment as
provided in paragraph “f.”

e. Prospective rates for respite. Rescinded IAB 5/1/13, effective 7/1/13.
f. Retrospective adjustments.
(1) Retrospective adjustments shall be made based on reconciliation of provider’s reasonable and

proper actual service costs with the revenues received for those services as reported on Form 470-3449,
Supplemental Schedule, accompanying Form SS-1703-0, Financial and Statistical Report for Purchase
of Service.

(2) For services provided from July 1, 2015, through June 30, 2016, revenues exceeding adjusted
actual costs by more than 4.5 percent shall be remitted to the department. Payment will be due upon
notice of the new rates and retrospective rate adjustment.

(3) For services provided from July 1, 2015, through June 30, 2016, providers who do not reimburse
revenues exceeding 104.5 percent of actual costs 30 days after notice is given by the department will
have the revenues over 104.5 percent of the actual costs deducted from future payments.

(4) For services provided on or after July 1, 2016, revenues exceeding adjusted actual costs by
more than 5.5 percent shall be remitted to the department. Payment will be due upon notice of the new
rates and retrospective rate adjustment.

(5) For services provided on or after July 1, 2016, providers who do not reimburse revenues
exceeding 105.5 percent of actual costs 30 days after notice is given by the department will have the
revenues over 105.5 percent of the actual costs deducted from future payments.

g. Supported community living daily rate. For purposes of determining the daily rate for supported
community living services, providers are treated as new providers until they have submitted an annual
report including at least six months of actual costs for the same consumers at the same site with no
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significant change in any consumer’s needs, or if there is a subsequent change in the consumers at a site
or in any consumer’s needs. Individual prospective daily rates are determined for each consumer. These
rates may be adjusted no more than once every three months if there is a vacancy at the site for over
30 days or the consumer’s needs have significantly changed. Rates adjusted on this basis will become
effective the month a new cost report is submitted. Retrospective adjustments of the prospective daily
rates are based on each site’s average costs.

79.1(16) Outpatient reimbursement for hospitals.
a. Definitions.
“Allowable costs”means the costs defined as allowable in 42 CFR, Chapter IV, Part 413, as amended

to October 1, 2007, except for the purposes of calculating direct medical education costs, where only the
reported costs of the interns and residents are allowed. Further, costs are allowable only to the extent
that they relate to patient care; are reasonable, ordinary, and necessary; and are not in excess of what a
prudent and cost-conscious buyer would pay for the given service or item.

“Ambulatory payment classification” or “APC” means an outpatient service or group of services
for which a single rate is set. The services or groups of services are determined according to the typical
clinical characteristics, the resource use, and the costs associated with the service or services.

“Ambulatory payment classification relative weight” or “APC relative weight” means the relative
value assigned to each APC.

“Ancillary service” means a supplemental service that supports the diagnosis or treatment of the
patient’s condition. Examples include diagnostic testing or screening services and rehabilitative services
such as physical or occupational therapy.

“APC service” means a service that is priced and paid using the APC system.
“Base year cost report,” for rates effective January 1, 2009, means the hospital’s cost report with

fiscal year end on or after January 1, 2007, and before January 1, 2008. Cost reports shall be reviewed
using Medicare’s cost reporting and cost reimbursement principles for those cost reporting periods.

“Blended base APC rate” shall mean the hospital-specific base APC rate, plus the statewide base
APC rate, divided by two. The costs of hospitals receiving reimbursement as critical access hospitals
during any of the period included in the base-year cost report shall not be used in determining the
statewide base APC rate.

“Case-mix index” shall mean an arithmetical index measuring the relative average costliness of
outpatient cases treated in a hospital, compared to the statewide average.

“Cost outlier” shall mean services provided during a single visit that have an extraordinarily high
cost as established in paragraph “g” and are therefore eligible for additional payments above and beyond
the base APC payment.

“Current procedural terminology—fourth edition (CPT-4)” is the systematic listing and coding of
procedures and services provided by physicians or other related health care providers. The CPT-4 coding
is maintained by the American Medical Association and is updated yearly.

“Diagnostic service”means an examination or procedure performed to obtain information regarding
the medical condition of an outpatient.

“Direct medical education costs” shall mean costs directly associated with the medical education
of interns and residents or other medical education programs, such as a nursing education program or
allied health programs, conducted in an outpatient setting, that qualify for payment as medical education
costs under the Medicare program. The amount of direct medical education costs is determined from the
hospital base-year cost reports and is inflated in determining the direct medical education rate.

“Direct medical education rate” shall mean a rate calculated for a hospital reporting medical
education costs on the Medicare cost report (CMS 2552). The rate is calculated using the following
formula: Direct medical education costs are multiplied by the percentage of valid claims to total claims,
further multiplied by inflation factors, then divided by outpatient visits.

“Discount factor” means the percentage discount applied to additional APCs when more than one
APC is provided during the same visit (including the same APC provided more than once). Not all APCs
are subject to a discount factor.

https://www.law.cornell.edu/cfr/text/42/chapter-IV
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“GME/DSH fund apportionment claim set” means the hospital’s applicable Medicaid claims paid
from July 1, 2008, through June 30, 2009. The claim set is updated every three years in July.

“GME/DSH fund implementation year” means 2009.
“Graduate medical education and disproportionate share fund” or “GME/DSH fund” means

a reimbursement fund developed as an adjunct reimbursement methodology to directly reimburse
qualifying hospitals for the direct costs of interns and residents associated with the operation of graduate
medical education programs for outpatient services.

“Healthcare common procedures coding system” or “HCPCS” means the national uniform
coding method that is maintained by the Centers for Medicare and Medicaid Services (CMS) and that
incorporates the American Medical Association publication Physicians Current Procedural Terminology
(CPT) and the three HCPCS unique coding levels I, II, and III.

“Hospital-based clinic”means a clinic that is owned by the hospital, operated by the hospital under
its hospital license, and on the premises of the hospital.

“Medicaid claim set” means the hospital’s applicable Medicaid claims for the period of January 1,
2006, through December 31, 2007, and paid through March 31, 2008.

“Modifier” means a two-character code that is added to the procedure code to indicate the type of
service performed. The modifier allows the reporting hospital to indicate that a performed service or
procedure has been altered by some specific circumstance. The modifier may affect payment or may be
used for information only.

“Multiple significant procedure discounting” means a reduction of the standard payment amount
for an APC to recognize that the marginal cost of providing a second APC service to a patient during a
single visit is less than the cost of providing that service by itself.

“Observation services” means a set of clinically appropriate services, such as ongoing short-term
treatment, assessment, and reassessment, that is provided before a decision can be made regarding
whether a patient needs further treatment as a hospital inpatient or is able to be discharged from the
hospital.

“Outpatient hospital services” means preventive, diagnostic, therapeutic, observation,
rehabilitation, or palliative services provided to an outpatient by or under the direction of a physician,
dentist, or other practitioner by an institution that:

1. Is licensed or formally approved as a hospital by the officially designated authority in the state
where the institution is located; and

2. Meets the requirements for participation in Medicare as a hospital.
“Outpatient prospective payment system” or “OPPS”means the payment methodology for hospital

outpatient services established by this subrule and based on Medicare’s outpatient prospective payment
system mandated by the Balanced Budget Refinement Act of 1999 and the Medicare, Medicaid and
SCHIP Benefits Improvement and Protection Act of 2000.

“Outpatient visit” shall mean those hospital-based outpatient services which are billed on a single
claim form.

“Packaged service”means a service that is secondary to other services but is considered an integral
part of another service.

“Pass-through” means certain drugs, devices, and biologicals for which providers are entitled to
payment separate from any APC.

“Quality improvement organization” or “QIO” shall mean the organization that performs medical
peer review of Medicaid claims, including review of validity of hospital diagnosis and procedure coding
information; completeness, adequacy and quality of care; and appropriateness of prospective payments
for outlier cases and nonemergent use of the emergency room. These activities undertaken by the QIO
may be included in a contractual relationship with the Iowa Medicaid enterprise.

“Rebasing” shall mean the redetermination of the blended baseAPC rate usingmore recentMedicaid
cost report data.

“Significant procedure” shall mean the procedure, therapy, or service provided to a patient that
constitutes the primary reason for the visit and dominates the time and resources expended during the
visit.
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“Status indicator” or “SI” means a payment indicator that identifies whether a service represented
by a CPT or HCPCS code is payable under the OPPS APC or another payment system. Only one status
indicator is assigned to each CPT or HCPCS code.

b. Outpatient hospital services. Medicaid adopts theMedicare categories of hospitals and services
subject to and excluded from the hospital outpatient prospective payment system (OPPS) at 42 CFR
419.20 through 419.22 as amended to October 1, 2007, except as indicated in this subrule.

(1) A teaching hospital that has approval from the Centers for Medicare and Medicaid Services to
receive reasonable cost reimbursement for physician services under 42 CFR 415.160 through 415.162 as
amended to October 1, 2007, is eligible for combined billing status if the hospital has filed the approval
notice with the Iowa Medicaid enterprise provider cost audit and rate setting unit. If a teaching hospital
elects to receive reasonable cost payment for physician direct medical and surgical services furnished
to Medicaid members, those services and the supervision of interns and residents furnishing the care
to members are covered as hospital services and are combined with the bill for hospital service. Cost
settlement for the reasonable costs related to physician direct medical and surgical services shall be made
after receipt of the hospital’s financial and statistical report.

(2) A hospital-based ambulance service must be an enrolled Medicaid ambulance provider and
must bill separately for ambulance services. EXCEPTION: If the member’s condition results in an inpatient
admission to the hospital, the reimbursement for ambulance services is included in the hospital’s DRG
reimbursement rate for the inpatient services.

c. Payment for outpatient hospital services.
(1) Outpatient hospital services shall be reimbursed according to the first of the following

methodologies that applies to the service:
1. Any specific rate or methodology established by rule for the particular service.
2. The OPPS APC rates established pursuant to this subrule.
3. Fee schedule rates established pursuant to paragraph 79.1(1)“c.”
(2) Except as provided in paragraph 79.1(16)“h,” outpatient hospital services that have been

assigned to an APC with an assigned weight shall be reimbursed based on the APC to which the services
provided are assigned. The department adopts and incorporates by reference the OPPS APCs and
relative weights effective January 1, 2008, published on November 27, 2007, as final by the Centers for
Medicare and Medicaid Services in the Federal Register at Volume 72, No. 227, page 66579. Relative
weights and APCs shall be updated pursuant to paragraph 79.1(16)“j.”

(3) The APC payment is calculated as follows:
1. The applicable APC relative weight is multiplied by the blended base APC rate determined

according to paragraph 79.1(16)“e.”
2. The resulting APC payment is multiplied by a discount factor of 50 percent and by units of

service when applicable.
3. For a procedure started but discontinued before completion, the department will pay 50 percent

of the APC for the service.
(4) The OPPS APC payment status indicators show whether a service represented by a CPT or

HCPCS code is payable under an OPPS APC or under another payment system and whether particular
OPPS policies apply to the code. The following table lists the status indicators and definitions for both
services that are paid under an OPPS APC and services that are not paid under an OPPS APC.

https://www.law.cornell.edu/cfr/text/42/419.20
https://www.law.cornell.edu/cfr/text/42/419.20
https://www.law.cornell.edu/cfr/text/42/419.22
https://www.law.cornell.edu/cfr/text/42/415.160
https://www.law.cornell.edu/cfr/text/42/415.162
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
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Indicator Item, Code, or Service OPPS Payment Status
A Services furnished to a hospital outpatient that are

paid by Medicare under a fee schedule or payment
system other than OPPS, such as:
● Ambulance services.
● Clinical diagnostic laboratory services.
● Diagnostic mammography.
● Screening mammography.
● Nonimplantable prosthetic and orthotic devices.
● Physical, occupational, and speech therapy.
● Erythropoietin for end-stage renal dialysis

(ESRD) patients.
● Routine dialysis services provided for ESRD

patients in a certified dialysis unit of a hospital.

For services covered by Iowa Medicaid as an
outpatient hospital service, the service is not
paid under OPPS APC, but is paid based on
the Iowa Medicaid fee schedule for outpatient
hospital services established pursuant to
79.1(1)“c.”

For services not covered by Iowa Medicaid as
an outpatient hospital service, the service is
not paid under OPPS APC, but may be paid
by Iowa Medicaid under the specific rate or
methodology established by other rules (other
than outpatient hospital).

B Codes that are not paid by Medicare on an outpatient
hospital basis

Not paid under OPPS APC.
● May be paid when submitted on a

different bill type other than outpatient
hospital (13x).

● An alternate code that is payable when
submitted on an outpatient hospital bill
type (13x) may be available.

C Inpatient procedures If covered by Iowa Medicaid as an outpatient
hospital service, the service is not paid under
OPPS APC, but is paid based on the Iowa
Medicaid fee schedule for outpatient hospital
services established pursuant to 79.1(1)“c.”

If not covered by Iowa Medicaid as an
outpatient hospital service, the service is not
paid under OPPS APC. Admit the patient and
bill as inpatient care.

D Discontinued codes Not paid under OPPS APC or any other
Medicaid payment system.

E Items, codes, and services:
● That are not covered by Medicare based on

statutory exclusion and may or may not be
covered by Iowa Medicaid; or

● That are not covered by Medicare for reasons
other than statutory exclusion and may or may
not be covered by Iowa Medicaid; or

● That are not recognized by Medicare but for
which an alternate code for the same item or
service may be available under Iowa Medicaid;
or

● For which separate payment is not provided
by Medicare but may be provided by Iowa
Medicaid.

If covered by Iowa Medicaid, the item, code, or
service is not paid under OPPS APC, but is paid
based on the Iowa Medicaid fee schedule for
outpatient hospital services established pursuant
to 79.1(1)“c.”

If not covered by Iowa Medicaid, the item,
code, or service is not paid under OPPS APC or
any other Medicaid payment system.
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Indicator Item, Code, or Service OPPS Payment Status
F Certified registered nurse anesthetist services

Corneal tissue acquisition

Hepatitis B vaccines

If covered by Iowa Medicaid, the item or
service is not paid under OPPS APC, but is paid
based on the Iowa Medicaid fee schedule for
outpatient hospital services established pursuant
to 79.1(1)“c.”

If not covered by Iowa Medicaid, the item or
service is not paid under OPPS APC or any
other Medicaid payment system.

G Pass-through drugs and biologicals If covered by Iowa Medicaid, the item is not
paid under OPPS APC, but is paid based on
the Iowa Medicaid fee schedule for outpatient
hospital services established pursuant to
79.1(1)“c.”

If not covered by Iowa Medicaid, the item is not
paid under OPPS APC or any other Medicaid
payment system.

H Pass-through device categories If covered by Iowa Medicaid, the device is not
paid under OPPS APC, but is paid based on
the Iowa Medicaid fee schedule for outpatient
hospital services established pursuant to
79.1(1)“c.”

If not covered by Iowa Medicaid, the device
is not paid under OPPS APC or any other
Medicaid payment system.

K Non-pass-through drugs and biologicals

Therapeutic radiopharmaceuticals

If covered by Iowa Medicaid, the item is:
● Paid under OPPS APC with a separate

APC payment when both an APC and an
APC weight are established.

● Paid based on the Iowa Medicaid fee
schedule for outpatient hospital services
established pursuant to 79.1(1)“c”
when either no APC or APC weight is
established.

If not covered by Iowa Medicaid, the item is not
paid under OPPS APC or any other Medicaid
payment system.

L Influenza vaccine

Pneumococcal pneumonia vaccine

If covered by Iowa Medicaid, the vaccine
is not paid under OPPS APC, but is paid
based on the Iowa Medicaid fee schedule for
outpatient hospital services established pursuant
to 79.1(1)“c.”

If not covered by Iowa Medicaid, the vaccine
is not paid under OPPS APC or any other
Medicaid payment system.

M Items and services not billable to the Medicare fiscal
intermediary

If covered by Iowa Medicaid, the item or
service is not paid under OPPS APC, but is paid
based on the Iowa Medicaid fee schedule for
outpatient hospital services established pursuant
to 79.1(1)“c.”

If not covered by Iowa Medicaid, the item or
service is not paid under OPPS APC or any
other Medicaid payment system.
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Indicator Item, Code, or Service OPPS Payment Status
N Packaged services not subject to separate payment

under Medicare OPPS payment criteria
Paid under OPPS APC. Payment, including
outliers, is included with payment for other
services; therefore, no separate payment is
made.

P Partial hospitalization Not a covered service under Iowa Medicaid.
Q1 STVX-packaged codes Paid under OPPS APC.

● Packaged APC payment if billed on the
same date of service as HCPCS code
assigned status indicator “S,” “T,” “V,”
or “X.”

● In all other circumstances, payment is
made through a separate APC payment.

Q2 T-packaged codes Paid under OPPS APC.
● Packaged APC payment if billed on the

same date of service as HCPCS code
assigned status indicator “T.”

● In all other circumstances, payment is
made through a separate APC payment.

Q3 Codes that may be paid through a composite APC If covered by Iowa Medicaid, the code is paid
under OPPS APC with separate APC payment.

If not covered by Iowa Medicaid, the code is not
paid under OPPS APC or any other Medicaid
payment system.

R Blood and blood products If covered by Iowa Medicaid, the item is paid
under OPPS APC with separate APC payment.

If not covered by Iowa Medicaid, the item is not
paid under OPPS APC or any other Medicaid
payment system.

S Significant procedure, not discounted when multiple If covered by Iowa Medicaid, the procedure
is paid under OPPS APC with separate APC
payment.

If not covered by Iowa Medicaid, the procedure
is not paid under OPPS APC or any other
Medicaid payment system.

T Significant procedure, multiple reduction applies If covered by Iowa Medicaid, the procedure
is paid under OPPS APC with separate APC
payment subject to multiple reduction.

If not covered by Iowa Medicaid, the procedure
is not paid under OPPS APC or any other
Medicaid payment system.

U Brachytherapy sources If covered by Iowa Medicaid, the procedure
is paid under OPPS APC with separate APC
payment.

If not covered by Iowa Medicaid, the procedure
is not paid under OPPS APC or any other
Medicaid payment system.
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Indicator Item, Code, or Service OPPS Payment Status
V Clinic or emergency department visit If covered by Iowa Medicaid, the service is paid

under OPPS APC with separate APC payment,
subject to limits on nonemergency services
provided in an emergency room pursuant to
79.1(16)“r.”

If not covered by Iowa Medicaid, the service
is not paid under OPPS APC or any other
Medicaid payment system.

X Ancillary services If covered by Iowa Medicaid, the service is paid
under OPPS APC with separate APC payment.

If not covered by Iowa Medicaid, the service
is not paid under OPPS APC or any other
Medicaid payment system.

Y Nonimplantable durable medical equipment For items covered by Iowa Medicaid as an
outpatient hospital service, the item is not paid
under OPPS APC, but is paid based on the Iowa
Medicaid fee schedule for outpatient hospital
services established pursuant to 79.1(1)“c.”

For items not covered by Iowa Medicaid as an
outpatient hospital service, the item is not paid
as an outpatient hospital service, but may be
paid by Iowa Medicaid under the specific rate or
methodology established by other rules (other
than outpatient hospital).

d. Calculation of case-mix indices. Hospital-specific and statewide case-mix indices shall be
calculated using the Medicaid claim set.

(1) Hospital-specific case-mix indices are calculated by summing the relative weights for each APC
service at that hospital and dividing the total by the number of APC services for that hospital.

(2) The statewide case-mix index is calculated by summing the relative weights for each APC
service for all claims and dividing the total by the statewide total number of APC services. Claims for
hospitals receiving reimbursement as critical access hospitals during any of the period included in the
base-year cost report are not used in calculating the statewide case-mix index.

e. Calculation of the hospital-specific base APC rates.
(1) Using the hospital’s base-year cost report, hospital-specific outpatient cost-to-charge ratios are

calculated for each ancillary and outpatient cost center of the Medicare cost report, Form CMS 2552-96.
(2) The cost-to-charge ratios are applied to each line item charge reported on claims from the

Medicaid claim set to calculate the Medicaid cost per service. The hospital’s total outpatient Medicaid
cost is the sum of the Medicaid cost per service for all line items.

(3) The following items are subtracted from the hospital’s total outpatient Medicaid costs:
1. The total calculated Medicaid direct medical education cost for interns and residents based on

the hospital’s base-year cost report.
2. The total calculated Medicaid cost for services listed at 441—subrule 78.31(1), paragraphs “g”

to “n.”
3. The total calculated Medicaid cost for ambulance services.
4. The total calculated Medicaid cost for services paid based on the Iowa Medicaid fee schedule.
(4) The remaining amount is multiplied by a factor to limit aggregate expenditures to available

funding, divided by the hospital-specific case-mix index, and then divided by the total number of APC
services for that hospital from the Medicaid claim set.

(5) Hospital-specific base APC rates are not computed for hospitals receiving reimbursement as
critical access hospitals during any of the period included in the base-year cost report.

f. Calculation of statewide base APC rate.



Ch 79, p.50 Human Services[441] IAC 3/28/18

(1) The statewide average base APC rate is calculated by summing the outpatient Medicaid cost
for all hospitals and subtracting the following:

1. The total calculated Medicaid direct medical education cost for interns and residents for all
hospitals.

2. The total calculated Medicaid cost for services listed at 441—subrule 78.31(1), paragraphs “g”
to “n,” for all hospitals.

3. The total calculated Medicaid cost for ambulance services for all hospitals.
4. The total calculated Medicaid cost for services paid based on the Iowa Medicaid fee schedule

for all hospitals.
(2) The resulting amount is multiplied by a factor to limit aggregate expenditures to available

funding, divided by the statewide case-mix index, and then divided by the statewide total number of
APC services from the Medicaid claim set.

(3) Data for hospitals receiving reimbursement as critical access hospitals during any of the period
included in the base-year cost report is not used in calculating the statewide average base APC rate.

g. Cost outlier payment policy. Additional payment is made for services provided during a single
visit that exceed the following Medicaid criteria of cost outliers for each APC. Outlier payments are
determined on an APC-by-APC basis.

(1) An APC qualifies as a cost outlier when the cost of the service exceeds both the multiple
threshold and the fixed-dollar threshold.

(2) The multiple threshold is met when the cost of furnishing an APC service exceeds 1.75 times
the APC payment amount.

(3) The fixed-dollar threshold is met when the cost of furnishing an APC service exceeds the APC
payment amount plus $2,000.

(4) If both the multiple threshold and the fixed-dollar threshold are met, the outlier payment is
calculated as 50 percent of the amount by which the hospital’s cost of furnishing the APC service or
procedure exceeds the multiple threshold.

(5) The cost of furnishing the APC service or procedure is calculated using a single overall
hospital-specific cost-to-charge ratio determined from the base-year cost report. Costs appearing on
a claim that are attributable to packaged APC services for which no separate payment is made are
allocated to all nonpackaged APC services that appear on that claim. The amount allocated to each
nonpackaged APC service is based on the proportion the APC payment rate for that APC service bears
to the total APC rates for all nonpackaged APC services on the claim.

h. Payment to critical access hospitals. Initial, interim payments to critical access hospitals as
defined in paragraph 79.1(5)“a” shall be the hospital’s line-item charge multiplied by the hospital’s
Medicaid outpatient cost-to-charge ratio. These interim payments are subject to annual retrospective
adjustment equal to the difference between the reasonable costs of covered services provided to
eligible fee-for-service Medicaid members (excluding members in managed care) and the Medicaid
reimbursement received. The department shall determine the reasonable costs of services based on the
hospital’s annual cost reports and Medicare cost principles. When the interim amounts paid exceed
reasonable costs, the department shall recover the difference.

(1) After any retrospective adjustment, the department shall update the cost-to-charge ratio to
reflect as accurately as is possible the reasonable costs of providing the covered service to eligible
fee-for-service Medicaid members for the coming year. The department shall base these changes on the
most recent utilization as submitted to the Iowa Medicaid enterprise provider cost audit and rate setting
unit and Medicare cost principles.

(2) Once a hospital begins receiving reimbursement as a critical access hospital, the cost-to-charge
ratio is not subject to rebasing as provided in paragraph 79.1(16)“j.”

i. Cost-reporting requirements. Hospitals shall prepare annual cost reports in accordance with
generally accepted accounting principles as defined by the American Institute of Certified Public
Accountants and in accordance with Medicare Provider Reimbursement Manual, CMS Publication 15,
subject to the exceptions and limitations provided in this rule.

(1) Using electronic media, each hospital shall submit the following:

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
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1. The hospital’s Medicare cost report (Form CMS 2552-96, Hospitals and Healthcare Complex
Cost Report);

2. Either Form 470-4515, Critical Access Hospital Supplemental Cost Report, or Form 470-4514,
Hospital Supplemental Cost Report; and

3. A copy of the revenue code crosswalk used to prepare the Medicare cost report.
(2) The cost reports and supporting documentation shall be sent to the Iowa Medicaid Enterprise,

Provider Cost Audit and Rate Setting Unit, 100 Army Post Road, P.O. Box 36450, Des Moines, Iowa
50315.

(3) The cost reports shall be submitted on or before the last day of the fifth calendarmonth following
the close of the period covered by the report. For fiscal periods ending on a day other than the last day
of the month, cost reports are due 150 days after the last day of the cost-reporting period. Extensions
of the due date for filing a cost report granted by the Medicare fiscal intermediary shall be accepted by
Iowa Medicaid.

j. Rebasing.
(1) Effective January 1, 2009, and annually thereafter, the department shall update the OPPS APC

relative weights using the most current calendar update as published by the Centers for Medicare and
Medicaid Services.

(2) Effective January 1, 2009, and every three years thereafter, blended base APC rates shall be
rebased. Cost reports used in rebasing shall be the hospital fiscal year-end Form CMS 2552-96, Hospital
and Healthcare Complex Cost Report, as submitted to Medicare in accordance with Medicare cost report
submission time lines for the hospital fiscal year ending during the preceding calendar year. If a hospital
does not provide this cost report, including the Medicaid cost report and revenue code crosswalk, to the
Iowa Medicaid enterprise provider cost audit and rate setting unit by May 31 of a year in which rebasing
occurs, the most recent submitted cost report will be used.

(3) Effective January 1, 2009, and every three years thereafter, case-mix indices shall be
recalculated using valid claims most nearly matching each hospital’s fiscal year end.

(4) The graduate medical education and disproportionate share fund shall be updated as provided
in subparagraph 79.1(16)“v”(3).

k. Payment to out-of-state hospitals. Out-of-state hospitals providing care to members of Iowa’s
Medicaid program shall be reimbursed in the same manner as Iowa hospitals, except as provided in
subparagraphs (1) and (2).

(1) For out-of-state hospitals that submit a cost report no later than May 31 in the most recent
rebasing year, APC payment amounts will be based on the blended base APC rate using hospital-specific,
Iowa-only Medicaid data. For other out-of-state hospitals, APC payment amounts will be based on the
Iowa statewide base APC rate.

(2) Out-of-state hospitals do not qualify for direct medical education payments pursuant to
paragraph 79.1(16)“v.”

l. Preadmission, preauthorization or inappropriate services. Inpatient or outpatient services that
require preadmission or preprocedure approval by the quality improvement organization (QIO) are
updated yearly and are available from the QIO.

(1) The hospital shall provide the QIO authorization number on the claim form to receive payment.
Claims for services requiring preadmission or preprocedure approval that are submitted without this
authorization number will be denied.

(2) To safeguard against other inappropriate practices, the department, through the QIO, will
monitor admission practices and quality of care. If an abuse of the prospective payment system is
identified, payments for abusive practices may be reduced or denied. In reducing or denying payment,
Medicaid adopts the Medicare QIO regulations.

m. Health care access assessment inflation factor. Effective with the implementation of the health
care access assessment paid pursuant to 441—Chapter 36, Division III, a health care access assessment
inflation factor shall be applied to the Medicaid blended base APC rate as otherwise calculated pursuant
to this subrule for all “participating hospitals” as defined in 441—subrule 36.10(1).

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
https://www.legis.iowa.gov/docs/iac/chapter/441.36.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.36.10.pdf
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(1) Calculation of inflation factor. The health care access assessment inflation factor for
participating hospitals shall be calculated by dividing the amount allowed under the Medicare outpatient
upper payment limit for the fiscal year beginning July 1, 2010, by the sum of the projected expenditures
for participating hospitals for the fiscal year beginning July 1, 2010, as determined by the fiscal
management division of the department, and the amount allowed under the Medicare outpatient upper
payment limit.

(2) Implementation date. The health care access assessment inflation factor shall not be
implemented until federal financial participation to match money collected from the health care access
assessment pursuant to 441—Chapter 36, Division III, has been approved by the federal Centers for
Medicare and Medicaid Services.

(3) End date. Application of the health care access assessment inflation factor shall terminate if
the health care access assessment is terminated pursuant to rule 441—36.12(83GA,SF2388). If federal
match money is unavailable for a retroactive period or the authority to collect the assessment is rescinded
for a retroactive period, the department shall:

1. Recalculate Medicaid rates in effect during that period without the application of the health care
access assessment inflation factor;

2. Recompute Medicaid payments due based on the recalculated Medicaid rates;
3. Recoup any previous overpayments; and
4. Determine for each hospital the amount of health care access assessment collected during that

period and refund that amount to the facility.
n. Determination of inpatient admission. A person is considered to be an inpatient when a formal

inpatient admission occurs, when a physician intends to admit a person as an inpatient, or when a
physician determines that a person being observed as an outpatient in an observation or holding bed
should be admitted to the hospital as an inpatient. In cases involving outpatient observation status, the
determinant of patient status is not the length of time the patient was being observed, rather whether the
observation period was medically necessary to determine whether a patient should be admitted to the
hospital as an inpatient. Outpatient observation lasting greater than a 24-hour period will be subject to
review by the QIO to determine the medical necessity of each case. For those outpatient observation
cases where medical necessity is not established, reimbursement shall be denied for the services found
to be unnecessary for the provision of that care, such as the use of the observation room.

o. Inpatient admission after outpatient services. If a patient is admitted as an inpatient within three
days of the day in which outpatient services were rendered, all outpatient services related to the principal
diagnosis are considered inpatient services for billing purposes. The day of formal admission as an
inpatient is considered as the first day of hospital inpatient services. EXCEPTION: This requirement does
not apply to critical access hospitals.

p. Cost report adjustments. Rescinded IAB 6/11/03, effective 7/16/03.
q. Determination of payment amounts for mental health noninpatient (NIP) services. Mental

health NIP services are limited as set forth at 441—subparagraph 78.31(4)“d”(7) and are reimbursed
on a fee schedule basis. Mental health NIP services are the responsibility of the managed mental health
care and substance abuse (Iowa Plan) contractor for persons eligible for managed mental health care.

r. Services delivered in the emergency room. Payment to a hospital for assessment of any
Medicaid member in an emergency room shall be made pursuant to fee schedule. Payment for treatment
of a Medicaid member in an emergency room shall be made as follows:

(1) If the emergency room visit results in an inpatient hospital admission, the treatment provided
in the emergency room is paid for as part of the payment for the inpatient services provided.

(2) If the emergency room visit does not result in an inpatient hospital admission but involves
emergency services as defined in paragraph 79.1(13)“k,” payment for treatment provided in the
emergency room shall be made at the full APC payment for the treatment provided.

(3) If the emergency room visit does not result in an inpatient hospital admission and does not
involve emergency services as defined in paragraph 79.1(13)“k,” payment for treatment provided in the
emergency room depends on whether the member had a referral to the emergency room.
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1. For members who were referred to the emergency room by appropriate medical personnel,
payment for treatment provided in the emergency room shall be made at 75 percent of the APC payment
for the treatment provided.

2. For members who were not referred to the emergency room by appropriate medical personnel,
payment for treatment provided in the emergency room shall be made at 50 percent of the APC payment
for the treatment provided.

s. Limit on payments. Payments under the ambulatory payment classification (APC)
methodology, as well as other payments for outpatient services, are subject to upper limit rules set forth
in 42 CFR 447.321 as amended to September 5, 2001, and 447.325 as amended to January 26, 1993.
Requirements under these sections state that, in general, Medicaid may not make payments to providers
that would exceed the amount that would be payable to providers under comparable circumstances
under Medicare.

t. Government-owned facilities. Rescinded IAB 6/30/10, effective 7/1/10.
u. QIO review. The QIO will review a yearly random sample of hospital outpatient service cases

performed for Medicaid members and identified on claims data from all Iowa and bordering state
hospitals in accordance with the terms in the contract between the department and the QIO. The QIO
contract is available for review at the Iowa Medicaid Enterprise Office, 100 Army Post Road, Des
Moines, Iowa 50315.

v. Graduate medical education and disproportionate share fund. Payment shall be made to
hospitals qualifying for direct medical education directly from the graduate medical education and
disproportionate share fund. The requirements to receive payments from the fund, the amount allocated
to the fund and the methodology used to determine the distribution amounts from the fund are as
follows:

(1) Qualifying for direct medical education. Iowa hospitals qualify for direct medical education
payments if direct medical education costs that qualify for payment as medical education costs under
the Medicare program are contained in the hospital’s base year cost report and in the most recent cost
report submitted before the start of the state fiscal year for which payments are being made. Out-of-state
hospitals do not qualify for direct medical education payments.

(2) Allocation to fund for direct medical education. The total annual state fiscal year funding
that is allocated to the graduate medical education and disproportionate share fund for direct medical
education related to outpatient services is $2,766,718.25. If a hospital fails to qualify for direct medical
education payments from the fund because the hospital does not report direct medical education costs
that qualify for payment as medical education costs under the Medicare program in the most recent cost
report submitted before the start of the state fiscal year for which payments are being made, the amount
of money that would have been paid to that hospital shall be removed from the fund.

(3) Distribution to qualifying hospitals for direct medical education. Distribution of the amount
in the fund for direct medical education shall be on a monthly basis. To determine the amount to be
distributed to each qualifying hospital for direct medical education, the following formula is used:

1. Multiply the total count of outpatient visits for claims paid from the GME/DSH fund
apportionment claim set for each hospital reporting direct medical education costs that qualify for
payment as medical education costs under the Medicare program in the hospital’s base year cost report
by each hospital’s direct medical education rate to obtain a dollar value.

2. Sum the dollar values for each hospital, then divide each hospital’s dollar value by the total
dollar value, resulting in a percentage.

3. Multiply each hospital’s percentage by the amount allocated for direct medical education to
determine the payment to each hospital.

w. Final settlement for state-owned teaching hospital.
(1) Effective July 1, 2010, total annual payments to an Iowa state-owned hospital for inpatient and

outpatient hospital services shall equal 100 percent of allowable medical assistance program costs, not
to exceed the sum of the following:

1. Payments for inpatient hospital services calculated in accordance with subrule 79.1(5), plus
2. Payment for outpatient hospital services calculated in accordance with subrule 79.1(16), plus
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3. $9,900,000.
(2) One-twelfth of the $9,900,000 increase in reimbursement shall be distributed to the hospital on

a monthly basis.
(3) The IowaMedicaid enterprise shall complete a final settlement based on the hospital’sMedicare

cost report. If the aggregate payments are less than the hospital’s actual medical assistance program
costs, no additional payment shall be made.

(4) If the sum of the inpatient hospital service payments plus outpatient hospital service payments
plus the $9,900,000 exceeds 100 percent of allowable inpatient and outpatient costs, the department shall
request and collect from the hospital the amount by which payments exceed actual medical assistance
program costs.

79.1(17) Reimbursement for home- and community-based services home and vehicle modification
and equipment. Payment is made for home and vehicle modifications, assistive devices, specialized
medical equipment, and environmental modifications and adaptive devices at the amount authorized
by the department through a quotation, contract, or invoice submitted by the provider.

a. The case manager shall submit the service plan and the contract, invoice or quotations from the
providers to the Iowa Medicaid enterprise for prior approval before the modification is initiated or the
equipment is purchased. Payment shall not be approved for duplicate items.

b. Whenever possible, three itemized bids for the modification or quotations for equipment
purchase shall be presented for review. The amount payable shall be based on the least expensive item
that meets the member’s medical needs.

c. Payment for most items shall be based on a fee schedule and shall conform to the limitations
set forth in subrule 79.1(12).

(1) For services and items that are furnished under Part B of Medicare, the fee shall be the lowest
charge allowed under Medicare.

(2) For services and items that are furnished only underMedicaid, the fee shall be the lowest charge
determined by the department according to the Medicare reimbursement method described in Section
1834(a) of the Social Security Act (42 U.S.C. 1395m), Payment for Durable Medical Equipment.

(3) Payment for supplies with no established Medicare fee shall be at the average wholesale price
for the item less 10 percent.

(4) Payment for items with no Medicare fee, Medicaid fee, or average wholesale price shall be
made at the manufacturer’s suggested retail price less 15 percent.

(5) Payment for items with no Medicare fee, Medicaid fee, average wholesale price, or
manufacturer’s suggested retail price shall be made at the dealer’s cost plus 10 percent. The actual
invoice for the item from the manufacturer must be submitted with the claim. Catalog pages or printouts
supplied by the provider are not considered invoices.

(6) For selected medical services, supplies, and equipment, including equipment servicing, that
generally do not vary significantly in quality from one provider to another, the payment shall be the
lowest price for which such devices are widely and consistently available in a locality.

(7) Payment for used equipment shall not exceed 80 percent of the purchase allowance.
(8) No allowance shall be made for delivery, freight, postage, or other provider operating expenses

for durable medical equipment, prosthetic devices, or sickroom supplies.
79.1(18) Pharmaceutical case management services reimbursement. Pharmacist and physician

pharmaceutical case management (PCM) team members shall be equally reimbursed for participation in
each of the four services described in rule 441—78.47(249A). The following table contains the amount
each team member shall be reimbursed for the services provided and the maximum number of payments
for each type of assessment. Payment for services beyond the maximum number of payments shall be
considered on an individual basis after peer review of submitted documentation of medical necessity.
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Service Payment amount Number of payments
Initial assessment $75 One per patient
New problem assessment $40 Two per patient per 12 months
Problem follow-up assessment $40 Four per patient per 12 months
Preventative follow-up assessment $25 One per patient per 6 months

79.1(19) Reimbursement for translation and interpretation services. Reimbursement for translation
and interpretation services shall be made to providers based on the reimbursement methodology for the
provider category as defined in subrule 79.1(2).

a. For those providers whose basis of reimbursement is cost-related, translation and interpretation
services shall be considered an allowable cost.

b. For those providers whose basis of reimbursement is a fee schedule, a fee shall be established
for translation and interpretation services, which shall be treated as a reimbursable service. In order
for translation or interpretation to be covered, it must be provided by separate employees or contractors
solely performing translation or interpretation activities.

79.1(20) Dentists. The dental fee schedule is based on the definitions of dental and surgical
procedures given in the current version of the Code on Dental Procedures and Nomenclature (CDT)
published by the American Dental Association.

79.1(21) Rehabilitation agencies. Subject to the Medicaid upper limit in 79.1(2), payments to
rehabilitation agencies shall be made as provided in the areawide fee schedule established for Medicare
by the Centers for Medicare and Medicaid Services (CMS). The Medicare fee schedule is based on
the definitions of procedures from the physicians’ Current Procedural Terminology (CPT) published
by the American Medical Association. CMS adjusts the fee schedules annually to reflect changes in
the consumer price index for all urban customers.

79.1(22) Medicare crossover claims. Subject to approval of a state plan amendment by the federal
Centers for Medicare and Medicaid Services, payment for Medicare crossover claims shall be made as
follows.

a. Definitions. For purposes of this subrule:
“Coinsurance” means a percentage of costs of a covered health care service that has to be paid.
“Copayment” means a fixed amount a member pays for a covered health care service.
“Deductible”means the amount paid for covered health care services before the insurance plan will

effect payment.
“Medicaid-allowed amount” means the Medicaid reimbursement for the service(s) rendered

(including any portion to be paid by the Medicaid beneficiary as copayment or spenddown), as
determined under state and federal law and policies.

“Medicare-allowed amount”means the total reimbursement allowed by Medicare for the service(s)
rendered, for a participating Medicare provider who has accepted Medicare assignment of claims for
services rendered, including any portion to be paid by the Medicare beneficiary as a deductible or
coinsurance.

“Medicare cost sharing”means theMedicaremember’s responsibility to pay for aMedicare-covered
service. “Medicare cost sharing” includes coinsurance, copayments, and deductibles.

“Medicare crossover claim”means a claim for Medicaid payment for services covered by Medicare
Part A or Part B rendered to aMedicare beneficiary who is also eligible forMedicaid. Medicare crossover
claims include claims for services rendered to beneficiaries who are eligible forMedicaid in any category,
including, but not limited to, qualified Medicare beneficiaries and beneficiaries who are eligible for full
Medicaid coverage.

“Medicare deductible and coinsurance amounts” means the portion of the Medicare-allowed
amount to be paid by the Medicare beneficiary as a deductible or coinsurance.

“Medicare provider reimbursement” means the Medicare-allowed amount less any portion thereof
to be paid by the Medicare beneficiary as a deductible or coinsurance.
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“Qualified Medicare beneficiary” or “QMB”means an individual who has been determined eligible
for the QMB program pursuant to 441—subrule 75.1(29). Under the QMB program, Medicaid pays the
individual’s Medicare Part A and B premiums; coinsurance; copayment; and deductible (except for Part
D).

“Third-party payment” means payment from any source other than Medicaid, Medicare, or the
Medicaid and Medicare beneficiary.

b. Reimbursement of Medicare crossover claims. Covered Medicare crossover claims shall be
paid by Medicaid at the lesser of:

(1) Applicable Medicare deductible and coinsurance amounts, less any third-party payment
available to the provider for the Medicare deductible and coinsurance amounts and any Medicaid
copayment or spenddown; or

(2) Either:
1. For Medicaid-covered services: the Medicaid-allowed amount less the Medicare provider

reimbursement, any third-party payment available to the provider in addition to the Medicare provider
reimbursement, and any Medicaid copayment or spenddown; or

2. For non-Medicaid-covered services: 50 percent of the Medicare-allowed amount less the
Medicare provider reimbursement, any third-party payment available to the provider in addition to the
Medicare provider reimbursement, and any Medicaid copayment or spenddown.

79.1(23) Reimbursement for remedial services. Reimbursement for remedial services provided
before July 1, 2011, shall be made on the basis of a unit rate that is calculated retrospectively for each
provider, considering reasonable and proper costs of operation. The unit rate shall not exceed the
established unit-of-service limit on reasonable costs pursuant to subparagraph 79.1(23)“c”(1). The unit
of service may be a quarter hour, a half hour, an hour, a half day, or a day, depending on the service
provided.

a. Interim rate. Providers shall be reimbursed through a prospective interim rate equal to
the previous year’s retrospectively calculated unit-of-service rate. On an interim basis, pending
determination of remedial services provider costs, the provider may bill for and shall be reimbursed
at a unit-of-service rate that the provider and the Iowa Medicaid enterprise may reasonably expect to
produce total payments to the provider for the provider’s fiscal year that are consistent with Medicaid’s
obligation to reimburse that provider’s reasonable costs. The interim unit-of-service rate is subject to
the established unit-of-service limit on reasonable costs pursuant to subparagraph 79.1(23)“c”(1).

b. Cost reports. Reasonable and proper costs of operation shall be determined based on cost
reports submitted by the provider.

(1) Financial information shall be based on the provider’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
the information to an accrual basis for reporting. Failure to maintain records to support the cost report
may result in termination of the provider’s Medicaid enrollment.

(2) The provider shall complete Form 470-4414, Financial and Statistical Report for Remedial
Services, and submit it to the IME Provider Cost Audit and Rate Setting Unit, P.O. Box 36450, Des
Moines, Iowa 50315, within three months of the end of the provider’s fiscal year.

(3) A provider may obtain a 30-day extension for submitting the cost report by sending a letter to
the IME provider cost audit and rate setting unit before the cost report due date. No extensions will be
granted beyond 30 days.

(4) Providers of services under multiple programs shall submit a cost allocation schedule, prepared
in accordance with the generally accepted accounting principles and requirements specified in OMB
Circular A-87. Costs reported under remedial services shall not be reported as reimbursable costs under
any other funding source. Costs incurred for other services shall not be reported as reimbursable costs
under remedial services.

c. Rate determination. Cost reports as filed shall be subject to review and audit by the Iowa
Medicaid enterprise to determine the actual cost of services rendered to Medicaid members, using an
accepted method of cost apportionment (as specified in OMB Circular A-87).
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(1) A reasonable cost for a member is one that does not exceed 110 percent of the average allowable
costs reported by IowaMedicaid providers for providing similar remedial services to members who have
similar diagnoses and live in similar settings, less 5 percent.

(2) When the reasonable and proper costs of operation are determined, a retroactive adjustment
shall be made. The retroactive adjustment represents the difference between the amount received by the
provider through an interim rate during the year for covered services and the reasonable and proper costs
of operation determined in accordance with this subrule.

79.1(24) Reimbursement for home- and community-based habilitation services. Reimbursement
for case management, job development, and employer development services provided prior to July 1,
2013, is based on a fee schedule developed using the methodology described in paragraph 79.1(1)“d.”
Reimbursement for home-based habilitation, day habilitation, prevocational habilitation, enhanced job
search and supports to maintain employment services provided prior to July 1, 2013, is based on a
retrospective cost-related rate calculated using the methodology in paragraphs 79.1(24)“b” and “c.”
Reimbursement for all home- and community-based habilitation services provided on or after July 1,
2013, shall be as provided in paragraph 79.1(24)“d.” All rates are subject to the upper limits established
in subrule 79.1(2).

a. Units of service.
(1) A unit of case management is 15 minutes.
(2) A unit of home-based habilitation is a 15-minute unit (for up to 31 units per day) or one day

(for 8 or more hours per day), based on the average hours of service provided during a 24-hour period
as an average over a calendar month. Reimbursement for services shall not exceed the upper limit for
daily home-based habilitation services set in 79.1(2).

1. The daily unit of service shall be used when a member receives services for 8 or more hours
provided during a 24-hour period as an average over a calendar month. The 15-minute unit shall be used
when the member receives services for 1 to 31 15-minute units provided during a 24-hour period as an
average over a calendar month.

2. The member’s comprehensive service plan must identify and reflect the need for the amount
of supervision and skills training requested. The provider’s documentation must support the number of
direct support hours identified in the comprehensive service plan.

(3) A unit of day habilitation is 15 minutes (up to 16 units per day) or a full day (4.25 to 8 hours).
(4) A unit of supported employment habilitation supports to maintain employment is a 15-minute

unit.
b. Submission of cost reports. For services provided prior to July 1, 2013, the department shall

determine reasonable and proper costs of operation for home-based habilitation, day habilitation,
prevocational habilitation, and supported employment based on cost reports submitted by the provider
on Form 470-4425, Financial and Statistical Report for HCBS Habilitation Services.

(1) Financial information shall be based on the provider’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
the information to an accrual basis for reporting. Failure to maintain records to support the cost report
may result in termination of the provider’s Medicaid enrollment.

(2) For home-based habilitation, the provider’s cost report shall reflect all staff-to-member ratios
and costs associated with members’ specific support needs for travel and transportation, consulting,
and instruction, as determined necessary by the interdisciplinary team for each consumer. The specific
support needs must be identified in the member’s comprehensive service plan. The total costs shall not
exceed $1570 per consumer per year. The provider must maintain records to support all expenditures.

(3) The provider shall submit the complete cost report to the IME Provider Cost Audit and Rate
Setting Unit, P.O. Box 36450, Des Moines, Iowa 50315, within three months of the end of the provider’s
fiscal year. The submission must include a working trial balance. Cost reports submitted without a
working trial balance will be considered incomplete.

(4) A provider may obtain a 30-day extension for submitting the cost report by sending a letter to
the IME provider cost audit and rate setting unit before the cost report due date. No extensions will be
granted beyond 30 days.
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(5) A provider of services undermultiple programs shall submit a cost allocation schedule, prepared
in accordance with the generally accepted accounting principles and requirements specified in OMB
Circular A-87. Costs reported under habilitation services shall not be reported as reimbursable costs
under any other funding source. Costs incurred for other services shall not be reported as reimbursable
costs under habilitation services.

(6) If a provider fails to submit a cost report for services provided through June 30, 2013, that meets
the requirements of this paragraph, the Iowa Medicaid enterprise or the Iowa Plan for Behavioral Health
contractor shall reduce the provider’s rate to 76 percent of the current rate. The reduced rate shall be
paid until the provider’s cost report has been received by the Iowa Medicaid enterprise’s provider cost
audit and rate setting unit pursuant to subparagraph 79.1(24)“b”(4) but for not longer than three months,
after which time no further payments will be made.

(7) A projected cost report shall be submitted when a new habilitation services provider enters the
program or an existing habilitation services provider adds a new service code. A prospective interim
rate shall be established using the projected cost report. The effective date of the rate shall be the day
the provider becomes certified as a Medicaid provider or the day the new service is added.

c. Rate determination based on cost reports. For services provided prior to July 1, 2013,
reimbursement shall be made using a unit rate that is calculated retrospectively for each provider,
considering reasonable and proper costs of operation.

(1) Interim rates. Providers shall be reimbursed through a prospective interim rate equal to the
previous year’s retrospectively calculated unit-of-service rate. Pending determination of habilitation
services provider costs, the provider may bill for and shall be reimbursed at a unit-of-service rate that
the provider and the Iowa Medicaid enterprise may reasonably expect to produce total payments to the
provider for the provider’s fiscal year that are consistent with Medicaid’s obligation to reimburse that
provider’s reasonable costs.

(2) Audit of cost reports. Cost reports as filed shall be subject to review and audit by the Iowa
Medicaid enterprise to determine the actual cost of services rendered to Medicaid members, using an
accepted method of cost apportionment (as specified in OMB Circular A-87).

(3) Retroactive adjustment. When the reasonable and proper costs of operation are determined, a
retroactive adjustment shall be made. The retroactive adjustment represents the difference between the
amount that the provider received during the year for covered services through an interim rate and the
reasonable and proper costs of operation determined in accordance with this subrule.

d. Reimbursement for services provided on or after July 1, 2013.
(1) For dates of services July 1, 2013, through December 31, 2013, providers shall be reimbursed

by the Iowa Plan for Behavioral Health contractor at the fee schedule or interim rate for the service and
the provider in effect on June 30, 2013, with no retrospective adjustment or cost settlement. However,
if a provider fails to submit a cost report for services provided prior to July 1, 2013, that meets the
requirements of paragraph 79.1(24)“b,” the Iowa Plan for Behavioral Health contractor shall reduce the
provider’s reimbursement rate to 76 percent of the rate in effect on June 30, 2013. The reduced rate shall
be paid until acceptable cost reports for all services provided prior to July 1, 2013, have been received.

(2) For dates of services from January 1, 2014, through December 31, 2015, providers shall be
reimbursed by the Iowa Plan for Behavioral Health contractor at the rate negotiated by the provider and
the contractor. However, if a provider fails to submit a cost report for services provided prior to July
1, 2013, that meets the requirements of paragraph 79.1(24)“b,” the Iowa Plan for Behavioral Health
contractor shall reduce the provider’s reimbursement rate to 76 percent of the negotiated rate. The
reduced rate shall be paid until acceptable cost reports for all services provided prior to July 1, 2013,
have been received.

(3) For dates of services on or after January 1, 2016, providers shall be reimbursed by fee schedule.
79.1(25) Reimbursement for community mental health centers (CMHCs) and providers of mental

health services to county residents pursuant to a waiver approved under Iowa Code section 225C.7(3).
a. Reimbursement methodology for providers of mental health services to county residents

pursuant to a waiver approved under Iowa Code section 225C.7(3). Effective for services rendered on
or after October 1, 2006, providers of mental health services to county residents pursuant to a waiver
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approved under Iowa Code section 225C.7(3) that provide clinic services are paid on a reasonable-cost
basis as determined by Medicare reimbursement principles.

b. Reimbursement methodology for community mental health centers. Effective for services
rendered on or after July 1, 2014, community mental health centers may elect to be paid on either a 100
percent of reasonable costs basis, as determined byMedicare reimbursement principles, or in accordance
with an alternative reimbursement rate methodology approved by the department of human services.
Once a community mental health center chooses the alternative reimbursement rate methodology, the
community mental health center may not change its elected reimbursement methodology to 100 percent
of reasonable costs.

c. Cost-based reimbursement. For providers ofmental health services to county residents pursuant
to a waiver approved under Iowa Code section 225C.7(3) and CMHCs that elect the 100 percent of
reasonable costs basis of reimbursement, rates are initially paid on an interim basis and then are adjusted
retroactively based on submission of a financial and statistical report, pursuant to the following.

(1) Until a provider that was enrolled in the Medicaid program before October 1, 2006, submits a
cost report in order to develop a provider-specific interim rate, the Iowa Medicaid enterprise shall make
interim payments to the provider based upon 105 percent of the greater of:

1. The statewide fee schedule for community mental health centers effective July 1, 2006, or
2. The average Medicaid managed care contracted fee amounts for community mental health

centers effective July 1, 2006.
(2) For a provider that enrolls in the Medicaid program on or after October 1, 2006, until a

provider-specific interim rate is developed, the Iowa Medicaid enterprise shall make interim payments
based upon the average statewide interim rates for community mental health centers at the time services
are rendered. A new provider may submit a projected cost report that the Iowa Medicaid enterprise will
use to develop a provider-specific interim rate.

(3) Cost reports as filed are subject to review and audit by the Iowa Medicaid enterprise. The
Iowa Medicaid enterprise shall determine each provider’s actual, allowable costs in accordance with
generally accepted accounting principles and in accordance with Medicare cost principles, subject to the
exceptions and limitations in the department’s administrative rules.

(4) The Iowa Medicaid enterprise shall make retroactive adjustment of the interim rate after
the submission of annual cost reports. The adjustment represents the difference between the amount
the provider received during the year through interim payments for covered services and the amount
determined to be the actual, allowable cost of service rendered to Medicaid members.

(5) The Iowa Medicaid enterprise shall use each annual cost report to develop a provider-specific
interim fee schedule to be paid prospectively. The effective date of the fee schedule change is the first
day of the month following completion of the cost settlement.

d. Reporting requirements. All providers other than CMHCs that have elected the alternative
reimbursement rate methodology established by the Medicaid program’s managed care contractor for
mental health services shall submit cost reports using Form 470-4419, Financial and Statistical Report.
Hospital-based providers required to submit a cost report shall also submit the Medicare cost report,
CMS Form 2552-96. The following requirements apply to all required cost reports.

(1) Financial information shall be based on the provider’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
the information to an accrual basis for reporting. Failure to maintain records to support the cost report
may result in termination of the provider’s enrollment with the Iowa Medicaid program.

(2) Providers that offer multiple programs shall submit a cost allocation schedule prepared in
accordance with generally accepted accounting principles and requirements as specified in OMB
Circular A-87 adopted in federal regulations at 2 CFR Part 225 as amended to August 31, 2005.

(3) Costs reported for community mental health clinic services shall not be reported as
reimbursable costs under any other funding source. Costs incurred for other services shall not be
reported as reimbursable costs under community mental health clinic services.

(4) Providers shall submit completed cost reports to the IME Provider Cost Audit and Rate Setting
Unit, P.O. Box 36450, Des Moines, Iowa 50315. A provider that is not hospital-based shall submit
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Form 470-4419 on or before the last day of the third month after the end of the provider’s fiscal year. A
hospital-based provider shall submit both Form 470-4419 and CMS Form 2552-96 on or before the last
day of the fifth month after the end of the provider’s fiscal year.

(5) A provider may obtain a 30-day extension for submitting the cost report by submitting a letter
to the IME provider cost audit and rate setting unit before the cost report due date. No extensions will
be granted beyond 30 days.

(6) If a provider fails to submit a cost report that meets the requirements of this paragraph, the Iowa
Medicaid enterprise shall reduce the provider’s interim payments to 76 percent of the current interim
rate. The reduced interim rate shall be paid for not longer than three months, after which time no further
payments will be made.

79.1(26) Home health services.
a. Services included under the home health services program are reimbursed on the low utilization

payment amount (LUPA) methodology, with state geographic adjustments.
b. Medicare LUPA per-visit rates in effect on July 1, 2013, are the basis for establishing the LUPA

methodology for the initial reimbursement schedule.
c. Medicare LUPA per-visit rates shall be increased July 1 every two years to reflect the most

recent Medicare LUPA rates.
d. Home health services subject to this methodology are skilled nursing, home health aide,

physical therapy, occupational therapy, speech therapy, and medical social services provided by
Medicare-certified home health agencies.

79.1(27) Reimbursement for early periodic screening, diagnosis, and treatment private duty nursing
and personal cares program.

a. Rate determination based on cost reports. Reimbursement shall be made using an hourly rate
that is calculated retrospectively for each provider, considering reasonable and proper costs of operation
not to exceed the upper limit as provided in subrule 79.1(2).

(1) Interim rates. Providers shall be reimbursed through a prospective interim rate equal to the
previous year’s retrospectively calculated 15-minute and hourly rate. Pending determination of private
duty nursing and personal cares program costs, the provider may bill for and shall be reimbursed at an
hourly rate that the provider and the Iowa Medicaid enterprise (IME) may reasonably expect to produce
total payments to the provider for the provider’s fiscal year that are consistent with Medicaid’s obligation
to reimburse that provider’s reasonable costs.

(2) Audit of cost reports. Cost reports as filed shall be subject to review or audit or both by the
Iowa Medicaid enterprise to determine the actual cost of services in accordance with generally accepted
accounting principles, Medicare cost principles published in Centers forMedicare andMedicaid Services
Publication §15-1, and the Office of Management and Budget Circular A-87, Attachment B, subject to
the exceptions and limitations in the department’s administrative rules.

(3) Retroactive adjustment. When the reasonable and proper costs of operation are determined,
a retroactive adjustment shall be made. The retroactive adjustment represents the difference between
the amount that the provider received during the year for covered services through interim rates and the
reasonable and proper costs of operation determined in accordance with this subrule.

b. Financial and statistical report submission and reporting requirements.
(1) The provider shall submit the complete Financial and Statistical Report, Form 1728-94, in an

electronic format approved by the department to the IME provider cost audit and rate setting unit within
five months of the end of the provider’s fiscal year.

(2) The submission of the financial and statistical report must include a working trial balance that
corresponds to the data contained on the financial and statistical report and the Medicare cost report.
Financial and statistical reports submitted without a working trial balance and the Medicare cost report
will be considered incomplete.

(3) A provider may obtain a 30-day extension for submitting the financial and statistical report
by sending a letter to the IME provider cost audit and rate setting unit. The extension request must be
received by the IME provider cost audit and rate setting unit before the original due date. No extensions
will be granted beyond 30 days.

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
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(4) Providers shall submit a completed financial and statistical report to the IME provider cost
audit and rate setting unit in an electronic format that can be opened using the extension xls or xlsx. The
supplemental documentation shall be submitted in a generally accepted business format. The report and
required supplemental information shall be emailed to costaudit@dhs.state.ia.us on or before the last day
of the fifth month after the end of the provider’s fiscal year. One signed copy of the certification page of
the Medicaid and Medicare cost reports shall be mailed to the IME Provider Cost Audit and Rate Setting
Unit, P.O. Box 36450, Des Moines, Iowa 50315, no later than the due date of the required electronic
submissions.

(5) If a provider fails to submit a cost report that meets the requirement of subparagraph
79.1(27)“b”(4), the department shall reduce payment to 75 percent of the current rate(s).

1. The reduced rate(s) shall be effective the first day of the sixth month following the provider’s
fiscal year end and shall remain in effect until the first day of the month after the delinquent report is
received by the IME provider cost audit and rate setting unit.

2. The reduced rate(s) shall be paid for no longer than three months, after which time no further
payments will be made until the first day of the month after the delinquent report is received by the IME
provider cost audit and rate setting unit.

(6) Financial information shall be based on the provider’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
the information to an accrual basis for reporting and provide documentation detailing these adjustments.
Failure to maintain records to support the cost report may result in the following, but not limited to:

1. Recoupment of Medicaid payments.
2. Penalties.
3. Sanctions pursuant to rule 441—79.3(249A).
(7) The department, in its sole discretion, may on its own initiative reopen a review of a financial

and statistical report at any time. No other entity or person has the right to request that the department or
its contractor reopen a review of a financial and statistical report, or to submit an amended financial and
statistical report for review by the department, after the provider is notified of its reimbursement rates
following review of a financial and statistical report.

(8) A projected cost report shall be submitted when a home health agency enters the program or
adds private duty nursing and the personal cares program. Prospective interim rates shall be established
using the projected cost report. The effective date of the rate shall be the day the provider becomes
certified as a Medicaid provider or the day the new program is added.

(9) A provider of services under multiple programs shall submit a cost allocation schedule that was
used during the preparation of the financial and statistical report.

(10) Costs reported under private duty nursing and the personal cares program shall not be reported
as reimbursable costs under any other funding source. Costs incurred for other services shall not be
reported as reimbursable costs under private duty nursing and the personal cares program.

(11) When a provider continues to include as an item of cost an item or items which had in a prior
period been removed by an adjustment by the department or its contractor, in the total program costs,
the contractor shall recommend to the department that the reimbursement rates be reduced to 75 percent
of the current reimbursement rate for the entire quarter beginning the first day of the sixth month after
the provider’s fiscal year end. The department may, after considering the seriousness of the exception,
make the reduction.

(12) Nothing in this subrule relieves a provider of its obligation to immediately inform the
department that it has retained Medicaid funds to which it is not entitled as a result of any cost report
process. A provider must notify the Iowa Medicaid enterprise when the provider notes that funds are
incorrectly paid or when an overpayment has been detected.

c. Terminated home health agencies.
(1) A participating home health agency contemplating termination of private duty nursing and the

personal cares program shall provide the department of human services with at least 60 days’ prior notice.
The person responsible for the termination is responsible for submission of a final financial and statistical

mailto:costaudit@dhs.state.ia.us
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report through the date of the termination. The final home health cost report shall meet the reporting
requirements in paragraph 79.1(27)“b.”

(2) For facilities that terminate activity with the IowaMedicaid enterprise, a financial and statistical
report from the beginning of the fiscal year to the date of termination will be required, regardless if
termination is voluntary, involuntary or due to a change in ownership. All documentation in paragraph
79.1(27)“a” shall be submitted 45 days after the date of termination, by the terminated (closed) entity.
If no report is received within 45 days, the Iowa Medicaid enterprise will begin the process to recoup all
funds for dates of service beginning from the last filed cost report to the date of termination.

79.1(28) Reimbursement for community-based neurobehavioral rehabilitation residential services
and community-based neurobehavioral rehabilitation intermittent services.

a. New providers. Providers who are newly enrolled shall be paid prospective rates based
on projected reasonable and proper costs of operation based on the statewide average rate paid to
community-based neurobehavioral rehabilitation service providers in effect June 30 each fiscal year.

b. Established providers. After establishment of the initial rate for a provider, the rate will be
adjusted annually, effective July 1 each year. The provider’s new rate shall be the previously established
rate adjusted by the consumer price index for all urban consumers for the preceding 12-month period
ending June 30, not to exceed the limit in effect June 30.

79.1(29) Reimbursement for health insurance premium payment (HIPP) program
providers. Reimbursement for HIPP program providers shall be provided only when such provider is
enrolled with Iowa Medicaid for the sole purpose of billing HIPP-eligible in-network coinsurance,
copayments, and deductibles.

a. Definitions. For purposes of this subrule:
“Coinsurance” means a percentage of costs of a covered health care service that has to be paid.
“Copayment” means a fixed amount a member pays for a covered health care service.
“Deductible”means the amount paid for covered health care services before the insurance plan starts

to pay.
“Eligible member” means an individual eligible for Medicaid pursuant to rule 441—75.1(249A) et

seq. and who qualifies for and is participating in the department’s HIPP program prescribed under rule
441—75.21(249A).

“Health insurance premium payment (HIPP) program” or “HIPP program” has the same meaning
as provided in rule 441—75.21(249A).

b. Claim submission. To submit a claim for reimbursement, a HIPP provider shall use Form
470-5475, Health Insurance Premium Payment (HIPP) Provider Invoice.

(1) Payment shall be made to eligible providers for a HIPP-eligible member’s coinsurance,
copayment, and deductible, when the HIPP-eligible member is active on the date of service.

(2) Member responsibility. The eligible member may be responsible for a copayment pursuant to
subrule 79.1(13).

79.1(30) Tiered rates. For supported community living services, residential-based supported
community living services, day habilitation services, and adult day care services provided under the
intellectual disabilities waiver, the fee schedule published by the department pursuant to paragraph
79.1(1)“c” provides rates based on the acuity tier of the member, as determined pursuant to this subrule.

a. Acuity tiers are based on the results of the Supports Intensity Scale® (SIS) core standardized
assessment. The SIS assessment tool and scoring criteria are available on request from the IowaMedicaid
enterprise, bureau of long-term care.

b. The assignment of members to acuity tiers is based on a mathematically valid process that
identifies meaningful differences in the support needs of the members based on the SIS scores.

c. For supported community living daily services paid through a per diem, there are two
reimbursement sublevels within each tier based on the number of hours of day services a member
receives monthly. Day services include enhanced job search services, supported employment,
prevocational services, adult day care, day habilitation and employment outside of Medicaid
reimbursable services. The two reimbursement sublevels reflect reimbursement for:

(1) Members who receive an average of 40 hours or more of day services per month.

https://www.legis.iowa.gov/docs/iac/rule/441.79.1.pdf
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(2) Members who receive an average of less than 40 hours of day services per month.
d. For this purpose, the “SIS activities score” is the sum total of scores on the following

subsections:
(1) Subsection 2A: Home Living Activities;
(2) Subsection 2B: Community Living Activities;
(3) Subsection 2E: Health and Safety Activities; and
(4) Subsection 2F: Social Activities.
e. Also used in determining a member’s acuity tier, as provided in paragraphs 79.1(30)“f” and

“g,” are the subtotal scores on the following subsections:
(1) Subsection 1A: Exceptional Medical Support Needs, excluding questions 16 through 19; and
(2) Subsection 1B: Exceptional Behavioral Support Needs, excluding question 13.
f. Subject to adjustment pursuant to paragraph 79.1(30)“g,” acuity tiers are the highest applicable

tier pursuant to the following:
(1) Tier 1: SIS activities score of 0 – 25.
(2) Tier 2: SIS activities score of 26 – 40.
(3) Tier 3: SIS activities score of 41 – 44 or SIS activities score of 0 – 40 and a SIS subsection 1B

subtotal score of 6 or higher.
(4) Tier 4: SIS activities score of 45 or higher.
(5) Tier 5: SIS activities score of 41 or higher and a subsection 1B subtotal score of 7 or higher.
(6) Tier 6: SIS subsection 1A or 1B subtotal score of 14 or higher.
(7) RCF tier: Members residing in a residential care facility (RCF) licensed for six or more beds.
(8) RBSCL tier: Members residing in a residential-based supported community living (RBSCL)

facility.
(9) Enhanced tier: An individual member rate negotiated between the department and the provider.
g. The tier determined pursuant to paragraph 79.1(30)“f” shall be adjusted as follows:
(1) For members with a subsection 1A subtotal score of 2 or 3, as provided in subparagraph

79.1(30)“e”(1), but with a response of “extensive support needed” (score = 2) in response to any
prompt in subsection 1A, as provided in subparagraph 79.1(30)“e”(1) and an otherwise applicable tier
of 1 to 4 pursuant to paragraph 79.1(30)“f,” the tier is increased by one tier.

(2) For members with a subsection 1A subtotal score of 4 – 9, and an otherwise applicable tier of
1 to 4 pursuant to paragraph 79.1(30)“f,” the tier is increased by one tier.

(3) For members with a subsection 1A subtotal score of 10 – 13, and an otherwise applicable tier
of 1 to 3 pursuant to paragraph 79.1(30)“f,” the tier is increased by two tiers.

(4) For members with a subsection 1A subtotal score of 10 – 13, and an otherwise applicable tier
of 4 pursuant to paragraph 79.1(30)“f,” the tier is increased by one tier.

(5) Any member may receive an enhanced tier rate when approved by the department for
fee-for-service members.

h. Tier redetermination. A member’s acuity tier may be changed in the following circumstances:
(1) There is a change in the member’s SIS activity scores as determined in the annual level of care

redetermination process pursuant to rule 441—83.64(249A).
(2) A completed DHS Form 470-5486, Emergency Needs Assessment, indicates a change in the

member’s support needs. Amember’s case manager may request an emergency needs assessment when a
significant change in the member’s needs is identified. When a completed emergency needs assessment
indicates significant changes that are likely to continue in three of the five domains assessed, a full
SIS core standardized assessment shall be conducted and any change in the SIS scores will be used to
determine the member’s acuity tier.

(3) A member’s acuity tier assignment does not affect the services that the member will receive
and is not considered an adverse action, and therefore there are no appeal rights.

i. New providers, provider acquisitions, mergers and change in ownership. Any change in
provider enrollment status including, but not limited to, new providers, enrolled providers merging
into one or more consolidated provider entities, acquisition or takeover of existing HCBS providers,
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or change in the majority ownership of a provider on or after December 1, 2017, shall require the new
provider entity to use the tiered rate fee schedule in accordance with paragraph 79.1(1)“c.”

This rule is intended to implement Iowa Code section 249A.4.
[ARC 7835B, IAB 6/3/09, effective 7/8/09; ARC 7937B, IAB 7/1/09, effective 7/1/09; ARC 7957B, IAB 7/15/09, effective 7/1/09
(See Delay note at end of chapter); ARC 8205B, IAB 10/7/09, effective 11/11/09; ARC 8206B, IAB 10/7/09, effective 11/11/09; ARC
8344B, IAB 12/2/09, effective 12/1/09; ARC 8643B, IAB 4/7/10, effective 3/11/10; ARC 8647B, IAB 4/7/10, effective 3/11/10; ARC
8649B, IAB 4/7/10, effective 3/11/10; ARC 8894B, IAB 6/30/10, effective 7/1/10; ARC 8899B, IAB 6/30/10, effective 7/1/10; ARC
9046B, IAB 9/8/10, effective 8/12/10; ARC 9127B, IAB 10/6/10, effective 11/10/10; ARC 9134B, IAB 10/6/10, effective 10/1/10;
ARC 9132B, IAB 10/6/10, effective 11/1/10; ARC 9176B, IAB 11/3/10, effective 12/8/10; ARC 9316B, IAB 12/29/10, effective
2/2/11; ARC 9403B, IAB 3/9/11, effective 5/1/11; ARC 9440B, IAB 4/6/11, effective 4/1/11; ARC 9487B, IAB 5/4/11, effective
7/1/11; ARC 9588B, IAB 6/29/11, effective 9/1/11; ARC 9706B, IAB 9/7/11, effective 8/17/11; ARC 9708B, IAB 9/7/11, effective
8/17/11; ARC 9710B, IAB 9/7/11, effective 8/17/11; ARC 9704B, IAB 9/7/11, effective 9/1/11; ARC 9712B, IAB 9/7/11, effective
9/1/11; ARC 9714B, IAB 9/7/11, effective 9/1/11; ARC 9719B, IAB 9/7/11, effective 9/1/11; ARC 9722B, IAB 9/7/11, effective
9/1/11; ARC 9884B, IAB 11/30/11, effective 1/4/12; ARC 9886B, IAB 11/30/11, effective 1/4/12; ARC 9887B, IAB 11/30/11,
effective 1/4/12; ARC 9958B, IAB 1/11/12, effective 2/15/12; ARC 9959B, IAB 1/11/12, effective 2/15/12; ARC 9960B, IAB 1/11/12,
effective 2/15/12; ARC 9996B, IAB 2/8/12, effective 1/19/12; ARC 0028C, IAB 3/7/12, effective 4/11/12; ARC 0029C, IAB 3/7/12,
effective 4/11/12; ARC 9959B nullified (See nullification note at end of chapter); ARC 0191C, IAB 7/11/12, effective 7/1/12; ARC
0194C, IAB 7/11/12, effective 7/1/12; ARC 0196C, IAB 7/11/12, effective 7/1/12; ARC 0198C, IAB 7/11/12, effective 7/1/12; ARC
0358C, IAB 10/3/12, effective 11/7/12; ARC 0359C, IAB 10/3/12, effective 12/1/12; ARC 0355C, IAB 10/3/12, effective 12/1/12;
ARC 0354C, IAB 10/3/12, effective 12/1/12; ARC 0360C, IAB 10/3/12, effective 12/1/12; ARC 0485C, IAB 12/12/12, effective
2/1/13; ARC 0545C, IAB 1/9/13, effective 3/1/13; ARC 0548C, IAB 1/9/13, effective 1/1/13; ARC 0581C, IAB 2/6/13, effective
4/1/13; ARC 0585C, IAB 2/6/13, effective 1/9/13; ARC 0665C, IAB 4/3/13, effective 6/1/13; ARC 0708C, IAB 5/1/13, effective
7/1/13; ARC 0710C, IAB 5/1/13, effective 7/1/13; ARC 0713C, IAB 5/1/13, effective 7/1/13; ARC 0757C, IAB 5/29/13, effective
8/1/13; ARC 0823C, IAB 7/10/13, effective 9/1/13; ARC 0838C, IAB 7/24/13, effective 7/1/13; ARC 0840C, IAB 7/24/13, effective
7/1/13; ARC 0842C, IAB 7/24/13, effective 7/1/13; ARC 0848C, IAB 7/24/13, effective 7/1/13; ARC 0864C, IAB 7/24/13, effective
7/1/13; ARC 0994C, IAB 9/4/13, effective 11/1/13; ARC 1051C, IAB 10/2/13, effective 11/6/13; ARC 1056C, IAB 10/2/13, effective
11/6/13; ARC 1057C, IAB 10/2/13, effective 11/6/13; ARC 1058C, IAB 10/2/13, effective 11/6/13; ARC 1071C, IAB 10/2/13,
effective 10/1/13; ARC 1150C, IAB 10/30/13, effective 1/1/14; ARC 1152C, IAB 10/30/13, effective 1/1/14; ARC 1154C, IAB
10/30/13, effective 1/1/14; ARC 1481C, IAB 6/11/14, effective 8/1/14; ARC 1519C, IAB 7/9/14, effective 7/1/14; ARC 1521C, IAB
7/9/14, effective 7/1/14; ARC 1610C, IAB 9/3/14, effective 8/13/14; ARC 1608C, IAB 9/3/14, effective 10/8/14; ARC 1609C, IAB
9/3/14, effective 10/8/14; ARC 1699C, IAB 10/29/14, effective 1/1/15; ARC 1697C, IAB 10/29/14, effective 1/1/15; ARC 1977C,
IAB 4/29/15, effective 7/1/15; ARC 2026C, IAB 6/10/15, effective 8/1/15; ARC 2075C, IAB 8/5/15, effective 7/15/15; ARC 2164C,
IAB 9/30/15, effective 10/1/15; ARC 2167C, IAB 9/30/15, effective 11/4/15; ARC 2361C, IAB 1/6/16, effective 1/1/16; ARC 2341C,
IAB 1/6/16, effective 2/10/16; ARC 2471C, IAB 3/30/16, effective 5/4/16; ARC 2846C, IAB 12/7/16, effective 11/15/16; ARC 2848C,
IAB 12/7/16, effective 11/15/16; ARC 2930C, IAB 2/1/17, effective 4/1/17; ARC 2932C, IAB 2/1/17, effective 3/8/17; ARC 2936C,
IAB 2/1/17, effective 3/8/17; ARC 3158C, IAB 7/5/17, effective 7/1/17; ARC 3161C, IAB 7/5/17, effective 7/1/17; ARC 3162C, IAB
7/5/17, effective 7/1/17; ARC 3160C, IAB 7/5/17, effective 7/1/17; ARC 3159C, IAB 7/5/17, effective 7/1/17; ARC 3294C, IAB
8/30/17, effective 10/4/17; ARC 3295C, IAB 8/30/17, effective 10/4/17; ARC 3296C, IAB 8/30/17, effective 10/4/17; ARC 3292C,
IAB 8/30/17, effective 10/4/17; ARC 3293C, IAB 8/30/17, effective 10/4/17; ARC 3481C, IAB 12/6/17, effective 12/1/17; ARC
3494C, IAB 12/6/17, effective 1/10/18; ARC 3551C, IAB 1/3/18, effective 2/7/18; ARC 3716C, IAB 3/28/18, effective 5/2/18]

441—79.2(249A) Sanctions.
79.2(1) Definitions.
“Affiliates” means persons having an overt or covert relationship such that any one of them directly

or indirectly controls or influences or has the power to control or influence another.
“Iowa Medicaid enterprise” means the entity comprised of department staff and contractors

responsible for the management and reimbursement of Medicaid services for the benefit of Medicaid
members.

“Person” means any individual human being or any company, firm, association, corporation,
institution, or other legal entity. “Person” includes but is not limited to a provider and any affiliate of a
provider.

“Probation”means a specified period of conditional participation in the medical assistance program.
“Provider” means an individual human being, firm, corporation, association, institution, or other

legal entity, which is providing or has been approved to provide medical assistance to a member pursuant
to the state medical assistance program.

“Suspension from participation” means an exclusion from participation for a specified period of
time.

“Suspension of payments” means the temporary cessation of payments due a person until the
resolution of a matter in dispute between a person and the department.

“Termination from participation” means a permanent exclusion from participation in the medical
assistance program.
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“Withholding of payments” means a reduction or adjustment of the amounts paid to a person on
pending and subsequently submitted bills for purposes of offsetting payments made to, received by, or
in the possession of a person.

79.2(2) Grounds for sanctions. The department may impose sanctions against any person when
appropriate. Appropriate grounds for the department to impose sanctions include, but are not limited
to, the following:

a. Presenting or causing to be presented for payment any false, intentionally misleading, or
fraudulent claim for services or merchandise.

b. Submitting or causing to be submitted false, intentionally misleading, or fraudulent information
for the purpose of obtaining greater compensation than that to which the person is legally entitled,
including charges in excess of usual and customary charges.

c. Submitting or causing to be submitted false, intentionally misleading, or fraudulent information
for the purpose of meeting prior authorization or level of care requirements.

d. Upon lawful demand, failing to disclose or make available to the department, the department’s
authorized agent, any law enforcement or peace officer, any agent of the department of inspections and
appeals’Medicaid fraud control unit, any agent of the auditor of state, the Iowa department of justice, any
false claims investigator as defined under Iowa Code chapter 685, or any other duly authorized federal or
state agent or agency records of services provided to medical assistance members or records of payments
made for those services.

e. Failing to provide or maintain quality services, or a requisite assurance of a framework of
quality services to medical assistance recipients within accepted medical community standards as
adjudged by professional peers if applicable. For purposes of this subrule, “quality services” means
services provided in accordance with the applicable rules and regulations governing the services.

f. Engaging in a course of conduct or performing an act which is in violation of any federal, state,
or local statute, rule, regulation, or ordinance, or an applicable contractual provision, that relates to, or
arises out of, any publicly or privately funded health care program, including but not limited to any state
medical assistance program.

g. Submitting a false, intentionally misleading, or fraudulent certification or statement, whether
the certification or statement is explicit or implied, to the department or the department’s representative
or to any other publicly or privately funded health care program.

h. Overutilization of the medical assistance program by inducing, furnishing or otherwise causing
a member to receive services or merchandise not required or requested.

i. Violating any provision of Iowa Code chapter 249A, or any rule promulgated pursuant thereto,
or violating any federal or state false claims Act, including but not limited to Iowa Code chapter 685.

j. Submitting or causing to be submitted false, intentionally misleading, or fraudulent information
in an application for provider status under the medical assistance program or any quality review or other
submission required to maintain good standing in the program.

k. Violating any law, regulation, or code of ethics governing the conduct of an occupation,
profession, or other regulated business activity, when the violation relates to, or arises out of, the
delivery of services under the state medical assistance program.

l. Breaching any settlement or similar agreement with the department, or failing to abide by the
terms of any agreement with any other entity relating to, or arising out of, the state medical assistance
program.

m. Failing to meet standards required by state or federal law for participation, including but not
limited to licensure.

n. Exclusion from Medicare or any other state or federally funded medical assistance program.
o. Except as authorized by law, charging a person for covered services over and above what

the department paid or would pay or soliciting, offering, or receiving a kickback, bribe, or rebate, or
accepting or rebating a fee or a charge for medical assistance or patient referral, or a portion thereof.
This ground does not include the collection of a copayment or deductible if otherwise allowed by law.

p. Failing to correct a deficiency in provider operations after receiving notice of the deficiency
from the department or other federal or state agency.

https://www.legis.iowa.gov/docs/ico/chapter/685.pdf
https://www.legis.iowa.gov/docs/ico/chapter/249A.pdf
https://www.legis.iowa.gov/docs/ico/chapter/685.pdf
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q. Formal reprimand or censure by an association of the provider’s peers or similar entity related
to professional conduct.

r. Suspension or termination for cause from participation in another program, including but not
limited to workers’ compensation or any publicly or privately funded health care program.

s. Indictment or other institution of criminal charges for, or plea of guilty or nolo contendere to,
or conviction of, any crime punishable by a term of imprisonment greater than one year, any crime
of violence, any controlled substance offense, or any crime involving an allegation of dishonesty or
negligent practice resulting in death or injury to a provider’s patient.

t. Violation of a condition of probation, suspension of payments, or other sanction.
u. Loss, restriction, or lack of hospital privileges for cause.
v. Negligent, reckless, or intentional endangerment of the health, welfare, or safety of a person.
w. Billing for services provided by an excluded, nonenrolled, terminated, suspended, or otherwise

ineligible provider or person.
x. Failing to submit a self-assessment, corrective action plan, or other requirement for continued

participation in the medical assistance program, or failing to repay an overpayment of medical assistance
funds, in a timely manner, as set forth in a rule or other order.

y. Attempting, aiding or abetting, conspiring, or knowingly advising or encouraging another
person in the commission of one or more of the grounds specified herein.

79.2(3) Sanctions.
a. The department may impose any of the following sanctions on any person:
(1) A term of probation for participation in the medical assistance program.
(2) Termination from participation in the medical assistance program.
(3) Suspension from participation in the medical assistance program.
(4) Suspension of payments in whole or in part.
(5) Prior authorization of services.
(6) Review of claims prior to payment.
b. The withholding of a payment or a recoupment of medical assistance funds is not, in itself, a

sanction. Overpayments, civil monetary penalties, and interest may also be withheld from payments
without imposition of a sanction.

c. Mandatory suspensions and terminations.
(1) Suspension or termination from participation in the medical assistance program is mandatory

when a person is suspended or terminated from participation in the Medicare program, another state’s
medical assistance program, or by any licensing body. The suspension or termination from participation
in the medical assistance program shall be retroactive to the date established by the Centers for Medicare
and Medicaid Services or other state or body and, in the case of a suspension, must continue until at least
such time as the Medicare or other state’s or body’s suspension ends.

(2) Termination is mandatory upon entry of final judgment, in the Iowa district court or a federal
district court of the United States, of liability of the person in a false claims action.

(3) Suspension from participation is mandatory whenever a person, or an affiliate of the person,
has an outstanding overpayment of medical assistance funds, as defined in Iowa Code chapter 249A.

(4) Upon notification from the U.S. Department of Justice, the Iowa department of justice, the
department of inspections and appeals, or a similar agency, that a person has failed to respond to a civil
investigative demand or other subpoena in a timely manner as set forth in governing law and the demand
or other subpoena itself, the department shall immediately suspend the person from participation and
suspend all payments to the person. The suspension and payment suspension shall end upon notification
that the person has responded to the demand in full.

79.2(4) Imposition and extent of sanction. The department shall consider the totality of the
circumstances in determining the sanctions to be imposed. The factors the department may consider
include, but are not limited to:

a. Seriousness of the offense.
b. Extent of violations.
c. History of prior violations.

https://www.legis.iowa.gov/docs/ico/chapter/249A.pdf
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d. Prior imposition of sanctions.
e. Prior provision of provider education (technical assistance).
f. Provider willingness to obey program rules.
g. Whether a lesser sanction will be sufficient to remedy the problem.
h. Actions taken or recommended by peer review groups or licensing boards.
79.2(5) Scope of sanction.
a. Suspension or termination from participation shall preclude the person from submitting claims

for payment, whether personally or through claims submitted by any other person or affiliate, for any
services or supplies except for those services provided before the suspension or termination.

b. No person may submit claims for payment for any services or supplies provided by a person
or affiliate who has been suspended or terminated from participation in the medical assistance program
except for those services provided before the suspension or termination.

c. When the provisions of this subrule are violated, the department may sanction any person
responsible for the violation.

79.2(6) Notice to third parties. When a sanction is imposed, the department may notify third parties
of the findings made and the sanction imposed, including but not limited to law enforcement or peace
officers and federal or state agencies. The imposition of a sanction is not required before the department
may notify third parties of a person’s conduct. In accordance with 42 CFR § 1002.212, the department
must notify other state agencies, applicable licensing boards, the public, and Medicaid members, as
provided in 42 CFR §§ 1001.2005 and 1001.2006, whenever the department initiates an exclusion under
42 CFR § 1002.210.

79.2(7) Notice of violation.
a. Any order of sanction shall be in writing and include the name of the person subject to sanction,

identify the ground for the sanction and its effective date, and be sent to the person’s last-known address.
If the department sanctions a provider, the order of sanction shall also include the national provider
identification number of the provider and be sent to the provider’s last address on file within the medical
assistance program. Proof of mailing to such address shall be conclusive evidence of proper service
of the sanction upon the provider. The department of inspections and appeals is not required to comply
with the additional notification provisions of 441—paragraph 7.10(7)“c” for appeals certified for hearing
under this chapter.

b. In the case of a currently enrolled provider otherwise in good standing with all program
requirements, the provider shall have 15 days subsequent to the date of the notice prior to the department
action to show cause why the action should not be taken. If the provider fails to do so, the sanction
shall remain effective pending any subsequent appeal under 441—Chapter 7. If the provider attempts to
show cause but the department determines the sanction should remain effective pending any subsequent
appeal under 441—Chapter 7, the provider may seek a temporary stay of the department’s action from
the director or the director’s designee by filing an application for stay with the appeals section. The
director or the director’s designee shall consider the factors listed in Iowa Code section 17A.19(5)“c.”

79.2(8) Suspension or withholding of payments. The departmentmaywithhold payments on pending
and subsequently received claims in an amount reasonably calculated to approximate the amounts in
question due to a sanction, incorrect payment, civil monetary penalty, or other adverse action and may
also suspend payment or participation pending a final determination. If the department withholds or
suspends payments, it shall notify the person in writing within the time frames prescribed by federal law
for cases related to a credible allegation of fraud, and within ten days for all other cases.

79.2(9) Civil monetary penalties and interest. Civil monetary penalties and interest assessed in
accordance with 2013 Iowa Acts, Senate File 357, section 5 or section 11, are not allowable costs
for any aspect of determining payment to a person within the medical assistance program. Under no
circumstance shall the department reimburse a person for such civil monetary penalties or interest.

79.2(10) Report and return of identified overpayment.
a. If a person has identified an overpayment, the person must report and return the overpayment

in the form and manner set forth in this subrule.

https://www.law.cornell.edu/cfr/text/42/1002.212
https://www.law.cornell.edu/cfr/text/42/1001.2005
https://www.law.cornell.edu/cfr/text/42/1001.2006
https://www.law.cornell.edu/cfr/text/42/1002.210
https://www.legis.iowa.gov/docs/iac/rule/441.7.10.pdf
https://www.legis.iowa.gov/docs/iac/chapter/441.7.pdf
https://www.legis.iowa.gov/docs/iac/chapter/441.7.pdf
https://www.legis.iowa.gov/docs/ico/section/17A.19.pdf
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b. A person has identified an overpayment if the person has actual knowledge of the existence of
the overpayment or acts in reckless disregard or deliberate ignorance of the existence of the overpayment.

c. An overpayment required to be reported under 2013 Iowa Acts, Senate File 357, section 3,
must be made in writing, addressed to the Program Integrity Unit of the Iowa Medicaid Enterprise, and
contain all of the following:

(1) Person’s name.
(2) Person’s tax identification number.
(3) How the error was discovered.
(4) The reason for the overpayment.
(5) Claim number(s), as appropriate.
(6) Date(s) of service.
(7) Member identification number(s).
(8) National provider identification (NPI) number.
(9) Description of the corrective action plan to ensure the error does not occur again, if applicable.
(10) Whether the person has a corporate integrity agreement with the Office of the Inspector General

(OIG) or is under the OIG Self-Disclosure Protocol or is presently under sanction by the department.
(11) The time frame and the total amount of refund for the period during which the problem existed

that caused the refund.
(12) If a statistical sample was used to determine the overpayment amount, a description of the

statistically valid methodology used to determine the overpayment.
(13) A refund in the amount of the overpayment.
This rule is intended to implement Iowa Code section 249A.4.

[ARC 1155C, IAB 10/30/13, effective 1/1/14; ARC 1695C, IAB 10/29/14, effective 1/1/15]

441—79.3(249A) Maintenance of records by providers of service. A provider of a service that is
charged to the medical assistance program shall maintain complete and legible records as required in
this rule. Failure to maintain records or failure to make records available to the department or to its
authorized representative timely upon request shall result in claim denial or recoupment.

79.3(1) Financial (fiscal) records.
a. A provider of service shall maintain records as necessary to:
(1) Support the determination of the provider’s reimbursement rate under the medical assistance

program; and
(2) Support each item of service for which a charge is made to the medical assistance program.

These records include financial records and other records as may be necessary for reporting and
accountability.

b. A financial record does not constitute a medical record.
79.3(2) Medical (clinical) records. A provider of service shall maintain complete and legible

medical records for each service for which a charge is made to the medical assistance program.
Required records shall include any records required to maintain the provider’s license in good standing.

a. Definition. “Medical record” (also called “clinical record”) means a tangible history that
provides evidence of:

(1) The provision of each service and each activity billed to the program; and
(2) First and last name of the member receiving the service.
b. Purpose. The medical record shall provide evidence that the service provided is:
(1) Medically necessary;
(2) Consistent with the diagnosis of the member’s condition; and
(3) Consistent with professionally recognized standards of care.
c. Components.
(1) Identification. Each page or separate electronic document of the medical record shall contain

the member’s first and last name. In the case of electronic documents, the member’s first and last name
must appear on each screen when viewed electronically and on each page when printed. As part of the

https://www.legis.iowa.gov/docs/ico/section/249A.4.pdf
https://www.legis.iowa.gov/docs/aco/arc/1155C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1695C.pdf
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medical record, the medical assistance identification number and the date of birth must also be identified
and associated with the member’s first and last name.

(2) Basis for service—general rule. General requirements for all services are listed herein. For the
application of these requirements to specific services, see paragraph 79.3(2)“d.”Themedical record shall
reflect the reason for performing the service or activity, substantiate medical necessity, and demonstrate
the level of care associated with the service. The medical record shall include the items specified below
unless the listed item is not routinely received or created in connection with a particular service or activity
and is not required to document the reason for performing the service or activity, the medical necessity
of the service or activity, or the level of care associated with the service or activity:

1. The member’s complaint, symptoms, and diagnosis.
2. The member’s medical or social history.
3. Examination findings.
4. Diagnostic test reports, laboratory test results, or X-ray reports.
5. Goals or needs identified in the member’s plan of care.
6. Physician orders and any prior authorizations required for Medicaid payment.
7. Medication records, pharmacy records for prescriptions, or providers’ orders.
8. Related professional consultation reports.
9. Progress or status notes for the services or activities provided.
10. All forms required by the department as a condition of payment for the services provided.
11. Any treatment plan, care plan, service plan, individual health plan, behavioral intervention plan,

or individualized education program.
12. The provider’s assessment, clinical impression, diagnosis, or narrative, including the complete

date thereof and the identity of the person performing the assessment, clinical impression, diagnosis, or
narrative.

13. Any additional documentation necessary to demonstrate the medical necessity of the service
provided or otherwise required for Medicaid payment.

(3) Service documentation. The record for each service provided shall include information
necessary to substantiate that the service was provided. Service documentation shall include narrative
documentation and may also include documentation in checkbox format. The service record shall
include the following:

1. The specific procedures or treatments performed.
2. The complete date of the service, including the beginning and ending date if the service is

rendered over more than one day.
3. The complete time of the service, including the beginning and ending time if the service is billed

on a time-related basis. For those non-time-related services billed using Current Procedural Terminology
(CPT) codes, the total time of the service shall be recorded, rather than the beginning and ending time.

4. The location where the service was provided if otherwise required on the billing
form or in 441—paragraph 77.30(5)“c” or “d,”441—paragraph 77.33(6)“d,”441—paragraph
77.34(5)“d,”441—paragraph 77.37(15)“d,”441—paragraph 77.39(13)“e,”441—paragraph
77.39(14)“d,” or 441—paragraph 77.46(5)“i,” or 441—subparagraph 78.9(10)“a”(1).

5. The name, dosage, and route of administration of any medication dispensed or administered as
part of the service.

6. Any supplies dispensed as part of the service.
7. The first and last name and professional credentials, if any, of the person providing the service.
8. The signature of the person providing the service, or the initials of the person providing the

service if a signature log indicates the person’s identity.
9. For 24-hour care, documentation for every shift of the services provided, themember’s response

to the services provided, and the person who provided the services.
(4) Outcome of service. The medical record shall indicate the member’s progress in response to

the services rendered, including any changes in treatment, alteration of the plan of care, or revision of
the diagnosis.

https://www.legis.iowa.gov/docs/iac/rule/441.79.3.pdf
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d. Basis for service requirements for specific services. The medical record for the following
services must include, but is not limited to, the items specified below (unless the listed item is not
routinely received or created in connection with the particular service or activity and is not required to
document the reason for performing the service or activity, its medical necessity, or the level of care
associated with it). These items will be specified on Form 470-4479, Documentation Checklist, when
the Iowa Medicaid enterprise program integrity unit requests providers to submit records for review.
(See paragraph 79.4(2)“b.”)

(1) Physician (MD and DO) services:
1. Service or office notes or narratives.
2. Procedure, laboratory, or test orders and results.
(2) Pharmacy services:
1. Prescriptions.
2. Nursing facility physician order.
3. Telephone order.
4. Pharmacy notes.
5. Prior authorization documentation.
(3) Dentist services:
1. Treatment notes.
2. Anesthesia notes and records.
3. Prescriptions.
(4) Podiatrist services:
1. Service or office notes or narratives.
2. Certifying physician statement.
3. Prescription or order form.
(5) Certified registered nurse anesthetist services:
1. Service notes or narratives.
2. Preanesthesia physical examination report.
3. Operative report.
4. Anesthesia record.
5. Prescriptions.
(6) Other advanced registered nurse practitioner services:
1. Service or office notes or narratives.
2. Procedure, laboratory, or test orders and results.
3. Other service documentation as applicable.
(7) Optometrist and optician services:
1. Notes or narratives supporting eye examinations, medical services, and auxiliary procedures.
2. Original prescription or updated prescriptions for corrective lenses or contact lenses.
3. Prior authorization documentation.
(8) Psychologist services:
1. Service or office psychotherapy notes or narratives.
2. Psychological examination report and notes.
3. Other service documentation as applicable.
(9) Clinic services:
1. Service or office notes or narratives.
2. Procedure, laboratory, or test orders and results.
3. Nurses’ notes.
4. Prescriptions.
5. Medication administration records.
(10) Services provided by rural health clinics or federally qualified health centers:
1. Service or office notes or narratives.
2. Form 470-2942, Prenatal Risk Assessment.
3. Procedure, laboratory, or test orders and results.

https://www.legis.iowa.gov/docs/iac/rule/441.79.4.pdf
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4. Immunization records.
(11) Services provided by community mental health centers:
1. Service referral documentation.
2. Initial evaluation.
3. Individual treatment plan.
4. Service or office notes or narratives.
5. Narratives related to the peer review process and peer review activities related to a member’s

treatment.
6. Written plan for accessing emergency services.
7. Other service documentation as applicable.
(12) Screening center services:
1. Service or office notes or narratives.
2. Immunization records.
3. Laboratory reports.
4. Results of health, vision, or hearing screenings.
(13) Family planning services:
1. Service or office notes or narratives.
2. Procedure, laboratory, or test orders and results.
3. Nurses’ notes.
4. Immunization records.
5. Consent forms.
6. Prescriptions.
7. Medication administration records.
(14) Maternal health center services:
1. Service or office notes or narratives.
2. Procedure, laboratory, or test orders and results.
3. Form 470-2942, Prenatal Risk Assessment.
(15) Birthing center services:
1. Service or office notes or narratives.
2. Form 470-2942, Prenatal Risk Assessment.
(16) Ambulatory surgical center services:
1. Service notes or narratives (history and physical, consultation, operative report, discharge

summary).
2. Physician orders.
3. Consent forms.
4. Anesthesia records.
5. Pathology reports.
6. Laboratory and X-ray reports.
(17) Hospital services:
1. Physician orders.
2. Service notes or narratives (history and physical, consultation, operative report, discharge

summary).
3. Progress or status notes.
4. Diagnostic procedures, including laboratory and X-ray reports.
5. Pathology reports.
6. Anesthesia records.
7. Medication administration records.
(18) State mental hospital services:
1. Service referral documentation.
2. Resident assessment and initial evaluation.
3. Individual comprehensive treatment plan.
4. Service notes or narratives (history and physical, therapy records, discharge summary).
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5. Form 470-0042, Case Activity Report.
6. Medication administration records.
(19) Services provided by skilled nursing facilities, nursing facilities, and nursing facilities for

persons with mental illness:
1. Physician orders.
2. Progress or status notes.
3. Service notes or narratives.
4. Procedure, laboratory, or test orders and results.
5. Nurses’ notes.
6. Physical therapy, occupational therapy, and speech therapy notes.
7. Medication administration records.
8. Form 470-0042, Case Activity Report.
(20) Services provided by intermediate care facilities for persons with mental retardation:
1. Physician orders.
2. Progress or status notes.
3. Preliminary evaluation.
4. Comprehensive functional assessment.
5. Individual program plan.
6. Form 470-0374, Resident Care Agreement.
7. Program documentation.
8. Medication administration records.
9. Nurses’ notes.
10. Form 470-0042, Case Activity Report.
(21) Services provided by psychiatric medical institutions for children:
1. Physician orders or court orders.
2. Independent assessment.
3. Individual treatment plan.
4. Service notes or narratives (history and physical, therapy records, discharge summary).
5. Form 470-0042, Case Activity Report.
6. Medication administration records.
(22) Hospice services:
1. Physician certifications for hospice care.
2. Form 470-2618, Election of Medicaid Hospice Benefit.
3. Form 470-2619, Revocation of Medicaid Hospice Benefit.
4. Plan of care.
5. Physician orders.
6. Progress or status notes.
7. Service notes or narratives.
8. Medication administration records.
9. Prescriptions.
(23) Services provided by rehabilitation agencies:
1. Physician orders.
2. Initial certification, recertifications, and treatment plans.
3. Narratives from treatment sessions.
4. Treatment and daily progress or status notes and forms.
(24) Home- and community-based habilitation services:
1. Notice of decision for service authorization.
2. Service plan (initial and subsequent).
3. Service notes or narratives.
4. Other service documentation as applicable.
(25) Behavioral health intervention:
1. Order for services.
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2. Comprehensive treatment or service plan (initial and subsequent).
3. Service notes or narratives.
4. Other service documentation as applicable.
(26) Services provided by area education agencies and local education agencies:
1. Service notes or narratives.
2. Individualized education program (IEP).
3. Individual health plan (IHP).
4. Behavioral intervention plan.
(27) Home health agency services:
1. Plan of care or plan of treatment.
2. Certifications and recertifications.
3. Service notes or narratives.
4. Physician orders or medical orders.
(28) Services provided by independent laboratories:
1. Laboratory reports.
2. Physician order for each laboratory test.
(29) Ambulance services:
1. Documentation on the claim or run report supporting medical necessity of the transport.
2. Documentation supporting mileage billed.
(30) Services of lead investigation agencies:
1. Service notes or narratives.
2. Child’s lead level logs (including laboratory results).
3. Written investigation reports to family, owner of building, child’s medical provider, and local

childhood lead poisoning prevention program.
4. Health education notes, including follow-up notes.
(31) Medical supplies:
1. Prescriptions.
2. Certificate of medical necessity.
3. Prior authorization documentation.
4. Medical equipment invoice or receipt.
(32) Orthopedic shoe dealer services:
1. Service notes or narratives.
2. Prescriptions.
3. Certifying physician’s statement.
(33) Case management services, including HCBS case management services:
1. Form 470-3956, MR/CMI/DD Case Management Service Authorization Request, for services

authorized before May 1, 2007.
2. Notice of decision for service authorization.
3. Service notes or narratives.
4. Social history.
5. Comprehensive service plan.
6. Reassessment of member needs.
7. Incident reports in accordance with 441—subrule 24.4(5).
8. Other service documentation as applicable.
(34) Early access service coordinator services:
1. Individualized family service plan (IFSP).
2. Service notes or narratives.
(35) Home- and community-based waiver services, other than case management:
1. Notice of decision for service authorization.
2. Service plan.
3. Service logs, notes, or narratives.
4. Mileage and transportation logs.
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5. Log of meal delivery.
6. Invoices or receipts.
7. Forms 470-3372, HCBS Consumer-Directed Attendant Care Agreement, and 470-4389,

Consumer-Directed Attendant Care (CDAC) Service Record.
8. Other service documentation as applicable.
(36) Physical therapist services:
1. Physician order for physical therapy.
2. Initial physical therapy certification, recertifications, and treatment plans.
3. Treatment notes and forms.
4. Progress or status notes.
(37) Chiropractor services:
1. Service or office notes or narratives.
2. X-ray results.
(38) Hearing aid dealer and audiologist services:
1. Physician examinations and audiological testing (Form 470-0361, Sections A, B, and C).
2. Documentation of hearing aid evaluation and selection (Form 470-0828).
3. Waiver of informed consent.
4. Prior authorization documentation.
5. Service or office notes or narratives.
(39) Behavioral health services:
1. Assessment.
2. Individual treatment plan.
3. Service or office notes or narratives.
4. Other service documentation as applicable.
(40) Health home services:
1. Comprehensive care management plan.
2. Care coordination and health promotion plan.
3. Comprehensive transitional care plan, including appropriate follow-up, from inpatient to other

settings.
4. Documentation of member and family support (including authorized representatives).
5. Documentation of referral to community and social support services, if relevant.
(41) Services of public health agencies:
1. Service or office notes or narratives.
2. Immunization records.
3. Results of communicable disease testing.
(42) Community-based neurobehavioral rehabilitation residential services and community-based

neurobehavioral rehabilitation intermittent services:
1. Department-approved standardized neurobehavioral assessment tool.
2. Community-based neurobehavioral treatment order.
3. Treatment plan.
4. Clinical records documenting diagnosis and treatment history.
5. Progress or status notes.
6. Service notes or narratives.
7. Procedure, laboratory, or test orders and results.
8. Therapy notes including but not limited to occupational therapy, physical therapy, and

speech-language pathology services as applicable.
9. Medication administration records.
10. Other service documentation as applicable.
(43) Child care medical services:
1. Plan of care.
2. Certification and recertification.
3. Service notes or narratives.
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4. Physician orders or medical orders.
5. Abbreviation list (a copy of the abbreviation list utilized within the member’s record).
6. If initials or incomplete signatures are noted within the member’s record, a signature log (a

typed listing of each provider’s name, including initials, professional credentials and title, followed by
the individual provider’s signature).

(44) Subacute mental health services.
1. Physician orders or court orders.
2. Independent assessment.
3. Individual treatment plan.
4. Service notes or narratives (history and physical, therapy records, discharge summary).
5. Medication administration records (residential services).
(45) Crisis response services, crisis stabilization community-based services and crisis stabilization

residential services.
1. Assessment.
2. Individual stabilization plan.
3. Service notes or narratives (history and physical, therapy records, discharge summary).
4. Medication administration records (residential services).
e. Corrections. A provider may correct the medical record before submitting a claim for

reimbursement.
(1) Corrections must be made or authorized by the person who provided the service or by a person

who has first-hand knowledge of the service.
(2) A correction to a medical record must not be written over or otherwise obliterate the original

entry. A single line may be drawn through erroneous information, keeping the original entry legible. In
the case of electronic records, the original information must be retained and retrievable.

(3) Any correction must indicate the person making the change and any other person authorizing
the change, must be dated and signed by the person making the change, and must be clearly connected
with the original entry in the record.

(4) If a correction made after a claim has been submitted affects the accuracy or validity of the
claim, an amended claim must be submitted.

79.3(3) Maintenance requirement. The provider shall maintain records as required by this rule:
a. During the time the member is receiving services from the provider.
b. For a minimum of five years from the date when a claim for the service was submitted to the

medical assistance program for payment.
c. As may be required by any licensing authority or accrediting body associated with determining

the provider’s qualifications.
79.3(4) Availability. Rescinded IAB 1/30/08, effective 4/1/08.
This rule is intended to implement Iowa Code section 249A.4.

[ARC 7957B, IAB 7/15/09, effective 7/1/09; ARC 8262B, IAB 11/4/09, effective 12/9/09; ARC 9440B, IAB 4/6/11, effective 4/1/11;
ARC 9487B, IAB 5/4/11, effective 7/1/11; ARC 0198C, IAB 7/11/12, effective 7/1/12; ARC 0358C, IAB 10/3/12, effective 11/7/12;
ARC 0711C, IAB 5/1/13, effective 7/1/13; ARC 1695C, IAB 10/29/14, effective 1/1/15; ARC 2361C, IAB 1/6/16, effective 1/1/16;
ARC 2341C, IAB 1/6/16, effective 2/10/16; ARC 3358C, IAB 10/11/17, effective 10/1/17; ARC 3551C, IAB 1/3/18, effective 2/7/18;
ARC 3554C, IAB 1/3/18, effective 2/7/18; ARC 3716C, IAB 3/28/18, effective 5/2/18]

441—79.4(249A) Reviews and audits.
79.4(1) Definitions.
“Authorized representative,” within the context of this rule, means the person appointed to carry

out audit or review procedures, including assigned auditors, reviewers or agents contracted for specific
audits, reviews, or audit or review procedures.

“Claim” means each record received by the department or the Iowa Medicaid enterprise that states
the amount of requested payment and the service rendered by a specific and particular Medicaid provider
to an eligible member.

https://www.legis.iowa.gov/docs/aco/bulletin/01-30-2008.pdf
https://www.legis.iowa.gov/docs/ico/section/249A.4.pdf
https://www.legis.iowa.gov/docs/aco/arc/7957B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8262B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9440B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9487B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0198C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0358C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0711C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1695C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2361C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2341C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3358C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3551C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3554C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3716C.pdf


Ch 79, p.76 Human Services[441] IAC 3/28/18

“Clinical record” means a legible electronic or hard-copy history that documents the criteria
established for medical records as set forth in rule 441—79.3(249A). A claim form or billing statement
does not constitute a clinical record.

“Confidence level” means the statistical reliability of the sampling parameters used to estimate the
proportion of payment errors (overpayment and underpayment) in the universe under review.

“Customary and prevailing fee”means a fee that is both (1) themost consistent charge by aMedicaid
provider for a given service and (2) within the range of usual charges for a given service billed by most
providers with similar training and experience in the state of Iowa.

“Extrapolation” means that the total amount of overpayment or underpayment will be determined
by using sample data meeting the confidence level requirement.

“Fiscal record” means a legible electronic or hard-copy history that documents the criteria
established for fiscal records as set forth in rule 441—79.3(249A). A claim form or billing statement
does not constitute a fiscal record.

“Overpayment” means any payment or portion of a payment made to a provider that is incorrect
according to the laws and rules applicable to the Medicaid program and that results in a payment greater
than that to which the provider is entitled.

“Procedure code”means the identifier that describes medical or remedial services performed or the
supplies, drugs, or equipment provided.

“Random sample” means a statistically valid random sample for which the probability of selection
for every item in the universe is known.

“Underpayment” means any payment or portion of a payment not made to a provider for services
delivered to eligible members according to the laws and rules applicable to the Medicaid program and
to which the provider is entitled.

“Universe” means all items or claims under review or audit during the period specified by the audit
or review.

79.4(2) Audit or review of clinical and fiscal records by the department. AnyMedicaid provider may
be audited or reviewed at any time at the discretion of the department.

a. Authorized representatives of the department shall have the right, upon proper identification,
to audit or review the clinical and fiscal records to determine whether:

(1) The department has correctly paid claims for goods or services.
(2) The provider has furnished the services to Medicaid members.
(3) The provider has retained clinical and fiscal records that substantiate claims submitted for

payment.
(4) The goods or services provided were in accordance with Iowa Medicaid policy.
b. Requests for provider records by the Iowa Medicaid enterprise program integrity

unit shall include Form 470-4479, Documentation Checklist, which is available at
www.ime.state.ia.us/Providers/Forms.html, listing the specific records that must be provided for the
audit or review pursuant to paragraph 79.3(2)“d” to document the basis for services or activities
provided.

c. Records generated and maintained by the department may be used by auditors or reviewers and
in all proceedings of the department.

79.4(3) Audit or review procedures. The department will select the method of conducting an audit
or review and will protect the confidential nature of the records being audited or reviewed. The provider
may be required to furnish records to the department. Unless the department specifies otherwise, the
provider may select the method of delivering any requested records to the department.

a. Upon a written request for records, the provider must submit all responsive records to the
department or its authorized agent within 30 calendar days of the mailing date of the request, except
as provided in paragraph “b.”

b. Extension of time limit for submission.
(1) The department may grant an extension to the required submission date of up to 15 calendar

days upon written request from the provider or the provider’s designee. The request must:
1. Establish good cause for the delay in submitting the records; and

https://www.legis.iowa.gov/docs/iac/rule/441.79.3.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.3.pdf
www.ime.state.ia.us/Providers/Forms.html
https://www.legis.iowa.gov/docs/iac/rule/441.79.3.pdf
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2. Be received by the department before the date the records are due to be submitted.
(2) For purposes of these rules, “good cause” has the same meaning as in Iowa Rule of Civil

Procedure 1.977.
(3) The department may grant a request for an extension of the time limit for submitting records at

its discretion. The department shall issue a written notice of its decision.
(4) The provider may appeal the department’s denial of a request to extend the time limit for

submission of requested records according to the procedures in 441—Chapter 7.
c. The department may elect to conduct announced or unannounced on-site reviews or audits.

Records must be provided upon request and before the end of the on-site review or audit.
(1) For an announced on-site review or audit, the department’s employee or authorized agent

may give as little as one day’s advance notice of the review or audit and the records and supporting
documentation to be reviewed.

(2) Notice is not required for unannounced on-site reviews and audits.
(3) In an on-site review or audit, the conclusion of that review or audit shall be considered the end

of the period within which to produce records.
d. Audit or review procedures may include, but are not limited to, the following:
(1) Comparing clinical and fiscal records with each claim.
(2) Interviewing members who received goods or services and employees of providers.
(3) Examining third-party payment records.
(4) Comparing Medicaid charges with private-patient charges to determine that the charge to

Medicaid is not more than the customary and prevailing fee.
(5) Examining all documents related to the services for which Medicaid was billed.
e. Use of statistical sampling techniques. The department’s procedures for auditing or reviewing

Medicaid providers may include the use of random sampling and extrapolation.
(1) A statistically valid random sample will be selected from the universe of records to be audited

or reviewed. The sample size shall be selected using accepted sample size estimation methods. The
confidence level of the sample size calculation shall not be less than 95 percent.

(2) Following the sample audit or review, the statistical margin of error of the sample will be
computed, and a confidence interval will be determined. The estimated error rate will be extrapolated
to the universe from which the sample was drawn within the computed margin of error of the sampling
process.

(3) Commonly accepted statistical analysis programs may be used to estimate the sample size and
calculate the confidence interval, consistent with the sampling parameters.

(4) The audit or review findings generated through statistical sampling procedures shall constitute
prima facie evidence in all department proceedings regarding the number and amount of overpayments
or underpayments received by the provider.

f. Self-audit. The department may require a provider to conduct a self-audit and report the results
of the self-audit to the department.

79.4(4) Preliminary report of audit or review findings. If the department concludes from an audit or
review that an overpayment has occurred, the department will issue a preliminary finding of a tentative
overpayment and inform the provider of the opportunity to request a reevaluation.

79.4(5) Disagreement with audit or review findings. If a provider disagrees with the preliminary
finding of a tentative overpayment, the provider may request a reevaluation by the department and may
present clarifying information and supplemental documentation.

a. Reevaluation request. A request for reevaluation must be submitted in writing within 15
calendar days of the date of the notice of the preliminary finding of a tentative overpayment. The
request must specify the issues of disagreement.

(1) If the audit or review is being performed by the Iowa Medicaid enterprise surveillance and
utilization review services unit, the request should be addressed to: IME SURS Unit, P.O. Box 36390,
Des Moines, Iowa 50315.

https://www.legis.iowa.gov/docs/ACO/CourtRulesChapter/1.pdf
https://www.legis.iowa.gov/docs/iac/chapter/441.7.pdf
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(2) If the audit or review is being performed by any other departmental entity, the request should
be addressed to: Iowa Department of Human Services, Attention: Fiscal Management Division, Hoover
State Office Building, 1305 E. Walnut Street, Des Moines, Iowa 50319-0114.

b. Additional information. A provider that has made a reevaluation request pursuant to paragraph
“a” of this subrule may submit clarifying information or supplemental documentation that was not
previously provided. This information must be received at the applicable address within 30 calendar
days of the mailing of the preliminary finding of a tentative overpayment to the provider, except as
provided in paragraph “c” of this subrule.

c. Disagreement with sampling results. When the department’s audit or review findings have been
generated through sampling and extrapolation and the provider disagrees with the findings, the burden of
proof of compliance rests with the provider. The provider may present evidence to show that the sample
was invalid. The evidence may include a 100 percent audit or review of the universe of provider records
used by the department in the drawing of the department’s sample. Any such audit or review must:

(1) Be arranged and paid for by the provider.
(2) Be conducted by an individual or organization with expertise in coding, medical services, and

Iowa Medicaid policy if the issues relate to clinical records.
(3) Be conducted by a certified public accountant if the issues relate to fiscal records.
(4) Demonstrate that bills and records that were not audited or reviewed in the department’s sample

are in compliance with program regulations.
(5) Be submitted to the department with all supporting documentation within 60 calendar days of

the mailing of the preliminary finding of a tentative overpayment to the provider.
79.4(6) Finding and order for repayment. Upon completion of a requested reevaluation or upon

expiration of the time to request reevaluation, the department shall issue a finding and order for repayment
of any overpayment and may immediately begin withholding payments on other claims to recover any
overpayment.

79.4(7) Appeal by provider of care. A provider may appeal the finding and order of repayment
and withholding of payments pursuant to 441—Chapter 7. However, an appeal shall not stay the
withholding of payments or other action to collect the overpayment. Records not provided to the
department during the review process set forth in subrule 79.4(3) or 79.4(5) shall not be admissible
in any subsequent contested case proceeding arising out of a finding and order for repayment of any
overpayment identified under subrule 79.4(6). This provision does not preclude providers that have
provided records to the department during the review process set forth in subrule 79.4(3) or 79.4(5)
from presenting clarifying information or supplemental documentation in the appeals process in order
to defend against any overpayment identified under subrule 79.4(6). This provision is intended to
minimize potential duplication of effort and delay in the audit or review process, minimize unnecessary
appeals, and otherwise forestall fraud, waste, and abuse in the Iowa Medicaid program.

This rule is intended to implement Iowa Code section 249A.4.
[ARC 0712C, IAB 5/1/13, effective 7/1/13; ARC 1155C, IAB 10/30/13, effective 1/1/14]

441—79.5(249A) Nondiscrimination on the basis of handicap. All providers of service shall comply
with Section 504 of the Rehabilitation Act of 1973 and Federal regulations 45 CFR Part 84, as amended
to December 19, 1990, which prohibit discrimination on the basis of handicap in all Department of Health
and Human Services funded programs.

This rule is intended to implement Iowa Code subsection 249A.4(6).

441—79.6(249A) Provider participation agreement. Providers of medical and health care wishing
to participate in the program shall execute an agreement with the department on Form 470-2965,
Agreement Between Provider of Medical and Health Services and the Iowa Department of Human
Services Regarding Participation in Medical Assistance Program.

EXCEPTION: Dental providers are required to complete Form 470-3174, Addendum to Dental
Provider Agreement for Orthodontia, to receive reimbursement under the early and periodic screening,
diagnosis, and treatment program.

https://www.legis.iowa.gov/docs/iac/chapter/441.7.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.4.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.4.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.4.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.4.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.4.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.4.pdf
https://www.legis.iowa.gov/docs/ico/section/249A.4.pdf
https://www.legis.iowa.gov/docs/aco/arc/0712C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1155C.pdf
https://www.law.cornell.edu/cfr/text/45/part-84
https://www.legis.iowa.gov/docs/ico/section/249A.4.pdf
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In these agreements, the provider agrees to the following:
79.6(1) To maintain clinical and fiscal records as specified in rule 441—79.3(249A).
79.6(2) That the charges as determined in accordance with the department’s policy shall be the full

and complete charge for the services provided and no additional payment shall be claimed from the
recipient or any other person for services provided under the program.

79.6(3) That it is understood that payment in satisfaction of the claim will be from federal and
state funds and any false claims, statements, or documents, or concealment of a material fact may be
prosecuted under applicable federal and state laws.

This rule is intended to implement Iowa Code section 249A.4.

441—79.7(249A) Medical assistance advisory council.
79.7(1) Officers.
a. Definitions.
“Co-chairpersons” means the public health director co-chairperson and the public co-chairperson.
“Public co-chairperson”means the individual selected by the other publicly appointed members of

the council to serve as a co-chairperson of the council.
“Public health director co-chairperson”means the director of the department of public health, who

serves as a co-chairperson of the council.
b. The public co-chairperson’s term of office shall be two years. A public co-chairperson shall

serve no more than two consecutive terms.
c. The public co-chairperson shall have the right to vote on any issue before the council. The

public health director co-chairperson serves as a nonvoting member of the council.
d. The position of public co-chairperson shall be held by one of the ten publicly appointed council

members. Ballots will be distributed to the public council members at the quarterly meeting closest
to the beginning of the next state fiscal year and will be collected in paper and electronic format and
administered by department of human services staff.

e. The co-chairpersons shall appoint members to other committees approved by the council.
f. The co-chairpersons shall also serve on the executive committee and will serve as the

co-chairpersons of that committee.
g. Responsibilities.
(1) The co-chairpersons shall be responsible for development of the agendas for meetings of the full

council. Agendas will be developed and distributed in compliance with the advance notice requirements
of Iowa Code section 21.4. Agendas will be developed in consultation with the staff and director of
human services, taking into consideration the following:

1. Workplans. Items will be added to the council’s agenda as various tasks for the council are due
to be discussed based on calendar requirements. Council deliberations are to be conducted within a time
frame to allow the executive committee to receive the council’s feedback and make recommendations to
the director and for the director to consider those recommendations as budgets and policy for the medical
assistance program are developed for the review of the council on human services and the governor, as
well as for the upcoming legislative session.

2. Requests from the director of human services.
3. Discussion and action items from council members. The co-chairpersons will review any

additional suggestions from council members at any time, including after the draft agenda has been
distributed. The agenda will be distributed in draft form five business days prior to the council meeting,
and the final agenda will be distributed no later than 24 hours prior to the council meeting.

(2) The co-chairpersons shall preside over all council and executive committee meetings, calling
roll, determining a quorum, counting votes, and following the agenda for the meeting.

(3) The co-chairpersons shall consult with the department of human services on other
administrative tasks to oversee the council and shall participate in workgroups and subcommittees as
appropriate.

79.7(2) Membership. The membership of the council and its executive committee shall be as
prescribed at Iowa Code sections 249A.4B(2), 249A.4B(3), and 249A.4B(4a).

https://www.legis.iowa.gov/docs/iac/rule/441.79.3.pdf
https://www.legis.iowa.gov/docs/ico/section/249A.4.pdf
https://www.legis.iowa.gov/docs/ico/section/2018/21.4.pdf
https://www.legis.iowa.gov/docs/ico/section/2018/249A.4B.pdf
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a. Council membership.
(1) Council membership of professional and business entities shall consist of those entities outlined

in Iowa Code section 249A.4B(2). Professional and business entities shall identify their representatives
and report information to the department of human services.

1. If an entity’s representative does not attend more than three consecutive meetings, the
department of human services will notify the entity and representative and verify whether an alternate
contact is needed.

2. Professional and business entities shall determine the length of appointment of their
representatives. The department of human services will confirm each representative’s participation
every two years, regardless of the representative’s meeting attendance.

3. All professional and business entities will be voting members of the council.
(2) Council membership of public representatives shall consist of ten representatives which may

include members of consumer groups, including recipients of medical assistance or their families,
consumer organizations, and others, appointed by the governor for staggered terms of two years
each, none of whom shall be members of, or practitioners of, or have a pecuniary interest in any of
the professional or business entities specifically represented in Iowa Code sections 249A.4B(2) and
249A.4B(3) and a majority of whom shall be current or former recipients of medical assistance or
members of the families of current or former recipients. All public representatives will be voting
members of the council.

(3) Amember of the HAWK-I board, created in Iowa Code section 514I.5, selected by the members
of the HAWK-I board, shall be a member of the council. The HAWK-I board member representative
will be a voting member of the council.

(4) Council membership shall also consist of state agency and medical school partners, including
representatives from the department of public health, the department on aging, the office of the long-term
care ombudsman, Des Moines University and the University of Iowa College of Medicine.

1. Partner agency and medical school representatives will be nonvoting members of the council.
2. If an agency’s or school’s representative does not attend more than three consecutive meetings,

the department of human services will notify the agency or school.
3. Partner agencies and medical schools shall determine the length of appointment of their

representatives. The department of human services will confirm each representative’s participation
every two years, regardless of the representative’s meeting attendance.

(5) The following members of the general assembly shall be members of the council, each for
a term of two years as provided in Iowa Code section 69.16B. Members appointed from the general
assembly will serve as nonvoting members of the council.

1. Two members of the house of representatives, one appointed by the speaker of the house of
representatives and one appointed by the minority leader of the house of representatives from their
respective parties.

2. Two members of the senate, one appointed by the president of the senate after consultation with
the majority leader of the senate and one appointed by the minority leader of the senate.

b. Executive committee membership. Executive committee membership shall consist of the
following:

(1) Five professional and business entities identified in Iowa Code section 249A.4B(2). The entity,
not the individual representative, is selected for membership on the executive committee. Each selected
entity shall appoint its individual representative. Professional and business entities of the council vote
to select the business and professional entities of the executive committee.

(2) Five individuals appointed to the council as public members, pursuant to Iowa Code section
249A.4B(2).

1. One of the five public member positions on the executive committee will be held by the
co-chairperson identified in subrule 79.7(1).

2. At least one public member shall be a recipient of medical assistance.
3. Public members of the council vote to select the public members of the executive committee.

https://www.legis.iowa.gov/docs/ico/section/2018/249A.4B.pdf
https://www.legis.iowa.gov/docs/ico/section/2018/249A.4B.pdf
https://www.legis.iowa.gov/docs/ico/section/2018/249A.4B.pdf
https://www.legis.iowa.gov/docs/ico/section/2018/514I.5.pdf
https://www.legis.iowa.gov/docs/ico/section/2018/69.16B.pdf
https://www.legis.iowa.gov/docs/ico/section/2018/249A.4B.pdf
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(3) The co-chairpersons identified in subrule 79.7(1), who shall serve as the co-chairpersons of the
executive committee.

(4) The executive committee will be elected for two-year terms, beginning at the start of a state
fiscal year.

1. All votingmembers of the council will be eligible for election to the executive committee, based
on the criteria outlined in this paragraph.

2. Ballots will be distributed at the quarterly meeting closest to the beginning of the next state
fiscal year and will be collected in paper and electronic format and administered by department of human
services staff.

3. Should any vacancy occur on the executive committee, a special election will be held following
the standards outlined in this paragraph.

4. Ballots should include the professional and business entity name but omit the name of the
representative of the entity.

79.7(3) Responsibilities, duties and meetings. The responsibility of the medical assistance advisory
council is to provide recommendations on the medical assistance program to the department of human
services through the executive committee of the council.

a. Recommendations. Recommendations made by the executive committee from the council
shall be advisory and not binding upon the department of human services or the professional and
business entities represented. The director of the department of human services shall consider the
recommendations in the director’s preparation of medical assistance budget recommendations to the
council on human services, pursuant to Iowa Code section 217.3 and implementation of medical
assistance program policies.

b. Council. The council shall be provided with information to deliberate and provide input
on the medical assistance program. The executive committee will use that input in making final
recommendations to the department of human services.

(1) Council meetings.
1. The council will meet no more than quarterly.
2. Meetings may be called by the co-chairpersons; upon written request of at least 50 percent of

members; or by the director of the department of human services.
3. Meetings shall be held in the Des Moines, Iowa, area unless other notification is given.

Meetings will also be made available via teleconference, when available.
4. Written notice of council meetings shall be electronically mailed at least five business days in

advance of the meeting. Each notice shall include an agenda for the meeting. The final agenda will be
distributed no later than 24 hours prior to the meeting.

(2) The council shall advise the professional and business entities represented and act as liaison
between them and the department.

(3) The council shall perform other functions as may be provided by state or federal law or
regulation.

(4) Pursuant to 2016 Iowa Acts, chapter 1139, section 93, the council shall regularly review
Medicaid managed care. The council shall submit an executive summary of pertinent information
regarding deliberations during the prior year relating to Medicaid managed care to the department of
human services no later than November 15 annually.

(5) Pursuant to 2016 Iowa Acts, chapter 1139, section 94, the council shall submit to the
chairpersons and ranking members of the human resources committees of the senate and house of
representatives and to the chairpersons and ranking members of the joint appropriations subcommittee
on health and human services, on a quarterly basis, minutes of the council meetings during which the
council addressed Medicaid managed care.

(6) The council shall review the recommendations submitted by the executive committee regarding
feedback received at the IA Health Link statewide public comment meetings outlined in 2016 Iowa Acts,
chapter 1139, section 102.

c. Executive committee.
(1) Executive committee meetings.
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1. The executive committee shall meet on a monthly basis.
2. Meetings may be called by the co-chairpersons; upon written request of at least 50 percent of

executive committee members; or by the director of the department of human services.
3. Meetings shall be held in the Des Moines, Iowa, area unless other notification is given.

Meetings will also be made available via teleconference, when available.
4. In a month when a council meeting is held, the executive committee shall meet after the

council meeting, allowing committee members to discuss and make recommendations based on the
topics discussed by council members.

(2) Based on the deliberations of the full council, the executive committee shall make
recommendations to the director of human services regarding the budget, policy, and administration of
the medical assistance program. Such recommendations may include:

1. Recommendations on the reimbursement formedical services rendered by providers of services.
2. Identification of unmet medical needs and maintenance needs which affect health.
3. Recommendations for objectives of the program and for methods of program analysis and

evaluation, including utilization review.
4. Recommendations for ways in which needed medical supplies and services can be made

available most effectively and economically to program recipients.
5. Advice on such administrative and fiscal matters as the director of human services may request.
(3) Pursuant to 2016 Iowa Acts, chapter 1139, section 102, the executive committee shall review

the compilation of the input and recommendations from the publicmeetings convened statewide and shall
submit recommendations based upon the compilation to the director of human services on a quarterly
basis through December 31, 2017.

79.7(4) Procedures.
a. Procedures shall apply to both the council and the executive committee.
b. A quorum shall consist of 50 percent of the current voting members.
c. Where a quorum is present, a position is carried by two-thirds of the council members present.
d. Minutes of council meetings and other written materials developed by the council shall be

distributed by the department to each member of the full council.
e. In cases not covered by these rules, Robert’s Rules of Order shall govern.
79.7(5) Expenses, staff support, and technical assistance. Expenses of the council and executive

committee, such as those for clerical services, mailing, telephone, and meeting place, shall be the
responsibility of the department of human services. The department shall arrange for a meeting place,
related services, and accommodations. The department shall provide staff support and independent
technical assistance to the council and the executive committee.

a. The department shall provide reports, data, and proposed and final amendments to rules, laws,
and guidelines to the council for its information, review, and comment.

b. The department shall present the annual budget for the medical assistance program for review
and comment.

c. The department shall permit staff members to appear before the council to review and discuss
specific information and problems.

d. The department shall maintain a current list of members on the council and executive
committee.

e. The department shall be responsible for the organization of all council and executive committee
meetings and notice of meetings.

f. As required in Iowa Code section 21.3, minutes of the meetings of the council and of the
executive committee will be kept by the department. The co-chairpersons will review minutes before
distribution.

g. The department shall compile input and recommendations received at the public meetings
established in 2016 Iowa Acts, chapter 1139, section 102, and submit the information to the executive
committee for review.
[ARC 8263B, IAB 11/4/09, effective 12/9/09; ARC 3006C, IAB 3/29/17, effective 6/1/17]
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441—79.8(249A) Requests for prior authorization. This rule governs requests for prior authorization
for services not provided through amanaged care organization. For services provided through amanaged
care organization, the prior authorization request is submitted, reviewed, and authorized by the managed
care organization.

79.8(1) Making the request.
a. Providers may submit requests for prior authorization for any items or procedures by mail or

by facsimile transmission (fax) using Form 470-0829, Request for Prior Authorization, or electronically
using the Accredited Standards Committee (ASC) X12N 278 transaction, Health Care Services Request
for Review and Response. Requests for prior authorization for drugs must be submitted on any Request
for Prior Authorization form designated for the drug being requested in the preferred drug list published
pursuant to Iowa Code chapter 249A.

b. Providers shall send requests for prior authorization to the Iowa Medicaid enterprise. The
request should address the relevant criteria applicable to the particular service, medication or equipment
for which prior authorization is sought, according to rule 441—78.28(249A). Copies of history and
examination results may be attached to rather than incorporated in the letter.

c. If a request for prior authorization submitted electronically requires attachments or supporting
clinical documentation and a national electronic attachment has not been adopted, the provider shall:

(1) Use Form 470-3970, Prior Authorization Attachment Control, as the cover sheet for the paper
attachments or supporting clinical documentation; and

(2) Reference on Form 470-3970 the attachment control number submitted on the ASC X12N 278
electronic transaction.

79.8(2) The policy applies to services or items specifically designated as requiring prior
authorization.

79.8(3) The provider shall receive a notice of approval or denial for all requests.
a. In the case of prescription drugs, notices of approval or denial will be faxed to the prescriber

and pharmacy.
b. Decisions regarding approval or denial will be made within 24 hours from the receipt of the

prior authorization request. In cases where the request is received during nonworking hours, the time
limit will be construed to start with the first hour of the normal working day following the receipt of the
request.

79.8(4) Prior authorizations approved because a decision is not timely made shall not be considered
a precedent for future similar requests.

79.8(5) Approved prior authorization applies to covered services and does not apply to the recipient’s
eligibility for medical assistance.

79.8(6) If a provider is unsure if an item or service is covered because it is rare or unusual, the
provider may submit a request for prior approval in the same manner as other requests for prior approval
in 79.8(1).

79.8(7) Requests for prior approval of services shall be reviewed according to rule 441—79.9(249A)
and the conditions for payment as established by rule in 441—Chapter 78.

a. Where ambiguity exists as to whether a particular item or service is covered, requests for prior
approval shall be reviewed according to the following criteria in order of priority:

(1) The conditions for payment outlined in the provider manual with reference to coverage and
duration.

(2) The determination made by the Medicare program unless specifically stated differently in state
law or rule.

(3) The recommendation to the department from the appropriate advisory committee.
(4) Whether there are other less expensive procedures which are covered and which would be as

effective.
(5) The advice of an appropriate professional consultant.
b. When the Iowa Medicaid enterprise has not reached a decision on a request for prior

authorization after 60 days from the date of receipt, the request will be approved.

https://www.legis.iowa.gov/docs/ico/chapter/249A.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.78.28.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.8.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.79.9.pdf
https://www.legis.iowa.gov/docs/iac/chapter/441.78.pdf


Ch 79, p.84 Human Services[441] IAC 3/28/18

79.8(8) The amount, duration and scope of the Medicaid program is outlined in 441—Chapters 78,
79, 81, 82 and 85. Additional clarification of the policies is available in the provider manual distributed
and updated to all participating providers.

79.8(9) The Iowa Medicaid enterprise shall issue a notice of decision to the recipient upon a denial
of request for prior approval pursuant to 441—Chapter 7. The Iowa Medicaid enterprise shall mail the
notice of decision to the recipient within five working days of the date the prior approval form is returned
to the provider.

79.8(10) If a request for prior approval is denied by the IowaMedicaid enterprise, the request may be
resubmitted for reconsideration with additional information justifying the request. The aggrieved party
may file an appeal in accordance with 441—Chapter 7.

This rule is intended to implement Iowa Code section 249A.4.
[ARC 2361C, IAB 1/6/16, effective 1/1/16]

441—79.9(249A) General provisions for Medicaid coverage applicable to all Medicaid providers
and services.

79.9(1) Medicare definitions and policies shall apply to services provided unless specifically defined
differently.

79.9(2) The services covered by Medicaid shall:
a. Be consistent with the diagnosis and treatment of the patient’s condition.
b. Be in accordance with standards of good medical practice.
c. Be required tomeet themedical need of the patient and be for reasons other than the convenience

of the patient or the patient’s practitioner or caregiver.
d. Be the least costly type of service which would reasonably meet the medical need of the patient.
e. Be eligible for federal financial participation unless specifically covered by state law or rule.
f. Be within the scope of the licensure of the provider.
g. Be provided with the full knowledge and consent of the recipient or someone acting in the

recipient’s behalf unless otherwise required by law or court order or in emergency situations.
h. Be supplied by a provider who is eligible to participate in the Medicaid program. The provider

must use the billing procedures and documentation requirements described in 441—Chapters 78 and 80.
79.9(3) Providers shall supply all the same services to Medicaid eligibles served by the provider as

are offered to other clients of the provider.
79.9(4) Recipients must be informed before the service is provided that the recipient will be

responsible for the bill if a noncovered service is provided.
79.9(5) Coverage in public institutions. Medical services provided to a person while the person is

an inmate of a public jail, prison, juvenile detention center, or other public penal institution of more than
four beds are not covered by Medicaid.

79.9(6) The acceptance of Medicaid funds by means of a prospective or interim rate creates an
express trust. The Medicaid funds received constitute the trust res. The trust terminates when the rate is
retrospectively adjusted or otherwise finalized and, if applicable, any Medicaid funds determined to be
owed are repaid in full to the department.

79.9(7) Incorrect payment.
a. Except as provided in paragraph 79.9(7)“b,” medical assistance funds are incorrectly paid

whenever an individual who provided the service to the member for which the department paid was at
the time service was provided the parent of a minor child, spouse, or legal representative of the member.

b. Notwithstanding paragraph 79.9(7)“a,”medical assistance funds are not incorrectly paid when
an individual who serves as a member’s legal representative provides services to the member under a
home- and community-based services waiver consumer-directed attendant care agreement or under a
consumer choices option employment agreement in effect on or after December 31, 2013. For purposes
of this paragraph, “legal representative” means a person, including an attorney, who is authorized by law
to act on behalf of the medical assistance program member but does not include the spouse of a member
or the parent or stepparent of a member aged 17 or younger.
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79.9(8) The rules of the medical assistance program shall not be construed to require payment of
medical assistance funds, in whole or in part, directly or indirectly, overtly or covertly, for the provision
of non-Medicaid services. The rules of the medical assistance program shall be interpreted in such a
manner to minimize any risk that medical assistance funds might be used to subsidize services to persons
other than members of the medical assistance program.

This rule is intended to implement Iowa Code section 249A.4 and 2014 Iowa Acts, Senate File 2320.
[ARC 1155C, IAB 10/30/13, effective 1/1/14; ARC 1610C, IAB 9/3/14, effective 8/13/14]

441—79.10(249A) Requests for preadmission review. The inpatient hospitalization of Medicaid
recipients is subject to preadmission review by the Iowa Medicaid enterprise (IME) medical services
unit as required in rule 441—78.3(249A).

79.10(1) The patient’s admitting physician, the physician’s designee, or the hospital will contact the
IME medical services unit to request approval of Medicaid coverage for the hospitalization, according
to instructions issued to providers by the IME medical services unit and instructions in the Medicaid
provider manual.

79.10(2) Medicaid payment will not be made to the hospital if the IME medical services unit denies
the procedure requested in the preadmission review.

79.10(3) The IME medical services unit shall issue a letter of denial to the patient, the physician,
and the hospital when a request is denied. The patient, the physician, or the hospital may request a
reconsideration of the decision by filing a written request with the IME medical services unit within 60
days of the date of the denial letter.

79.10(4) The aggrieved party may appeal a denial of a request for reconsideration by the IME
medical services unit according to 441—Chapter 7.

79.10(5) The requirement to obtain preadmission review is waived when the patient is enrolled in
the managed health care option known as patient management and proper authorization for the admission
has been obtained from the patient manager as described in 441—Chapter 73.

This rule is intended to implement Iowa Code section 249A.4.
[ARC 2361C, IAB 1/6/16, effective 1/1/16]

441—79.11(249A) Requests for preprocedure surgical review. The Iowa Medicaid enterprise
(IME) medical services unit conducts a preprocedure review of certain frequently performed surgical
procedures to determine the necessity of the procedures and if Medicaid payment will be approved
according to requirements found in 441—subrules 78.1(19), 78.3(18), and 78.26(3).

79.11(1) The physician must request approval from the IME medical services unit when the
physician expects to perform a surgical procedure appearing on the department’s preprocedure surgical
review list published in the Medicaid provider manual. All requests for preprocedure surgical review
shall be made according to instructions issued to physicians, hospitals and ambulatory surgical centers
appearing in the Medicaid provider manual and instructions issued to providers by the IME medical
services unit.

79.11(2) The IME medical services unit shall issue the physician a validation number for each
request and shall advise whether payment for the procedure will be approved or denied.

79.11(3) Medicaid payment will not be made to the physician and other medical personnel or the
facility in which the procedure is performed, i.e., hospital or ambulatory surgical center, if the IME
medical services unit does not give approval.

79.11(4) The IME medical services unit shall issue a denial letter to the patient, the physician, and
the facility when the requested procedure is not approved. The patient, the physician, or the facility may
request a reconsideration of the decision by filing a written request with the IME medical services unit
within 60 days of the date of the denial letter.

79.11(5) The aggrieved party may appeal a denial of a request for reconsideration by the IME
medical services unit in accordance with 441—Chapter 7.
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79.11(6) The requirement to obtain preprocedure surgical review is waived when the patient is
enrolled in the managed health care option known as patient management and proper authorization for
the procedure has been obtained from the patient manager as described in 441—Chapter 73.

This rule is intended to implement Iowa Code section 249A.4.
[ARC 2361C, IAB 1/6/16, effective 1/1/16]

441—79.12(249A) Advance directives. “Advance directive” means a written instruction, such as a
living will or durable power of attorney for health care, recognized under state law and related to the
provision of health care when the person is incapacitated. All hospitals, home health agencies, home
health providers of waiver services, hospice programs, and health maintenance organizations (HMOs)
participating in Medicaid shall establish policies and procedures with respect to all adults receiving
medical care through the provider or organization to comply with state law regarding advance directives
as follows:

79.12(1) A hospital at the time of a person’s admission as an inpatient, a home health care provider
in advance of a person’s coming under the care of the provider, a hospice provider at the time of initial
receipt of hospice care by a person, and a health maintenance organization at the time of enrollment
of the person with the organization shall provide written information to each adult which explains the
person’s rights under state law to make decisions concerning medical care, including the right to accept
or refuse medical or surgical treatment and the right to formulate advance directives, and the provider’s
policies regarding the implementation of these rights.

79.12(2) The provider or organization shall document in the person’s medical record whether or not
the person has executed an advance directive.

79.12(3) The provider or organization shall not condition the provision of care or otherwise
discriminate against a person based on whether or not the person has executed an advance directive.

79.12(4) The provider or organization shall ensure compliance with requirements of state law
regarding advance directives.

79.12(5) The provider or organization shall provide for education for staff and the community on
issues concerning advance directives.

Nothing in this rule shall be construed to prohibit the application of a state law which allows for an
objection on the basis of conscience for any provider or organization which as a matter of conscience
cannot implement an advance directive.

This rule is intended to implement Iowa Code section 249A.4.

441—79.13(249A) Requirements for enrolled Medicaid providers supplying laboratory
services. Medicaid enrolled entities providing laboratory services are subject to the provisions of
the Clinical Laboratory Improvement Amendments of 1988 (CLIA), Public Law 100-578, and
implementing federal regulations published at 42 CFR Part 493 as amended to December 29, 2000.
Medicaid payment shall not be afforded for services provided by an enrolled Medicaid provider
supplying laboratory services that fails to meet these requirements. For the purposes of this rule,
laboratory services are defined as services to examine human specimens for the diagnosis, prevention
or treatment of any disease or impairment of, or assessment of, the health of human beings.

This rule is intended to implement Iowa Code section 249A.4.

441—79.14(249A) Provider enrollment.
79.14(1) Application request. Iowa Medicaid providers, including those enrolled with a managed

care organization, shall begin the enrollment process by completing the appropriate application on
the Iowa Medicaid enterprise website. Managed care organizations and fiscal agents are exempt from
completing an application.

a. Providers of home- and community-based waiver services shall submit Form 470-2917,
Medicaid HCBS Provider Application, at least 90 days before the planned service implementation date.

b. Providers enrolling as ordering or referring providers shall submit Form 470-5111, Iowa
Medicaid Ordering/Referring Provider Enrollment Application.
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c. All other providers shall submit Form 470-0254, Iowa Medicaid Provider Enrollment
Application.

d. A nursing facility shall also complete the process set forth in 441—subrule 81.13(1).
e. An intermediate care facility for persons with an intellectual disability shall also complete the

process set forth in 441—subrule 82.3(1).
f. Qualified Medicare beneficiary (QMB) providers shall enroll using Form 470-5262, Qualified

Medicare Beneficiaries (QMB) or Health Insurance Premium Payment (HIPP) Program Provider
Enrollment Application.

g. Health insurance premium payment (HIPP) providers shall enroll using Form 470-5262,
Qualified Medicare Beneficiaries (QMB) or Health Insurance Premium Payment (HIPP) Program
Provider Enrollment Application.

79.14(2) Submittal of application. The provider shall submit the appropriate application forms,
including the application fee, if required, to the Iowa Medicaid enterprise provider services unit by
personal delivery, by email, via online enrollment systems, or by mail to P.O. Box 36450, Des Moines,
Iowa 50315.

a. The application shall include the provider’s national provider identifier number or shall indicate
that the provider is an atypical provider that is not issued a national provider identifier number.

b. With the application form, an assertive community treatment program shall submit Form
470-4842, Assertive Community Services (ACT) Provider Agreement Addendum, and agree to file
with the department an annual report containing information to be used for rate setting, including:

(1) Data by practitioner on the utilization by Medicaid members of all the services included in
assertive community treatment, and

(2) Cost information by practitioner type and by type of service actually delivered as part of
assertive community treatment.

c. With the application form, or as a supplement to a previously submitted application, providers
of health home services shall submit Form 470-5100, Health Home Provider Agreement.

d. Application fees.
(1) Providers who are enrolling or reenrolling in the Iowa Medicaid program shall submit an

application fee with their application unless they are exempt as set forth in this paragraph.
(2) Fee amount. The application fee shall be in the amount prescribed by the Secretary of the U.S.

Department of Health and Human Services (the Secretary) for the calendar year in which the application
is submitted and in accordance with 42 U.S.C. 1395cc(j)(2)(C).

(3) Nonrefundable. The application fee is nonrefundable, except if submitted with one of the
following:

1. A hardship exception request that is subsequently approved by the Secretary.
2. An application that is subsequently denied as a result of a temporary moratorium under 2013

Iowa Acts, Senate File 357, section 12.
3. An application or other transaction in which the application fee is not required.
(4) The process for enrolling or reenrolling a provider will not begin until the application fee has

been received by the department or a hardship exception request has been approved by the Secretary.
(5) Exempt providers. The following providers shall not be required to submit an application fee:
1. Individual physicians or nonphysician practitioners.
2. Providers that are enrolled in Medicare, another state’s Medicaid program or another state’s

children’s health insurance program.
3. Providers that have paid the applicable application fee within 12 months of the date of

application submission to a Medicare contractor or another state.
(6) All application fees collected shall be used for the costs associated with the screening

procedures as described in subrule 79.14(4). Any unused portion of the application fees collected shall
be returned to the federal government in accordance with 42 CFR § 455.460.

79.14(3) Program integrity information requirements.
a. All providers, including but not limited to managed care organizations and Medicaid fiscal

agents, applying for participation in the Iowa Medicaid program must disclose all information required
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to be submitted pursuant to 42 CFR Part 455. In addition, all providers shall disclose any current, or
previous, direct or indirect affiliation with a present or former Iowa Medicaid provider that:

(1) Has any uncollected debt owed to Medicaid or any other health care program funded by any
governmental entity, including but not limited to the federal and state of Iowa governments;

(2) Has been or is subject to a payment suspension under a federally funded health care program;
(3) Has been excluded from participation under Medicaid, Medicare, or any other federally funded

health care program;
(4) Has had its billing privileges denied or revoked;
(5) Has been administratively dissolved by the Iowa secretary of state, or similar action has been

taken by a comparable agency in another state; or
(6) Shares a national provider identification (NPI) number or tax ID number with another provider

that meets the criteria specified in subparagraph 79.14(3)“a”(1), (2), (3), (4), or (5).
b. The IowaMedicaid enterprise may deny enrollment to a provider applicant or disenroll a current

provider that has any affiliation as set forth in this rule if the department determines that the affiliation
poses a risk of fraud, waste, or abuse. Such denial or disenrollment is appealable under 441—Chapter 7
but, notwithstanding any provision to the contrary in that chapter, the provider shall bear the burden to
prove by clear and convincing evidence that the affiliation does not pose any risk of fraud, waste, or abuse.
The IowaMedicaid enterprise shall deny enrollment to or shall immediately disenroll any person that the
IowaMedicaid enterprise, Medicare, or any other state Medicaid program has ever terminated under rule
441—79.2(249A) or a similar provision and shall deny enrollment to any person presently suspended
from participation, or who would be subject to a suspension, under paragraph 79.2(3)“c.” Further, a
person sanctioned under rule 441—79.2(249A) or a similar provision may not manage consumer choices
option (CCO) funds for a member.

c. For purposes of this rule, the term “direct or indirect affiliation” includes but is not limited to
relationships between individuals, business entities, or a combination of the two. The term includes but
is not limited to direct or indirect business relationships that involve:

(1) A compensation arrangement;
(2) An ownership arrangement;
(3) Managerial authority over any member of the affiliation;
(4) The ability of one member of the affiliation to control or influence any other; or
(5) The ability of a third party to control or influence any member of the affiliation.
d. Notwithstanding any previous successful enrollment in the medical assistance program, the

passing of any background check by the department or any other entity, or similar prior approval for
participation as a provider in the medical assistance program, in whole or in part, disenrollment from the
medical assistance program is mandatory when, in the case of a corporation or similar entity, 5 percent
or more of the corporation or similar entity is owned, controlled, or directed by a person who (1) has
within the last five years been listed on any dependent adult abuse registry, child abuse registry, or sex
offender registry; (2) has pled guilty or nolo contendere to, or was convicted of, any crime punishable
by a term of imprisonment greater than five years; (3) has, within the last five years, pled guilty or nolo
contendere to, or was convicted of, any controlled substance offense; (4) has, within the last ten years,
pled guilty or nolo contendere to, or was convicted of, any crime involving an allegation of dishonesty
punishable by a term of imprisonment greater than one year but not more than five years; or (5) within
the last ten years, has on more than one occasion pled guilty or nolo contendere to, or was convicted of,
any crime involving an allegation of dishonesty.

79.14(4) Screening procedures and requirements. Providers applying for participation in the Iowa
Medicaid program shall be subject to the “limited,” “moderate,” or “high” categorical risk screening
procedures and requirements in accordance with 42 CFR §455.450.

a. For the types of providers that are recognized as a provider under the Medicare program, the
Iowa Medicaid enterprise shall use the same categorical risk screening procedures and requirements
assigned to that provider type by Medicare pursuant to 42 CFR §424.518.

b. Provider types not assigned a screening level by the Medicare program shall be subject to the
procedures of the “limited” risk screening level pursuant to 42 CFR §455.450.
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c. Adjustment of risk level. The Iowa Medicaid enterprise shall adjust the categorical risk
screening procedures and requirements from “limited” or “moderate” to “high” when any of the
following occurs:

(1) The Iowa Medicaid enterprise imposes a payment suspension on a provider based on a credible
allegation of fraud, waste, or abuse; the provider has an existing Medicaid overpayment; or within the
previous ten years, the provider has been excluded by the Office of the Inspector General or another
state’s Medicaid program; or

(2) The Iowa Medicaid enterprise or the Centers for Medicare and Medicaid Services in the
previous six months lifted a temporary moratorium for the particular provider type, and a provider that
was prevented from enrolling based on the moratorium applies for enrollment as a provider at any time
within six months from the date the moratorium was lifted.

79.14(5) Notification. A provider shall be notified of the decision on the provider’s application
within 30 calendar days of receipt by the Iowa Medicaid enterprise provider services unit of a complete
and correct application with all required documents, including, but not limited to, if applicable, any
application fees or screening results.

79.14(6) A provider that is not approved as the Medicaid provider type requested shall have the right
to appeal under 441—Chapter 7.

79.14(7) Effective date of approval. An application shall be approved retroactive to the date
requested by the provider or the date the provider meets the applicable participation criteria, whichever
is later, not to exceed 12 months retroactive from the receipt of the application with all required
documents by the Iowa Medicaid enterprise provider services unit.

79.14(8) A provider approved for certification as a Medicaid provider shall complete a provider
participation agreement as required by rule 441—79.6(249A).

79.14(9) No payment shall be made to a provider for care or services provided prior to the effective
date of the Iowa Medicaid enterprise’s approval of an application.

79.14(10) Payment rates dependent on the nature of the provider or the nature of the care or services
provided shall be based on information on the application, together with information on claim forms, or
on rates paid the provider prior to April 1, 1993.

79.14(11) An amendment to an application shall be submitted to the Iowa Medicaid enterprise
provider services unit and shall be approved or denied within 30 calendar days. Approval of an
amendment shall be retroactive to the date requested by the provider or the date the provider meets all
applicable criteria, whichever is later, not to exceed 30 days prior to the receipt of the amendment by
the Iowa Medicaid enterprise provider services unit. Denial of an amendment may be appealed under
441—Chapter 7.

79.14(12) A provider that has not submitted a claim in the last 24 months will be sent a notice asking
if the provider wishes to continue participation. A provider that fails to reply to the notice within 30
calendar days of the date on the notice will be terminated as a provider. Providers that do not submit any
claims in 48 months will be terminated as providers without further notification.

79.14(13) Report of changes. The provider shall inform the IowaMedicaid enterprise of all pertinent
changes to enrollment information within 35 days of the change. Pertinent changes include, but are not
limited to, changes to the business entity name, individual provider name, tax identification number,
mailing address, telephone number, or any information required to be disclosed by subrule 79.14(3).

a. When a provider reports false, incomplete, or misleading information on any application or
reapplication, or fails to provide current information within the 35-day period, the Iowa Medicaid
enterprise may immediately terminate the provider’s Medicaid enrollment. The termination may be
appealed under 441—Chapter 7. Such termination remains in effect notwithstanding any pending
appeal.

b. When the department incurs an informational tax-reporting fine or is required to repay the
federal share of medical assistance paid to the provider because a provider submitted inaccurate
information or failed to submit changes to the Iowa Medicaid enterprise in a timely manner, the fine or
repayment shall be the responsibility of the individual provider to the extent that the fine or repayment
relates to or arises out of the provider’s failure to keep all provider information current.
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(1) The provider shall remit the amount of the fine or repayment to the department within 30 days
of notification by the department that the fine has been imposed.

(2) Payment of the fine or repayment may be appealed under 441—Chapter 7.
79.14(14) Provider termination or denial of enrollment. The Iowa Medicaid enterprise must

terminate or deny any provider enrollment when the provider has violated any requirements identified
in 42 CFR §455.416.

79.14(15) Temporary moratoria. The Iowa Medicaid enterprise must impose any temporary
moratorium pursuant to 2013 Iowa Acts, Senate File 357, section 12.

79.14(16) Provider revalidation. Providers are required to complete the application process and
screening requirements as detailed in this rule every five years.

79.14(17) Recoupment. A provider is strictly liable for any failure to disclose the information
required by subrule 79.14(3) or any failure to report a change required by subrule 79.14(13). The
department shall recoup as incorrectly paid all funds paid to the provider before a complete disclosure
or report of change was made. The department shall also recoup as incorrectly paid all funds to any
provider that billed the Iowa Medicaid enterprise while the provider was administratively dissolved by
the Iowa secretary of state or comparable agency of another state, even if the provider subsequently
obtains a retroactive reinstatement from the Iowa secretary of state or similar action was taken against
the provider by a comparable agency of another state.

This rule is intended to implement Iowa Code section 249A.4.
[ARC 9440B, IAB 4/6/11, effective 4/1/11; ARC 0198C, IAB 7/11/12, effective 7/1/12; ARC 0580C, IAB 2/6/13, effective 4/1/13;
ARC 1153C, IAB 10/30/13, effective 1/1/14; ARC 1695C, IAB 10/29/14, effective 1/1/15; ARC 2361C, IAB 1/6/16, effective
1/1/16; ARC 3494C, IAB 12/6/17, effective 1/10/18]

441—79.15(249A) Education about false claims recovery. The provisions in this rule apply to any
entity that has received medical assistance payments totaling at least $5 million during a federal fiscal
year (ending on September 30). For entities whose payments reach this threshold, compliance with this
rule is a condition of receiving payments under the medical assistance program during the following
calendar year.

79.15(1) Policy requirements. Any entity whose medical assistance payments meet the threshold
shall:

a. Establish written policies for all employees of the entity and for all employees of any contractor
or agent of the entity, including management, which provide detailed information about:

(1) The False Claims Act established under Title 31, United States Code, Sections 3729 through
3733;

(2) Administrative remedies for false claims and statements established under Title 31, United
States Code, Chapter 38;

(3) Any state laws pertaining to civil or criminal penalties for false claims and statements;
(4) Whistle blower protections under the laws described in subparagraphs (1) to (3) with respect to

the role of these laws in preventing and detecting fraud, waste, and abuse in federal health care programs,
as defined in Title 42, United States Code, Section 1320a-7b(f); and

(5) The entity’s policies and procedures for detecting and preventing fraud, waste, and abuse.
b. Include in any employee handbook a specific discussion of:
(1) The laws described in paragraph 79.15(1)“a”;
(2) The rights of employees to be protected as whistle blowers; and
(3) The entity’s policies and procedures for detecting and preventing fraud, waste, and abuse.
79.15(2) Reporting requirements.
a. Any entity whose medical assistance payments meet the specified threshold during a federal

fiscal year shall provide the following information to the Iowa Medicaid enterprise by the following
December 31:

(1) The name, address, and national provider identification numbers under which the entity receives
payment;

(2) Copies of written or electronic policies that meet the requirements of subrule 79.15(1); and
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(3) A written description of how the policies are made available and disseminated to all employees
of the entity and to all employees of any contractor or agent of the entity.

b. The information may be provided by:
(1) Mailing the information to the IME Program Integrity Unit, P.O. Box 36390, Des Moines, Iowa

50315; or
(2) Faxing the information to (515)725-1354.
79.15(3) Enforcement. Any entity that fails to comply with the requirements of this rule shall be

subject to sanction under rule 441—79.2(249A), including probation, suspension or withholding of
payments, and suspension or termination from participation in the medical assistance program.

This rule is intended to implement Iowa Code section 249A.4 and Public Law 109-171, Section
6032.
[ARC 9440B, IAB 4/6/11, effective 4/1/11]

441—79.16(249A) Electronic health record incentive program. The department has elected to
participate in the electronic health record (EHR) incentive program authorized under Section 4201 of
the American Recovery and Reinvestment Act of 2009 (ARRA), Public Law No. 111-5. The electronic
health record incentive program provides incentive payments to eligible hospitals and professionals
participating in the Iowa Medicaid program that adopt and successfully demonstrate meaningful use of
certified electronic health record technology.

79.16(1) State elections. In addition to the statutory provisions inARRASection 4201, the electronic
health record incentive program is governed by federal regulations at 42 CFR Part 495 as amended to
September 4, 2012. In compliance with the requirements of federal law, the department establishes the
following state options under the Iowa electronic health record incentive program:

a. For purposes of the term “hospital-based eligible professional (EP)” as set forth in 42 CFR
Section 495.4 as amended to September 4, 2012, the department elects the calendar year preceding the
payment year as the period used to gather data to determine whether or not an eligible professional is
“hospital-based” for purposes of the regulation.

b. For purposes of calculating patient volume as required by 42 CFR Section 495.306 as amended
to September 4, 2012, the department has elected that eligible providers may use either:

(1) The patient encounter methodology found in 42 CFR Section 495.306(c) as amended to
September 4, 2012, or

(2) The patient panel methodology found in 42 CFR Section 495.306(d) as amended to September
4, 2012.

c. For purposes of 42 CFR Section 495.310(g)(1)(i)(B) as amended to September 4, 2012, the
“12-month period selected by the state” shall mean the hospital fiscal year.

d. For purposes of 42 CFR Section 495.310(g)(2)(i) as amended to September 4, 2012, the
“12-month period selected by the state” shall mean the hospital fiscal year.

79.16(2) Eligible providers. To be deemed an “eligible provider” for the electronic health record
incentive program, a provider must satisfy the applicable criterion in each paragraph of this subrule:

a. The provider must be currently enrolled as an Iowa Medicaid provider.
b. The provider must be one of the following:
(1) An eligible professional, listed as:
1. A physician,
2. A dentist,
3. A certified nurse midwife,
4. A nurse practitioner, or
5. A physician assistant practicing in a federally qualified health center or a rural health clinic

when the physician assistant is the primary provider, clinical or medical director, or owner of the site.
(2) An acute care hospital, as defined in 42 CFR Section 495.302 as amended to September 4, 2012.
(3) A children’s hospital, as defined in 42 CFR Section 495.302 as amended to September 4, 2012.
c. For the year for which the provider is applying for an incentive payment:
(1) An acute care hospital must have 10 percent Medicaid patient volume.
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(2) An eligible professional must have at least 30 percent of the professional’s patient volume
enrolled in Medicaid, except that:

1. A pediatrician must have at least 20 percent Medicaid patient volume. For purposes of this
subrule, a “pediatrician” is a physician who is board-certified in pediatrics by the American Board of
Pediatrics or the American Osteopathic Board of Pediatrics or who is eligible for board certification.

2. When a professional has at least 50 percent of patient encounters in a federally qualified health
center or rural health clinic, patients who were furnished services either at no cost or at a reduced cost
based on a sliding scale or ability to pay, patients covered by the HAWK-I program, and Medicaid
members may be counted to meet the 30 percent threshold.

79.16(3) Application and agreement. Any eligible provider that intends to participate in the Iowa
electronic health record incentive program must declare the intent to participate by registering with the
CMS Registration and Attestation website, as developed by the Centers for Medicare and Medicaid
Services (CMS). CMS will notify the department of an eligible provider’s application for the incentive
payment.

a. Upon receipt of an application for participation in the program, the department will contact
the applicant with instructions for accessing the Iowa EHR Medicaid incentive payment administration
website at www.imeincentives.com. The applicant shall use the website to:

(1) Attest to the applicant’s qualifications to receive the incentive payment, and
(2) Digitally sign Form 470-4976, Iowa Electronic Health Record Incentive Program Provider

Agreement.
b. For the second year of participation, eligible providers must submit meaningful use and

clinical quality measures to the department, either through attestation or electronically as required by
the department.

c. The department shall verify the applicant’s eligibility, including patient volume and practice
type, and the applicant’s use of certified electronic health record technology.

79.16(4) Payment. The department shall issue the incentive payment only after confirming that all
eligibility and performance criteria have been satisfied. Payments will be processed and paid to the tax
identification number designated by the applicant. The department will communicate the payment or
denial of payment to the CMS Registration and Attestation website.

a. The primary communication channel from the department to the provider will be the Iowa
EHR Medicaid incentive payment administration Web site. If the department finds that the applicant
is ineligible or has failed to achieve the criteria necessary for the payment, the department shall notify
the provider through the Web site. Providers shall access the Web site to determine the status of their
payment, including whether the department denied payment and the reason for the denial.

b. Providers must retain records supporting their eligibility for the incentive payment for a
minimum of six years. The department will select providers for audit after issuance of an incentive
payment. Incentive recipients shall cooperate with the department by providing proof of:

(1) Eligibility,
(2) Purchase of certified electronic health record technology, and
(3) Meaningful use of electronic health record technology.
79.16(5) Administrative appeal. Any eligible provider or any provider that claims to be an eligible

provider and who has been subject to an adverse action related to the Iowa electronic health record
incentive program may seek review of the department’s action pursuant to 441—Chapter 7. Appealable
issues include:

a. Provider eligibility determination.
b. Incentive payments.
c. Demonstration of adopting, implementing, upgrading and meaningful use of technology.
This rule is intended to implement Iowa Code section 249A.4 and Public Law No. 111-5.

[ARC 9254B, IAB 12/1/10, effective 1/1/11; ARC 9531B, IAB 6/1/11, effective 5/12/11; ARC 0824C, IAB 7/10/13, effective 9/1/13]

441—79.17(249A) 2013 reimbursement rate increases. Rescinded ARC 1056C, IAB 10/2/13,
effective 11/6/13.
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[Filed emergency 5/11/90—published 5/30/90, effective 6/1/90]

[Filed 5/11/90, Notice 4/4/90—published 5/30/90, effective 8/1/90]
[Filed emergency 6/14/90 after Notice 5/2/90—published 7/11/90, effective 7/1/90]

[Filed emergency 6/20/90—published 7/11/90, effective 7/1/90]
[Filed 7/13/90, Notice 5/30/90—published 8/8/90, effective 10/1/90]
[Filed 8/16/90, Notices 7/11/902 4—published 9/5/90, effective 11/1/90]
[Filed 10/12/90, Notice 8/8/90—published 10/31/90, effective 2/1/91]

[Filed emergency 1/17/91 after Notice 11/28/90—published 2/6/91, effective 2/1/91]
[Filed emergency 1/17/91—published 2/6/91, effective 2/1/91]

[Filed 1/17/91, Notices 11/14/90, 11/28/90—published 2/6/91, effective 4/1/91]
[Filed emergency 2/22/91—published 3/20/91, effective 3/1/91]
[Filed 3/14/91, Notice 2/6/91—published 4/3/91, effective 6/1/91]
[Filed 5/17/91, Notice 4/3/91—published 6/12/91, effective 8/1/91]
[Filed emergency 6/14/91—published 7/10/91, effective 7/1/91]

[Filed 6/14/91, Notices 3/20/91, 5/1/91—published 7/10/91, effective 9/1/91]5

[Filed 7/10/91, Notice 5/29/91—published 8/7/91, effective 10/1/91]
[Filed emergency 9/18/91 after Notice 7/24/91—published 10/16/91, effective 10/1/91]

[Filed 9/18/91, Notices 7/10/91, 7/24/91—published 10/16/91, effective 12/1/91]
[Filed 12/11/91, Notice 10/16/91—published 1/8/92, effective 3/1/92]
[Filed 12/11/91, Notice 10/30/91—published 1/8/92, effective 3/1/92]

[Filed emergency 1/16/92 after Notice 11/27/91—published 2/5/92, effective 3/1/92]6

[Filed 2/13/92, Notice 1/8/92—published 3/4/92, effective 4/8/92]
[Filed emergency 4/15/92—published 5/13/92, effective 4/16/92]

[Filed emergency 5/13/92 after Notice 4/1/92—published 6/10/92, effective 5/14/92]
[Filed emergency 6/12/92—published 7/8/92, effective 7/1/92]

[Filed 6/11/92, Notices 3/18/92, 4/29/92—published 7/8/92, effective 9/1/92]
[Filed without Notice 6/11/92—published 7/8/92, effective 9/1/92]
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[Filed 8/14/92, Notice 7/8/92—published 9/2/92, effective 11/1/92]
[Filed emergency 9/11/92—published 9/30/92, effective 10/1/92]

[Filed 9/11/92, Notice 7/8/92—published 9/30/92, effective 12/1/92]
[Filed 10/15/92, Notice 8/19/92—published 11/11/92, effective 1/1/93]
[Filed 11/10/92, Notice 9/30/92—published 12/9/92, effective 2/1/93]

[Filed emergency 12/30/92 after Notice 11/25/92—published 1/20/93, effective 1/1/93]
[Filed 1/14/93, Notice 11/11/92—published 2/3/93, effective 4/1/93]
[Filed 3/11/93, Notice 1/20/93—published 3/31/93, effective 6/1/93]
[Filed 4/15/93, Notice 3/3/93—published 5/12/93, effective 7/1/93]

[Filed emergency 5/14/93 after Notice 3/31/93—published 6/9/93, effective 6/1/93]
[Filed 5/14/93, Notice 3/31/93—published 6/9/93, effective 8/1/93]
[Filed emergency 6/11/93—published 7/7/93, effective 7/1/93]

[Filed 6/11/93, Notice 4/28/93—published 7/7/93, effective 9/1/93]
[Filed emergency 6/25/93—published 7/21/93, effective 7/1/93]

[Filed emergency 7/13/93 after Notice 5/12/93—published 8/4/93, effective 8/1/93]
[Filed without Notice 8/12/93—published 9/1/93, effective 11/1/93]

[Filed 8/12/93, Notices 4/28/93, 7/7/93—published 9/1/93, effective 11/1/93]
[Filed 9/17/93, Notice 7/21/93—published 10/13/93, effective 12/1/93]
[Filed 10/14/93, Notice 8/18/93—published 11/10/93, effective 1/1/94]
[Filed 11/12/93, Notice 9/29/93—published 12/8/93, effective 2/1/94]
[Filed 12/16/93, Notice 9/1/93—published 1/5/94, effective 3/1/94]
[Filed 1/12/94, Notice 11/10/93—published 2/2/94, effective 4/1/94]

[Filed 3/10/94, Notices 1/19/94, 2/2/94—published 3/30/94, effective 6/1/94]2 4

[Filed emergency 6/16/94—published 7/6/94, effective 7/1/94]
[Filed 9/15/94, Notice 7/6/94—published 10/12/94, effective 12/1/94]
[Filed 11/9/94, Notice 9/14/94—published 12/7/94, effective 2/1/95]

[Filed 12/15/94, Notices 10/12/94, 11/9/94—published 1/4/95, effective 3/1/95]
[Filed 3/20/95, Notice 2/1/95—published 4/12/95, effective 6/1/95]
[Filed 5/11/95, Notice 3/29/95—published 6/7/95, effective 8/1/95]

[Filed emergency 6/7/95—published 7/5/95, effective 7/1/95]
[Filed 8/10/95, Notice 7/5/95—published 8/30/95, effective 11/1/95]

[Filed 11/16/95, Notices 8/2/95, 9/27/95—published 12/6/95, effective 2/1/96]2 4

[Filed 5/15/96, Notice 2/14/96—published 6/5/96, effective 8/1/96]
[Filed emergency 6/13/96—published 7/3/96, effective 7/1/96]

[Filed 7/10/96, Notice 6/5/96—published 7/31/96, effective 10/1/96]
[Filed 8/15/96, Notice 7/3/96—published 9/11/96, effective 11/1/96]
[Filed 9/17/96, Notice 7/31/96—published 10/9/96, effective 12/1/96]
[Filed 11/13/96, Notice 9/11/96—published 12/4/96, effective 2/1/97]
[Filed 2/12/97, Notice 12/18/96—published 3/12/97, effective 5/1/97]

[Filed 3/12/97, Notices 1/1/97, 1/29/97—published 4/9/97, effective 6/1/97]
[Filed 4/11/97, Notice 2/12/97—published 5/7/97, effective 7/1/97]

[Filed emergency 5/14/97 after Notice 3/12/97—published 6/4/97, effective 7/1/97]
[Filed emergency 6/12/97—published 7/2/97, effective 7/1/97]

[Filed 6/12/97, Notice 4/23/97—published 7/2/97, effective 9/1/97]
[Filed 9/16/97, Notice 7/2/97—published 10/8/97, effective 12/1/97]
[Filed emergency 11/12/97—published 12/3/97, effective 11/12/97]
[Filed 11/12/97, Notice 9/10/97—published 12/3/97, effective 2/1/98]

[Filed 1/14/98, Notices 11/19/97, 12/3/97—published 2/11/98, effective 4/1/98]
[Filed 3/11/98, Notice 1/14/98—published 4/8/98, effective 6/1/98]
[Filed 4/8/98, Notice 2/11/98—published 5/6/98, effective 7/1/98]
[Filed emergency 6/10/98—published 7/1/98, effective 7/1/98]

[Filed 8/12/98, Notice 7/1/98—published 9/9/98, effective 11/1/98]
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[Filed 9/15/98, Notice 7/15/98—published 10/7/98, effective 12/1/98]
[Filed 11/10/98, Notice 9/23/98—published 12/2/98, effective 2/1/99]
[Filed 1/13/99, Notice 11/4/98—published 2/10/99, effective 4/1/99]
[Filed 2/10/99, Notice 12/16/98—published 3/10/99, effective 5/1/99]
[Filed 4/15/99, Notice 2/10/99—published 5/5/99, effective 7/1/99]
[Filed emergency 6/10/99—published 6/30/99, effective 7/1/99]

[Filed 6/10/99, Notice 5/5/99—published 6/30/99, effective 9/1/99]
[Filed 7/15/99, Notice 5/19/99—published 8/11/99, effective 10/1/99]
[Filed 8/12/99, Notice 6/30/99—published 9/8/99, effective 11/1/99]
[Filed 11/10/99, Notice 9/22/99—published 12/1/99, effective 2/1/00]
[Filed 4/12/00, Notice 2/9/00—published 5/3/00, effective 7/1/00]
[Filed emergency 6/8/00—published 6/28/00, effective 7/1/00]

[Filed 6/8/00, Notice 4/19/00—published 6/28/00, effective 8/2/00]
[Filed 8/9/00, Notice 6/14/00—published 9/6/00, effective 11/1/00]

[Filed emergency 9/12/00 after Notice 7/26/00—published 10/4/00, effective 10/1/00]
[Filed 9/12/00, Notice 6/14/00—published 10/4/00, effective 12/1/00]
[Filed 10/11/00, Notice 8/23/00—published 11/1/00, effective 1/1/01]
[Filed 11/8/00, Notice 9/20/00—published 11/29/00, effective 2/1/01]

[Filed emergency 12/14/00 after Notice 9/20/00—published 1/10/01, effective 1/1/01]
[Filed 12/14/00, Notice 11/1/00—published 1/10/01, effective 3/1/01]
[Filed 2/14/01, Notice 12/13/00—published 3/7/01, effective 5/1/01]
[Filed 5/9/01, Notice 4/4/01—published 5/30/01, effective 8/1/01]

[Filed emergency 6/13/01 after Notice 4/18/01—published 7/11/01, effective 7/1/01]
[Filed emergency 6/13/01—published 7/11/01, effective 7/1/01]2 4

[Filed 6/13/01, Notice 4/18/01—published 7/11/01, effective 9/1/01]
[Filed 7/11/01, Notice 5/16/01—published 8/8/01, effective 10/1/01]
[Filed 9/11/01, Notice 7/11/01—published 10/3/01, effective 12/1/01]

[Filed 10/10/01, Notice 8/22/01—published 10/31/01, effective 1/1/02]2 4

[Filed 11/14/01, Notice 10/3/01—published 12/12/01, effective 2/1/02]
[Filed emergency 1/9/02 after Notice 11/14/01—published 2/6/02, effective 2/1/02]

[Filed emergency 1/16/02—published 2/6/02, effective 2/1/02]7

[Filed 3/13/02, Notice 1/23/02—published 4/3/02, effective 6/1/02]
[Filed emergency 4/12/02—published 5/1/02, effective 4/12/02]
[Filed 4/10/02, Notice 1/9/02—published 5/1/02, effective 7/1/02]
[Filed 4/10/02, Notice 2/6/02—published 5/1/02, effective 7/1/02]
[Filed 7/15/02, Notice 5/1/02—published 8/7/02, effective 10/1/02]8

[Filed 7/15/02, Notice 5/29/02—published 8/7/02, effective 10/1/02]
[Filed 8/15/02, Notice 6/12/02—published 9/4/02, effective 11/1/02]
[Filed 8/15/02, Notice 6/26/02—published 9/4/02, effective 11/1/02]
[Filed emergency 9/12/02—published 10/2/02, effective 9/12/02]
[Filed emergency 11/18/02—published 12/11/02, effective 12/1/02]

[Filed 11/18/02, Notice 10/2/02—published 12/11/02, effective 2/1/03]
[Filed emergency 12/12/02 after Notice 10/16/02—published 1/8/03, effective 1/1/03]

[Filed 2/13/03, Notice 12/11/02—published 3/5/03, effective 5/1/03]
[Filed 5/16/03, Notice 4/2/03—published 6/11/03, effective 7/16/03]2 4

[Filed emergency 6/12/03—published 7/9/03, effective 7/1/03]2 4

[Filed 9/22/03, Notice 7/9/03—published 10/15/03, effective 12/1/03]2 4

[Filed 10/10/03, Notice 8/20/03—published 10/29/03, effective 1/1/04]
[Filed 3/11/04, Notice 1/21/04—published 3/31/04, effective 6/1/04]

[Filed emergency 6/14/04 after Notice 4/28/04—published 7/7/04, effective 7/1/04]
[Filed emergency 6/14/04—published 7/7/04, effective 7/1/04]2 4

[Filed 8/12/04, Notice 6/23/04—published 9/1/04, effective 11/1/04]
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[Filed 9/23/04, Notice 7/7/04—published 10/13/04, effective 11/17/04]2 4

[Filed emergency 4/15/05—published 5/11/05, effective 5/1/05]
[Filed without Notice 5/4/05—published 5/25/05, effective 7/1/05]
[Filed emergency 6/17/05—published 7/6/05, effective 6/25/05]
[Filed emergency 6/17/05—published 7/6/05, effective 7/1/05]2 4

[Filed emergency 9/21/05—published 10/12/05, effective 10/1/05]
[Filed emergency 10/21/05 after Notice 7/6/05—published 11/9/05, effective 10/21/05]
[Filed 10/21/05, Notices 5/11/05 and 7/6/05?—published 11/9/05, effective 12/14/05]

[Filed 10/21/05, Notice 7/6/05—published 11/9/05, effective 12/14/05]
[Filed 3/10/06, Notice 10/12/05—published 3/29/06, effective 5/3/06]
[Filed 4/17/06, Notice 2/15/06—published 5/10/06, effective 7/1/06]

[Filed emergency 6/16/06—published 7/5/06, effective 7/1/06]
[Filed 6/16/06, Notice 4/26/06—published 7/5/06, effective 9/1/06]

[Filed emergency 8/10/06 after Notice 3/15/06—published 8/30/06, effective 10/1/06]
[Filed 8/10/06, Notice 2/15/06—published 8/30/06, effective 11/1/06]
[Filed emergency 9/14/06—published 10/11/06, effective 10/1/06]

[Filed 9/19/06, Notice 7/5/06—published 10/11/06, effective 11/16/06]
[Filed emergency 10/12/06 after Notice 8/30/06—published 11/8/06, effective 11/1/06]

[Filed emergency 12/13/06—published 1/3/07, effective 1/1/07]
[Filed 2/15/07, Notice 12/20/06—published 3/14/07, effective 5/1/07]

[Filed emergency 3/14/07 after Notice 1/3/07—published 4/11/07, effective 4/1/07]
[Filed 3/14/07, Notice 10/11/06—published 4/11/07, effective 5/16/07]
[Filed 7/12/07, Notice 5/23/07—published 8/1/07, effective 9/5/07]

[Filed emergency 8/9/07 after Notice 7/4/07—published 8/29/07, effective 8/10/07]
[Filed 8/9/07, Notice 7/4/07—published 8/29/07, effective 10/3/07]
[Filed 8/9/07, Notice 6/20/07—published 8/29/07, effective 11/1/07]
[Filed 9/12/07, Notice 7/4/07—published 10/10/07, effective 11/14/07]
[Filed emergency 10/10/07—published 11/7/07, effective 10/10/07]
[Filed 1/9/08, Notice 11/7/07—published 1/30/08, effective 3/5/08]
[Filed 1/9/08, Notice 11/7/07—published 1/30/08, effective 4/1/08]

[Filed emergency 5/14/08 after Notice 3/26/08—published 6/4/08, effective 6/1/08]
[Filed emergency 6/11/08 after Notice 3/12/08—published 7/2/08, effective 7/1/08]

[Filed emergency 6/12/08—published 7/2/08, effective 7/1/08]
[Filed 9/17/08, Notice 7/2/08—published 10/8/08, effective 11/12/08]

[Filed emergency 10/14/08 after Notice 7/16/08—published 11/5/08, effective 12/1/08]
[Filed 12/11/08, Notice 10/22/08—published 1/14/09, effective 3/1/09]

[Filed ARC 7835B (Notice ARC 7627B, IAB 3/11/09), IAB 6/3/09, effective 7/8/09]
[Filed Emergency ARC 7937B, IAB 7/1/09, effective 7/1/09]

[Filed Emergency After Notice ARC 7957B (Notice ARC 7631B, IAB 3/11/09; Amended Notice ARC
7732B, IAB 4/22/09), IAB 7/15/09, effective 7/1/09]10

[Filed ARC 8205B (Notice ARC 7827B, IAB 6/3/09), IAB 10/7/09, effective 11/11/09]
[Filed ARC 8206B (Notice ARC 7938B, IAB 7/1/09), IAB 10/7/09, effective 11/11/09]
[Filed ARC 8262B (Notice ARC 8084B, IAB 8/26/09), IAB 11/4/09, effective 12/9/09]
[Filed ARC 8263B (Notice ARC 8059B, IAB 8/26/09), IAB 11/4/09, effective 12/9/09]

[Filed Emergency ARC 8344B, IAB 12/2/09, effective 12/1/09]
[Filed Emergency ARC 8647B, IAB 4/7/10, effective 3/11/10]
[Filed Emergency ARC 8649B, IAB 4/7/10, effective 3/11/10]

[Filed Emergency After Notice ARC 8643B (Notice ARC 8345B, IAB 12/2/09), IAB 4/7/10, effective
3/11/10]

[Filed Emergency ARC 8894B, IAB 6/30/10, effective 7/1/10]
[Filed Emergency ARC 8899B, IAB 6/30/10, effective 7/1/10]
[Filed Emergency ARC 9046B, IAB 9/8/10, effective 8/12/10]

https://www.legis.iowa.gov/docs/aco/arc/7835B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7627B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7937B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7957B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7631B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7732B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7732B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8205B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7827B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8206B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7938B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8262B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8084B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8263B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8059B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8344B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8647B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8649B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8643B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8345B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8894B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8899B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9046B.pdf
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[Filed ARC 9127B (Notice ARC 8896B, IAB 6/30/10), IAB 10/6/10, effective 11/10/10]
[Filed Emergency ARC 9134B, IAB 10/6/10, effective 10/1/10]
[Filed Emergency ARC 9132B, IAB 10/6/10, effective 11/1/10]

[Filed ARC 9176B (Notice ARC 8900B, IAB 6/30/10), IAB 11/3/10, effective 12/8/10]
[Filed Emergency ARC 9254B, IAB 12/1/10, effective 1/1/11]

[Filed ARC 9316B (Notice ARC 9133B, IAB 10/6/10), IAB 12/29/10, effective 2/2/11]
[Filed ARC 9403B (Notice ARC 9170B, IAB 10/20/10), IAB 3/9/11, effective 5/1/11]

[Filed Emergency After Notice ARC 9440B (Notice ARC 9276B, IAB 12/15/10), IAB 4/6/11,
effective 4/1/11]

[Filed ARC 9487B (Notice ARC 9399B, IAB 2/23/11), IAB 5/4/11, effective 7/1/11]
[Filed Emergency After Notice ARC 9531B (Notice ARC 9431B, IAB 3/23/11), IAB 6/1/11, effective

5/12/11]
[Filed ARC 9588B (Notice ARC 9367B, IAB 2/9/11; Amended Notice ARC 9448B, IAB 4/6/11),

IAB 6/29/11, effective 9/1/11]
[Filed Emergency ARC 9706B, IAB 9/7/11, effective 8/17/11]
[Filed Emergency ARC 9708B, IAB 9/7/11, effective 8/17/11]
[Filed Emergency ARC 9710B, IAB 9/7/11, effective 8/17/11]
[Filed Emergency ARC 9704B, IAB 9/7/11, effective 9/1/11]
[Filed Emergency ARC 9712B, IAB 9/7/11, effective 9/1/11]
[Filed Emergency ARC 9714B, IAB 9/7/11, effective 9/1/11]
[Filed Emergency ARC 9719B, IAB 9/7/11, effective 9/1/11]
[Filed Emergency ARC 9722B, IAB 9/7/11, effective 9/1/11]

[Filed ARC 9884B (Notice ARC 9705B, IAB 9/7/11), IAB 11/30/11, effective 1/4/12]
[Filed ARC 9886B (Notice ARC 9713B, IAB 9/7/11), IAB 11/30/11, effective 1/4/12]
[Filed ARC 9887B (Notice ARC 9715B, IAB 9/7/11), IAB 11/30/11, effective 1/4/12]
[Filed ARC 9958B (Notice ARC 9707B, IAB 9/7/11), IAB 1/11/12, effective 2/15/12]
[Filed ARC 9959B (Notice ARC 9721B, IAB 9/7/11), IAB 1/11/12, effective 2/15/12]
[Filed ARC 9960B (Notice ARC 9723B, IAB 9/7/11), IAB 1/11/12, effective 2/15/12]

[Filed Emergency ARC 9996B, IAB 2/8/12, effective 1/19/12]
[Filed ARC 0028C (Notice ARC 9711B, IAB 9/7/11), IAB 3/7/12, effective 4/11/12]
[Filed ARC 0029C (Notice ARC 9709B, IAB 9/7/11), IAB 3/7/12, effective 4/11/12]

[Nullified amendment editorially removed, IAC Supplement 5/16/12]11

[Filed Emergency ARC 0191C, IAB 7/11/12, effective 7/1/12]
[Filed Emergency ARC 0194C, IAB 7/11/12, effective 7/1/12]
[Filed Emergency ARC 0196C, IAB 7/11/12, effective 7/1/12]

[Filed Emergency After Notice ARC 0198C (Notice ARC 0117C, IAB 5/2/12), IAB 7/11/12, effective
7/1/12]

[Filed ARC 0358C (Notice ARC 0231C, IAB 7/25/12), IAB 10/3/12, effective 11/7/12]
[Filed ARC 0359C (Notice ARC 0193C, IAB 7/11/12), IAB 10/3/12, effective 12/1/12]
[Filed ARC 0354C (Notice ARC 0195C, IAB 7/11/12), IAB 10/3/12, effective 12/1/12]
[Filed ARC 0355C (Notice ARC 0197C, IAB 7/11/12), IAB 10/3/12, effective 12/1/12]
[Filed ARC 0360C (Notice ARC 0203C, IAB 7/11/12), IAB 10/3/12, effective 12/1/12]
[Filed ARC 0485C (Notice ARC 0259C, IAB 8/8/12), IAB 12/12/12, effective 2/1/13]
[Filed ARC 0545C (Notice ARC 0366C, IAB 10/3/12), IAB 1/9/13, effective 3/1/13]

[Filed Emergency ARC 0548C, IAB 1/9/13, effective 1/1/13]
[Filed ARC 0580C (Notice ARC 0434C, IAB 10/31/12), IAB 2/6/13, effective 4/1/13]
[Filed ARC 0581C (Notice ARC 0436C, IAB 10/31/12), IAB 2/6/13, effective 4/1/13]

[Filed Emergency ARC 0585C, IAB 2/6/13, effective 1/9/13]
[Filed ARC 0665C (Notice ARC 0547C, IAB 1/9/13), IAB 4/3/13, effective 6/1/13]
[Filed ARC 0708C (Notice ARC 0568C, IAB 1/23/13), IAB 5/1/13, effective 7/1/13]
[Filed ARC 0711C (Notice ARC 0570C, IAB 1/23/13), IAB 5/1/13, effective 7/1/13]
[Filed ARC 0712C (Notice ARC 0569C, IAB 1/23/13), IAB 5/1/13, effective 7/1/13]

https://www.legis.iowa.gov/docs/aco/arc/9127B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8896B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9134B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9132B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9176B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8900B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9254B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9316B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9133B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9403B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9170B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9440B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9276B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9487B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9399B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9531B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9431B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9588B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9367B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9448B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9706B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9708B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9710B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9704B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9712B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9714B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9719B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9722B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9884B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9705B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9886B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9713B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9887B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9715B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9958B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9707B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9959B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9721B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9960B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9723B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9996B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0028C.pdf
https://www.legis.iowa.gov/docs/aco/arc/9711B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0029C.pdf
https://www.legis.iowa.gov/docs/aco/arc/9709B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0191C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0194C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0196C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0198C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0117C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0358C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0231C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0359C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0193C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0354C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0195C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0355C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0197C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0360C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0203C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0485C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0259C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0545C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0366C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0548C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0580C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0434C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0581C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0436C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0585C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0665C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0547C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0708C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0568C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0711C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0570C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0712C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0569C.pdf
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[Filed ARC 0710C (Notice ARC 0588C, IAB 2/6/13), IAB 5/1/13, effective 7/1/13]
[Filed ARC 0713C (Notice ARC 0584C, IAB 2/6/13), IAB 5/1/13, effective 7/1/13]
[Filed ARC 0757C (Notice ARC 0615C, IAB 2/20/13), IAB 5/29/13, effective 8/1/13]
[Filed ARC 0823C (Notice ARC 0649C, IAB 3/20/13), IAB 7/10/13, effective 9/1/13]
[Filed ARC 0824C (Notice ARC 0669C, IAB 4/3/13), IAB 7/10/13, effective 9/1/13]

[Filed Emergency After Notice ARC 0838C (Notice ARC 0667C, IAB 4/3/13; Amended Notice ARC
0748C, IAB 5/15/13), IAB 7/24/13, effective 7/1/13]

[Filed Emergency ARC 0840C, IAB 7/24/13, effective 7/1/13]
[Filed Emergency ARC 0842C, IAB 7/24/13, effective 7/1/13]
[Filed Emergency ARC 0848C, IAB 7/24/13, effective 7/1/13]
[Filed Emergency ARC 0864C, IAB 7/24/13, effective 7/1/13]

[Filed ARC 0994C (Notice ARC 0789C, IAB 6/12/13), IAB 9/4/13, effective 11/1/13]
[Filed Emergency After Notice ARC 1071C (Notice ARC 0887C, IAB 7/24/13), IAB 10/2/13,

effective 10/1/13]
[Filed ARC 1058C (Notice ARC 0863C, IAB 7/24/13), IAB 10/2/13, effective 11/6/13]
[Filed ARC 1057C (Notice ARC 0839C, IAB 7/24/13), IAB 10/2/13, effective 11/6/13]
[Filed ARC 1056C (Notice ARC 0841C, IAB 7/24/13), IAB 10/2/13, effective 11/6/13]
[Filed ARC 1051C (Notice ARC 0847C, IAB 7/24/13), IAB 10/2/13, effective 11/6/13]
[Filed ARC 1150C (Notice ARC 0918C, IAB 8/7/13), IAB 10/30/13, effective 1/1/14]
[Filed ARC 1152C (Notice ARC 0910C, IAB 8/7/13), IAB 10/30/13, effective 1/1/14]
[Filed ARC 1154C (Notice ARC 0919C, IAB 8/7/13), IAB 10/30/13, effective 1/1/14]
[Filed ARC 1155C (Notice ARC 0912C, IAB 8/7/13), IAB 10/30/13, effective 1/1/14]
[Filed ARC 1153C (Notice ARC 0917C, IAB 8/7/13), IAB 10/30/13, effective 1/1/14]
[Filed ARC 1481C (Notice ARC 1391C, IAB 4/2/14), IAB 6/11/14, effective 8/1/14]

[Filed Emergency ARC 1519C, IAB 7/9/14, effective 7/1/14]
[Filed Emergency ARC 1521C, IAB 7/9/14, effective 7/1/14]

[Filed Emergency After Notice ARC 1610C (Notice ARC 1510C, IAB 6/25/14), IAB 9/3/14, effective
8/13/14]

[Filed ARC 1609C (Notice ARC 1518C, IAB 7/9/14), IAB 9/3/14, effective 10/8/14]
[Filed ARC 1608C (Notice ARC 1520C, IAB 7/9/14), IAB 9/3/14, effective 10/8/14]
[Filed ARC 1695C (Notice ARC 1621C, IAB 9/3/14), IAB 10/29/14, effective 1/1/15]
[Filed ARC 1697C (Notice ARC 1619C, IAB 9/3/14), IAB 10/29/14, effective 1/1/15]
[Filed ARC 1699C (Notice ARC 1617C, IAB 9/3/14), IAB 10/29/14, effective 1/1/15]
[Filed ARC 1977C (Notice ARC 1818C, IAB 1/7/15), IAB 4/29/15, effective 7/1/15]
[Filed ARC 2026C (Notice ARC 1921C, IAB 3/18/15), IAB 6/10/15, effective 8/1/15]

[Filed Emergency ARC 2075C, IAB 8/5/15, effective 7/15/15]
[Filed Emergency After Notice ARC 2164C (Notice ARC 2062C, IAB 7/22/15), IAB 9/30/15,

effective 10/1/15]
[Filed ARC 2167C (Notice ARC 2076C, IAB 8/5/15), IAB 9/30/15, effective 11/4/15]

[Filed Emergency After Notice ARC 2361C (Notice ARC 2242C, IAB 11/11/15), IAB 1/6/16, effective
1/1/16]

[Filed ARC 2341C (Notice ARC 2113C, IAB 8/19/15), IAB 1/6/16, effective 2/10/16]
[Filed ARC 2471C (Notice ARC 2114C, IAB 8/19/15; Amended Notice ARC 2380C, IAB 2/3/16),

IAB 3/30/16, effective 5/4/16]
[Filed Emergency ARC 2846C, IAB 12/7/16, effective 11/15/16]
[Filed Emergency ARC 2848C, IAB 12/7/16, effective 11/15/16]

[Filed ARC 2930C (Notice ARC 2824C, IAB 11/23/16), IAB 2/1/17, effective 4/1/17]
[Filed ARC 2932C (Notice ARC 2847C, IAB 12/7/16), IAB 2/1/17, effective 3/8/17]
[Filed ARC 2936C (Notice ARC 2849C, IAB 12/7/16), IAB 2/1/17, effective 3/8/17]
[Filed ARC 3006C (Notice ARC 2899C, IAB 1/18/17), IAB 3/29/17, effective 6/1/17]

[Filed Emergency ARC 3158C, IAB 7/5/17, effective 7/1/17]
[Filed Emergency ARC 3161C, IAB 7/5/17, effective 7/1/17]

https://www.legis.iowa.gov/docs/aco/arc/0710C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0588C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0713C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0584C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0757C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0615C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0823C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0649C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0824C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0669C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0838C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0667C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0748C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0748C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0840C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0842C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0848C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0864C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0994C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0789C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1071C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0887C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1058C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0863C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1057C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0839C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1056C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0841C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1051C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0847C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1150C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0918C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1152C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0910C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1154C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0919C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1155C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0912C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1153C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0917C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1481C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1391C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1519C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1521C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1610C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1510C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1609C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1518C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1608C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1520C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1695C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1621C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1697C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1619C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1699C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1617C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1977C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1818C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2026C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1921C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2075C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2164C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2062C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2167C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2076C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2361C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2242C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2341C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2113C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2471C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2114C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2380C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2846C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2848C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2930C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2824C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2932C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2847C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2936C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2849C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3006C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2899C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3158C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3161C.pdf
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[Filed Emergency ARC 3162C, IAB 7/5/17, effective 7/1/17]
[Filed Emergency ARC 3160C, IAB 7/5/17, effective 7/1/17]
[Filed Emergency ARC 3159C, IAB 7/5/17, effective 7/1/17]

[Filed ARC 3292C (Notice ARC 3164C, IAB 7/5/17), IAB 8/30/17, effective 10/4/17]
[Filed ARC 3293C (Notice ARC 3166C, IAB 7/5/17), IAB 8/30/17, effective 10/4/17]
[Filed ARC 3294C (Notice ARC 3165C, IAB 7/5/17), IAB 8/30/17, effective 10/4/17]
[Filed ARC 3295C (Notice ARC 3167C, IAB 7/5/17), IAB 8/30/17, effective 10/4/17]
[Filed ARC 3296C (Notice ARC 3163C, IAB 7/5/17), IAB 8/30/17, effective 10/4/17]

[Filed Emergency ARC 3358C, IAB 10/11/17, effective 10/1/17]
[Filed Emergency ARC 3481C, IAB 12/6/17, effective 12/1/17]

[Filed ARC 3494C (Notice ARC 3321C, IAB 9/27/17), IAB 12/6/17, effective 1/10/18]
[Filed ARC 3551C (Notice ARC 3439C, IAB 11/8/17), IAB 1/3/18, effective 2/7/18]
[Filed ARC 3554C (Notice ARC 3357C, IAB 10/11/17), IAB 1/3/18, effective 2/7/18]
[Filed ARC 3716C (Notice ARC 3598C, IAB 1/31/18), IAB 3/28/18, effective 5/2/18]

1 Effective date of 79.1(2) and 79.1(5)“t” delayed 70 days by the Administrative Rules Review Committee at its January 1988,
meeting.

2 Two ARCs
3 Effective date of 4/1/90 delayed 70 days by the Administrative Rules Review Committee at its March 12, 1990, meeting; delay

lifted by this Committee, effective May 11, 1990.
4 Two or more ARCs
5 Effective date of subrule 79.1(13) delayed until adjournment of the 1992 Sessions of the General Assembly by the Administrative

Rules Review Committee at its meeting held July 12, 1991.
6 Effective date of 3/1/92 delayed until adjournment of the 1992 General Assembly by the Administrative Rules Review Committee

at its meeting held February 3, 1992.
7 At a special meeting held January 24, 2002, the Administrative Rules Review Committee voted to delay until adjournment of the

2002 Session of the General Assembly the effective date of amendments published in the February 6, 2002, Iowa Administrative
Bulletin as ARC 1365B.

8 Effective date of October 1, 2002, delayed 70 days by the Administrative Rules Review Committee at its meeting held September
10, 2002. At its meeting held November 19, 2002, the Committee voted to delay the effective date until adjournment of the 2003
Session of the General Assembly.

9 Two ARCs
10 July 1, 2009, effective date of amendments to 79.1(1)“d,” 79.1(2), and 79.1(24)“a”(1) delayed 70 days by the Administrative

Rules Review Committee at a special meeting held June 25, 2009.
11 See HJR 2008 of 2012 Session of the Eighty-fourth General Assembly regarding nullification of amendment to 79.1(7)“b”

(ARC 9959B, IAB 1/11/12).

https://www.legis.iowa.gov/docs/aco/arc/3162C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3160C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3159C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3292C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3164C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3293C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3166C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3294C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3165C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3295C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3167C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3296C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3163C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3358C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3481C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3494C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3321C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3551C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3439C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3554C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3357C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3716C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3598C.pdf
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CHAPTER 81
NURSING FACILITIES

[Prior to 7/1/83 Social Services[770] Ch 81]
[Prior to 2/11/87, Human Services[498]]

DIVISION I
GENERAL POLICIES

441—81.1(249A) Definitions.
“Abuse” means any of the following which occurs as a result of the willful or negligent acts or

omissions of a nursing facility employee:
1. Physical injury to, or injury which is at a variance with the history given of the injury, or

unreasonable confinement or unreasonable punishment or assault as defined in Iowa Code section 708.1
of a resident.

2. The commission of a sexual offense under Iowa Code chapter 709 or Iowa Code section 726.2
or 728.12, subsection 1, or sexual exploitation under Iowa Code chapter 235B, as a result of the acts or
omissions of the facility employee responsible for the care of the resident with or against a resident.

3. Exploitation of a resident whichmeans the act or process of taking unfair advantage of a resident
or the resident’s physical or financial resources for one’s own personal or pecuniary profit without the
informed consent of the resident, including theft, by the use of undue influence, harassment, duress,
deception, false representation or false pretenses.

4. The deprivation of the minimum food, shelter, clothing, supervision, physical or mental health
care, or other care necessary to maintain a resident’s life or health.

“Advance directive” means a written instruction, such as a living will or durable power of attorney
for health care, recognized under state law and related to the provision of health care when the resident
is incapacitated.

“Allowable costs” means the price a prudent, cost-conscious buyer would pay a willing seller for
goods or services in an arm’s-length transaction, not to exceed the limitations set out in rules.

“Beginning eligibility date” means date of an individual’s admission to the facility or date of
eligibility for medical assistance, whichever is the later date.

“Case mix” means a measure of the intensity of care and services used by similar residents in a
facility.

“Case-mix index”means a numeric score within a specific range that identifies the relative resources
used by similar residents and represents the average resource consumption across a population or sample.

“Civil penalty” shall mean a civil money penalty not to exceed the amount authorized under Iowa
Code section 135C.36 for health care facility violations.

“Clinical experience”means application or learned skills for direct resident care in a nursing facility.
“Clock hour” means 60 minutes.
“Complete replacement” means completed construction on a new nursing facility to replace an

existing licensed and certified nursing facility. The replacement facility shall have no more licensed
beds than the facility being replaced and shall be located either in the same county as the facility being
replaced or within 30 miles from the facility being replaced.

“Cost normalization” refers to the process of removing cost variations associated with different
levels of resident case mix. Normalized cost is determined by dividing a facility’s per diem direct care
component costs by the facility cost report period case-mix index.

“Denial of critical care” is a pattern of care in which the resident’s basic needs are denied or ignored
to such an extent that there is imminent or potential danger of the resident suffering injury or death, or
is a denial of, or a failure to provide the mental health care necessary to adequately treat the resident’s
serious social maladjustment, or is a gross failure of the facility employee to meet the emotional needs
of the resident necessary for normal functioning, or is a failure of the facility employee to provide for
the proper supervision of the resident.

“Department” means the Iowa department of human services.

https://www.legis.iowa.gov/docs/ico/section/708.1.pdf
https://www.legis.iowa.gov/docs/ico/chapter/709.pdf
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https://www.legis.iowa.gov/docs/ico/section/728.12.pdf
https://www.legis.iowa.gov/docs/ico/chapter/235B.pdf
https://www.legis.iowa.gov/docs/ico/section/135C.36.pdf
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“Direct care component”means the portion of the Medicaid reimbursement rates that is attributable
to the salaries and benefits of registered nurses, licensed practical nurses, certified nursing assistants,
rehabilitation nurses, and contracted nursing services. “Direct care component” also includes costs
related to therapy services provided to residents during inpatient stays and not billed as an outpatient
service.

“Discharged resident”means a resident whose accounts and records have been closed out and whose
personal effects have been taken from the facility. When a resident is discharged, the facility shall notify
the department via Form 470-0042, Case Activity Report.

“Facility” means a licensed nursing facility certified in accordance with the provisions of 42 CFR
483.5 as amended to December 4, 2017, to provide health services and includes hospital-based nursing
facilities that areMedicare-certified and provide only skilled level of care and swing-bed hospitals unless
stated otherwise.

“Facility-based nurse aide training program” means a nurse aide training program that is offered
by a nursing facility and taught by facility employees or under the control of the licensee.

“Facility cost report period case-mix index” is the average of quarterly facilitywide average
case-mix indices, carried to four decimal places. The quarters used in this average will be the
quarters that most closely coincide with the financial and statistical reporting period. For example, a
01/01/2000-12/31/2000 financial and statistical reporting period would use the facilitywide average
case-mix indices for quarters ending 03/31/00, 06/30/00, 09/30/00 and 12/31/00.

“Facilitywide average case-mix index” is the simple average, carried to four decimal places, of all
resident case-mix indices based on the last day of each calendar quarter.

“Informed consent” means a resident’s agreement to allow something to happen that is based on
a full disclosure of known facts and circumstances needed to make the decision intelligently, i.e., with
knowledge of the risks involved or alternatives.

“Iowa Medicaid enterprise” means the entity comprised of department staff and contractors
responsible for the management and reimbursement of Medicaid services.

“Laboratory experience” means practicing care-giving skills prior to contact in the clinical setting.
“Level I review” means screening to identify persons suspected of having mental illness or

intellectual disability as defined in 42 CFR 483.102 as amended to July 1, 2014.
“Level II review”means the evaluation of a person identified in a Level I review to determinewhether

nursing facility services and specialized services are needed.
“Major renovations” means new construction or facility improvements to an existing licensed and

certified nursing facility in which the total depreciable asset value of the new construction or facility
improvements exceeds $1.5 million. The $1.5 million threshold shall be calculated based on the total
depreciable asset value of new construction or facility improvements placed into service during a
two-year period ending on the date the last asset was placed into service. When the property costs of
an asset have been included in a facility’s financial and statistical report that has already been used in
a biennial rebasing, the costs of that asset shall not be considered in determining whether the facility
meets the $1.5 million threshold.

“Managed care organization” means an entity that (1) is under contract with the department to
provide services toMedicaid recipients and (2) meets the definition of “health maintenance organization”
as defined in Iowa Code section 514B.1.

“Medicaid average case-mix index” is the simple average, carried to four decimal places, of all
resident case-mix indices where Medicaid is known to be the per diem payor source on the last day of
the calendar quarter.

“Minimum data set” or “MDS” refers to a federally required resident assessment tool. Information
from the MDS is used by the department to determine the facility’s case-mix index for purposes of
normalizing per diem allowable direct care costs as provided by paragraph 81.6(16)“b,” for determining
the Medicaid average case-mix index to adjust the direct care component pursuant to paragraphs
81.6(16)“c” and “e,” the excess payment allowance pursuant to paragraph 81.6(16)“d,” and the
limits on reimbursement components pursuant to paragraph 81.6(16)“f.” MDS is described in subrule
81.13(9).

https://www.law.cornell.edu/cfr/text/42/483.102
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“Minimum food, shelter, clothing, supervision, physical or mental health care, or other care”means
that food, shelter, clothing, supervision, physical or mental health care, or other care which, if not
provided, would constitute denial of critical care.

“Mistreatment” means any intentional act, or threat of an act, coupled with the apparent ability to
execute the act, which causes or puts another person in fear of mental anguish, humiliation, deprivation
or physical contact which is or will be painful, insulting or offensive. Actions utilized in providing
necessary treatment or care in accordance with accepted standards of practice are not considered
mistreatment.

“New construction”means the construction of a new nursing facility that does not replace an existing
licensed and certified facility and that requires the provider to obtain a certificate of need pursuant to Iowa
Code chapter 135, division VI.

“Non-direct care component” means the portion of Medicaid reimbursement rates attributable to
administrative, environmental, property, and support care costs reported on the financial and statistical
report.

“Non-facility-based nurse aide training program” means a nurse aide training program that is
offered by an organization that is not licensed to provide nursing facility services.

“Nurse aide”means any individual who is not a licensed health professional or volunteer providing
nursing or nursing-related services to residents in a nursing facility.

“Nurse aide registry” means Nurse Aide Registry, Department of Inspections and Appeals, Third
Floor, Lucas State Office Building, Des Moines, Iowa 50319.

“Nurse aide training and competency evaluation programs (NATCEP)” are educational programs
approved by the department of inspections and appeals for nurse aide training as designated in subrule
81.16(3).

“Nursing facility level of care” means that the following conditions are met:
1. The presence of a physical or mental impairment which restricts the member’s daily ability to

perform the essential activities of daily living, bathing, dressing, and personal hygiene, and impedes the
member’s capacity to live independently.

2. The member’s physical or mental impairment is such that self-execution of required nursing
care is improbable or impossible.

“PASRR” means a Level I screening or a Level II evaluation for mental illness or intellectual
disability for all persons who live in or seek entry to a Medicaid-certified nursing facility, as required
by 42 CFR Part 483, Subpart C, as amended to July 1, 2014.

“Patient-day-weighted median cost” means the per diem cost of the nursing facility that is at the
median per diem cost of all nursing facilities based on patient days provided when per diem allowable
costs are ranked from low to high. A separate patient-day-weighted median cost amount shall be
determined for the direct care and non-direct care components.

“Physical abuse” means any nonaccidental physical injury, or injury which is at variance with the
history given of it, suffered by a resident as the result of the acts or omissions of a person responsible
for the care of the resident.

“Physical injury” means damage to any bodily tissue to the extent that the tissue must undergo a
healing process in order to be restored to a sound and healthy condition, or damage to any bodily tissue
to the extent that the tissue cannot be restored to a sound and healthy condition, or damage to any bodily
tissue which results in the death of the person who has sustained the damage.

“Poor performing facility (PPF)” is a facility designated by the department of inspections and
appeals as a poor performing facility (PPF) based on surveys conducted by the department of inspections
and appeals pursuant to subrule 81.13(1). A facility shall be designated a PPF if it has been cited for
substandard quality of care on the current standard survey and it:

1. Has been cited for substandard quality of care or immediate jeopardy on at least one of the
previous two standard surveys;

2. Has a history of substantiated complaints during the last two years;
3. Has a current deficiency for not having a quality assurance program; or
4. Does not have an effective quality assurance program as defined in paragraph 81.13(19)“o.”

https://www.legis.iowa.gov/docs/ico/chapter/135.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.16.pdf
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“Primary instructor” means a registered nurse responsible for teaching a state-approved nurse aide
training course.

“Program coordinator” means a registered nurse responsible for administrative aspects of a
state-approved nurse aide training course.

“Rate determination letter” means the letter that is distributed quarterly by the Iowa Medicaid
enterprise to each nursing facility notifying the facility of the facility’s Medicaid reimbursement rate
calculated in accordance with this rule and of the effective date of the reimbursement rate.

“Skilled nursing facility level of care” means that the following conditions are met:
1. The member’s medical condition requires skilled nursing services or skilled rehabilitation

services as defined in 42 CFR 409.31(a), 409.32, and 409.34.
2. Services are provided in accordance with the general provisions for all Medicaid providers and

services as described in rule 441—79.9(249A).
3. Documentation submitted for review indicates that the member has:
a. A physician order for all skilled services.
b. Services that require the skills of medical personnel, including registered nurses, licensed

practical nurses, physical therapists, occupational therapists, speech pathologists, or audiologists.
c. An individualized care plan that identifies support needs.
d. Confirmation that skilled services are provided to the member.
e. Skilled services that are provided by, or under the supervision of, medical personnel as described

above.
f. Skilled nursing services that are needed and provided seven days a week or skilled rehabilitation

services that are needed and provided at least five days a week.
“Skills performance record” means a record of major duties and skills taught which consists of, at

a minimum:
1. A listing of the duties and skills expected to be learned in the program.
2. Space to record the date when the aide performs the duty or skill.
3. Space to note satisfactory or unsatisfactory performance.
4. The signature of the instructor supervising the performance.
“Special population nursing facility” refers to a nursing facility that serves the following

populations:
1. One hundred percent of the residents served are aged 21 and under and require the skilled level

of care.
2. Seventy percent of the residents served require the skilled level of care for neurological

disorders.
3. One hundred percent of the residents require care from a facility licensed by the department of

inspections and appeals as an intermediate care facility for persons with mental illness.
“Surgical or other invasive procedure” means an operative procedure in which skin or mucous

membranes and connective tissue are incised or an instrument is introduced through a natural body
orifice. Surgical or other invasive procedures include a range of procedures from minimally invasive
dermatological procedures (biopsy, excision, and deep cryotherapy for malignant lesions) to extensive
multiorgan transplantation. Surgical or other invasive procedures include all procedures described by the
codes in the surgery section of the Current Procedural Terminology (CPT) published by the American
Medical Association and other invasive procedures such as percutaneous transluminal angioplasty and
cardiac catheterization. Surgical or other invasive procedures include minimally invasive procedures
involving biopsies or placement of probes or catheters requiring the entry into a body cavity through
a needle or trocar. “Surgical or other invasive procedure” does not include use of instruments such as
otoscopes for examinations or very minor procedures such as drawing blood.

“Terminated from the Medicare or Medicaid program” means a facility has lost the final appeal to
which it is entitled.

https://www.law.cornell.edu/cfr/text/42/409.31(a)
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“Testing entity” means a person, agency, institution, or facility approved by the department of
inspections and appeals to take responsibility for obtaining, keeping secure and administering the
competency test and reporting nurse aide scores to the nurse aide registry.

This rule is intended to implement Iowa Code sections 249A.2(6), 249A.3(2)“a,” and 249A.4.
[ARC 8445B, IAB 1/13/10, effective 12/11/09; ARC 9726B, IAB 9/7/11, effective 9/1/11; ARC 9888B, IAB 11/30/11, effective
1/4/12; ARC 0994C, IAB 9/4/13, effective 11/1/13; ARC 1806C, IAB 1/7/15, effective 3/1/15; ARC 2361C, IAB 1/6/16, effective
1/1/16; ARC 3718C, IAB 3/28/18, effective 5/2/18; ARC 3717C, IAB 3/28/18, effective 7/1/18]

441—81.2 Rescinded, effective 11/21/79.

441—81.3(249A) Initial approval for nursing facility care.
81.3(1) Need for nursing facility care. Residents of nursing facilities must be in need of either

nursing facility care or skilled nursing care. Payment will be made for nursing facility care residents
only upon certification of the need for the level of care by a licensed physician of medicine or osteopathy
and approval of the level of care by the department.

a. Decisions on level of care, subject to paragraph 81.3(1)“b,” shall be made for the department
by the Iowa Medicaid enterprise (IME) medical services unit within two working days of receipt of
medical information. The IME medical services unit determines whether the level of care provided or to
be provided should be approved based on medical necessity and the appropriateness of the level of care
under 441—subrules 79.9(1) and 79.9(2).

b. For residents subject to a Level II PASRR review pursuant to subrule 81.3(3), the level of care
determination shall be made as part of the Level II PASRR review, based on medical necessity and the
appropriateness of the level of care under 441—subrules 79.9(1) and 79.9(2).

c. Adverse level of care decisions may be appealed to the department pursuant to 441—Chapter 7.
81.3(2) Skilled nursing care level of need. Rescinded IAB 7/11/01, effective 7/1/01.
81.3(3) Preadmission review. The department’s contractor for PASRR screening and evaluation

shall complete a Level I review for all persons seeking admission to a Medicaid-certified nursing
facility, regardless of the source of payment for the person’s care. When a Level I review identifies
evidence for the presence of mental illness or intellectual disability, the department’s contractor for
PASRR evaluations shall complete a Level II review before the person is admitted to the facility.

a. Exceptions to Level II review. Persons in the following circumstances may be exempted from
Level II review based on a categorical determination that, in that circumstance, admission to or residence
in a nursing facility is normally needed and the provision of specialized services for mental illness or
intellectual disability is normally not needed.

(1) The person’s attending physician certifies that the person is terminally ill with death expected
within six months, the person requires nursing care or supervision due to the person’s physical condition,
and the person is not a danger to self or others. If the person’s nursing facility stay exceeds six months,
a Level II review must be completed.

(2) The severity of the person’s illness results in impairment so severe that the person could
not be expected to benefit from specialized services, and the person does not present a danger to self
or others. This category includes persons who are comatose, who function at brain-stem level, who
are ventilator-dependent, or who have diagnoses such as Parkinson’s disease, Huntington’s chorea,
amyotrophic lateral sclerosis, chronic obstructive pulmonary disease (COPD), or congestive heart
failure (CHF).

(3) The person is suffering from delirium. Exemptions made on a basis of delirium are valid until
the delirium clears or for seven days, whichever is sooner.

(4) The person is in an emergency situation that requires protective services with placement in the
nursing facility. A Level II review must be completed if the admission lasts more than seven days.

(5) The admission is for the purpose of providing respite to the person’s caregiver. If the nursing
facility stay exceeds 30 days, a Level II review must be completed.

(6) The person has dementia in combination with an intellectual disability.
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(7) The person has been approved for specialized services in another facility based on a previous
Level II evaluation, the specialized services still meet the person’s needs, and the receiving facility agrees
to provide the specialized services.

(8) The person is transferring directly from receiving acute hospital inpatient care and requires
nursing facility services for the same acute physical illness for which hospital care was received, and the
person’s attending physician certifies before the admission that the person is likely to require less than
30 days of nursing facility services. If the person is later found to require more than 30 days of nursing
facility care, a Level II review must be completed within 40 calendar days of the person’s admission
date.

(9) The person:
1. Is transferring to a nursing facility directly from receiving acute hospital inpatient care, and
2. Requires nursing facility services for convalescence from the same acute physical illness for

which the person received hospital care, and
3. Is clearly sufficiently psychiatrically and behaviorally stable enough for nursing facility

admission, and
4. Before entering the facility, has been certified by the attending physician as likely to require

less than 60 days of nursing facility services.
b. Outcome of Level II review. The Level II review shall determine:
(1) Whether nursing facility care or skilled nursing care is medically necessary and appropriate

under 441—subrules 79.9(1) and 79.9(2) for the person seeking admission;
(2) Whether the person seeking admission needs specialized services for mental illness as defined

in paragraph 81.13(14)“b,” using the procedures set forth in 42 CFR 483.134 as amended to July 1,
2014; and

(3) Whether the person seeking admission needs specialized services for intellectual disability as
defined in paragraph 81.13(14)“c,” using the procedures set forth in 42 CFR 483.136 as amended to July
1, 2014.

c. The department’s division of mental health and disability services or its designee shall
review each Level II evaluation and plan for obtaining needed specialized services before the person’s
admission to a nursing facility to determine whether nursing facility care or skilled nursing care is
medically necessary and whether the nursing facility is an appropriate placement.

d. Nursing facility payment under the IowaMedicaid programwill bemade forMedicaidmembers
residing in the nursing facility:

(1) Only if a Level I review was completed prior to admission;
(2) For persons with mental illness or intellectual disability, only if a Level II review has been

completed, or an exception under paragraph 81.3(3)“a” has been approved, and it is determined by
the division of mental health and disability services that nursing facility care or skilled nursing care is
medically necessary and appropriate and that the person’s treatment needs related to a mental illness or
intellectual disability will be or are being met.

e. Adverse PASRR decisions may be appealed to the department pursuant to 441—Chapter 7.
f. A nursing facility requesting an administrative hearing regarding a PASRR determination

must have the prior, express, signed, written consent of the resident or the resident’s lawfully appointed
guardian to request such a hearing. Notwithstanding any contrary provision in 441—Chapter 7, no
hearing will be granted unless the nursing facility submits a document providing such resident’s consent
to the request for a state fair hearing. The document must specifically inform the resident that protected
health information (PHI) may be discussed at the hearing and may be made public in the course of the
hearing and subsequent administrative and judicial proceedings. The document must contain language
that indicates the resident’s knowledge of the potential for PHI to become public and that the resident
knowingly, voluntarily, and intelligently consents to the nursing facility’s bringing the state fair hearing
on the resident’s behalf.
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81.3(4) Special care level of need. Rescinded IAB 3/20/91, effective 3/1/91.
This rule is intended to implement Iowa Code sections 249A.2(6), 249A.3(2)“a” and 249A.4.

[ARC 8445B, IAB 1/13/10, effective 12/11/09; ARC 9726B, IAB 9/7/11, effective 9/1/11; ARC 9888B, IAB 11/30/11, effective
1/4/12; ARC 1806C, IAB 1/7/15, effective 3/1/15]

441—81.4(249A) Arrangements with residents.
81.4(1) Resident care agreement. Rescinded IAB 12/6/95, effective 2/1/96.
81.4(2) Financial participation by resident. A resident’s payment for care may include any

voluntary payments made by family members toward cost of care of the resident. The resident’s client
participation and medical payments from a third party shall be paid toward the total cost of care for
the month before any state payment is made. The state will pay the balance of the cost of care for the
remainder of the month. The facility shall make arrangements directly with the resident for payment
of client participation.

81.4(3) Personal needs account. When a facility manages the personal needs funds of a resident,
it shall establish and maintain a system of accounting for expenditures from the resident’s personal
needs funds. (See subrule 81.13(5)“c.”) The funds shall be deposited in a bank within the state of
Iowa insured by FDIC. Expense for bank service charges for this account is an allowable expense under
rule 441—81.6(249A) if the service cannot be obtained free of charge. The department shall charge
back to the facility any maintenance item included in the computation of the audit cost that is charged
to the resident’s personal needs when the charge constitutes double payment. Unverifiable expenditures
charged to personal needs accounts may be charged back to the facility. The accounting system is subject
to audit by representatives of the department and shall meet the following criteria:

a. Upon admittance, a ledger sheet shall be credited with the resident’s total incidental money
on hand. Thereafter, the ledger shall be kept current on a monthly basis. The facility may combine the
accounting with the disbursement section showing the date, amount given the resident, and the resident’s
signature. A separate ledger shall be maintained for each resident.

b. When something is purchased for the resident and is not a direct cash disbursement, each
expenditure item in the ledger shall be supported by a signed, dated receipt. The receipt shall indicate
the article furnished for the resident’s benefit.

c. Personal funds shall only be turned over to the resident, the resident’s guardian, or other persons
selected by the resident. With the consent of the resident, when the resident is able and willing to give
consent the administrator may turn over personal funds to a close relative or friend of the resident to
purchase a particular item. A signed, dated receipt shall be required to be deposited in the resident’s
files.

d. The ledger and receipts for each resident shall be made available for periodic audits by
an accredited department representative. Audit certification shall be made by the department’s
representative at the bottom of the ledger sheet. Supporting receipts may then be destroyed.

e. Upon a patient’s death, a receipt shall be obtained from the next of kin, the resident’s guardian,
or the representative handling the funeral before releasing the balance of the personal needs funds. In
the event there is no next of kin or guardian available and there are no outstanding funeral expenses, any
funds shall revert to the department. In the event that an estate is opened, the department shall turn the
funds over to the estate.

81.4(4) Safeguarding personal property. The facility shall safeguard the resident’s personal
possessions. Safeguarding shall include, but is not limited to:

a. Providing a method of identification of the resident’s suitcases, clothing, and other personal
effects, and listing these on an appropriate form attached to the resident’s record at the time of admission.
These records shall be kept current. Any personal effects released to a relative of the resident shall be
covered by a signed receipt.

b. Providing adequate storage facilities for the resident’s personal effects.
c. Ensuring that all mail is delivered unopened to the resident to whom it is addressed, except in

those cases where the resident is too confused, as documented in the person’s permanent medical record,
to receive it, in which case the mail is held unopened for the resident’s conservator or relatives. Mail
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may be opened by the facility in cases where the resident or relatives or guardian have given permission
in writing for mail to be opened and read to the resident.

This rule is intended to implement Iowa Code sections 249A.2, 249A.3(2)“a,” and 249A.4.

441—81.5(249A) Discharge and transfer. (See paragraph 81.13(6)“c.”)
81.5(1) Notice. When a Medicaid member requests transfer or discharge, or another person requests

this for the member, the administrator shall promptly notify the department. This shall be done in
sufficient time to permit a social service worker or case manager to assist in the planning for the transfer
or discharge.

81.5(2) Case activity report. A Case Activity Report, Form 470-0042, shall be submitted to the
department whenever a Medicaid applicant or recipient enters the facility, changes level of care, or is
discharged from the facility.

81.5(3) Plan. The administrator and staff shall assist the resident in planning for transfer or discharge
through development of a discharge plan.

81.5(4) Transfer records. When a resident is transferred to another facility, transfer information shall
be summarized from the facility’s records in a copy to accompany the resident. This information shall
include:

a. A transfer form of diagnosis.
b. Aid to daily living information.
c. Transfer orders.
d. Nursing care plan.
e. Physician’s orders for care.
f. The resident’s personal records.
g. When applicable, the personal needs fund record.
h. Resident care review team assessment.
81.5(5) Unused client participation. When a resident leaves the facility during the month, any

unused portion of the resident’s client participation shall be refunded.
This rule is intended to implement Iowa Code sections 249A.2, 249A.3(2)“a,” and 249A.4.

[ARC 2361C, IAB 1/6/16, effective 1/1/16]

441—81.6(249A) Financial and statistical report and determination of payment rate. With
the exception of hospital-based nursing facilities that are Medicare-certified and provide only the
skilled level of care, herein referred to as Medicare-certified hospital-based nursing facilities, all
facilities in Iowa wishing to participate in the program shall submit a Financial and Statistical
Report, Form 470-0030, to the Iowa Medicaid enterprise provider cost audit and rate setting unit. All
Medicare-certified hospital-based nursing facilities shall submit a copy of their Medicare cost report.
These reports shall be based on the following rules.

81.6(1) Failure to maintain records. Failure to adequately maintain fiscal records, including census
records, medical charts, ledgers, journals, tax returns, canceled checks, source documents, invoices, and
audit reports by or for a facility may result in the penalties specified in subrule 81.14(1).

81.6(2) Accounting procedures. Financial information shall be based on that appearing in the audited
financial statements of the facility. If the financial statements have been compiled, reviewed or audited
by an outside firm, a copy of the compilation, review or audit, including notes, for the reporting period
shall be included with the submission of the financial and statistical report. Adjustments to convert to the
accrual basis of accounting shall be made when the records are maintained on other accounting bases.

a. Facilities which are a part of a larger health facility extending short-term, intensive, or other
health care not generally considered nursing care may submit a cost apportionment schedule prepared in
accordance with recognized methods and procedures. A schedule shall be required when necessary for
a fair presentation of expense attributable to nursing facility patients.

b. Costs for patient care services shall be divided into the subcategories of “direct patient care
costs” and “support care costs.” Costs associated with food and dietary wages shall be included in the
“support care costs” subcategory.
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81.6(3) Submission of reports. All nursing facilities, except the Iowa Veterans Home, shall submit
reports electronically, in a format approved by the department, to the Iowa Medicaid enterprise provider
cost audit and rate setting unit not later than the last day of the fifth calendar month after the close of the
provider’s reporting year. The Iowa Veterans Home shall submit the report electronically, in a format
approved by the department, no later than three months after the close of each six-month period of the
facility’s established fiscal year. The annual financial report shall coincide with the fiscal year used by
the provider to report federal income taxes for the operation unless the provider requests in writing that
a different reporting period be used. Such a request shall be submitted within 60 days after the initial
certification of a provider. The option to change the reporting period may be exercised only one time by
a provider, and the reporting period shall coincide with the fiscal year end for Medicare cost-reporting
purposes. If a reporting period other than the tax year is established, audit trails between the periods
are required, including reconciliation statements between the provider’s records and the annual financial
report.

a. Nursing facilities that are certified to provideMedicare-covered skilled nursing facility services
are required to submit a copy of their Medicare cost report that covers their most recently completed
historical reporting period as submitted to the Medicare fiscal intermediary.

b. The submission shall include a working trial balance that corresponds to all financial data
contained on the cost report. The working trial balance must provide sufficient detail to enable the Iowa
Medicaid enterprise provider cost audit and rate setting unit to reconcile accounts reported on the general
ledger to those on the financial and statistical report. For reporting costs that are not directly assigned to
the nursing facility in the working trial balance, an allocation method must be identified for each line,
including the statistics used in the calculation. Reports submitted without a working trial balance shall
be considered incomplete, and the facility shall be subject to the rate reductions set forth in paragraph
81.6(3)“e.”

c. If the financial statements have been compiled, reviewed or audited by an outside firm, a copy
of the compilation, review or audit, including notes, for the reporting period shall be included with the
submission of the financial and statistical report as set forth in subrule 81.6(2).

d. For nursing facilities, except the Iowa Veterans Home, an extension of the five-month filing
period shall not be granted unless one is granted for the filing of theMedicare cost report. If theMedicare
filing deadline for submitting theMedicare cost report is delayed by theMedicare fiscal intermediary, the
Medicaid cost report and all required forms shall be submitted on the date Medicare requires submission
of its report. Notice of the extension shall be presented to the department within ten days of a decision
by Medicare.

e. A complete submission shall include all of the items identified in this subrule. Failure to submit
a complete report that meets the requirements of this rule within the stated time shall reduce payment to
75 percent of the current rate.

(1) The reduced rate shall be effective the first day of the sixth month following the provider’s fiscal
year end and shall remain in effect until the first day of the month after the delinquent report is received
by the Iowa Medicaid enterprise provider cost audit and rate setting unit.

(2) The reduced rate shall be paid for no longer than three months, after which time no further
payments will be made until the first day of the month after the delinquent report is received by the Iowa
Medicaid enterprise provider cost audit and rate setting unit.

f. When a nursing facility continues to include in the total costs an item or items which had in a
prior period been removed through an adjustment made by the department or its contractor, the contractor
shall recommend to the department that the per diem be reduced to 75 percent of the current payment
rate for the entire quarter beginning the first day of the fourth month after the facility’s fiscal year end. If
the adjustment has been contested and is still in the appeals process, the provider may include the cost,
but must include sufficient detail so that the IowaMedicaid enterprise provider cost audit and rate setting
unit can determine if a similar adjustment is needed in the current period. The department may, after
considering the seriousness of the offense, make the reduction.

g. Nothing in this subrule relieves a facility of its obligation to immediately inform the department
that the facility has retained Medicaid funds to which the facility is not entitled as a result of any cost
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report process. A facility shall notify the Iowa Medicaid enterprise when the facility determines that
funds have been incorrectly paid or when an overpayment has been detected.

h. A facility may change its fiscal year one time in any two-year period. If the facility changes its
fiscal year, the facility shall notify the Iowa Medicaid enterprise cost audit and rate setting unit 60 days
prior to the first date of the change.

81.6(4) Payment at new rate.
a. Except for state-operated nursing facilities and special population nursing facilities, payment

rates shall be updated July 1, 2001, and every second year thereafter with new cost report data, and
adjusted quarterly to account for changes in the Medicaid average case-mix index. For nursing facilities
receiving both an ICF and SNF Medicaid rate effective June 30, 2001, the June 30, 2001, Medicaid rate
referenced in subparagraphs (1) and (2) below shall be the patient-day-weighted average of the ICF and
SNF Medicaid rates effective June 30, 2001, excluding the case-mix transition add-on amount.

(1) The Medicaid payment rates for services rendered from July 1, 2001, through June 30, 2002,
shall be 66.67 percent of the facility’s Medicaid rate effective June 30, 2001, excluding the case-mix
transition add-on amount, plus an inflation allowance of 6.21 percent, not to exceed $94, and 33.33
percent of the July 1, 2001, modified price-based rate pursuant to subrule 81.6(16). In no case shall
the July 1, 2001, Medicaid rate be less than the Medicaid rate effective June 30, 2001, excluding the
case-mix transition add-on amount, and increased by a 6.21 percent inflation allowance.

(2) Payment rates for services rendered from July 1, 2002, through June 30, 2003, shall be 33.33
percent of the facility’s Medicaid rate effective June 30, 2001, excluding the case-mix transition add-on
amount, plus an inflation allowance of 6.21 percent, and an additional inflation factor based on the
CMS/SNF Total Market Basket Index. However, the current system rate to be used effective July 1,
2002, shall not exceed $94, times an inflation factor pursuant to subrule 81.6(18), and 66.67 percent of
the July 1, 2002, modified price-based rate. In no case shall the July 1, 2002, Medicaid rate be less than
the Medicaid rate effective June 30, 2002, plus an inflation factor pursuant to subrule 81.6(18) projected
for the following 12 months.

(3) Payment rates for services rendered from July 1, 2003, and thereafter will be 100 percent of the
modified price-based rate.

(4) Rescinded IAB 9/8/10, effective 8/12/10.
b. The Medicaid payment rate for special population nursing facilities shall be updated annually

without a quarterly adjustment.
c. The Medicaid payment rate for state-operated nursing facilities shall be updated annually

without a quarterly adjustment.
81.6(5) Accrual basis. Facilities not using the accrual basis of accounting shall adjust recorded

amounts to the accrual basis. Records of cash receipts and disbursements shall be adjusted to reflect
accruals of income and expense.

81.6(6) Census of public assistance recipients. Census figures of public assistance recipients shall
be obtained on the last day of the month ending the reporting period.

81.6(7) Patient days. In determining inpatient days, a patient day is that period of service rendered
a patient between the census-taking hours on two successive days, the day of discharge being counted
only when the patient was admitted that same day.

81.6(8) Opinion of accountant. The department may require that an opinion of a certified public
accountant or public accountant accompany the report when adjustments made to prior reports indicate
disregard of the certification and reporting instructions.

81.6(9) Calculating patient days. When calculating patient days, facilities shall use an accumulation
method.

a. Census information shall be based on a patient’s status at midnight at the end of each day.
b. When a recipient is on a reserve bed status and the department is paying on a per diem basis for

the holding of a bed, or any day a bed is reserved for a public assistance or nonpublic assistance patient
and a per diem rate for the bed is charged to any party, the reserved days shall be included in the total
census figures for inpatient days.
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81.6(10) Revenues. Revenues shall be reported as recorded in the general books and records.
Expense recoveries credited to expense accounts shall not be reclassified in order to be reflected as
revenues.

a. Routine daily services shall represent the established charge for daily care. Routine daily
services include room, board, nursing services, therapies, and such services as supervision, feeding,
pharmaceutical consulting, over-the-counter drugs, incontinency, and similar services, for which the
associated costs are in nursing service. Routine daily services shall not include:

(1) Laboratory or diagnostic radiology services, unless the service is provided by facility staff using
facility equipment, and

(2) Prescription (legend) drugs.
b. Revenue from ancillary services provided to patients shall be applied in reduction of the related

expense.
c. Revenue from the sale of medical supplies, food or services to employees or nonresidents of

the facility shall be applied in reduction of the related expense. Revenue from the sale to private pay
residents of items or services which are included in the medical assistance per diem will not be offset.

d. Investment income adjustment is necessary only when interest expense is incurred, and only to
the extent of the interest expense.

e. Laundry revenue shall be applied to laundry expense.
f. Accounts receivable charged off or provision for uncollectible accounts shall be reported as a

deduction from gross revenue.
81.6(11) Limitation of expenses. Certain expenses that are not normally incurred in providing patient

care shall be eliminated or limited according to the following rules.
a. Federal and state income taxes are not allowed as reimbursable costs.
b. Fees paid directors and nonworking officers’ salaries are not allowed as reimbursable costs.
c. Bad debts are not an allowable expense.
d. Charity allowances and courtesy allowances are not an allowable expense.
e. Personal travel and entertainment are not allowable as reimbursable costs. Certain expenses

such as rental or depreciation of a vehicle and expenses of travel which include both business and personal
costs shall be prorated. Amounts which appear to be excessive may be limited after consideration of the
specific circumstances. Records shall be maintained to substantiate the indicated charges.

(1) Commuter travel by the owner(s), owner-administrator(s), administrator, nursing director or
any other employee is not an allowable cost (from private residence to facility and return to residence).

(2) The expense of one car or one van or both designated for use in transporting patients shall be
an allowable cost. All expenses shall be documented by a sales slip, invoice or other document setting
forth the designated vehicle as well as the charges incurred for the expenses to be allowable.

(3) At the time of annual contract renewal with the Iowa department of transportation, each facility
which supplies transportation services as defined in Iowa Code section 324A.1 shall provide current
documentation of compliance with or exemption from public transit coordination requirements as found
in Iowa Code section 324A.5 and 761—Chapter 910 of the Iowa department of transportation’s rules.
Failure to cooperate in obtaining or in providing the required documentation of compliance or exemption
after receipt from the Iowa department of transportation shall result in disallowance of vehicle costs and
other costs associated with transporting residents.

(4) Expenses related to association business meetings, limited to individual members of the
association who are members of a national affiliate, and expenses associated with workshops,
symposiums, and meetings which provide administrators or department heads with hourly credits
required to comply with continuing education requirements for licensing, are allowable expenses.

(5) Travel of an emergency nature required for supplies, repairs of machinery or equipment, or
building is an allowable expense.

(6) Travel for which a patient must pay is not an allowable expense.
(7) Allowable expenses in subparagraphs (2) through (5) above are limited to 6 percent of total

administrative expense.
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f. Entertainment provided by the facility for participation of all residents who are physically and
mentally able to participate is an allowable expense except that entertainment for which the patient is
required to pay is not an allowable expense.

g. Loan acquisition fees and standby fees are not considered part of the current expense of patient
care, but should be amortized over the life of the related loan.

h. A reasonable allowance of compensation for services of owners or immediate relatives is
an allowable cost, provided the services are actually performed in a necessary function. For this
purpose, the following persons are considered immediate relatives: husband and wife; natural parent,
child and sibling; adopted child and adoptive parent; stepparent, stepchild, stepbrother, and stepsister;
father-in-law, mother-in-law, son-in-law, daughter-in-law, brother-in-law, and sister-in-law; grandparent
and grandchild. Adequate time records shall be maintained. Adjustments may be necessary to
provide compensation as an expense for nonsalaried working proprietors and partners. Members of
religious orders serving under an agreement with their administrative office are allowed salaries paid
persons performing comparable services. When maintenance is provided these persons by the facility,
consideration shall be given to the value of these benefits and this amount shall be deducted from the
amount otherwise allowed for a person not receiving maintenance.

(1) Compensation means the total benefit received by the owner or immediate relative for
services rendered. Compensation includes all remuneration, paid currently or accrued, for managerial,
administrative, professional and other services rendered during the period. Compensation shall include
all items that should be reflected on IRS Form W-2, Wage and Tax Statement, including, but not
limited to, salaries, wages, and fringe benefits; the cost of assets and services received; and deferred
compensation. Fringe benefits shall include, but are not limited to, costs of leave, employee insurance,
pensions and unemployment plans. If the facility’s fiscal year end does not correlate to the period of the
W-2, a reconciliation between the latest issued W-2 and current compensation shall be required to be
disclosed to the Iowa Medicaid enterprise provider cost audit and rate setting unit. Employer portions of
payroll taxes associated with amounts of compensation that exceed the maximum allowed compensation
shall be considered unallowable for reimbursement. All compensation paid to related parties, including
payroll taxes, shall be required to be reported to the Iowa Medicaid enterprise provider cost audit and
rate setting unit with the submission of the financial and statistical report. If it is determined that there
have been undisclosed related-party salaries, the cost report shall be determined to have been submitted
incomplete and the facility shall be subject to the penalties set forth in paragraph 81.6(3)“e.”

(2) Reasonableness requires that the compensation allowance be the same amount as would
ordinarily be paid for comparable services by comparable institutions, and depends upon the facts and
circumstances of each case.

(3) Necessary requires that the function be such that had the owner or immediate relative not
rendered the services, the facility would have had to employ another person to perform the service,
and be pertinent to the operation and sound conduct of the institution.

(4) Effective July 1, 2001, the base maximum allowed compensation for an administrator who is
involved in ownership of the facility or who is an immediate relative of an owner of the facility is $3,296
per month plus $35.16 per month per licensed bed capacity for each bed over 60, not to exceed $4,884 per
month. An administrator is considered to be involved in ownership of a facility when the administrator
has ownership interest of 5 percent or more.

On an annual basis, the maximum allowed compensation amounts for these administrators shall be
increased or decreased by an annual inflation factor as specified by subrule 81.6(18).

(5) The maximum allowed compensation for an assistant administrator who is involved in
ownership of the facility or who is an immediate relative of an owner of the facility in facilities having
a licensed capacity of 151 or more beds is 60 percent of the amount allowed for the administrator.
An assistant administrator is considered to be involved in ownership of a facility when the assistant
administrator has ownership interest of 5 percent or more.

(6) The maximum allowed compensation for a director of nursing or any employee who is involved
in ownership of the facility or who is an immediate relative of an owner of the facility is 60 percent of the
amount allowed for the administrator. Persons involved in ownership or relatives providing professional
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services shall be limited to rates prevailing in the community not to exceed 60 percent of the allowable
rate for the administrator on a semiannual basis. Records shall be maintained in the same manner for an
employee involved in ownership or a relative as are maintained for any other employee of the facility.
Ownership is defined as an interest of 5 percent or more.

(7) The maximum allowed compensation for anyone working for another entity (e.g., home office)
that allocates cost to the nursing facility and is involved in ownership of the facility or allocating entity
or who is an immediate relative of an owner of the facility or allocating entity is 60 percent of the amount
allowed for the administrator. An employee working for another entity that allocates cost to the nursing
facility is considered to be involved in ownership of a facility when that individual has ownership interest
of 5 percent or more of the home office or the nursing facility.

(8) The maximum allowed compensation for employees as set forth in subparagraphs
81.6(11)“h”(4) to 81.6(11)“h”(7) shall be adjusted by the percentage of the average work week that
the employee devoted to business activity at the nursing facility for the fiscal year of the financial and
statistical report. The time devoted to the business shall be disclosed on the financial and statistical
report and shall correspond to any amounts reported to the Medicare fiscal intermediary. In the case
that an owner’s or immediate relative’s time is allocated to the facility from another entity (e.g., home
office), the compensation limit shall be adjusted by the percentage of total costs of the entity allocated
to the nursing facility. In no case shall the amount of salary for one employee allocated to multiple
nursing facilities be more than the maximum allowed compensation for that employee had the salary
been allocated to only one facility.

i. Management fees paid to a related party shall be limited on the same basis as the owner
administrator’s salary, but shall have the amount paid the resident administrator deducted. When the
parent company can separately identify accounting costs, the costs are allowed.

j. Depreciation based upon tax cost using only the straight-line method of computation,
recognizing the estimated useful life of the asset as defined in the American Hospital Association Useful
Life Guide, 1983 edition, may be included as a patient cost. When accelerated methods of computation
have been elected for income tax purposes, an adjustment shall be made. For change of ownership,
refer to subrule 81.6(12).

k. Necessary and proper interest on both current and capital indebtedness is an allowable cost.
(1) Interest is the cost incurred for the use of borrowed funds. Interest on current indebtedness is

the cost incurred for funds borrowed for a relatively short term. Interest on capital indebtedness is the
cost incurred for funds borrowed for capital purposes.

(2) “Necessary” requires that the interest be incurred on a loan made to satisfy a financial need of
the provider, be incurred on a loan made for a purpose reasonably related to patient care, and be reduced
by investment income except where the income is from gifts and grants whether restricted or unrestricted,
and which are held separate and not commingled with other funds.

(3) “Proper” requires that interest be incurred at a rate not in excess of what a prudent borrower
would have had to pay in the money market on the date the loan was made, and be paid to a lender not
related through control or ownership to the borrowing organization.

(4) Interest on loans is allowable as cost at a rate not in excess of the amount an investor could
receive on funds invested in the locality on the date the loan was made.

(5) Interest is an allowable cost when the general fund of a provider borrows from a donor-restricted
fund, a funded depreciation account of the provider, or the provider’s qualified pension fund, and pays
interest to the fund, or when a provider operated by members of a religious order borrows from the order.

(6) When funded depreciation is used for purposes other than improvement, replacement or
expansion of facilities or equipment related to patient care, allowable interest expense is reduced to
adjust for offsets not made in prior years for earnings on funded depreciation. A similar treatment will
be accorded deposits in the provider’s qualified pension fund where the deposits are used for other than
the purpose for which the fund was established.

l. Costs applicable to supplies furnished by a related party or organization are a reimbursable cost
when included at the cost to the related party or organization. The cost shall not exceed the price of
comparable supplies that could be purchased elsewhere.
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(1) Related means that the facility, to a significant extent, is associated with or has control of or is
controlled by the organization furnishing the services, facilities, or supplies.

(2) Common ownership exists when an individual or individuals possess significant ownership or
equity in the facility and the institution or organization serving the provider.

(3) Control exists where an individual or an organization has power, directly or indirectly, to
significantly influence or direct the actions or policies of an organization or institution.

(4) When the facility demonstrates by convincing evidence that the supplying organization is a
bona fide separate organization; that a substantial part of its business activity of the type carried on with
the facility is transacted with others and there is an open competitive market for the type of services,
facilities, or supplies furnished by the organization; that the services, facilities, or supplies are those
which commonly are obtained by similar institutions from other organizations and are not a basic element
of patient care ordinarily furnished directly to patients by the institutions; and that the charge to the
facility is in line with the charge for the services, facilities, or supplies in the open market and no more
than the charge made under comparable circumstances to others by the organization for the services,
facilities, or supplies, the charges by the supplier shall be allowable costs.

m. When the operator of a participating facility rents from a nonrelated party, the amount of rent
expense allowable on the cost report shall be based on the cost of the facility as identified in subrule
81.6(12), paragraph “a,” plus the landlord’s other expenses and a reasonable rate of return, not to exceed
actual rent payments.

When the operator of a participating facility rents the building from a related party, the amount of
rent expense allowable on the cost report shall be no more than the amortized cost of the facility as
identified in subrule 81.6(12), paragraph “a,” plus the landlord’s other expenses.

The landlord must be willing to provide documentation of these costs for rental arrangements.
n. Depreciation, interest and other capital costs attributable to construction of new facilities,

expanding existing facilities, or the purchase of an existing facility, are allowable expenses only if prior
approval has been gained through the health planning process specified in rules of the public health
department, 641—Chapter 201.

o. Reasonable legal, accounting, consulting and other professional fees, including association
dues, are allowable costs if the fees are directly related to patient care. Legal, accounting, consulting and
other professional fees, including association dues, described by the following are not considered to be
patient-related and therefore are unallowable:

(1) Any fees or portion of fees used or designated for lobbying.
(2) Nonrefundable and unused retainers.
(3) Fees paid by the facility for the benefit of employees.
(4) Legal fees, expenses related to expert witnesses, accounting fees and other consulting fees

incurred in an administrative or judicial proceeding. EXCEPTION: Facilities may report the reasonable
costs incurred in an administrative or judicial proceeding if all of the conditions below are met.
Recognition of any costs will be in the fiscal period when a final determination in the administrative or
judicial proceeding is made.

1. The costs have actually been incurred and paid,
2. The costs are reasonable expenditures for the services obtained,
3. The facility has made a good-faith effort to settle the disputed issue before the completion of

the administrative or judicial proceeding, and
4. The facility prevails on the disputed issue.
p. The nursing facility quality assurance assessment paid pursuant to 441—Chapter 36, Division

II, shall not be an allowable cost for cost reporting and audit purposes but shall be reimbursed pursuant
to paragraph 81.6(21)“a.”

q. Prescription (legend) drug costs are excluded from services covered as part of the nursing
facility per diem rate as set forth in paragraph 81.10(5)“d.” The Iowa Medicaid program will provide
direct payment for drugs covered pursuant to 441—subrule 78.1(2) to relieve the facility of payment
responsibility. As Medicaid reimburses pharmacy providers only for the cost and dispensation of legend
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drugs included on the Medicaid preferred drug list, no drug costs will be recognized for other payor
sources.

r. Inpatient therapy services provided by nursing facilities are included in the established rate as
a direct care cost and subject to the normalization process and quarterly case-mix index adjustments.

(1) Under no circumstances shall therapies for Medicaid members residing in a nursing facility be
billed to Medicaid through any provider other than the nursing facility. Therapy services for nursing
facility residents that are reimbursed by other payment sources shall not be reimbursed by Medicaid.

(2) For purposes of determining allowable therapy costs, the Iowa Medicaid enterprise provider
cost audit and rate setting unit shall adjust each provider’s reported cost of therapy services, including
any employee benefits prorated based on total salaries and wages, to account for nonfacility patients
including patients with costs paid by Medicare. Such adjustments shall be applied to each cost report in
order to remove reported costs attributable to outpatient therapy services reimbursed for non-inpatient
services. When the costs of the services are not determinable, an adjustment shall be calculated based
on an allocation of reported therapy revenues and shall be subject to field audit verification.

s. Penalties or fines imposed by federal, state or local agencies are not allowable expenses.
t. Penalties, fines or fees imposed for insufficient funds or delinquent payments are not allowable

expenses.
u. Laboratory costs are excluded from services covered as part of the nursing facility per diem

rate unless the service is provided by facility staff using facility equipment.
v. Diagnostic radiology costs are excluded from services covered as part of the nursing facility

per diem rate unless the service is provided by facility staff using facility equipment.
81.6(12) Termination or change of owner.
a. A participating facility contemplating termination of participation or negotiating a change

of ownership shall provide the department of human services with at least 60 days’ prior notice. A
transfer of ownership or operation terminates the participation agreement. A new owner or operator
shall establish that the facility meets the conditions for participation and enter into a new agreement.
The person responsible for transfer of ownership or for termination is responsible for submission of a
final financial and statistical report through the date of the transfer. The new owner shall be responsible
for all Medicaid debts incurred by the previous owner, including those incurred due to changes in rates,
fines, penalties and quality assurance fees, from the first day of the quarter until the date the change
occurs. No payment to the new owner will be made until formal notification is received. The following
situations are defined as a transfer of ownership:

(1) In the case of a partnership which is a party to an agreement to participate in the medical
assistance program, the removal, addition, or substitution of an individual for a partner in the association
in the absence of an express statement to the contrary, dissolves the old partnership and creates a new
partnership which is not a party to the previously executed agreement and a transfer of ownership has
occurred.

(2) When a participating nursing facility is a sole proprietorship, a transfer of title and property to
another party constitutes a change of ownership.

(3) When the facility is a corporation, neither a transfer of corporate stock nor a merger of
one or more corporations with the participating corporation surviving is a transfer of ownership. A
consolidation of two or more corporations resulting in the creation of a new corporate entity constitutes
a change of ownership.

(4) When a participating facility is leased, a transfer of ownership is considered to have taken place.
When the entire facility is leased, the total agreement with the lessor terminates. When only part of the
facility is leased, the agreement remains in effect with respect to the unleased portion, but terminates
with respect to the leased portion.

b. No increase in the value of property shall be allowed in determining the Medicaid rate for the
new owner with any change of ownership (including lease agreements). When filing the first cost report,
the new owner shall either continue the schedule of depreciation and interest established by the previous
owner, or the new owner may choose to claim the actual rate of interest expense. The results of the
actual rate of interest expense shall not be higher than would be allowed under theMedicare principles of
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reimbursement and shall be applied to the allowed depreciable value established by the previous owner,
less any down payment made by the new owner.

c. Other acquisition costs of the new owner such as legal fees, accounting and administrative costs,
travel costs and the costs of feasibility studies attributable to the negotiation or settlement of the sale or
purchase of the property shall not be allowed.

d. In general, the provisions of Section 1861(v)(1)(0) of the Social Security Act regarding payment
allowed under Medicare principles of reimbursement at the time of a change of ownership shall be
followed, except that no return on equity or recapture of depreciation provisions shall be employed.

e. A new owner or lessee wishing to claim a new rate of interest expense must submit
documentation which verifies the amount of down payment made, the actual rate of interest, and the
number of years required for repayment with the next annual cost report. In the absence of the necessary
supportive documentation, interest and other property costs for all facilities that have changed or will
change ownership shall continue at the rate allowed the previous owner.

81.6(13) Amended reports. The department, in its sole discretion, may reopen a review of a financial
and statistical report at any time. No other entity or person has the right to request that the department
or its contractor reopen a review of a financial and statistical report, or submit an amended financial and
statistical report for review by the department, after the facility is notified of its per diem summary and
adjustments following a review of a financial and statistical report. Nothing in this subrule relieves a
facility of its obligation to immediately inform the department that the facility has retained Medicaid
funds to which the facility is not entitled as a result of any cost report process. A facility shall notify the
Iowa Medicaid enterprise when the facility determines that funds have been incorrectly paid or when an
overpayment has been detected.

81.6(14) Payment to new facility. The payment to a new facility shall be the sum of the
patient-day-weighted median cost for the direct care and non-direct care components pursuant to
paragraph 81.6(16)“c.” After the first full calendar quarter of operation, the patient-day-weighted
median cost for the direct care component shall be adjusted by the facility’s average Medicaid case-mix
index pursuant to subrule 81.6(19). A financial and statistical report shall be submitted from the
beginning day of operation to the end of the fiscal year. Following the completion of the new facility’s
first fiscal year, rates will be established in accordance with subrule 81.6(16). Subsequent financial and
statistical reports shall be submitted annually for a 12-month period ending with the facility’s fiscal year.

81.6(15) Payment to new owner. An existing facility with a new owner shall continue to be
reimbursed using the previous owner’s per diem rate adjusted quarterly for changes in the Medicaid
average case-mix index. The facility shall submit a financial and statistical report for the period from
beginning of actual operation under new ownership to the end of the facility’s fiscal year. Subsequent
financial and statistical reports shall be submitted annually for a 12-month period ending with the
facility’s fiscal year. The facility shall notify the Iowa Medicaid enterprise provider cost audit and rate
setting unit of the date the facility’s fiscal year will end.

81.6(16) Establishment of the direct care and non-direct care patient-day-weighted medians and
modified price-based reimbursement rate. This subrule provides for the establishment of the modified
price-based reimbursement rate. The first step in the rate calculation (paragraph “a”) determines the per
diem direct care and non-direct care component costs. The second step (paragraph “b”) normalizes the
per diem direct care component costs to remove cost variations associated with different levels of resident
case mix. The third step (paragraph “c”) calculates the patient-day-weighted medians for the direct care
and non-direct care components that are used in subsequent steps to establish rate component limits
and excess payment allowances, if any. The fourth step (paragraph “d”) calculates the potential excess
payment allowance. The fifth step (paragraph “e”) calculates the reimbursement rate, including any
applicable capital cost per diem instant relief add-on described in paragraph “h,” that is further subjected
to the rate component limits, including any applicable enhanced non-direct care rate component limit
described in paragraph “h,” in step six (paragraph “f”). The seventh step (paragraph “g”) calculates the
additional reimbursement based on accountability measures available beginning July 1, 2002.

a. Calculation of per diem cost. For purposes of calculating the non-state-owned nursing facility
Medicaid reimbursement rate and the Medicare-certified hospital-based nursing facility Medicaid

https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
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reimbursement rate, the costs shall be divided into two components, the direct care component and
non-direct care component as defined in rule 441—81.1(249A). Each nursing facility’s per diem
allowable direct care and non-direct care cost shall be established. Effective July 1, 2001, and every
second year thereafter, the per diem allowable cost shall be arrived at by dividing total reported
allowable costs by total inpatient days during the reporting period. On July 1, 2001, July 1, 2003, July
1, 2004, July 1, 2005, and every second year thereafter, total reported allowable costs shall be adjusted
using the inflation factor specified in subrule 81.6(18) from the midpoint of the cost report period to the
beginning of the state fiscal year rate period.

(1) Non-state-owned nursing facilities. Effective December 1, 2009, patient days for purposes of
the computation of administrative, environmental, and property expenses for non-state-owned facilities
shall be inpatient days as determined in subrule 81.6(7) or 85 percent of the licensed capacity of the
facility, whichever is greater. Patient days for purposes of the computation of all other expenses shall be
inpatient days as determined in subrule 81.6(7).

(2) Medicare-certified hospital-based nursing facilities. Patient days for purposes of the
computation of all expenses shall be inpatient days as determined by subrule 81.6(7).

b. Cost normalization. The per diem allowable direct care costs are normalized by dividing a
facility’s per diem direct care costs by the facility’s cost report period case-mix index as defined in rule
441—81.1(249A) and subrule 81.6(19).

c. Calculation of patient-day-weighted medians. For each of the rate components, a
patient-day-weighted median shall be established for both the non-state-owned nursing facilities and
the Medicare-certified hospital-based nursing facilities, hereinafter referred to as the non-state-owned
nursing facility patient-day-weighted medians and the Medicare-certified hospital-based nursing facility
patient-day-weighted medians.

The per diem normalized direct care cost for each facility is arrayed from low to high to determine the
direct care component patient-day-weightedmedian cost based on the number of patient days provided by
facilities. The per diem non-direct care cost for each facility is also arrayed from low to high to determine
the non-direct care component patient-day-weighted median cost based on the number of patient days
provided by facilities. An array and patient-day-weighted median for each cost component is determined
separately for both non-state-owned nursing facilities and the Medicare-certified hospital-based nursing
facilities.

(1) For the fiscal period beginning July 1, 2001, and ending June 30, 2003, the non-state-owned
nursing facility direct care and non-direct care patient-day-weighted medians and the Medicare-certified
hospital-based nursing facility direct care and non-direct care patient-day-weighted medians shall be
calculated using the latest financial and statistical report with a fiscal year end of December 31, 2000,
or earlier, inflated from the midpoint of the cost report period to July 1, 2001, using the inflation factor
specified in subrule 81.6(18).

(2) Effective July 1, 2003, and each second year thereafter, the patient-day-weighted medians used
in rate setting shall be recalculated. The non-state-owned nursing facility direct care and non-direct care
patient-day-weighted medians and the Medicare-certified hospital-based nursing facility direct care and
non-direct care patient-day-weighted medians shall be calculated using the latest completed cost report
with a fiscal year end of the preceding December 31 or earlier. When patient-day-weighted medians are
recalculated, inflation is applied from the midpoint of the cost report period to the first day of the state
fiscal year rate period using the inflation factor specified in subrule 81.6(18).

(3) For the fiscal period beginning July 1, 2004, and ending June 30, 2005, the non-state-owned
and Medicare-certified hospital-based nursing facility direct care and the non-direct care
patient-day-weighted medians calculated July 1, 2003, shall be inflated to July 1, 2004, using the
inflation factor specified in subrule 81.6(18).

d. Excess payment allowance.
(1) For non-state-operated nursing facilities not located in aMetropolitan Statistical Area as defined

by the Centers for Medicare and Medicaid Services (not including Medicare-certified hospital-based
nursing facilities), the excess payment allowance is calculated as follows:
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1. For the direct care component, subject to the limit provided below, the excess payment
allowance is equal to the percentage specified in 441—subrule 79.1(2) times the difference (if greater
than zero) of the following: the direct care non-state-operated nursing facility patient-day-weighted
median times the percentage specified in 441—subrule 79.1(2) times the Medicaid average case-mix
index pursuant to subrule 81.6(19), minus a provider’s allowable normalized per patient day direct care
costs pursuant to 81.6(16)“b” times the Medicaid average case-mix index pursuant to subrule 81.6(19).
In no case shall the excess payment allowance exceed the percentage specified in 441—subrule 79.1(2)
times the direct care non-state-operated nursing facility patient-day-weighted median.

2. For the non-direct care component, subject to the limit provided below, the excess payment
allowance is equal to the percentage specified in 441—subrule 79.1(2) times the difference (if greater
than zero) of the following: the non-direct care non-state-operated nursing facility patient-day-weighted
median times the percentage specified in 441—subrule 79.1(2), minus a provider’s allowable per
patient day non-direct care cost pursuant to paragraph 81.6(16)“a.” In no case shall the excess
payment allowance exceed the percentage specified in 441—subrule 79.1(2) times the non-direct care
non-state-operated nursing facility patient-day-weighted median.

(2) For non-state-operated nursing facilities located in a Metropolitan Statistical Area as defined
by the Centers for Medicare and Medicaid Services (not including Medicare-certified hospital-based
nursing facilities), the excess payment allowance is calculated as follows:

1. For the direct care component, subject to the limit provided below, the excess payment
allowance is equal to the percentage specified in 441—subrule 79.1(2) times the difference (if greater
than zero) of the following: the direct care non-state-operated nursing facility patient-day-weighted
median times the percentage specified in 441—subrule 79.1(2) times the wage index factor specified
below times the Medicaid average case-mix index pursuant to subrule 81.6(19), minus a provider’s
allowable normalized per patient day direct care costs pursuant to paragraph 81.6(16)“b” times
the Medicaid average case-mix index pursuant to subrule 81.6(19). In no case shall the excess
payment allowance exceed the percentage specified in 441—subrule 79.1(2) times the direct care
non-state-operated nursing facility patient-day-weighted median.

Thewage index factor applied July 1, 2001, through June 30, 2002, shall be 11.46 percent. Beginning
July 1, 2002, and thereafter, thewage index factor shall be determined annually by calculating the average
difference between the Iowa hospital-based rural wage index and all Iowa hospital-based Metropolitan
Statistical Area wage indices as published by the Centers for Medicare and Medicaid Services (CMS)
each July. The geographic wage index adjustment shall not exceed $8 per patient day.

A nursing facility may request an exception to application of the geographic wage index based upon
a reasonable demonstration of wages, locations, and total cost. The nursing facility shall request the
exception within 30 days of receipt of notification to the nursing facility of the new reimbursement rate
using the department’s procedures for requesting exceptions at rule 441—1.8(17A,217).

2. For the non-direct care component, subject to the limit provided below, the excess payment
allowance is equal to the percentage specified in 441—subrule 79.1(2) times the difference (if greater
than zero) of the following: the non-direct care non-state-operated nursing facility patient-day-weighted
median times the percentage specified in 441—subrule 79.1(2), minus a provider’s allowable per
patient day non-direct care cost pursuant to paragraph 81.6(16)“a.” In no case shall the excess
payment allowance exceed the percentage specified in 441—subrule 79.1(2) times the non-direct care
non-state-operated nursing facility patient-day-weighted median.

(3) For Medicare-certified hospital-based nursing facilities, the excess payment allowance is
calculated as follows:

1. For the direct care component, subject to the limit provided below, the excess payment
allowance is equal to the percentage specified in 441—subrule 79.1(2) times the difference (if
greater than zero) of the following: the direct care Medicare-certified hospital-based nursing facility
patient-day-weighted median times the percentage specified in 441—subrule 79.1(2) times the Medicaid
average case-mix index pursuant to subrule 81.6(19), minus a provider’s normalized allowable per
patient day direct care costs pursuant to paragraph 81.6(16)“b” times the Medicaid average case-mix
index pursuant to subrule 81.6(19). In no case shall the excess payment allowance exceed the

https://www.legis.iowa.gov/docs/iac/rule/441.1.8.pdf
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percentage specified in 441—subrule 79.1(2) times the direct care Medicare-certified hospital-based
nursing facility patient-day-weighted median.

2. For the non-direct care component, subject to the limit provided below, the excess payment
allowance is equal to the percentage specified in 441—subrule 79.1(2) times the difference (if greater
than zero) of the following: the non-direct care Medicare-certified hospital-based nursing facility
patient-day-weighted median times the percentage specified in 441—subrule 79.1(2), minus a provider’s
allowable per patient day non-direct care cost pursuant to paragraph 81.6(16)“a.” In no case shall the
excess payment allowance exceed the percentage specified in 441—subrule 79.1(2) times the non-direct
care Medicare-certified hospital-based nursing facility patient-day-weighted median.

e. Reimbursement rate. The Medicaid reimbursement rate is based on allowable costs, updated
July 1, 2001, and every second year thereafter, as specified in subparagraphs (1) and (2) below, plus a
potential excess payment allowance determined by the methodology in paragraph “d,” not to exceed the
rate component limits determined by the methodology in paragraph “f.”

(1) For non-state-owned nursing facilities and Medicare-certified hospital-based nursing facilities,
direct care and non-direct care rate components are calculated as follows:

1. The direct care component is equal to the provider’s normalized allowable per patient day
costs times the Medicaid average case-mix index pursuant to subrule 81.6(19), plus the allowed excess
payment allowance as determined by the methodology in paragraph “d.”

2. The non-direct care component is equal to the provider’s allowable per patient day costs, plus
the allowed excess payment allowance as determined by the methodology in paragraph “d” and the
allowable capital cost per diem instant relief add-on as determined by the methodology in paragraph
“h.”

(2) The reimbursement rate for state-operated nursing facilities and special population nursing
facilities shall be the facility’s average allowable per diem costs, adjusted for inflation pursuant to subrule
81.6(18), based on the most current financial and statistical report.

f. Notwithstanding paragraphs “d” and “e,” in no instance shall a rate component exceed the rate
component limit defined as follows:

(1) For non-state-operated nursing facilities not located in a Metropolitan Statistical Area (not
including Medicare-certified hospital-based nursing facilities), the direct care and non-direct care rate
component limits are calculated as follows:

1. The direct care rate component limit is the direct care non-state-operated nursing facility
patient-day-weighted median times the percentage of the median specified in 441—subrule 79.1(2)
times the Medicaid average case-mix index pursuant to subrule 81.6(19).

2. The non-direct care rate component limit is the non-direct care non-state-operated nursing
facility patient-day-weighted median multiplied by the percentage of the median specified in
441—subrule 79.1(2) or is 120 percent of the median if the facility qualifies for the enhanced non-direct
care rate component limit pursuant to paragraph “h.”

(2) For non-state-operated nursing facilities located in a Metropolitan Statistical Area (not
including Medicare-certified hospital-based nursing facilities), the direct care and non-direct care rate
component limits are calculated as follows:

1. The direct care rate component limit is the direct care non-state-operated nursing facility
patient-day-weighted median times the percentage of the median specified in 441—subrule 79.1(2)
times the wage factor specified in paragraph “d” times the Medicaid average case-mix index pursuant
to subrule 81.6(19).

2. The non-direct care rate component limit is the non-direct care non-state-operated nursing
facility patient-day-weighted median multiplied by the percentage of the median specified in
441—subrule 79.1(2) or is 120 percent of the median if the facility qualifies for the enhanced non-direct
care rate component limit pursuant to paragraph “h.”

(3) For Medicare-certified hospital-based nursing facilities, the direct care and non-direct care rate
component limits are calculated as follows:

https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf


Ch 81, p.20 Human Services[441] IAC 3/28/18

1. The direct care rate component limit is the direct careMedicare-certified hospital-based nursing
facility patient-day-weighted median times the percentage of the median specified in 441—subrule
79.1(2) times the Medicaid average case-mix index pursuant to subrule 81.6(19).

2. The non-direct care rate component limit is the non-direct care Medicare-certified
hospital-based nursing facility patient-day-weighted median multiplied by the percentage of the median
specified in 441—subrule 79.1(2) or is 120 percent of the median if the facility qualifies for the
enhanced non-direct care rate component limit pursuant to paragraph “h.”

(4) For special population nursing facilities enrolled on or after June 1, 1993, the upper limit on
their rate is equal to the sum of the following:

1. The direct care Medicare-certified hospital-based nursing facility patient-day-weighted median
times the percentage of the median specified in 441—subrule 79.1(2).

2. The non-direct care Medicare-certified hospital-based nursing facility patient-day-weighted
median multiplied by the percentage of the median specified in 441—subrule 79.1(2) or 120 percent
of the median if the facility qualifies for the enhanced non-direct care rate component limit pursuant
to paragraph “h.”

g. Pay-for-performance program. Effective July 1, 2010, additional reimbursement based
on the nursing facility pay-for-performance program is available for non-state-owned facilities as
provided in this paragraph in state fiscal years for which funding is appropriated by the legislature.
The pay-for-performance program provides additional reimbursement based upon a nursing facility’s
achievement of multiple favorable outcomes as determined by established benchmarks. The
reimbursement is issued as an add-on payment after the end of any state fiscal year (which is referred to
in this paragraph as the “payment period”) for which there is funding appropriated by the legislature.

(1) Scope. Additional reimbursement for the nursing facility pay-for-performance program is not
available to Medicare-certified hospital-based nursing facilities, state-operated nursing facilities, or
special population nursing facilities. Therefore, data from these facility types shall not be used when
determining eligibility for or the amount of additional reimbursement based on the nursing facility
pay-for-performance program.

(2) Benchmarks. The pay-for-performance benchmarks include characteristics in four domains:
quality of life, quality of care, access, and efficiency. These characteristics are objective and measurable
and when considered in combination with each other are deemed to have a correlation to a resident’s
quality of life and care. While any single measure does not ensure the delivery of quality care, a nursing
facility’s achievement of multiple measures suggests that quality is an essential element in the facility’s
delivery of resident care.

(3) Definition of direct care. For the purposes of the nursing facility pay-for-performance program,
“direct care staff” is defined to include registered nurses (RNs), licensed practical nurses (LPNs), certified
nurse assistants (CNAs), rehabilitation nursing, and other contracted nursing services. “Direct care staff”
does not include the director of nursing (DON) or minimum data set (MDS) coordinator.

(4) Qualifying for additional reimbursement. The Iowa Medicaid enterprise shall annually award
points based on the measures achieved in each of the four domains, as described in subparagraphs (5)
through (8). The maximum available points are 100. To qualify for additional Medicaid reimbursement
under the nursing facility pay-for-performance program, a facility must achieve a minimum score of 51
points. The relationship of the score achieved to additional payments is described in subparagraph (10).
Payments are subject to reduction or forfeiture as described in subparagraphs (12) and (13).

(5) Domain 1: Quality of life.

Standard Measurement Period Value Source
Subcategory: Person-Directed Care
Enhanced Dining A:
The facility makes available menu
options and alternative selections for
all meals.

For SFY 2010, 10/1/09 to
6/30/10; thereafter, payment
period

1 point Self-certification
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Standard Measurement Period Value Source
Enhanced Dining B:
The facility provides residents with
access to food and beverages 24
hours per day and 7 days per week
and empowers staff to honor resident
choices.

For SFY 2010, 10/1/09 to
6/30/10; thereafter, payment
period

1 point Self-certification

Enhanced Dining C:
The facility offers at least one meal
per day for an extended period to give
residents the choice of what time to
eat.

For SFY 2010, 10/1/09 to
6/30/10; thereafter, payment
period

2 points Self-certification

Resident Activities A:
The facility employs a certified
activity coordinator for at least 38
minutes per week per licensed bed.

For SFY 2010, 10/1/09 to
6/30/10; thereafter, payment
period

1 point Self-certification

Resident Activities B:
The facility either has activity staff
that exceed the required minimum
set by law or has direct care staff
who are trained to plan and conduct
activities and carry out both planned
and spontaneous activities on a daily
basis.

For SFY 2010, 10/1/09 to
6/30/10; thereafter, payment
period

1 point Self-certification

Resident Activities C:
The facility’s residents report that
activities meet their social, emotional
and spiritual needs.

For SFY 2010, 10/1/09 to
3/31/10; thereafter, July through
March of payment period

2 points Self-certification

Resident Choice A:
The facility allows residents to set
their own schedules, including what
time to get up and what time to go to
bed.

For SFY 2010, 10/1/09 to
6/30/10; thereafter, payment
period

1 point Self-certification

Resident Choice B:
The facility allows residents to have
a choice of whether to take a bath or
shower and on which days and at what
time the bath or shower will be taken.

For SFY 2010, 10/1/09 to
6/30/10; thereafter, payment
period

1 point Self-certification

Consistent Staffing:
The facility has all direct care staff
members caring for the same residents
at least 70% of their shifts..

For SFY 2010, 10/1/09 to
6/30/10; thereafter, payment
period

3 points Self-certification

National Accreditation:
The facility has CARF or another
nationally recognized accreditation
for the provision of person-directed
care.

For SFY 2010, 10/1/09 to
6/30/10; thereafter, payment
period

13 points
NOTE: A facility
that receives
points for this
measure does not
receive points
for any other
measures in this
subcategory.

Self-certification
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Standard Measurement Period Value Source
Subcategory: Resident Satisfaction
Resident/Family Satisfaction Survey:
The facility administers an
anonymous resident/family
satisfaction survey annually.
The survey tool must be developed,
recognized, and standardized by
an entity external to the facility.
Results must be tabulated by an entity
external to the facility.

To qualify for the measure, the
facility must have a response rate of
at least 35%. A summary report of
the aggregate results and point scale
must be made publicly available and
be posted prominently along with the
facility’s state survey results until the
next satisfaction survey is completed.

For SFY 2010, survey completed
between 9/1/08 and 3/31/10;
thereafter, survey completed
between October 1 and March
31 of the payment period

5 points Form 470-3891,
Nursing Facility
Opinion Survey
Transmittal, submitted
by independent entity
that compiled results

Long-Term Care Ombudsman:
The facility has resolved 70% or
more of complaints received and
investigated by the local or state
ombudsman.

Calendar year ending December
31 of the payment period

5 points if
resolution 70%
to 74%

7 points if
resolution 75%
or greater

LTC ombudsman’s list
of facilities meeting
the standard

(6) Domain 2: Quality of care.

Standard Measurement Period Value Source
Subcategory: Survey
Deficiency-Free Survey:
The facility is deficiency-free on
the latest annual state and federal
licensing and certification survey
and any subsequent surveys,
complaint investigations, or revisit
investigations.

If a facility’s only scope and severity
deficiencies are an A level pursuant
to 42 CFR Part 483, Subparts B and
C, as amended to July 30, 1999, the
facility shall be deemed to have a
deficiency-free survey for purposes of
this measure. Surveys are considered
complete when all appeal rights have
been exhausted.

Calendar year ending December
31 of the payment period,
including any subsequent
surveys, revisit, or complaint
investigations

10 points DIA list of facilities
meeting the standard

Regulatory Compliance with Survey:
No on-site revisit to the facility
is required for recertification
surveys or for any substantiated
complaint investigations during the
measurement period.

Calendar year ending December
31 of the payment period,
including any subsequent
surveys, revisits, or complaint
investigations

5 points
NOTE: A facility
that receives
points for a
deficiency-free
survey does not
receive points for
this measure.

DIA list of facilities
meeting the standard

https://www.law.cornell.edu/cfr/text/42/part-483
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Standard Measurement Period Value Source
Subcategory: Staffing
Nursing Hours Provided:
The facility’s per-resident-day
nursing hours are at or above one-half
standard deviation above the mean of
per-resident-day nursing hours for all
facilities.

Nursing hours include those of RNs,
LPNs, CNAs, rehabilitation nurses,
and other contracted nursing services.
Nursing hours shall be normalized
to remove variations in staff hours
associated with different levels of
resident case mix.

Facility fiscal year ending on
or before December 31 of the
payment period

5 points if
case-mix adjusted
nursing hours are
above mean plus
one-half standard
deviation

10 points if
case-mix adjusted
nursing hours are
greater than mean
plus one standard
deviation

Form 470-0030,
Financial and
Statistical Report,
as analyzed by IME
provider cost audit and
rate setting unit. The
facility cost report
period case-mix
index shall be used
to normalize nursing
hours.

Employee Turnover:
The facility has overall employee
turnover of 50% or less and CNA
turnover of 55% or less.

Facility fiscal year ending on
or before December 31 of the
payment period

5 points if overall
turnover is
between 40%
and 50% and
CNA turnover is
between 45% and
55%

10 points if
overall turnover
is less than or
equal to 40% and
CNA turnover is
less than or equal
to 45%

Form 470-0030,
Financial and
Statistical Report,
as analyzed by IME
provider cost audit and
rate setting unit

Staff Education, Training and
Development:
The facility provides staff education,
training, and development at 25%
above the basic requirements for
each position that requires continuing
education. The number of hours
for these programs must apply to at
least 75% of all staff of the facility,
based upon administrator or officer
certification.

Calendar year ending December
31 of the payment period

5 points Self-certification

Staff Satisfaction Survey:
The facility annually administers an
anonymous staff satisfaction survey.
The survey tool must be developed,
recognized, and standardized by an
entity external to the facility and must
identify worker job classification.
Results must be tabulated by an entity
external to the facility.

To qualify for this measure, the
facility must have a response rate of
at least 35%. A summary report of
the aggregate results and point scale
must be made publicly available and
be posted prominently along with the
facility’s state survey results until the
next satisfaction survey is completed.

For SFY 2010, survey completed
between 9/1/08 and 3/31/10;
thereafter, survey completed
between October 1 and March
31 of the payment period

5 points Form 470-3891,
Nursing Facility
Opinion Survey
Transmittal, submitted
by independent entity
that compiled results
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Standard Measurement Period Value Source
Subcategory: Nationally Reported Quality Measures
High-Risk Pressure Ulcer:
The facility has occurrences of
high-risk pressure ulcers at rates
one-half standard deviation or more
below the mean percentage of
occurrences for all facilities, based on
MDS data as applied to the nationally
reported quality measures.

12-month period ending
September 30 of the payment
period

3 points if
one-half to
one standard
deviation below
the mean
percentage of
occurrences

5 points if
one standard
deviation or more
below the mean
percentage of
occurrences

IME medical services
unit report based on
MDS data as reported
by CMS

Physical Restraints:
The facility has a physical restraint
rate of 0% based on MDS data as
applied to the nationally reported
quality measures.

12-month period ending
September 30 of the payment
period

5 points IME medical services
unit report based on
MDS data as reported
by CMS

Chronic Care Pain:
The facility has occurrences of
chronic care pain at rates one-half
standard deviation or more below
the mean rate of occurrences for
all facilities based on MDS data as
applied to the nationally reported
quality measures.

12-month period ending
September 30 of the payment
period

3 points if
one-half to
one standard
deviation below
the mean rate of
occurrences

5 points if
one standard
deviation or
more below the
mean rate of
occurrences

IME medical services
unit report based on
MDS data as reported
by CMS

High Achievement of Nationally
Reported Quality Measures:
The facility received at least 9 points
from a combination of the measures
listed in this subcategory.

12-month period ending
September 30 of the payment
period

2 points if the
facility receives
9 to 12 points in
the subcategory
of nationally
reported quality
measures

4 points if the
facility receives
13 to 15 points in
this subcategory

IME medical services
unit report based on
MDS data as reported
by CMS

(7) Domain 3: Access.

Standard Measurement Period Value Source
Special Licensure Classification:
The facility has a unit licensed for
the care of residents with chronic
confusion or a dementing illness
(CCDI unit).

Status on December 31 of the
payment period

4 points DIA list of facilities
meeting the standard
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Standard Measurement Period Value Source
High Medicaid Utilization:
The facility has Medicaid utilization
at or above the statewide median
plus 10%. Medicaid utilization is
determined by dividing total nursing
facility Medicaid days by total
nursing facility patient days.

Facility fiscal year ending on
or before December 31 of the
payment period

3 points if
Medicaid
utilization is more
than the median
plus 10%

4 points if
Medicaid
utilization is more
than the median
plus 20%

Form 470-0030,
Financial and
Statistical Report,
as analyzed by IME
provider cost audit and
rate setting unit

(8) Domain 4: Efficiency.

Standard Measurement Period Value Source
High Occupancy Rate:
The facility has an occupancy rate
at or above 95%. “Occupancy rate”
is defined as the percentage derived
when dividing total patient days
based on census logs by total bed
days available based on the number
of authorized licensed beds within the
facility.

Facility fiscal year ending on
or before December 31 of the
payment period

4 points Form 470-0030,
Financial and
Statistical Report,
as analyzed by IME
provider cost audit and
rate setting unit

Low Administrative Costs:
The facility’s percentage of
administrative costs to total allowable
costs is one-half standard deviation
or more below the mean percentage
of administrative costs for all Iowa
facilities.

Facility fiscal year ending on
or before December 31 of the
payment period

3 points if
administrative
costs percentage
is less than
the mean less
one-half standard
deviation

4 points if
administrative
costs percentage
is less than
the mean less
one standard
deviation

Form 470-0030,
Financial and
Statistical Report,
as analyzed by IME
provider cost audit and
rate setting unit

(9) Source of measurements. Source reports are due to the department by May 1 of each year.
For those measures whose source is self-certification, the data shall be drawn from Form 470-4828,
Nursing Facility Medicaid Pay-for-Performance Self-Certification Report, submitted by the facility to
IME. The independent party that collects and compiles the results of the resident/family survey shall
communicate the results to IME on Form 470-3891, Nursing Facility Opinion Survey Transmittal. The
department shall request required source reports from the long-term care ombudsman and the department
of inspections and appeals (DIA).

(10) Calculation of potential add-on payment. The number of points awarded shall be determined
annually, for each state fiscal year for which funding is appropriated by the legislature. A determination
is made on whether a facility qualifies for an add-on payment at the end of the payment period. Based
upon the number of points awarded, a retroactive add-on payment is made effective beginning the first
day of the payment period as follows, contingent upon legislative funding for the state fiscal year, and
subject to subparagraph (11):
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Score Amount of Add-on Payment
0-50 points No additional reimbursement
51-60 points 1 percent of the direct care plus nondirect care cost component

patient-day-weighted medians, subject to reduction as provided in
subparagraph (13)

61-70 points 2 percent of the direct care plus nondirect care cost component
patient-day-weighted medians, subject to reduction as provided in
subparagraph (13)

71-80 points 3 percent of the direct care plus nondirect care cost component
patient-day-weighted medians, subject to reduction as provided in
subparagraph (13)

81-90 points 4 percent of the direct care plus nondirect care cost component
patient-day-weighted medians, subject to reduction as provided in
subparagraph (13)

91-100 points 5 percent of the direct care plus nondirect care cost component
patient-day-weighted medians, subject to reduction as provided in
subparagraph (13)

(11) Monitoring for reduction or forfeiture of reimbursement. The department shall request the
department of inspections and appeals to furnish by September 1, December 1, March 1, and August 1
of each year a list of nursing facilities subject to a reduction or forfeiture of the additional reimbursement
pursuant to the criteria in subparagraph (12) or (13).

(12) Forfeiture of additional reimbursement. A nursing facility shall not be eligible for any
additional reimbursement under this program if during the payment period the nursing facility is cited
for a deficiency resulting in actual harm or immediate jeopardy pursuant to the federal certification
guidelines at a scope and severity level of H or higher, regardless of the amount of fines assessed.

(13) Reduction of additional reimbursement. The additional reimbursement for the nursing facility
pay-for-performance program calculated according to subparagraph (10) shall be subject to reduction
based on survey compliance as follows:

1. The add-on payment shall be suspended for anymonth in which the nursing facility has received
denial of payment for new admission status that was enforced by CMS.

2. A facility’s add-on payment shall be reduced by 25 percent for each citation received during the
year for a deficiency resulting in actual harm at a scope and severity level of G pursuant to the federal
certification guidelines.

3. If the facility fails to cure a cited level G deficiency within the time allowed by the department
of inspections and appeals, the add-on payment shall be forfeited, and the facility shall not receive any
nursing facility pay-for-performance program payment for the payment period.

(14) Application of additional payments. The additional reimbursement for the nursing facility
pay-for-performance program shall be paid to qualifying facilities at the end of the state fiscal year.
At the end of each state fiscal year, the Iowa Medicaid enterprise shall:

1. Retroactively adjust each qualifying facility’s quarterly rates from the first day of the state fiscal
year to include the amount of additional reimbursement for the nursing facility pay-for-performance
program calculated according to paragraph 81.6(16)“g”; and

2. Reprice all facility claims with dates of service during the period in which an additional
reimbursement for the nursing facility pay-for-performance program is effective to reflect the adjusted
reimbursement rate.

(15) Use of additional payments. As a condition of eligibility for such payments, any additional
payments received by a nursing facility for the pay-for-performance program must be:

1. Used to support direct care staff through increased wages, enhanced benefits, and expanded
training opportunities; and

2. Used in a manner that improves and enhances quality of care for residents.
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(16) Monitoring facility compliance on the use of payments. Each nursing facility shall complete
Form 470-4829, Nursing FacilityMedicaid Enhanced Payment Report, to report the use of any additional
payments received for the nursing facility pay-for-performance program. Form 470-4829 is due to the
department each year by May 1, beginning May 1, 2011. Failure to submit the report by the due date
shall result in disqualification for add-on payment for the next pay-for-performance payment period.

(17) Reporting results of the program. The department shall publish the results of the nursing facility
pay-for-performance program annually.

h. Capital cost per diem instant relief add-on and enhanced non-direct care rate component limit.
Contingent upon approval from the Centers for Medicare andMedicaid Services (CMS) and to the extent
that funding is appropriated by the Iowa general assembly, additional reimbursement is available for
nursing facilities that have completed a complete replacement, new construction, or major renovations.
Additional reimbursement under this paragraph is available for services rendered beginning on October
1, 2007, or beginning on the effective date of CMS approval if CMS approval is effective on a later date.

(1) Types of additional reimbursement. Two types of additional reimbursement are available:
1. The capital cost per diem instant relief add-on is an amount per patient day to be added to the

non-direct care component of the reimbursement rate and is subject to the non-direct care rate component
limit as determined in paragraph “f.”

2. The enhanced non-direct care rate component limit provides an increase in the percentage of the
median that is applied when calculating the non-direct care rate component limit as defined in paragraph
“f.” The percentage of the median is increased to 120 percent when the enhanced non-direct care rate
component limit is granted.

(2) Eligible projects. To qualify for either the capital cost per diem instant relief add-on or the
enhanced non-direct care rate component limit, a facility must have undertaken a complete replacement,
new construction, or major renovations for the purpose of:

1. Rectification of a violation of Life Safety Code requirements; or
2. Development of home- and community-based waiver program services.
(3) Additional requirements for all requests. To qualify for additional reimbursement, a facility

with an eligible project must also meet the following requirements:
1. The facility has Medicaid utilization at or above 40 percent for the two-month period before

the request for additional reimbursement is submitted. Medicaid utilization for this purpose is calculated
as total nursing facility Medicaid patient days divided by total licensed bed capacity as reported on the
facility’s most current financial and statistical report.

2. The facility meets the accountability measure criteria set forth in paragraph “g,” subparagraph
(1), deficiency-free survey, or subparagraph (2), regulatory compliance with survey, based on the most
current information available when the request for additional reimbursement is submitted.

3. The facility has documented active participation in a quality of care program.
4. The facility has documented plans to facilitate person-directed care, dementia units, or specialty

post-acute services.
(4) Additional requirements for waiver services. To qualify for additional reimbursement for the

development of home- and community-based waiver services, the facility shall also meet the following
requirements:

1. Services shall be provided in an underserved area, which may include a rural area.
2. Services shall be provided on the direct site of the facility but not as a nursing facility service.
3. Services shall meet all federal and state requirements for Medicaid reimbursement.
4. Services shall include one or more of the following: adult day care as defined by 441—subrule

78.37(1), consumer-directed attendant care as defined by 441—subrule 78.37(15) provided in an assisted
living setting, day habilitation as defined by 441—subrule 78.41(14), home-delivered meals as defined
by 441—subrule 78.37(8), emergency response system as defined by 441—subrule 78.37(2), and respite
care as defined by 441—subrule 78.37(6).

(5) Submission of request. A facility shall submit a written request for the capital cost per diem
instant relief add-on, the enhanced non-direct care rate component limit, or a preliminary evaluation of
whether a project may qualify for additional reimbursement to the Iowa Medicaid Enterprise, Provider
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Cost Audit and Rate Setting Unit, 100 Army Post Road, Des Moines, Iowa 50315. A qualifying facility
may request one or both types of additional reimbursement.

1. A request for the capital cost per diem instant relief add-on may be submitted no earlier than
30 days before the complete replacement, new construction, or major renovations are placed in service.

2. A request for the enhanced non-direct care rate component limit may be submittedwith a request
for a capital cost per diem instant relief add-on or within 60 days after the release of a rate determination
letter reflecting a change in the non-direct care rate component limit.

3. A request for a preliminary evaluationmay be submittedwhen a facility is preparing a feasibility
projection for a construction or renovation project. A preliminary evaluation does not guarantee approval
of the capital cost per diem instant relief add-on or enhanced non-direct care rate component limit upon
submission of a formal request.

(6) Content of request for add-on. A facility’s request for the capital cost per diem instant relief
add-on shall include:

1. A description of the project for which the add-on is requested, including a list of goals for the
project and a time line of the project that spans the life of the project.

2. Documentation that the facility meets the qualifications in subparagraphs (2) and (3) and, if
applicable, in subparagraph (4).

3. The period during which the add-on is requested (no more than two years).
4. Whether the facility is also requesting the enhanced non-direct care rate component limit. (See

subparagraph (7) for requirements.)
5. A copy of the facility’s most current depreciation schedule which clearly identifies the cost of

the project for which the add-on is requested if assets placed in service by that project are included on
the schedule. Any removal of assets shall be clearly identifiable either on the depreciation schedule or
on a separate detailed schedule, and that schedule shall include the amount of depreciation expense for
removed assets that is included in the current reimbursement rate.

6. If the cost of the project is not reported on the submitted depreciation schedule, a detailed
schedule of the assets to be placed in service by the project, including:

● The estimated date the assets will be placed into service;
● The total estimated depreciable value of the assets;
● The estimated useful life of the assets based upon existing Medicaid and Medicare provisions;

and
● The estimated annual depreciation expense of the assets using the straight-line method in

accordance with generally accepted accounting principles.
7. The facility’s estimated annual licensed bed capacity and estimated annual total patient days. If

this information is not provided, estimated annual total patient days shall be determined using the most
current submitted financial and statistical report.

8. If interest expense has been or will be incurred and is related to the project for which the add-on
is requested, a copy of the general terms of the debt service and the estimated annual amount of interest
expense shall be submitted.

9. If any debt service has been retired, a copy of the general terms of the debt service and the
amount of interest expense for debt service retired that is included in the current reimbursement rate.

(7) Content of request for enhanced limit. A facility’s request for the enhanced non-direct care rate
component limit shall include:

1. A description of the project for which the enhanced non-direct care rate component limit is
requested, including a list of goals for the project and a time line of the project that spans the life of the
project.

2. Documentation that the facility meets the qualifications in subparagraphs (2) and (3) and, if
applicable, in subparagraph (4).

3. Identification of any period in which the capital cost per diem instant relief add-on was
previously granted and the number of times the capital cost per diem instant relief add-on and the
enhanced non-direct care rate component limit have previously been granted.
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(8) Content of request for preliminary evaluation. A facility’s request for a preliminary evaluation
of a proposed project shall include:

1. The estimated completion date of the project.
2. The estimated date when a formal request for an add-on or enhanced limit will be submitted.
3. For a preliminary evaluation for a capital cost per diem instant relief add-on, all information

required in subparagraph (6).
4. For a preliminary evaluation for the enhanced non-direct care rate component limit, all

information required in subparagraph (7).
(9) Calculation of capital cost per diem instant relief add-on. The capital cost per diem instant

relief add-on is calculated by dividing the annual estimated property costs for the complete replacement,
new construction, or major renovation project for which the add-on is granted by the facility’s estimated
annual total patient days.

1. Effective December 1, 2009, total patient days shall be determined using the most current
submitted financial and statistical report or using the estimated total patient days as reported in the
request for the add-on. For purposes of calculating the add-on, total patient days shall be the greater
of the estimated annual total patient days or 85 percent of the facility’s estimated licensed capacity.

2. The annual estimated property costs for the project are calculated as the estimated annual
depreciation expense for the cost of the project, plus estimated annual interest expense for the cost of
the project, less the amount of depreciation expense for assets removed that is included in the current
reimbursement rate and the amount of interest expense for debt service retired that is included in the
current reimbursement rate.

3. A reconciliation between the estimated amounts and actual amounts shall be completed as
described in subparagraph (12).

(10) Effective date of capital cost per diem instant relief add-on. Subject to available funding and
previously approved requests for capital cost per diem instant relief add-ons and enhanced non-direct
care rate component limits, a capital cost per diem instant relief add-on shall be effective the first day
of the calendar quarter following the placement in service of the assets associated with the add-on and
receipt of all required information. The capital cost per diem instant relief add-on shall be added to the
non-direct care component of the reimbursement rate, not to exceed the non-direct care rate component
limit as determined in paragraph “f.”

(11) Term of capital cost per diem instant relief add-on. The period for which a facility may be
granted the capital cost per diem instant relief add-on shall not exceed two years. The capital cost per
diem instant relief add-on shall terminate at the time of the subsequent biennial rebasing. If the facility’s
submitted annual financial and statistical report used in the subsequent biennial rebasing does not include
12 months of property costs for the assets with which the capital cost per diem instant relief add-on is
associated, including interest expense, if applicable, the facility may submit a new request for the capital
cost per diem instant relief add-on.

(12) Reconciliation of capital cost per diem instant relief add-on. During the period in which the
capital cost per diem instant relief add-on is granted, the Iowa Medicaid enterprise shall recalculate the
amount of the add-on based on actual allowable costs and patient days reported on the facility’s submitted
annual financial and statistical report. A separate reconciliation shall be performed for each cost report
period in which the capital cost per diem instant relief add-on was paid. The facility shall submit with
the annual financial and statistical report a separate schedule reporting total patient days per calendar
quarter and a current depreciation schedule identifying the assets related to the add-on.

1. Effective December 1, 2009, for purposes of recalculating the capital cost per diem instant relief
add-on, total patient days shall be based on the greater of the number of actual patient days during the
period in which the add-on was paid or 85 percent of the facility’s actual licensed bed capacity during
the period in which the add-on was paid.

2. The recalculated capital cost per diem instant relief add-on shall be added to the non-direct
care component of the reimbursement rate for the relevant period, not to exceed the non-direct care rate
component limit as determined in paragraph “f.” The facility’s quarterly rates for the relevant period
shall be retroactively adjusted to reflect the recalculated non-direct care component of the reimbursement
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rate. All claims with dates of service during the period the capital cost per diem instant relief add-on is
paid shall be repriced to reflect the recalculated capital cost per diem instant relief add-on.

(13) Effective date of enhanced non-direct care rate component limit. Subject to available funding
and previously approved requests for capital cost per diem instant relief add-ons and enhanced non-direct
care rate component limits, an enhanced non-direct care rate component limit shall be effective:

1. With a capital cost per diem instant relief add-on (if requested at the same time); or
2. Retroactive to the first day of the quarter in which the revised non-direct care rate component

limit amount is effective. All claims with dates of service from the effective date shall be repriced.
(14) Term of enhanced non-direct care rate component limit. The period for which a facility may

be granted an enhanced non-direct care rate component limit without reapplication shall not exceed two
years. The total period for which a facility may be granted enhanced non-direct care rate component
limits shall not exceed ten years. If the amount of the non-direct care rate component limit is revised
during the period for which a facility is granted the enhanced limit, the approval shall be terminated
effective the first day of the quarter in which the revised non-direct care rate component limit is effective.
The facility may submit a new request for the enhanced non-direct care rate component limit.

(15) Ongoing conditions. Any capital cost per diem instant relief add-on or enhanced non-direct care
rate component limit granted by the Iowa Medicaid enterprise is temporary. Additional reimbursement
shall be immediately terminated if:

1. The facility does not continue to meet all of the initial qualifications for additional
reimbursement; or

2. The facility does not make reasonable progress on any plans required for initial qualification;
or

3. The facility’s medical assistance program orMedicare certification is revoked. A facility whose
certification is revoked is not eligible to submit a subsequent request for a capital cost per diem instant
relief add-on or the enhanced non-direct care rate component limit.

(16) Change of ownership. Following a change in nursing facility ownership, any capital cost per
diem instant relief add-on or enhanced non-direct care rate component limit that was granted before the
change in ownership shall continue under the new owner. Future reimbursement rates shall be determined
pursuant to subrules 81.6(15) and 81.6(16).

81.6(17) Cost report documentation. All nursing facilities, except the Iowa Veterans Home, shall
submit an annual cost report based on the closing date of the facility’s fiscal year that incorporates
documentation as set forth below. The Iowa Veterans Home shall submit semiannual cost reports based
on the closing date of the facility’s fiscal year and the midpoint of the facility’s fiscal year that incorporate
documentation as set forth below. The documentation incorporated in all cost reports shall include all
of the following information:

a. Information on staffing costs, including the number of hours of the following provided per
resident per day by all the following: nursing services provided by registered nurses, licensed practical
nurses, certified nurse aides, restorative aides, certifiedmedication aides, and contracted nursing services;
other care services; administrative functions; housekeeping and maintenance; and dietary services.

b. The starting and average hourly wage for each class of employees for the period of the report.
c. An itemization of expenses attributable to the home or principal office or headquarters of the

nursing facility included in the administrative cost line item.
81.6(18) Inflation factor. The department shall consider an inflation factor in determining the

reimbursement rate. The inflation factor shall be based on the CMS Total Skilled Nursing Facility
(CMS/SNF) Market Basket Index published by Data Resources, Inc. The CMS/SNF index listed in
the latest available quarterly publication prior to the July 1 rate setting shall be used to determine the
inflation factor.

81.6(19) Case-mix index calculation.
a. The Resource Utilization Groups-III (RUG-III) Version 5.12b, 34 group, index maximizer

model shall be used as the resident classification system to determine all case-mix indices, using data
from the minimum data set (MDS) submitted by each facility pursuant to subrule 81.13(9). Standard
Version 5.12b case-mix indices developed by CMS shall be the basis for calculating the average

https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.13.pdf
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case-mix index and shall be used to adjust the direct care costs in the determination of the direct care
patient-day-weighted median and the reimbursement rate pursuant to subrule 81.6(16).

b. Each resident in the facility on the last day of each calendar quarter with a completed and
submitted assessment shall be assigned a RUG-III 34 group calculated on the resident’s most current
assessment available on the last day of each calendar quarter. This RUG-III group shall be translated
to the appropriate case-mix index referenced in paragraph “a.” From the individual resident case-mix
indices, two average case-mix indices for each Medicaid nursing facility shall be determined four times
per year based on the last day of each calendar quarter.

The facilitywide average case-mix index is the simple average, carried to four decimal places, of all
resident case-mix indices. The Medicaid average case-mix index is the simple average, carried to four
decimal places, of all indices for residents where Medicaid is known to be the per diem payor source
on the last day of the calendar quarter. Assessments that cannot be classified to a RUG-III group due to
errors shall be excluded from both average case-mix index calculations.

81.6(20) Medicare crossover claims for nursing facility services.
a. Definitions. For purposes of this subrule:
“Crossover claim” means a claim for Medicaid payment for Medicare-covered nursing facility

services rendered to a Medicare beneficiary who is also eligible for Medicaid. Crossover claims include
claims for services rendered to beneficiaries who are eligible for Medicaid in any category including,
but not limited to, qualified Medicare beneficiaries and beneficiaries who are eligible for full Medicaid
coverage.

“Medicaid-allowed amount” means the Medicaid reimbursement rate for the services rendered
(including any portion to be paid by the Medicaid beneficiary as client participation) multiplied by
the number of Medicaid units of service included in a crossover claim, as determined under state and
federal law and policies.

“Medicaid reimbursement” includes any amount to be paid by theMedicaid beneficiary as Medicaid
client participation and any amount to be paid by the department after application of any applicable
Medicaid client participation.

“Medicare payment amount” means the Medicare reimbursement rate for the services rendered
multiplied by the number of Medicare units of service included in a crossover claim, excluding any
Medicare coinsurance or deductible amounts to be paid by the Medicare beneficiary.

b. Crossover claims. Crossover claims for services covered under Medicare Part A and under
Medicaid are reimbursed as set out in this paragraph.

(1) If the Medicare payment amount for a crossover claim exceeds or equals the Medicaid-allowed
amount for that claim, Medicaid reimbursement for the crossover claim will be zero.

(2) If the Medicaid-allowed amount for a crossover claim exceeds the Medicare payment amount
for that claim, Medicaid reimbursement for the crossover claim is the lesser of:

1. The Medicaid-allowed amount minus the Medicare payment amount; or
2. The Medicare coinsurance and deductible amounts applicable to the claim.
81.6(21) Nursing facility quality assurance payments.
a. Quality assurance assessment pass-through. Effective with the implementation of the quality

assurance assessment paid pursuant to 441—Chapter 36, Division II, a quality assurance assessment
pass-through shall be added to the Medicaid per diem reimbursement rate as otherwise calculated
pursuant to this rule. The quality assurance assessment pass-through shall equal the per-patient-day
assessment determined pursuant to 441—subrule 36.6(2).

b. Quality assurance assessment rate add-on. Effective with the implementation of the quality
assurance assessment paid pursuant to 441—Chapter 36, Division II, a quality assurance add-on of $10
per patient day shall be added to the Medicaid per diem reimbursement rate as otherwise calculated
pursuant to this rule.

c. Use of the pass-through and add-on. As a condition for receipt of the pass-through and
add-on, each nursing facility shall submit information to the department on Form 470-4829, Nursing
Facility Medicaid Enhanced Payment Report, demonstrating compliance by the nursing facility with
the requirements for use of the pass-through and add-on. If the sum of the quality assurance assessment

https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/chapter/441.36.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.36.6.pdf
https://www.legis.iowa.gov/docs/iac/chapter/441.36.pdf
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pass-through and the quality assurance assessment rate add-on is greater than the total cost incurred by
a nursing facility in payment of the quality assurance assessment:

(1) No less than 35 percent of the difference shall be used to increase compensation and costs of
employment for direct care workers determined pursuant to 2009 Iowa Acts, Senate File 476.

(2) No less than 60 percent of the difference shall be used to increase compensation and costs
of employment for all nursing facility staff, with increases in compensation and costs of employment
determined pursuant to 2009 Iowa Acts, Senate File 476.

d. Effective date. Until federal financial participation to match money collected from the quality
assurance assessment pursuant to 441—Chapter 36, Division II, has been approved by the federal Centers
for Medicare and Medicaid Services, none of the nursing facility rate-setting methodologies of this
subrule shall become effective.

e. End date. If the federal Centers for Medicare and Medicaid Services determines that federal
financial participation to match money collected from the quality assurance assessment pursuant to
441—Chapter 36, Division II, is unavailable for any period, or if the department no longer has the
authority to collect the assessment, then beginning on the effective date that such federal financial
participation is not available or authority to collect the assessment is rescinded, none of the nursing
facility rate-setting methodologies of this subrule shall be effective. If the period for which federal
match money is unavailable or the authority to collect the assessment is rescinded includes a retroactive
period, the department shall:

(1) Recalculate Medicaid rates in effect during that period without the rate-setting methodologies
of this subrule;

(2) Recompute Medicaid payments due based on the recalculated Medicaid rates;
(3) Recoup any previous overpayments; and
(4) Determine for each nursing facility the amount of quality assurance assessment collected during

that period and refund that amount to the facility.
This rule is intended to implement Iowa Code sections 249A.4 and 249A.16, Iowa Code chapter

249K, and 2009 Iowa Code Supplement chapter 249L.
[ARC 8258B, IAB 11/4/09, effective 1/1/10; ARC 8344B, IAB 12/2/09, effective 12/1/09; ARC 8445B, IAB 1/13/10, effective
12/11/09; ARC 8643B, IAB 4/7/10, effective 3/11/10; ARC 8995B, IAB 8/11/10, effective 9/15/10; ARC 9046B, IAB 9/8/10, effective
8/12/10; ARC 0994C, IAB 9/4/13, effective 11/1/13; ARC 1806C, IAB 1/7/15, effective 3/1/15]

441—81.7(249A) Continued review.
81.7(1) Level of care. The IME medical services unit shall review Medicaid members’ need for

continued care in nursing facilities, pursuant to the standards and subject to the appeals process in subrule
81.3(1). For all members enrolled with a managed care organization, the managed care organization
shall review a Medicaid member’s need for continued care in a nursing facility at least annually. The
managed care organization must submit documentation to the IME medical services unit for all reviews
that indicate a change in the member’s level of care. The IME medical services unit shall make a final
determination for any reviews that indicate a change in the level of care.

81.7(2) PASRR. As a condition of payment for nursing facility care under the Medicaid program
when there is a significant change in a resident’s condition, the nursing facility shall, within 24 hours,
initiate a PASRR review by the department’s contractor for PASRR evaluations. For purposes of this
subrule, “significant change in a resident’s condition” means any admission or readmission to the facility
immediately following an inpatient psychiatric hospitalization or any change that is likely to impact
the resident’s treatment needs related to a mental illness or intellectual disability. The evaluation shall
determine:

a. Whether nursing facility care or skilled nursing care is medically necessary and appropriate for
the resident under 441—subrules 79.9(1) and 79.9(2);

b. Whether nursing facility services continue to be appropriate for the resident, as opposed to care
in a more specialized facility or in a community-based setting; and
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c. Whether the resident needs specialized services for mental illness or intellectual disability, as
described in paragraph 81.3(3)“b.”

This rule is intended to implement Iowa Code sections 249A.2(1), 249A.3(3), and 249A.4.
[ARC 8445B, IAB 1/13/10, effective 12/11/09; ARC 9726B, IAB 9/7/11, effective 9/1/11; ARC 9888B, IAB 11/30/11, effective
1/4/12; ARC 1806C, IAB 1/7/15, effective 3/1/15; ARC 2361C, IAB 1/6/16, effective 1/1/16]

441—81.8(249A) Quality of care review. Rescinded IAB 8/8/90, effective 10/1/90.

441—81.9(249A) Records.
81.9(1) Content. The facility shall as a minimum maintain the following records:
a. All records required by the department of public health and the department of inspections and

appeals.
b. Records of all treatments, drugs, and services for which vendors’ payments have been made

or are to be made under the medical assistance program, including the authority for and the date of
administration of the treatment, drugs, or services.

c. Documentation in each resident’s records which will enable the department to verify that each
charge is due and proper prior to payment.

d. Financial records maintained in the standard, specified form including the facility’s most recent
audited cost report.

e. All other records as may be found necessary by the department in determining compliance with
any federal or state law or rule or regulation promulgated by the United States Department of Health and
Human Services or by the department.

f. Census records to include the date, number of residents at the beginning of each day, names of
residents admitted, and names of residents discharged.

(1) Census information shall be provided for all residents of the facility.
(2) Census figures for each type of care shall be totaled monthly to indicate the number admitted,

the number discharged, and the number of patient days.
(3) Failure to maintain acceptable census records shall result in the per diem rate being computed

on the basis of 100 percent occupancy and a request for refunds covering indicated recipients of nursing
care which have not been properly accounted for.

g. Resident accounts.
h. In-service education program records.
i. Inspection reports pertaining to conformity with federal, state and local laws.
j. Residents’ personal records.
k. Residents’ medical records.
l. Disaster preparedness reports.
81.9(2) Retention. Records identified in subrule 81.9(1) shall be retained in the facility for a

minimum of five years or until an audit is performed on those records, whichever is longer.
81.9(3) Change of owner. All records shall be retained within the facility upon change of ownership.
This rule is intended to implement Iowa Code sections 249A.2(6) and 249A.3(2)“a.”

441—81.10(249A) Payment procedures.
81.10(1) Method of payment. Except for Medicaid accountability measures payment established

in paragraph 81.6(16)“g,” facilities shall be reimbursed under a modified price-based vendor payment
program. A per diem rate shall be established based on information submitted according to rule
441—81.6(249A). Effective July 1, 2002, the per diem rate shall include an amount for Medicaid
accountability measures.

81.10(2) Authorization of payment. The department shall authorize payment for care in a facility.
The authorization shall be obtained prior to admission of the resident, whenever possible. For a nursing
facility to be eligible for Medicaid payment for a resident, the facility must, when applicable, exhaust
all Medicare benefits.

81.10(3) Rescinded IAB 8/9/89, effective 10/1/89.
81.10(4) Periods authorized for payment.
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a. Payment shall be made on a per diem basis for the portion of the month the resident is in the
facility.

b. Payment will be authorized as long as the resident is certified as needing care in a nursing
facility.

c. Payment will be approved for the day of admission but not the day of discharge or death.
d. Payment will be approved for periods the resident is absent overnight for purpose of visitation

or vacation. The facility will be paid to hold the bed for a period not to exceed 18 days in any calendar
year. Additional days shall be based upon a recommendation by the resident’s physician in the plan of
care that additional days would be rehabilitative.

e. Payment will be approved for a period not to exceed 10 days in any calendar month when the
resident is absent due to hospitalization. Medicaid payment to the facility may not be initiated while a
resident is on reserve bed days unless the person was residing in the facility as a private pay resident
prior to the hospitalization and returns to the facility as a resident.

f. Payment for periods when residents are absent for a visit, vacation, or hospitalization shall
be made at zero percent of the nursing facility’s rate, except for special population facilities and
state-operated nursing facilities, which shall be paid for such periods at 42 percent of the facility’s rate.

g. Payment for residents determined by utilization review to require the residential level of care
shall be made at the maximum state supplementary assistance rate. This rate is effective as of the date
of final notice by utilization review that the lower level of care is required.

h. In-state nursing facilities serving Medicaid eligible patients who require a ventilator at least six
hours every day, are inappropriate for home care, and have medical needs that require skilled care as
determined by the peer review organization shall receive reimbursement for the care of these patients
equal to the sum of the Medicare-certified hospital-based nursing facility direct care rate component
limit plus the Medicare-certified hospital-based nursing facility non-direct care rate component limit
factor pursuant to subparagraph 81.6(16)“f”(3). Facilities may continue to receive reimbursement at
this rate for 30 days for any person weaned from a respirator who continues to reside in the facility and
continues to meet skilled care criteria for those 30 days.

i. Payment for residents of a special population facility licensed by the department of inspections
and appeals as an intermediate care facility for persons with mental illness will be made only when the
resident is aged 65 or over. If a resident under the age of 65 is admitted with a payment source other
than Medicaid, the facility shall notify the resident, or when applicable the resident’s guardian or legal
representative, that Iowa Medicaid may neither make payment to the facility nor make payment for any
other services rendered by any provider while the person resides in the facility, until the resident attains
the age of 65.

j. Nonpayment for provider-preventable conditions. Reimbursement will not be made for patient
days attributable to preventable conditions identified pursuant to this rule that develop in a nursing
facility. Any patient days attributable to a provider-preventable condition must be billed as noncovered
days. A provider-preventable condition is one in which any of the following occur:

(1) The wrong surgical or other invasive procedure is performed on a resident; or
(2) A surgical or other invasive procedure is performed on the wrong body part; or
(3) A surgical or other invasive procedure is performed on the wrong resident.
81.10(5) Supplementation. Only the amount of client participation may be billed to the resident

for the cost of care, and the facility must accept the combination of client participation and payment
made through the Iowa Medicaid program as payment in full for the care of a resident. No additional
charges shall be made to residents or family members for any supplies or services required in the
facility-developed plan of care for the resident.

Residents may choose to spend their personal funds on items of personal care such as professional
beauty or barber services, but the facility shall not require this expenditure and shall not routinely obligate
residents to any use of their personal funds.

a. Supplies or services that the facility shall provide:

https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
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(1) Nursing services, social work services, activity programs, individual and group therapy,
rehabilitation or habilitation programs provided by facility staff in order to carry out the plan of care
for the resident.

(2) Services related to the nutrition, comfort, cleanliness and grooming of a resident as required
under state licensure and Medicaid survey regulations.

(3) Medical equipment and supplies including wheelchairs except for customized wheelchairs for
which separate payment may be made pursuant to 441—subparagraph 78.10(2)“a”(4), medical supplies
except for those listed in 441—paragraph 78.10(4)“b,” oxygen except under circumstances specified in
441—paragraph 78.10(2)“a,” and other items required in the facility-developed plan of care.

(4) Nonprescription drugs ordered by the physician except for those specified in 441—paragraph
78.1(2)“f.”

(5) Fees charged by medical professionals for services requested by the facility that do not meet
criteria for direct Medicaid payment.

b. The facility shall arrange for nonemergency transportation for members to receive necessary
medical services outside the facility.

(1) If a family member, friend, or volunteer is not available to provide the transportation at no
charge, the facility shall arrange and pay for the medically necessary transportation within 30 miles of
the facility (one way).

(2) For medically necessary transportation beyond 30 miles from the facility (one way), when no
family member, friend, or volunteer is available to provide the transportation at no charge, the facility
shall arrange for transportation through the broker designated by the department, with the cost to be paid
by the broker pursuant to rule 441—78.13(249A).

c. The Medicaid program will provide direct payment to relieve the facility of payment
responsibility for certain medical equipment and services that meet the Medicare definition of medical
necessity and are provided by providers enrolled in the Medicaid programs including:

(1) Physician services.
(2) Ambulance services.
(3) Hospital services.
(4) Hearing aids, braces and prosthetic devices.
(5) Customized wheelchairs for which separate payment may be made pursuant to

441—subparagraph 78.10(2)“a”(4).
d. Other supplies or services for which direct Medicaid payment may be available include:
(1) Drugs covered pursuant to 441—subrule 78.1(2).
(2) Dental services.
(3) Optician and optometrist services.
(4) Repair of medical equipment and appliances that belong to the resident.
(5) Transportation to receive medical services beyond 30miles from the facility (one way), through

the broker designated by the department pursuant to a contract between the department and the broker.
(6) Other medical services specified in 441—Chapter 78.
e. The following supplementation is permitted:
(1) The resident, the resident’s family, or friends may pay to hold the resident’s bed in cases where

a resident who is not discharged from the facility is absent overnight. When the resident is discharged,
the facility may handle the holding of the bed in the same manner as for a private paying resident.

(2) Payments made by the resident’s family toward cost of care of the resident shall not be
considered as supplementation so long as the payments are included in client participation and are not
over and above the payment made by the state for care of the resident.

(3) If a physician does not order a nonprescription drug by brand name, the facility may offer a
generic. If a resident or family member requests a brand name, the resident or family member may pay
for the brand-name nonprescription drug.

(4) Supplementation for provision of a private room not otherwise covered under the medical
assistance program, subject to the following conditions, requirements, and limitations:
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1. Supplementation for provision of a private room is not permitted for any time period during
which the private room is therapeutically required pursuant to 42 CFR § 483.10(c)(8)(ii).

2. Supplementation for provision of a private room is not permitted for a calendar month if no
room other than the private room was available as of the first day of the month or as of the resident’s
subsequent initial occupation of the private room.

3. Supplementation for provision of a private room is not permitted for a calendar month if the
facility’s occupancy rate was less than 50 percent as of the first day of the month or as of the resident’s
subsequent initial occupation of the private room.

4. Supplementation for provision of a private room is not permitted if the nursing facility only
provides one type of room or all private rooms.

5. If a nursing facility provides for supplementation for provision of a private room, the facility
may base the supplementation amount on the difference between the amount paid for a room covered
under the medical assistance program and the private-pay rate for the private room identified for
supplementation. However, the total payment for the private room from all sources for a calendar
month shall not be greater than the aggregate average private room rate during that month for the type
of rooms covered under the medical assistance program for which the resident would be eligible.

6. If a nursing facility provides for supplementation for provision of a private room, the facility
shall inform all residents, prospective residents, and their legal representatives of the following:

● That if the resident desires a private room, the resident or resident’s family may provide
supplementation by directly paying the facility the amount of supplementation;

● The nursing facility’s policy if a resident residing in a private room converts from private pay
to payment under the medical assistance program but the resident or resident’s family is not willing or
able to pay supplementation for the private room;

● The private rooms for which supplementation is available, including a description and
identification of such rooms; and

● The process for an individual to take legal responsibility for providing supplementation,
including identification of the individual and the extent of the legal responsibility.

7. For a resident for whom the nursing facility receives supplementation, the nursing facility shall
indicate in the resident’s record all of the following:

● A description and identification of the private room for which the nursing facility is receiving
supplementation;

● The identity of the individual making the supplemental payments;
● The private-pay charge for the private room for which the nursing facility is receiving

supplementation; and
● The total charge to the resident for the private room for which the nursing facility is receiving

supplementation, the portion of the total charge reimbursed under the medical assistance program, and
the portion of the total charge reimbursed through supplementation.

8. Supplementation pursuant to this subparagraph shall not be required as a precondition of
admission, expedited admission, or continued stay in a facility.

9. The nursing facility shall ensure that all appropriate care is provided to all residents
notwithstanding the applicability or availability of supplementation.

10. A private room for which supplementation is required shall be retained for the resident
consistent with bed-hold policies.

11. A nursing facility that utilizes the supplementation pursuant to this subparagraph during any
calendar year shall report to the department annually by January 15 the following information for the
preceding calendar year:

● The total number of nursing facility beds available at the nursing facility, the number of such
beds available in private rooms, and the number of such beds available in other types of rooms.

● The average occupancy rate of the facility on a monthly basis.
● The total number of residents for whom supplementation was utilized.
● The average private pay charge for a private room in the nursing facility.
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● For each resident for whom supplementation was utilized, the total charge to the resident for
the private room, the portion of the total charge reimbursed under the Medicaid program, and the total
charge reimbursed through supplementation.

f. Any medical equipment, supplies, appliances, or devices, personal care items, drugs, or other
items of personal property that are paid for directly by the Medicaid program or are paid for by the
resident or the resident’s family, on a nonrental basis, are the personal property of the resident.

g. The facility shall not charge a resident for days that are not covered under Medicaid due to a
provider-preventable condition pursuant to paragraph 81.10(4)“j” and shall not discharge a resident due
to nonpayment for such days.

81.10(6) Payment for out-of-state care. Rescinded IAB 9/5/90, effective 11/1/90.
81.10(7) Comparative charges between private pay and Medicaid residents. Rescinded IAB 2/6/02,

effective 4/1/02.
This rule is intended to implement Iowa Code section 249A.4.

[ARC 8344B, IAB 12/2/09, effective 12/1/09; ARC 8643B, IAB 4/7/10, effective 3/11/10; ARC 8994B, IAB 8/11/10, effective
10/1/10; ARC 8995B, IAB 8/11/10, effective 9/15/10; ARC 0714C, IAB 5/1/13, effective 7/1/13; ARC 1151C, IAB 10/30/13,
effective 1/1/14; ARC 1806C, IAB 1/7/15, effective 3/1/15]

441—81.11(249A) Billing procedures.
81.11(1) Claims. Claims for service must be sent to the Iowa Medicaid enterprise after the month

of service and within 365 days of the date of service. Claims must be submitted electronically through
Iowa Medicaid’s electronic clearinghouse. A remittance advice of the claims paid may be obtained
through the Iowa Medicaid portal access (IMPA) system. Adjustments to submitted claims may be
made electronically as provided for by the Iowa Medicaid enterprise. A request for an adjustment to a
paid claim must be received by the Iowa Medicaid enterprise within one year from the date the claim
was paid in accordance with rule 441—80.4(249A).

81.11(2) Reserved.
This rule is intended to implement Iowa Code sections 249A.2(6) and 249A.3(2)“a.”

[ARC 1806C, IAB 1/7/15, effective 3/1/15]

441—81.12(249A) Closing of facility. When a facility is planning on closing, the department and the
department’s contracted managed care organizations with which the facility is enrolled shall be notified
at least 60 days in advance of the closing. Plans for the transfer of residents receiving medical assistance
shall be approved by the resident’s managed care organization or by the IME medical services unit for
residents not enrolled with a managed care organization.

This rule is intended to implement Iowa Code sections 249A.2(6) and 249A.3(2)“a.”
[ARC 2361C, IAB 1/6/16, effective 1/1/16]

441—81.13(249A) Conditions of participation for nursing facilities. All nursing facilities shall enter
into a contractual agreement with the department which sets forth the terms under which they will
participate in the program.

81.13(1) Procedures for establishing health care facilities as Medicaid facilities. All survey
procedures and certification process shall be in accordance with Department of Health and Human
Services publication “State Operations Manual.”

a. The facility shall obtain the applicable license from the department of inspections and appeals
and must be recommended for certification by the department of inspections and appeals.

b. The facility shall request an application, Form 470-0254, Iowa Medicaid Provider Enrollment
Application, from the Iowa Medicaid enterprise provider services unit.

c. The Iowa Medicaid enterprise provider services unit shall transmit an application form and a
copy of the nursing facility provider manual to the facility.

d. The facility shall complete its portion of the application form and submit it to the IowaMedicaid
enterprise provider services unit.

e. The Iowa Medicaid enterprise provider services unit shall review the application form
and verify with the department of inspections and appeals that the facility is licensed and has been
recommended for certification.
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f. Prior to requesting enrollment, the facility shall contact the department of inspections and
appeals to schedule a survey. The department of inspections and appeals shall schedule and complete a
survey of the facility.

g. The department of inspections and appeals shall notify the facility of any deficiencies and ask
for a plan for the correction of the deficiencies.

h. The facility shall submit a plan of correction within ten days after receipt of written deficiencies
from the health facilities division department of inspections and appeals. This plan must be approved
before the facility can be certified.

i. The department of inspections and appeals shall evaluate the survey findings and plan of
correction and either recommend the facility for certification or recommend denial of certification. The
date of certification will be the date of approval of the plan of corrections.

j. When certification is recommended, the department of inspections and appeals shall notify the
department recommending a provider agreement.

k. Rescinded IAB 12/6/95, effective 2/1/96.
81.13(2) Medicaid provider agreements. The health care facility shall be recommended for

certification by the department of inspections and appeals for participation as a nursing facility before
a provider agreement may be issued. All survey procedures and certification process shall be in
accordance with Department of Health and Human Services publication “Providers Certification State
Operations Manual.” The effective date of a provider agreement may not be earlier than the date of
certification.

a. Rescinded IAB 2/3/93, effective 4/1/93.
b. Rescinded IAB 2/3/93, effective 4/1/93.
c. Rescinded IAB 2/3/93, effective 4/1/93.
d. Rescinded IAB 2/3/93, effective 4/1/93.
e. When it becomes necessary for the department to cancel or refuse to renew a Title XIX provider

agreement, federal financial participation may continue for 30 days beyond the date of cancellation, if
the extension is necessary to ensure the orderly transfer of residents.

f. Rescinded IAB 2/3/93, effective 4/1/93.
81.13(3) Distinct part requirement. All facilities which provide nursing facility care and also provide

other types of care shall set aside a distinct or identifiable part for the provision of the nursing facility
care.

a. The distinct part shall meet the following conditions:
(1) The distinct part shall meet all requirements for a nursing facility.
(2) The distinct part shall be identifiable as a unit such as a designated group of rooms, an entire

ward or contiguous wards, wings, floor, or building. It shall consist of all beds and related facilities in
the unit for whom payment is being made for nursing facility services. It shall be clearly identified and
licensed by the department of inspections and appeals.

(3) The appropriate personnel shall be assigned to the identifiable unit and shall work regularly
therein. Immediate supervision of staff shall be provided in the unit at all times by qualified personnel
as required for licensure.

(4) The distinct part may share such central services and facilities as management services, dietary
services, building maintenance and laundry with other units.

(5) When members of the staff share time between units of the facility, written records shall be
maintained of the time assigned to each unit.

b. Hospitals participating as nursing facilities shall meet all of the same conditions applicable to
freestanding nursing facilities.

c. Nothing herein shall be construed as requiring transfer of a resident within or between facilities
when in the opinion of the attending physician the transfer might be harmful to the physical or mental
health of the resident. The opinion of the physician shall be recorded on the resident’s medical chart and
stands as a continuing order unless the circumstances requiring the exception change.

81.13(4) Civil rights. The nursing facility shall comply with Title VI of the Civil Rights Act of
1964 in all areas of administration including admissions, records, services and physical facilities,
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room assignments and transfers, attending physicians’ privileges and referrals. Written statements of
compliance shall be available to residents, employees, attending physicians and other members of the
public.

81.13(5) Resident rights. The resident has a right to a dignified existence, self-determination and
communication with and access to persons and services inside and outside the facility. A facility shall
protect and promote the rights of each resident, including each of the following rights:

a. Exercise of rights.
(1) The resident has the right to exercise rights as a resident of the facility and as a citizen of the

United States.
(2) The resident has the right to be free of interference, coercion, discrimination, or reprisal from

the facility in exercising those rights.
(3) In the case of a resident adjudged incompetent under the laws of a state, by a court of competent

jurisdiction, the rights of the resident are exercised by the person appointed under state law to act on the
resident’s behalf.

(4) In the case of a resident who has not been adjudged incompetent by the state court, any
legal-surrogate designated in accordance with state law may exercise the resident’s rights to the extent
provided by state law.

b. Notice of rights and services.
(1) The facility shall inform the resident, both orally and in writing in a language that the

resident understands, of the resident’s rights and all rules and regulations governing resident conduct
and responsibilities during the stay in the facility. The facility shall also provide the resident with
the pamphlet “Medicaid for People in Nursing Homes and Other Care Facilities,” Comm. 52. This
notification shall be made prior to or upon admission and during the resident’s stay. Receipt of this
information, and any amendments to it, must be acknowledged in writing.

(2) The resident or the resident’s legal representative has the right, upon an oral or written request,
to access all records pertaining to the resident including clinical records within 24 hours (excluding
weekends and holidays); and after receipt of the records for inspection, to purchase at a cost not to
exceed the community standard photocopies of the records or any portions of them upon request and
two working days’ advance notice to the facility.

(3) The resident has the right to be fully informed in language that the resident can understand of
the resident’s total health status, including, but not limited to, medical condition.

(4) The resident has the right to refuse treatment and to refuse to participate in experimental
research.

(5) The facility shall:
1. Inform each resident who is entitled to Medicaid benefits, in writing, at the time of admission to

the nursing facility or when the resident becomes eligible for Medicaid, of the items and services that are
included in nursing facility services under the state plan and for which the resident may not be charged
and of those other items and services that the facility offers and for which the resident may be charged,
and the amount of charges for those services.

2. Inform each resident when changes are made to the items and services specified in number “1”
of this subparagraph.

(6) The facility shall inform each resident before, or at the time of admission, and periodically
during the resident’s stay, of services available in the facility and of charges for those services, including
any charges for services not covered under Medicare or by the facility’s per diem rate.

(7) The facility shall furnish a written description of legal rights which includes:
1. A description of the manner of protecting personal funds.
2. A description of the requirements and procedures for establishing eligibility for Medicaid,

including the right to request an assessment which determines the extent of a couple’s nonexempt
resources at the time of institutionalization and attributes to the community spouse an equitable share
of resources which cannot be considered available for payment toward the cost of the institutionalized
spouse’s medical care in the resident’s process of spending down to Medicaid eligibility levels.
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3. A posting of names, addresses, and telephone numbers of all pertinent state client advocacy
groups such as the state survey and certification agency, the state licensure office, the state ombudsman
program, the protection and advocacy network, and the Medicaid fraud control unit.

4. A statement that the resident may file a complaint with the state survey and certification agency
concerning resident abuse, neglect and misappropriation of resident property in the facility.

(8) The facility shall inform each resident of the name, specialty and way of contacting the
physician responsible for the resident’s care.

(9) The facility shall prominently display in the facility written information and provide to residents
and applicants for admission oral and written information about how to apply for and use Medicare and
Medicaid benefits, and how to receive refunds for previous payments covered by these benefits.

(10) Notification of changes.
1. A facility shall immediately inform the resident, consult with the resident’s physician, and, if

known, notify the resident’s legal representative or an interested familymember when there is an accident
involving the resident which results in injury and has the potential for requiring physician intervention;
a significant change in the resident’s physical, mental, or psychosocial status (i.e., a deterioration in
health, mental, or psychosocial status in either life-threatening conditions or clinical complications); a
need to alter treatment significantly (i.e., a need to discontinue an existing form of treatment due to
adverse consequences, or to commence a new form of treatment); or a decision to transfer or discharge
the resident from the facility.

2. The facility shall also promptly notify the resident and, if known, the resident’s legal
representative or interested family member when there is a change in room or roommate assignment or
a change in resident rights under federal or state law or regulations.

3. The facility shall record and periodically update the address and telephone number of the
resident’s legal representative or interested family member.

c. Protection of resident funds.
(1) The resident has the right to manage the resident’s financial affairs and the facility may not

require residents to deposit their personal funds with the facility.
(2) Management of personal funds. Upon written authorization of a resident, the facility shall

hold, safeguard, manage and account for the personal funds of the resident deposited with the facility, as
specified in subparagraphs (3) to (8) of this paragraph.

(3) Deposit of funds. The facility shall deposit any residents’ personal funds in excess of $50 in
an interest-bearing account that is separate from any of the facility’s operating accounts, and that credits
all interest earned on the resident’s funds to that account. In pooled accounts, there must be a separate
accounting for each resident’s share.

The facility shall maintain a resident’s personal funds that do not exceed $50 in a non-interest-bearing
account, an interest-bearing account, or petty cash fund.

(4) Accounting and records. The facility shall establish and maintain a system that ensures a full
and complete and separate accounting, according to generally accepted accounting principles, of each
resident’s personal funds entrusted to the facility on the resident’s behalf.

1. The system shall preclude any commingling of resident funds with facility funds or with the
funds of any person other than another resident.

2. The individual financial record shall be available through quarterly statements and on request
to the resident or the resident’s legal representative.

(5) Notice of certain balances. The facility shall notify each resident that receives Medicaid
benefits:

1. When the amount in the resident’s account reaches $200 less than the SSI resource limit for one
person.

2. That, if the amount in the account, in addition to the value of the resident’s other nonexempt
resources, reaches the SSI resource limit for one person, the resident may lose eligibility for Medicaid
or SSI.
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(6) Conveyance upon death. Upon the death of a resident with a personal fund deposited with the
facility, the facility shall convey within 30 days the resident’s funds, and a final accounting of those
funds, to the individual or probate jurisdiction administering the resident’s estate.

(7) Assurance of financial security. The facility shall purchase a surety bond, or otherwise provide
assurance satisfactory to the department of inspections and appeals and the department of human services,
to ensure the security of all personal funds of residents deposited with the facility.

(8) Limitation on charges to personal funds. The facility may not impose a charge against the
personal funds of a resident for any item or service for which payment is made under Medicaid or
Medicare.

d. Free choice. The resident has the right to:
(1) Choose a personal attending physician.
(2) Be fully informed in advance about care and treatment and of any changes in that care or

treatment that may affect the resident’s well-being.
(3) Unless adjudged incompetent or otherwise found to be incapacitated under the laws of the state,

participate in planning care and treatment or changes in care and treatment.
e. Privacy and confidentiality. The resident has the right to personal privacy and confidentiality

of personal and clinical records.
(1) Personal privacy includes accommodations, medical treatment, written and telephone

communications, personal care, visits, and meetings of family and resident groups, but this does not
require the facility to provide a private room.

(2) Except as provided in subparagraph (3) below, the resident may approve or refuse the release
of personal and clinical records to any person outside the facility.

(3) The resident’s right to refuse release of personal and clinical records does not apply when the
resident is transferred to another health care institution or record release is required by law.

f. Grievances. A resident has the right to:
(1) Voice grievances without discrimination or reprisal for voicing the grievances. The grievances

include those with respect to treatment which has been furnished as well as that which has not been
furnished.

(2) Prompt efforts by the facility to resolve grievances the resident may have, including those with
respect to the behavior of other residents.

g. Examination of survey results. A resident has the right to:
(1) Examine the results of the most recent survey of the facility conducted by federal or state

surveyors and any plan of correction in effect with respect to the facility. The facility must make the
results available for examination in a place readily accessible to residents, and must post a notice of their
availability.

(2) Receive information from agencies acting as client advocates, and be afforded the opportunity
to contact these agencies.

h. Work. The resident has the right to:
(1) Refuse to perform services for the facility.
(2) Perform services for the facility if the resident chooses, when:
1. The facility has documented the need or desire for work in the plan of care.
2. The plan specifies the nature of the services performed and whether the services are voluntary

or paid.
3. Compensation for paid services is at or above prevailing rates.
4. The resident agrees to the work arrangement described in the plan of care.
5. Rescinded IAB 3/4/92, effective 4/8/92.
i. Mail. The resident has the right to privacy in written communications, including the right to

send and receive mail promptly that is unopened and to have access to stationery, postage and writing
implements at the resident’s own expense.

j. Access and visitation rights.
(1) The resident has the right and the facility shall provide immediate access to any resident by the

following:

https://www.legis.iowa.gov/docs/aco/bulletin/03-04-1992.pdf
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1. Any representative of the secretary of the Department of Health and Human Services.
2. Any representative of the state.
3. The resident’s individual physician.
4. The state long-term care ombudsman.
5. The agency responsible for the protection and advocacy system for developmentally disabled

individuals.
6. The agency responsible for the protection and advocacy system for mentally ill individuals.
7. Immediate family or other relatives of the resident subject to the resident’s right to deny or

withdraw consent at any time.
8. Others who are visiting with the consent of the resident subject to reasonable restrictions and

to the resident’s right to deny or withdraw consent at any time.
(2) The facility shall provide reasonable access to any resident by any entity or individual that

provides health, social, legal, or other services to the resident, subject to the resident’s right to deny or
withdraw consent at any time.

(3) The facility shall allow representatives of the state ombudsman to examine a resident’s clinical
records with the permission of the resident or the resident’s legal representative, and consistent with state
law.

k. Telephone. The resident has the right to have reasonable access to the use of a telephone where
calls can be made without being overheard.

l. Personal property. The resident has the right to retain and use personal possessions, including
some furnishings, and appropriate clothing, as space permits, unless to do so would infringe upon the
rights or health and safety of other residents.

m. Married couples. The resident has the right to share a room with the resident’s spouse when
married residents live in the same facility and both spouses consent to the arrangement.

n. Self-administration of drugs. An individual resident has the right to self-administer drugs if the
interdisciplinary team has determined that this practice is safe.

o. Refusal of certain transfers.
(1) A person has the right to refuse a transfer to another room within the institution, if the purpose

of the transfer is to relocate a resident of a skilled nursing facility from the distinct part of the institution
that is a skilled nursing facility to a part of the institution that is not a skilled nursing facility or, if a
resident of a nursing facility, from the distinct part of the institution that is a nursing facility to a distinct
part of the institution that is a skilled nursing facility.

(2) A resident’s exercise of the right to refuse transfer under subparagraph (1) does not affect the
resident’s eligibility or entitlement to Medicare or Medicaid benefits.

p. Advance directives.
(1) The nursing facility, at the time of admission, shall provide written information to each resident

which explains the resident’s rights under state law to make decisions concerning medical care, including
the right to accept or refuse medical or surgical treatment and the right to formulate advance directives
and the nursing facility’s policies regarding the implementation of these rights.

(2) The nursing facility shall document in the resident’s medical record whether or not the resident
has executed an advance directive.

(3) The nursing facility shall not condition the provision of care or otherwise discriminate against
a resident based on whether or not the resident has executed an advance directive.

(4) The nursing facility shall ensure compliance with requirements of state law regarding advance
directives.

(5) The nursing facility shall provide for education for staff and the community on issues
concerning advance directives.

Nothing in this paragraph shall be construed to prohibit the application of a state law which allows
for an objection on the basis of conscience for any nursing facility which as a matter of conscience cannot
implement an advance directive.

81.13(6) Admission, transfer and discharge rights.
a. Transfer and discharge.
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(1) Definition: Transfer and discharge includes movement of a resident to a bed outside of the
certified facility whether that bed is in the same physical plant or not. Transfer and discharge does not
refer to movement of a resident to a bed within the same certified facility.

(2) Transfer or discharge requirements. The facility shall permit each resident to remain in the
facility, and not transfer or discharge the resident from the facility unless:

1. The transfer or discharge is necessary for the resident’s welfare and the resident’s needs cannot
be met in the facility.

2. The transfer or discharge is appropriate because the resident’s health has improved sufficiently
so the resident no longer needs the services provided by the facility.

3. The safety of persons in the facility is endangered.
4. The health of persons in the facility would otherwise be endangered.
5. The resident has failed, after reasonable and appropriate notice, to pay for (or to have paid

under Medicare or Medicaid) a stay at the facility. For a resident who becomes eligible for Medicaid
after admission to a facility, the facility may charge a resident only allowable charges under Medicaid.

6. The facility ceases to operate.
(3) Documentation. When the facility transfers or discharges a resident under any of the

circumstances specified in subparagraph (2), numbers 1 through 5 above, the resident’s clinical record
shall be documented. The documentation shall be made by:

1. The resident’s physician when transfer or discharge is necessary under subparagraph (2),
number 1 or 2.

2. A physician when transfer or discharge is necessary under subparagraph (2), number 4.
(4) Notice before transfer. Before a facility transfers or discharges a resident, the facility shall:
1. Notify the resident, the resident’s case manager for those residents enrolled with a managed

care organization and, if known, a family member or legal representative of the resident of the transfer
or discharge and the reasons for the move in writing and in a language and manner they understand.

2. Record the reasons in the resident’s clinical record.
3. Include in the notice the items in subparagraph (6) below.
(5) Timing of the notice. The notice of transfer or discharge shall be made by the facility at least

30 days before the resident is transferred or discharged except that notice shall be made as soon as
practicable before transfer or discharge when:

1. The safety of persons in the facility would be endangered.
2. The health of persons in the facility would be endangered.
3. The resident’s health improves sufficiently to allow a more immediate transfer or discharge.
4. An immediate transfer or discharge is required by the resident’s urgent medical needs.
5. A resident has not resided in the facility for 30 days.
(6) Contents of the notice. The written notice shall including the following:
1. The reason for transfer or discharge.
2. The effective date of transfer or discharge.
3. The location to which the resident is transferred or discharged.
4. A statement that the resident has the right to appeal the action to the department.
5. The name, address, and telephone number of the state long-term care ombudsman.
6. The mailing address and telephone number of the agency responsible for the protection and

advocacy of developmentally disabled individuals for residents with developmental disabilities.
7. The mailing address and telephone number of the agency responsible for the protection and

advocacy of mentally ill individuals for residents who are mentally ill.
(7) Orientation for transfer or discharge. A facility shall provide sufficient preparation and

orientation to residents to ensure safe and orderly transfer or discharge from the facility.
b. Notice of bed-hold policy and readmission.
(1) Notice before transfer. Before a facility transfers a resident to a hospital or allows a resident

to go on therapeutic leave, the facility shall provide written information to the resident and a family
member or legal representative that specifies:



Ch 81, p.44 Human Services[441] IAC 3/28/18

1. The duration of the bed-hold policy under the state plan during which the resident is permitted
to return and resume residence in the facility.

2. The facility’s policies regarding bed-hold periods, which shall be consistent with subparagraph
(3) below, permitting a resident to return.

(2) Notice upon transfer. At the time of transfer of a resident to a hospital or for therapeutic leave, a
nursing facility shall provide written notice to the resident and a family member or legal representative,
which specifies the duration of the bed-hold policy described in subparagraph (1) above.

(3) Permitting resident to return to facility. A nursing facility shall establish and follow a written
policy under which a resident, whose hospitalization or therapeutic leave exceeds the bed-hold period
under the state plan, is readmitted to the facility immediately upon the first availability of a bed in a
semiprivate room if the resident requires the services provided by the facility and is eligible for Medicaid
nursing facility services.

c. Equal access to quality care.
(1) A facility shall establish and maintain identical policies and practices regarding transfer,

discharge, and the provision of services under the state plan for all persons regardless of source of
payment.

(2) The facility may charge any amount for services furnished to non-Medicaid residents consistent
with the notice requirement in 81.13(1)“a”(5).

(3) The state is not required to offer additional services on behalf of a resident other than services
provided in the state plan.

d. Admissions policy.
(1) The facility shall not require residents or potential residents to:
1. Waive their rights to Medicare or Medicaid; or
2. Give oral or written assurance that they are not eligible for, or will not apply for, Medicare or

Medicaid benefits. However, a continuing care retirement community or a life care community that is
licensed, registered, certified, or the equivalent by the state, including a nursing facility that is part of
such a community, may require in its contract for admission that before a resident applies for medical
assistance, the resources that the resident declared for the purposes of admission must be spent on
the resident’s care, subject to 441—subrule 75.5(3), 441—paragraph 75.5(4)“a,” and 441—subrule
75.16(2).

(2) The facility shall not require a third-party guarantee of payment to the facility as a condition of
admission or expedited admission, or continued stay in the facility. However, the facility may require a
person who has legal access to a resident’s income or resources available to pay for facility care to sign
a contract, without incurring personal financial liability, to provide facility payment from the resident’s
income or resources.

(3) In the case of a person eligible for Medicaid, a nursing facility must not charge, solicit, accept,
or receive, in addition to any amount otherwise required to be paid under the state plan, any gift, money,
donation, or other consideration as a precondition of admission, expedited admission or continued stay
in the facility. However:

1. A nursing facility may charge a resident who is eligible for Medicaid for items and services the
resident has requested and received, and that are not specified in the state plan as included in the term
“nursing facility services” so long as the facility gives proper notice of the availability and cost of these
services to residents and does not condition the resident’s admission or continued stay on the request for
and receipt of these additional services.

2. A nursing facility may solicit, accept, or receive a charitable, religious, or philanthropic
contribution from an organization or from a person unrelated to a Medicaid-eligible resident or
potential resident, but only to the extent that the contribution is not a condition of admission, expedited
admission, or continued stay in the facility for a Medicaid-eligible resident.

(4) States or political subdivisions may apply stricter admission standards under state or local laws
than are specified in these rules, to prohibit discrimination against persons entitled to Medicaid.

81.13(7) Resident behavior and facility practices.

https://www.legis.iowa.gov/docs/iac/rule/441.81.13.pdf
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a. Restraints. The resident has the right to be free from any physical or chemical restraints imposed
for purposes of discipline or convenience and not required to treat the resident’s medical symptoms.

b. Abuse. The resident has the right to be free from verbal, sexual, physical, or mental abuse,
corporal punishment, and involuntary seclusion.

c. Staff treatment of residents. The facility shall develop and implement written policies and
procedures that prohibit mistreatment, neglect, and abuse of residents and misappropriation of resident
property.

*(1) Facility staff shall not use verbal, mental, sexual, or physical abuse, including corporal
punishment, or involuntary seclusion of residents. The facility shall not employ persons who have
been found guilty by a court of law of abusing, neglecting or mistreating residents or who have had a
finding entered into the state nurse aide registry concerning abuse, neglect, mistreatment of residents or
misappropriation of their property.

The facility shall report any knowledge it has of actions by a court of law against an employee, which
would indicate unfitness for service as a nurse aide or other facility staff to the state nurse aide registry
or licensing authorities.
*See Objection filed 8/25/92 published herein at end of 441—Chapter 81.

(2) The facility shall ensure that all alleged violations involving mistreatment, neglect or
abuse including injuries of unknown source and misappropriation of resident property, are reported
immediately to the administrator of the facility or to other officials (including the department of
inspections and appeals) in accordance with state law through established procedures.

(3) The facility shall have evidence that all alleged violations are thoroughly investigated and shall
prevent further potential abuse while the investigation is in progress.

(4) The results of all investigations conducted by facility staff shall be reported to the administrator
or the administrator’s designated representative or to other officials (including the department of
inspections and appeals) in accordance with state law within five working days of the incident and if
the alleged violation is verified, take appropriate corrective action.

81.13(8) Quality of life. A facility shall care for its residents in a manner and in an environment that
promotes maintenance or enhancement of each resident’s quality of life.

a. Dignity. The facility shall promote care for residents in a manner and in an environment
that maintains or enhances each resident’s dignity and respect in full recognition of the resident’s
individuality.

b. Self-determination and participation. The resident has the right to:
(1) Choose activities, schedules, and health care consistent with the resident’s interests,

assessments and plans of care.
(2) Interact with members of the community both inside and outside the facility.
(3) Make choices about aspects of life in the facility that are significant to the resident.
c. Participation in resident and family groups.
(1) A resident has the right to organize and participate in resident groups in the facility.
(2) A resident’s family has the right to meet in the facility with the families of other residents in

the facility.
(3) The facility shall provide a resident or family group, if one exists, with private space.
(4) Staff or visitors may attend meetings at the group’s invitation.
(5) The facility shall provide a designated staff person responsible for providing assistance and

responding to written requests that result from group meetings.
(6) When a resident or family group exists, the facility shall listen to the views and act upon the

grievances and recommendations of residents and families concerning proposed policy and operational
decisions affecting resident care and life in the facility.

d. Participation in other activities. A resident has the right to participate in social, religious, and
community activities that do not interfere with the rights of other residents in the facility.

e. Accommodation of needs. A resident has the right to:
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(1) Reside and receive services in the facility with reasonable accommodation of individual
needs and preferences, except when the health or safety of the individual or other residents would be
endangered.

(2) Receive notice before the resident’s room or roommate in the facility is changed.
f. Activities.
(1) The facility shall provide for an ongoing program of activities designed to meet, in accordance

with the comprehensive assessment, the interests and the physical, mental, and psychosocial well-being
of each resident.

(2) The activities program shall be directed by a qualified professional who meets one of the
following criteria:

1. Is a qualified therapeutic recreation specialist or an activities professional who is eligible
for certification as a therapeutic recreation specialist or as an activities professional by a recognized
accrediting body on or after October 1, 1990.

2. Has two years of experience in a social or recreational program within the last five years, one
of which was full-time in a patient activities program in a health care setting.

3. Is a qualified occupational therapist or occupational therapy assistant.
4. Has completed a training course approved by the state.
g. Social services.
(1) The facility shall provide medically related social services to attain or maintain the highest

practicable physical, mental, or psychosocial well-being of each resident.
(2) A facility with more than 120 beds shall employ a qualified social worker on a full-time basis.
(3) Qualifications of social worker. A qualified social worker is a person who meets both of the

following criteria:
1. A bachelor’s degree in social work or a bachelor’s degree in a human services field including,

but not limited to, sociology, special education, rehabilitation, counseling and psychology.
2. One year of supervised social work experience in a health care setting working directly with

individuals.
h. Environment. The facility shall provide:
(1) A safe, clean, comfortable and homelike environment, allowing the resident to use personal

belongings to the extent possible.
(2) Housekeeping and maintenance services necessary to maintain a sanitary, orderly and

comfortable interior.
(3) Clean bed and bath linens that are in good condition.
(4) Private closet space in each resident room.
(5) Adequate and comfortable lighting levels in all areas.
(6) Comfortable and safe temperature levels. Facilities initially certified after October 1, 1990,

shall maintain a temperature range of 71 to 81 degrees Fahrenheit.
(7) For the maintenance of comfortable sound levels.
81.13(9) Resident assessment. The facility shall conduct initially and periodically a comprehensive,

accurate, standardized, reproducible assessment of each resident’s functional ability.
a. Admission orders. At the time each resident is admitted, the facility shall have physician orders

for the resident’s immediate care.
b. Comprehensive assessments.
(1) The facility shall make a comprehensive assessment of a resident’s needs which is based on the

minimum data set (MDS) specified by the department of inspections and appeals, which describes the
resident’s capability to perform daily life functions and significant impairments in functional capacity.

(2) The assessment process shall include direct observation and communication with the resident,
as well as communication with licensed and nonlicensed direct care staff members on all shifts. The
comprehensive assessment shall include at least the following information:

1. Identification and demographic information.
2. Customary routine.
3. Cognitive patterns.
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4. Communication.
5. Vision.
6. Mood and behavior patterns.
7. Psychosocial well-being.
8. Physical functioning and structural problems.
9. Continence.
10. Disease diagnoses and health conditions.
11. Dental and nutritional status.
12. Skin condition.
13. Activity pursuit.
14. Medications.
15. Special treatments and procedures.
16. Discharge potential.
17. Documentation of summary information regarding the additional assessment performed

through the resident assessment protocols.
18. Documentation of participation in assessment.
19. Additional specification relating to resident status as required in Section S of the MDS.
(3) Frequency. Assessments shall be conducted:
1. Within 14 calendar days after admission or readmission, excluding readmissions in which there

is no significant change in the resident’s physical or mental condition. “Readmission” means a return to
the facility following a temporary absence for hospitalization or for therapeutic leave.

2. Within 14 calendar days after the facility determines, or should have determined, that there
has been a significant change in the resident’s physical or mental condition. A “significant change”
means amajor decline or improvement in the resident’s status that will not normally resolve itself without
further intervention by staff or by implementing standard disease-related clinical interventions, that has
an impact on more than one area of the resident’s health status, and that requires either interdisciplinary
review, revision of the care plan, or both.

3. In no case less often than once every 12 months.
(4) Review of assessments. The facility shall examine each resident no less than once every three

months, and as appropriate, revise the resident’s assessment to ensure the continued accuracy of the
assessment.

(5) Maintenance and use. A facility shall maintain all resident assessments completed within the
previous 15 months in the resident’s active record and use the results to develop, review and revise the
resident’s comprehensive plan of care.

(6) Coordination. The facility shall coordinate assessments with any state-required preadmission
screening program to the maximum extent practicable to avoid duplicative testing and effort.

(7) Automated data processing requirement.
1. Entering data. Within seven days after a facility completes a resident’s assessment, a facility

shall enter the following information for the resident into a computerized format that meets the
specifications defined in numbered paragraphs “2” and “4” below.

● Admission assessment.
● Annual assessment updates.
● Significant change in status assessments.
● Quarterly review assessments.
● A subset of items upon a resident’s transfer, reentry, discharge, and death.
● Background (face sheet) information, if there is no admission assessment.
2. Transmitting data. Within seven days after a facility completes a resident’s assessment, a facility

shall be capable of transmitting to the state each resident’s assessment information contained in the MDS
in a format that conforms to standard record layouts and data dictionaries and that passes edits that ensure
accurate and consistent coding of the MDS data as defined by the Centers for Medicare and Medicaid
Services (CMS) and the department of human services or the department of inspections and appeals.
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3. Monthly transmittal requirements. On at least a monthly basis, a facility shall input and
electronically transmit accurate and complete MDS data for all assessments conducted during the
previous month, including the following:

● Admission assessment.
● Annual assessment.
● Significant correction of prior full assessment.
● Significant correction of prior quarterly assessment.
● Quarterly review.
● A subset of items upon a resident’s transfer, reentry, discharge, and death.
● Background (face sheet) information, for an initial transmission of MDS data on a resident who

does not have an admission assessment.
4. The facility must transmit MDS data in the ASCII format specified by CMS.
(8) Resident-identifiable information. A facility shall not release information that is

resident-identifiable to the public. The facility may release information that is resident-identifiable to
an agent only in accordance with a contract under which the agent agrees not to use or disclose the
information except to the extent the facility itself is permitted to do so.

c. Accuracy of assessments. The assessment shall accurately reflect the resident’s status.
(1) Coordination. Each assessment shall be conducted or coordinated with the appropriate

participation of health professionals. Each assessment shall be conducted or coordinated by a registered
nurse.

(2) Certification. Each person who completes a portion of the assessment shall sign and certify the
accuracy of that portion of the assessment. A registered nurse shall sign and certify that the assessment
is completed.

(3) Penalty for falsification. An individual who willfully and knowingly certifies a material and
false statement in a resident assessment is subject to a civil money penalty of not more than $1,000
for each assessment. An individual who willfully and knowingly causes another individual to certify a
material and false statement in a resident assessment is subject to a civil money penalty of not more than
$5,000 for each assessment.

Clinical disagreement does not constitute a material and false statement.
(4) Use of independent assessors. If the department of human services or the department of

inspections and appeals determines, under a survey or otherwise, that there has been a knowing and
willful certification of false statements under subparagraph (3) above, the department of human services
or the department of inspections and appeals may require that resident assessments under this paragraph
be conducted and certified by individuals who are independent of the facility and who are approved by
the department of human services or the department of inspections and appeals for a period specified
by the agency.

d. Comprehensive care plans.
(1) The facility shall develop a comprehensive care plan for each resident that includes measurable

objectives and timetables to meet a resident’s medical, nursing, and mental and psychosocial needs that
are identified in the comprehensive assessment.

The care plan shall describe the following:
1. The services that are to be furnished to attain or maintain the resident’s highest practicable

physical, mental, and psychosocial well-being as required under subrule 81.13(10).
2. Any services that would otherwise be required under subrule 81.13(10), but are not provided

due to the resident’s exercise of rights under subrule 81.13(5), including the right to refuse treatment
under subrule 81.13(5), paragraph “b,” subparagraph (4).

(2) A comprehensive care plan shall be developed within seven days after completion of the
comprehensive assessment by an interdisciplinary team and with the participation of the resident, the
resident’s case manager as appropriate and as allowed by the resident for those residents enrolled with
a managed care organization, and the resident’s family or legal representative to the extent practicable,
and shall be periodically reviewed and revised by a team of qualified persons after each assessment.
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The interdisciplinary team shall include the attending physician, a registered nurse with
responsibility for the resident, and other appropriate staff in disciplines as determined by the resident’s
needs.

(3) The services provided or arranged by the facility shall meet professional standards of quality
and be provided by qualified persons in accordance with each resident’s written plan of care.

e. Discharge summary. When the facility anticipates discharges, a resident shall have a discharge
summary that includes:

(1) A recapitulation of the resident’s stay.
(2) A final summary of the resident’s status to include items in paragraph “b,” subparagraph (2)

above, at the time of the discharge that is available for release to authorized persons and agencies, with
the consent of the resident or legal representative.

(3) A postdischarge plan of care developed with the participation of the resident and resident’s
family which will assist the resident to adjust to a new living environment.

f. Preadmission screening for mentally ill individuals and individuals with mental
retardation. Rescinded IAB 9/7/11, effective 9/1/11.

g. Preadmission resident assessment. The facility shall conduct prior to admission a resident
assessment of all persons seeking nursing facility placement. The assessment information gathered
shall be similar to the data in the minimum data set (MDS) resident assessment tool.

81.13(10) Quality of care. Each resident shall receive and the facility shall provide the necessary
care and services to attain or maintain the highest practicable physical, mental and psychosocial
well-being, in accordance with the comprehensive assessment and plan of care.

a. Activities of daily living. Based on the comprehensive assessment of a resident, the facility shall
ensure that:

(1) A resident’s abilities in activities of daily living do not diminish unless circumstances of the
individual’s clinical condition demonstrate that diminution was unavoidable. This includes the resident’s
ability to bathe, dress and groom; transfer and ambulate; toilet; eat, and to use speech, language or other
functional communication systems.

(2) A resident is given the appropriate treatment and services to maintain or improve the resident’s
abilities specified in subparagraph (1) above.

(3) A resident who is unable to carry out activities of daily living receives the necessary services
to maintain good nutrition, grooming, and personal and oral hygiene.

b. Vision and hearing. To ensure that residents receive proper treatment and assistive devices to
maintain vision and hearing abilities, the facility shall, if necessary, assist the resident:

(1) In making appointments.
(2) By arranging for transportation to and from the office of a medical practitioner specializing in

the treatment of vision or hearing impairment or the office of a professional specializing in the provision
of vision or hearing assistive devices.

c. Pressure sores. Based on the comprehensive assessment of a resident, the facility shall ensure
that:

(1) A resident who enters the facility without pressure sores does not develop pressure sores unless
the individual’s clinical condition demonstrates that they were unavoidable.

(2) A resident having pressure sores receives necessary treatment and services to promote healing,
prevent infection and prevent new sores from developing.

d. Urinary incontinence. Based on the resident’s comprehensive assessment, the facility shall
ensure that:

(1) A resident who enters the facility without an indwelling catheter is not catheterized unless the
resident’s clinical condition demonstrates that catheterization was necessary.

(2) A resident who is incontinent of bladder receives appropriate treatment and services to prevent
urinary tract infections and to restore as much normal bladder function as possible.

e. Range of motion. Based on the comprehensive assessment of a resident, the facility shall ensure
that:

https://www.legis.iowa.gov/docs/aco/bulletin/09-07-2011.pdf
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(1) A resident who enters the facility without a limited range of motion does not experience
reduction in range of motion unless the resident’s clinical condition demonstrates that a reduction in
range of motion is unavoidable.

(2) A resident with a limited range ofmotion receives appropriate treatment and services to increase
range of motion to prevent further decrease in range of motion.

f. Mental and psychosocial functioning. Based on the comprehensive assessment of a resident,
the facility shall ensure that:

(1) A resident who displays mental or psychosocial adjustment difficulty receives appropriate
treatment and services to correct the assessed problem.

(2) A resident whose assessment did not reveal a mental or psychosocial adjustment difficulty
does not display a pattern of decreased social interaction or increased withdrawn, angry or depressive
behaviors, unless the resident’s clinical condition demonstrates that such a pattern was unavoidable.

g. Naso-gastric tubes. Based on the comprehensive assessment of a resident, the facility shall
ensure that:

(1) A resident who has been able to eat enough alone or with assistance is not fed by naso-gastric
tube unless the resident’s clinical condition demonstrates that use of a naso-gastric tube was unavoidable.

(2) A resident who is fed by a naso-gastric or gastrostomy tube receives the appropriate treatment
and services to prevent aspiration pneumonia, diarrhea, vomiting, dehydration, metabolic abnormalities,
and nasalpharyngeal ulcers and to restore, if possible, normal eating skills.

h. Accidents. The facility shall ensure that:
(1) The resident environment remains as free of accident hazards as is possible.
(2) Each resident receives adequate supervision and assistive devices to prevent accidents.
i. Nutrition. Based on a resident’s comprehensive assessment, the facility shall ensure that a

resident:
(1) Maintains acceptable parameters of nutritional status, such as body weight and protein levels,

unless the resident’s clinical condition demonstrates that this is not possible.
(2) Receives a therapeutic diet when there is a nutritional problem.
j. Hydration. The facility shall provide each resident with sufficient fluid intake to maintain

proper hydration and health.
k. Special needs. The facility shall ensure that residents receive proper treatment and care for the

following special services:
(1) Injections.
(2) Parenteral and enteral fluids.
(3) Colostomy, ureterostomy or ileostomy care.
(4) Tracheostomy care.
(5) Tracheal suctioning.
(6) Respiratory care.
(7) Foot care.
(8) Prostheses.
l. Unnecessary drugs.
(1) General. Each resident’s drug regimen shall be free from unnecessary drugs. An unnecessary

drug is any drug when used:
1. In excessive dose including duplicate drug therapy; or
2. For excessive duration; or
3. Without adequate monitoring; or
4. Without adequate indications for its use; or
5. In the presence of adverse consequences which indicate the dose should be reduced or

discontinued; or
6. Any combinations of the reasons above.
(2) Antipsychotic drugs. Based on a comprehensive assessment of a resident, the facility shall

ensure that:
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1. Residents who have not used antipsychotic drugs are not given these drugs unless antipsychotic
drug therapy is necessary to treat a specific condition as diagnosed and documented in the clinical record.

2. Residents who use antipsychotic drugs receive gradual dose reductions and behavioral
programming, unless clinically contraindicated in an effort to discontinue these drugs.

m. Medication errors. The facility shall ensure that:
(1) It is free of significant medication error rates of 5 percent or greater.
(2) Residents are free of any significant medication errors.
81.13(11) Nursing services. The facility shall have sufficient nursing staff to provide nursing

and related services to attain or maintain the highest practicable physical, mental, and psychosocial
well-being of each resident, as determined by resident assessments and individual plans of care.

a. Sufficient staff.
(1) The facility shall provide services by sufficient numbers of each of the following types of

personnel on a 24-hour basis to provide nursing care to all residents in accordance with resident care
plans:

1. Except when waived under paragraph “c,” licensed nurses.
2. Other nursing personnel.
(2) Except when waived under paragraph “c,” the facility shall designate a licensed nurse to serve

as a charge nurse on each tour of duty.
b. Registered nurse.
(1) Except when waived under paragraph “c,” the facility shall use the services of a registered

nurse for at least eight consecutive hours a day, seven days a week.
(2) Except when waived under paragraph “c,” the facility shall designate a registered nurse to serve

as the director of nursing on a full-time basis.
(3) The director of nursing may serve as a charge nurse only when the facility has an average daily

occupancy of 60 or fewer residents.
c. Nursing facilities. Waiver of requirement to provide licensed nurses on a 24-hour basis. A

facility may request a waiver from either the requirement that a nursing facility provide a registered
nurse for at least eight consecutive hours a day, seven days a week, as specified in paragraph “b,” or the
requirement that a nursing facility provide licensed nurses on a 24-hour basis, including a charge nurse
as specified in paragraph “a,” if the following conditions are met:

(1) The facility demonstrates to the satisfaction of the state that the facility has been unable, despite
diligent efforts (including offering wages at the community prevailing rate for nursing facilities), to
recruit appropriate personnel.

(2) The department of inspections and appeals determines that a waiver of the requirement will not
endanger the health or safety of individuals staying in the facility.

(3) The department of inspections and appeals finds that, for any periods in which licensed nursing
services are not available, a registered nurse or a physician is obligated to respond immediately to
telephone calls from the facility.

(4) A waiver granted under the conditions listed in paragraph “c” is subject to annual department
of inspections and appeals review.

(5) In granting or renewing a waiver, a facility may be required by the department of inspections
and appeals to use other qualified, licensed personnel.

(6) The department of inspections and appeals shall provide notice of a waiver granted under this
paragraph to the state long-term care ombudsman established under Section 307(a)(12) of the Older
Americans Act of 1965 and the protection and advocacy system in the state for the mentally ill and
mentally retarded.

(7) The nursing facility that is granted a waiver under this paragraph shall notify residents of the
facility or, where appropriate, the guardians or legal representatives of the residents and members of
their immediate families of the waiver.

81.13(12) Dietary services. The facility shall provide each resident with a nourishing, palatable,
well-balanced diet that meets the daily nutritional and special dietary needs of each resident.
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a. Staffing. The facility shall employ a qualified dietitian either full-time, part-time or on a
consultant basis.

(1) If a qualified dietitian is not employed full-time, the facility shall designate a person to serve as
the director of food services who receives frequently scheduled consultation from a qualified dietitian.

(2) A qualified dietitian is one who is licensed by the state according to Iowa Code chapter 152A.
b. Sufficient staff. The facility shall employ sufficient support personnel competent to carry out

the functions of the dietary service.
c. Menus and nutritional adequacy. Menus shall:
(1) Meet the nutritional needs of residents in accordance with the recommended dietary allowances

of the Food and Nutrition Board of the National Research Council, National Academy of Sciences.
(2) Be prepared in advance.
(3) Be followed.
d. Food. Each resident receives and the facility provides:
(1) Food prepared by methods that conserve nutritive value, flavor and appearances.
(2) Food that is palatable, attractive and at the proper temperature.
(3) Food prepared in a form designed to meet individual needs.
(4) Substitutes offered of similar nutritive value to residents who refuse food served.
e. Therapeutic diets. Therapeutic diets shall be prescribed by the attending physician.
f. Frequency of meals.
(1) Each resident receives and the facility provides at least three meals daily, at regular times

comparable to normal mealtimes in the community.
(2) There shall be no more than 14 hours between a substantial evening meal and breakfast the

following day, except as provided in subparagraph (4) below.
(3) The facility shall offer snacks at bedtime daily.
(4) When a nourishing snack is provided at bedtime, up to 16 hours may elapse between a

substantial evening meal and breakfast the following day if a resident group agrees to this meal span.
g. Assistive devices. The facility shall provide special eating equipment and utensils for residents

who need them.
h. Sanitary conditions. The facility shall:
(1) Procure food from sources approved or considered satisfactory by federal, state or local

authorities.
(2) Store, prepare, distribute and serve food under sanitary conditions.
(3) Dispose of garbage and refuse properly.
81.13(13) Physician services. A physician shall personally approve in writing a recommendation

that an individual be admitted to a facility. Each resident shall remain under the care of a physician.
a. Physician supervision. The facility shall ensure that:
(1) The medical care of each resident is supervised by a physician.
(2) Another physician supervises the medical care of residents when their attending physician is

unavailable.
b. Physician visits. The physician shall:
(1) Review the resident’s total program of care, including medications and treatments, at each visit

required by paragraph “c” below.
(2) Write, sign and date progress notes at each visit.
(3) Sign and date all orders.
c. Frequency of physician visits.
(1) The resident shall be seen by a physician at least once every 30 days for the first 90 days after

admission, and at least once every 60 days thereafter.
(2) A physician visit is considered timely if it occurs not later than ten days after the date the visit

was required.
(3) Except as provided in paragraph “e,” all required physician visits shall bemade by the physician

personally.

https://www.legis.iowa.gov/docs/ico/chapter/152A.pdf
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d. Availability of physicians for emergency care. The facility shall provide or arrange for the
provision of physician services 24 hours a day, in case of an emergency.

e. Performance of physician tasks in nursing facilities. Any required physician task in a nursing
facility (including tasks which the rules specify must be performed personally by the physician) may also
be satisfied when performed by a nurse practitioner, clinical nurse specialist, or physician assistant who
is not an employee of the facility, but who is working in collaboration with a physician except where
prohibited by state law.

81.13(14) Specialized services. When indicated, specialized services shall be provided to residents
as follows:

a. Specialized rehabilitative services. Specialized rehabilitative services shall be provided by
qualified personnel under the written order of a physician. If specialized rehabilitative services such as,
but not limited to, physical therapy, speech-language pathology, and occupational therapy, are required
in the resident’s comprehensive plan of care, the facility shall:

(1) Provide the required services; or
(2) Obtain the required services from an outside provider of specialized rehabilitative services.
b. Specialized services for mental illness. “Specialized services for mental illness” means services

provided in response to an exacerbation of a resident’s mental illness that:
(1) Are beyond the normal scope and intensity of nursing facility responsibility;
(2) Involve treatment other than routine nursing care, supportive therapies such as activity therapy,

and supportive counseling by nursing facility staff;
(3) Are provided through a professionally developed plan of care with specific goals and

interventions;
(4) May be provided only by a specialized licensed or certified practitioner;
(5) Are expected to result in specific, identified improvements in the resident’s psychiatric status

to the level before the exacerbation of the resident’s mental illness; and
(6) May include:
1. Acute inpatient psychiatric treatment. When inpatient psychiatric treatment may be prevented

through specialized services provided in the nursing facility, services provided in the nursing facility are
preferred.

2. Initial psychiatric evaluation to determine a resident’s diagnosis and to develop a plan of care.
3. Follow-up psychiatric services by a psychiatrist to evaluate resident response to psychotropic

medications, to modify medication orders and to evaluate the need for ancillary therapy services.
4. Psychological testing required for a specific differential diagnosis that will result in the adoption

of appropriate treatment services.
5. Individual or group psychotherapy as part of a plan of care addressing specific symptoms.
6. Any clinically appropriate servicewhich is available through the Iowa plan for behavioral health

and for which the member meets eligibility criteria.
c. Specialized services for intellectual disability. “Specialized services for intellectual disability”

means services that:
(1) Are beyond the normal scope and intensity of nursing facility responsibility;
(2) Involve treatment other than routine nursing care, supportive therapies such as activity therapy,

and supportive counseling by nursing facility staff;
(3) Are provided through a professionally developed plan of care with specific goals and

interventions;
(4) Must be supervised by a qualified intellectual disability professional; and
(5) May include:
1. A functional assessment of maladaptive behaviors.
2. Development and implementation of a behavioral support plan.
3. Community living skills training for members who desire to live in a community setting and for

whom community living is appropriate as determined by the Level II evaluation. Training may include
adaptive behavior skills, communication skills, social skills, personal care skills, and self-advocacy
skills.
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81.13(15) Dental services. The facility shall assist residents in obtaining routine and 24-hour
emergency dental care. The facility shall:

a. Provide or obtain from an outside resource the following dental services to meet the needs of
each resident:

(1) Routine dental services to the extent covered under the state plan.
(2) Emergency dental services.
b. If necessary, assist the resident in making appointments; and by arranging for transportation to

and from the dentist’s office.
c. Promptly refer residents with lost or damaged dentures to a dentist.
81.13(16) Pharmacy services. The facility shall provide routine and emergency drugs and

biologicals to its residents or obtain them under an agreement. The nursing facility may permit a
certified medication aide to administer drugs, but only under the general supervision of a licensed nurse.

a. Procedures. A facility shall provide pharmaceutical services (including procedures that ensure
the accurate acquiring, receiving, dispensing, and administering of all drugs and biologicals) to meet the
needs of each resident.

b. Service consultation. The facility shall employ or obtain the services of a licensed pharmacist
who:

(1) Provides consultation on all aspects of the provision of pharmacy services in the facility.
(2) Establishes a system of records of receipt and disposition of all controlled drugs in sufficient

detail to enable an accurate reconciliation.
(3) Determines that drug records are in order and that an account of all controlled drugs is

maintained and periodically reconciled.
c. Drug regimen review.
(1) The drug regimen of each resident shall be reviewed at least once a month by a licensed

pharmacist.
(2) The pharmacist shall report any irregularities to the attending physician and the director of

nursing, and these reports shall be acted upon.
d. Labeling of drugs and biologicals. Drugs and biologicals used in the facility shall be labeled in

accordance with currently accepted professional principles, and include the appropriate accessory and
cautionary instructions, and the expiration date when applicable.

e. Storage of drugs and biologicals.
(1) In accordance with state and federal laws, the facility shall store all drugs and biologicals in

locked compartments under proper temperature controls and permit only authorized personnel to have
access to the keys.

(2) The facility shall provide separately locked, permanently affixed compartments for storage of
controlled drugs listed in Schedule II of the Comprehensive Drug Abuse Prevention and Control Act of
1976 and other drugs subject to abuse, except when the facility uses single unit package drug distribution
systems in which the quantity stored is minimal and a missing dose can be readily detected.

f. Consultant pharmacists. When the facility does not employ a licensed pharmacist, it shall have
formal arrangements with a licensed pharmacist to provide consultation on methods and procedures for
ordering, storage, administration and disposal and record keeping of drugs and biologicals. The formal
arrangements with the licensed pharmacist shall include separate written contracts for pharmaceutical
vendor services and consultant pharmacist services. The consultant’s visits are scheduled to be of
sufficient duration and at a time convenient to work with nursing staff on the resident care plan,
consult with the administrator and others on developing and implementing policies and procedures, and
planning in-service training and staff development for employees. The consultant shall provide monthly
drug regimen review reports. The facility shall provide reimbursement for consultant pharmacists based
on fair market value. Documentation of consultation shall be available for review in the facility.

81.13(17) Infection control. The facility shall establish and maintain an infection control program
designed to provide a safe, sanitary, and comfortable environment in which residents reside and to help
prevent the development and transmission of disease and infection.
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a. Infection control program. The facility shall establish an infection control program under which
it:

(1) Investigates, controls and prevents infections in the facility.
(2) Decides what procedures, such as isolation, should be applied to an individual resident.
(3) Maintains a record of incidents and corrective actions related to infections.
b. Preventing spread of infection.
(1) When the infection control program determines that a resident needs isolation to prevent the

spread of infection, the facility shall isolate the resident.
(2) The facility shall prohibit employees with a communicable disease or infected skin lesions from

direct contact with residents or their food, if direct contact will transmit the disease.
(3) The facility shall require staff to wash their hands after each direct resident contact for which

handwashing is indicated by accepted professional practice.
c. Linens. Personnel shall handle, store, process, and transport linens so as to prevent the spread

of infection.
81.13(18) Physical environment. The facility shall be designed, constructed, equipped and

maintained to protect the health and safety of residents, personnel and the public.
a. Life safety from fire. Except as provided in subparagraph (1) or (3) below, the facility shall meet

the applicable provisions of the 1985 edition of the Life Safety Code of the National Fire Protection
Association.

(1) A facility is considered to be in compliance with this requirement as long as the facility:
1. On November 26, 1982, complied with or without waivers with the requirements of the 1967

or 1973 editions of the Life Safety Code and continues to remain in compliance with those editions of
the code; or

2. On May 9, 1988, complied, with or without waivers, with the 1981 edition of the Life Safety
Code and continues to remain in compliance with that edition of the Code.

(2) When Medicaid nursing facilities and Medicaid distinct part nursing facility providers request
a waiver of Life Safety Code requirements in accordance with Subsection 1919(d)(2)(B)(i) of the Social
Security Act, the department of inspections and appeals shall forward the requests to the Centers for
Medicare and Medicaid Services Regional Office for review and approval.

(3) The provisions of the Life Safety Code do not apply in a state where the Centers for Medicare
andMedicaid Services finds that a fire and safety code imposed by state law adequately protects patients,
residents and personnel in long-term care facilities.

b. Emergency power.
(1) An emergency electrical power system shall supply power adequate at least for lighting all

entrances and exits, equipment to maintain the fire detection, alarm and extinguishing systems, and life
support systems in the event the normal electrical supply is interrupted.

(2) When life support systems are used that have no nonelectrical backup, the facility shall provide
emergency electrical power with an emergency generator, as defined in NFPA 99, Health Care Facilities,
that is located on the premises.

c. Space and equipment. The facility shall:
(1) Provide sufficient space and equipment in dining, health services, recreation, and program areas

to enable staff to provide residents with needed services as required by these standards and as identified
in each resident’s plan of care.

(2) Maintain all essential mechanical, electrical, and patient care equipment in safe operating
condition.

d. Resident rooms. Resident rooms shall be designed and equipped for adequate nursing care,
comfort and privacy of residents.

(1) Bedrooms shall:
1. Accommodate no more than four residents.
2. Measure at least 80 square feet per resident in multiple resident bedrooms, and at least 100

square feet in single resident rooms.
3. Have direct access to an exit corridor.
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4. Be designed or equipped to ensure full visual privacy for each resident.
5. In facilities initially certified after March 31, 1992, except in private rooms, each bed shall have

ceiling-suspended curtains, which extend around the bed to provide total visual privacy, in combination
with adjacent walls and curtains.

6. Have at least one window to the outside.
7. Have a floor at or above grade level.
(2) The facility shall provide each resident with:
1. A separate bed of proper size and height for the convenience of the resident.
2. A clean, comfortable mattress.
3. Bedding appropriate to the weather and climate.
4. Functional furniture appropriate to the resident’s needs and individual closet space in the

resident’s bedroom with clothes racks and shelves accessible to the resident.
(3) The department of inspections and appeals may permit variations in requirements specified in

paragraph “d,” subparagraph (1), numbers 1 and 2 above relating to rooms in individual cases when the
facility demonstrates in writing that the variations are required by the special needs of the residents and
will not adversely affect residents’ health and safety.

e. Toilet facilities. Each resident room shall be equipped with or located adjacent to toilet facilities
unless a waiver is granted by the department of inspections and appeals. Additionally, each resident room
shall be equipped with or located adjacent to bathing facilities.

f. Resident call system. The nurse’s station shall be equipped to receive resident calls through a
communication system from:

(1) Resident rooms.
(2) Toilet and bathing facilities.
g. Dining and resident activities. The facility shall provide one or more rooms designated for

resident dining and activities. These rooms shall:
(1) Be well lighted.
(2) Be well ventilated, with nonsmoking areas identified.
(3) Be adequately furnished.
(4) Have sufficient space to accommodate all activities.
h. Other environmental conditions. The facility shall provide a safe, functional, sanitary and

comfortable environment for residents, staff and the public. The facility shall:
(1) Establish procedures to ensure that water is available to essential areas when there is a loss of

normal water supply.
(2) Have adequate outside ventilation by means of windows or mechanical ventilation or a

combination of the two.
(3) Equip corridors with firmly secured handrails on each side.
(4) Maintain an effective pest control program so that the facility is free of pests and rodents.
81.13(19) Administration. A facility shall be administered in a manner that enables it to use its

resources effectively and efficiently to attain or maintain the highest practicable physical, mental and
psychosocial well-being of each resident.

a. Licensure. A facility shall be licensed under applicable state and federal law.
b. Compliance with federal, state and local laws and professional standards. The facility shall

operate and provide services in compliance with all applicable federal, state, and local laws, regulations
and codes, and with accepted professional standards and principles that apply to professionals providing
services in such a facility.

c. Relationship to other Department of Health and Human Services (HHS) regulations. In
addition to compliance with these rules, facilities shall meet the applicable provisions of other HHS
regulations, including, but not limited to, those pertaining to nondiscrimination on the basis of race,
color, or national origin, nondiscrimination on the basis of handicap, nondiscrimination on the basis of
age, protection of human subjects of research, and fraud and abuse. Although these regulations are not
in themselves considered requirements under these rules, their violation may result in the termination
or suspension of, or the refusal to grant or continue payment with federal funds.
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d. Governing body.
(1) The facility shall have a governing body, or designated persons functioning as a governing

body, that is legally responsible for establishing and implementing policies regarding the management
and operation of the facility.

(2) The governing body appoints the administrator who is:
1. Licensed by the state.
2. Responsible for management of the facility.
e. Required training of nurse aides.
(1) Definitions.
“Licensed health professional”means a physician; physician assistant; nurse practitioner; physical,

speech or occupational therapist; registered professional nurse; licensed practical nurse; or licensed or
certified social worker.

“Nurse aide”means any person providing nursing or nursing-related services to residents in a facility
who is not a licensed health professional, a registered dietitian, or someone who volunteers to provide
these services without pay.

(2) General rule. A facility shall not use any person working in the facility as a nurse aide for more
than four months, on a permanent basis, unless:

1. That person is competent to provide nursing and nursing-related services.
2. That person has completed a training and competency evaluation program or a competency

evaluation program approved by the department of inspections and appeals; or that person has been
deemed or determined competent by the department of inspections and appeals.

(3) Nonpermanent employees. A facility shall not use on a temporary, per diem, leased, or any
basis other than a permanent employee any person who does not meet the requirements in subparagraph
(2).

(4) Competency. A facility shall not use any person who has worked less than four months as a
nurse aide in that facility unless the person:

1. Is a permanent employee and is in a nurse aide training and competency evaluation program
approved by the department of inspections and appeals;

2. Has demonstrated competence through satisfactory participation in a nurse aide training and
competency evaluation program or competency evaluation program approved by the department of
inspections and appeals; or

3. Has been deemed or determined competent by the department of inspections and appeals.
(5) Registry verification. Before allowing a person to serve as a nurse aide, a facility shall receive

registry verification that the person has met competency evaluation requirements unless:
1. The person is a permanent employee and is in a training and competency evaluation program

approved by the department of inspections and appeals; or
2. The person can prove that the person has recently successfully completed a training and

competency evaluation program or competency evaluation program approved by the department of
inspections and appeals and has not yet been included in the registry. Facilities shall follow up to ensure
that such a person actually becomes registered.

(6) Multistate registry verification. Before allowing a person to serve as a nurse aide, a facility shall
seek information from every state registry the facility believes will include information on the person.

(7) Required retraining. If since October 1, 1990, there has been a continuous period of 24
consecutive months during none of which the person provided nursing or nursing-related services for
monetary compensation, the person shall complete a new training and competency evaluation program
or a new competency evaluation program.

(8) Regular in-service education. The facility shall complete a performance review of every nurse
aide at least once every 12 months and shall provide regular in-service education based on the outcome
of these reviews. The in-service training shall:

1. Be sufficient to ensure the continuing competencies of nurse aides, but shall be no less than 12
hours per year.
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2. Address areas of weakness as determined in nurse aides’ performance reviews and may address
the special needs of residents as determined by the facility staff.

3. For nurse aides providing services to persons with cognitive impairments, also address the care
of the cognitively impaired.

f. Proficiency of nurse aides. The facility shall ensure that nurse aides are able to demonstrate
competency in skills and technique necessary to care for residents’ needs, as identified through resident
assessments, and described in the plan of care.

g. Staff qualifications.
(1) The facility shall employ on a full-time, part-time, or consultant basis those professionals

necessary to carry out the provisions of these conditions of participation.
(2) Professional staff shall be licensed, certified or registered in accordance with applicable state

laws.
h. Use of outside resources.
(1) If the facility does not employ a qualified professional person to furnish a specific service to

be provided by the facility, the facility shall have that service furnished to residents by a person or
agency outside the facility under an arrangement described in Section 1861(w) of the Omnibus Budget
Reconciliation Act of 1987 or an agreement described in subparagraph (2) below.

(2) Arrangements or agreements pertaining to services furnished by outside resources shall specify
in writing that the facility assumes responsibility for obtaining services that meet professional standards
and principles that apply to professionals providing services in such a facility and for the timeliness of
the services.

i. Medical director.
(1) The facility shall designate a physician to serve as medical director.
(2) The medical director is responsible for implementation of resident care policies and the

coordination of medical care in the facility.
j. Laboratory services.
(1) The facility shall provide or obtain clinical laboratory services to meet the needs of its residents.

The facility is responsible for the quality and timeliness of the services.
1. If the facility provides its own laboratory services, the services shall meet the applicable

conditions for coverage of the services furnished by laboratories specified in 42 CFR Part 493 as
amended to October 1, 1990.

2. If the facility provides blood bank and transfusion services, it shall meet the requirements for
laboratories specified in 42 CFR Part 493 as amended to October 1, 1990.

3. If the laboratory chooses to refer specimens for testing to another laboratory, the referral
laboratory shall be approved or licensed to test specimens in the appropriate specialties or subspecialties
of service in accordance with 42 CFR Part 493 as amended to October 1, 1990.

4. If the facility does not provide laboratory services on site, it shall have an agreement to obtain
these services only from a laboratory that meets the requirements of 42 CFR Part 493 as amended to
October 1, 1990, or from a physician’s office.

(2) The facility shall:
1. Provide or obtain laboratory services only when ordered by the attending physician.
2. Promptly notify the attending physician of the findings.
3. Assist the resident in making transportation arrangements to and from the source of service, if

the resident needs assistance.
4. File in the resident’s clinical record signed and dated reports of clinical laboratory services.
k. Radiology and other diagnostic services.
(1) The facility shall provide or obtain radiology and other diagnostic services to meet the needs

of its residents. The facility is responsible for the quality and timeliness of the services.
1. If the facility provides its own diagnostic services, the services shall meet the applicable

conditions of participation for hospitals.
2. If the facility does not provide its own diagnostic services, it shall have an agreement to obtain

these services from a provider or supplier that is approved to provide these services under Medicare.

https://www.law.cornell.edu/cfr/text/42/part-493
https://www.law.cornell.edu/cfr/text/42/part-493
https://www.law.cornell.edu/cfr/text/42/part-493
https://www.law.cornell.edu/cfr/text/42/part-493


IAC 3/28/18 Human Services[441] Ch 81, p.59

(2) The facility shall:
1. Provide or obtain radiology and other diagnostic services only when ordered by the attending

physician.
2. Promptly notify the attending physician of the findings.
3. Assist the resident in making transportation arrangements to and from the source of service, if

the resident needs assistance.
4. File in the resident’s clinical record signed and dated reports of X-ray and other diagnostic

services.
l. Clinical records.
(1) The facility shall maintain clinical records on each resident in accordance with accepted

professional standards and practices that are complete, accurately documented, readily accessible, and
systematically organized.

(2) Clinical records shall be retained for:
1. The period of time required by state law.
2. Five years from the date of discharge when there is no requirement in state law.
3. For a minor, three years after a resident reaches legal age under state law.
(3) The facility shall safeguard clinical record information against loss, destruction, or unauthorized

use.
(4) The facility shall keep confidential all information contained in the resident’s records, regardless

of the form or storage method of the records, except when release is required by:
1. Transfer to another health care institution.
2. Law.
3. Third-party payment contract.
4. The resident.
(5) The clinical record shall contain:
1. Sufficient information to identify the resident.
2. A record of the resident’s assessments.
3. The plan of care and services provided.
4. The results of any preadmission screening conducted by the state.
5. Progress notes.
m. Disaster and emergency preparedness.
(1) The facility shall have detailed written plans and procedures to meet all potential emergencies

and disasters, such as fire, severe weather, and missing residents.
(2) The facility shall train all employees in emergency procedures when they begin to work in

the facility, periodically review the procedures with existing staff, and carry out staff drills using those
procedures.

n. Transfer agreement.
(1) The facility shall have in effect a written transfer agreement with one ormore hospitals approved

for participation under the Medicare and Medicaid programs that reasonably ensures that:
1. Residents will be transferred from the facility to the hospital and ensured of timely admission

to the hospital when transfer is medically appropriate as determined by the attending physician.
2. Medical and other information needed for care and treatment of residents, and, when the

transferring facility deems it appropriate, for determining whether the residents can be adequately cared
for in a less expensive setting than either the facility or the hospital, will be exchanged between the
institutions.

(2) The facility is considered to have a transfer agreement in effect if the facility has attempted in
good faith to enter into an agreement with a hospital sufficiently close to the facility to make transfer
feasible.

o. Quality assessment and assurance.
(1) A facility shall maintain a quality assessment and assurance committee consisting of the director

of nursing services, a physician designated by the facility, and at least three othermembers of the facility’s
staff.
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(2) The quality assessment and assurance committee:
1. Meets at least quarterly to identify issueswith respect towhich quality assessment and assurance

activities are necessary.
2. Develops and implements appropriate plans of action to correct identified quality deficiencies.
(3) The state or the Secretary of the Department of Health and Human Services may not require

disclosure of the records of the committee except insofar as the disclosure is related to the compliance
of the committee with the requirements of this paragraph.

(4) Good faith attempts by the committee to identify and correct quality deficiencies will not be
used as a basis for sanctions.

p. Disclosure of ownership.
(1) The facility shall comply with the disclosure requirements of 42 CFR 420.206 and 455.104.
(2) The facility shall provide written notice to the department of inspections and appeals at the time

of change, if a change occurs in:
1. Persons with an ownership or control interest.
2. The officers, directors, agents, or managing employees.
3. The corporation, association, or other company responsible for the management of the facility.
4. The facility’s administrator or director of nursing.
(3) The notice specified in subparagraph (2) above shall include the identity of each new individual

or company.
This rule is intended to implement Iowa Code sections 249A.2, 249A.3(2)“a,” and 249A.4.

[ARC 8445B, IAB 1/13/10, effective 12/11/09; ARC 9726B, IAB 9/7/11, effective 9/1/11; ARC 9888B, IAB 11/30/11, effective
1/4/12; ARC 1806C, IAB 1/7/15, effective 3/1/15; ARC 2361C, IAB 1/6/16, effective 1/1/16]

441—81.14(249A) Audits.
81.14(1) Audit of financial and statistical report. Authorized representatives of the department or

the Department of Health and Human Services shall have the right, upon proper identification, to audit,
using generally accepted auditing procedures, the general financial records of a facility to determine if
expenses reported on the Financial and Statistical Report, Form 470-0030, are reasonable and proper
according to the rules set forth in 441—81.6(249A). The aforementioned audits may be done either on
the basis of an on-site visit to the facility, their central accounting office, or office(s) of their agent(s).

a. When a proper per diem rate cannot be determined, through generally accepted and customary
auditing procedures, the auditor shall examine and adjust the report to arrive at what appears to be an
acceptable rate and shall recommend to the department that the indicated per diem should be reduced to
75 percent of the established payment rate for the ensuing six-month period and if the situation is not
remedied on the subsequent Financial and Statistical Report, Form 470-0030, the health facility shall be
suspended and eventually canceled from the nursing facility program, or

b. When a health facility continues to include as an item of cost an item or items which had in
a prior audit been removed by an adjustment in the total audited costs, the auditor shall recommend to
the department that the per diem be reduced to 75 percent of the current payment rate for the ensuing
six-month period. The department may, after considering the seriousness of the exception, make the
reduction.

81.14(2) Audit of proper billing and handling of patient funds.
a. The Iowa Medicaid enterprise, the department’s contracted managed care organizations, field

auditors of the department of inspections and appeals, and representatives of the U.S. Department of
Health and Human Services, upon proper identification, shall have the right to audit billings to the
department and receipts of client participation, to ensure the facility is not receiving payment in excess
of the contractual agreement and that all other aspects of the contractual agreement are being followed,
as deemed necessary.

b. The Iowa Medicaid enterprise, the department’s contracted managed care organizations, field
auditors of the department of inspections and appeals and representatives of the U.S. Department of
Health and Human Services, upon proper identification, shall have the right to audit records of the facility
to determine proper handling of patient funds in compliance with subrule 81.4(3).

https://www.law.cornell.edu/cfr/text/42/420.206
https://www.legis.iowa.gov/docs/iac/rule/441.455.104.pdf
https://www.legis.iowa.gov/docs/ico/section/249A.2.pdf
https://www.legis.iowa.gov/docs/ico/section/249A.3.pdf
https://www.legis.iowa.gov/docs/ico/section/249A.4.pdf
https://www.legis.iowa.gov/docs/aco/arc/8445B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9726B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9888B.pdf
https://www.legis.iowa.gov/docs/aco/arc/1806C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2361C.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.6.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.4.pdf
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c. The auditor shall recommend and the department shall request repayment by the facility to
either the department or the resident(s) involved, any sums inappropriately billed to the department or
collected from the resident.

d. The facility shall have 60 days to review the audit and repay the requested funds or present
supporting documentation which would indicate that the requested refund amount, or part thereof, is not
justified.

e. When the facility fails to comply with paragraph “d,” the requested refunds may be withheld
from future payments to the facility. The withholding shall not be more than 25 percent of the average
of the last six monthly payments to the facility. The withholding shall continue until the entire requested
refund amount is recovered. If in the event the audit results indicate significant problems, the audit
results may be referred to the attorney general’s office for whatever action may be deemed appropriate.

f. When exceptions are taken during the scope of an audit which are similar in nature to the
exceptions taken in a prior audit, the auditor shall recommend and the department may, after considering
the seriousness of the exceptions, reduce payment to the facility to 75 percent of the current payment
rate.

This rule is intended to implement Iowa Code sections 249A.2, 249A.3(2)“a” and 249A.4.
[ARC 2361C, IAB 1/6/16, effective 1/1/16]

441—81.15(249A) Nurse aide training and testing programs. Rescinded IAB 12/9/92, effective
2/1/93.

441—81.16(249A) Nurse aide requirements and training and testing programs.
81.16(1) Deemed meeting of requirements. A nurse aide is deemed to satisfy the requirement of

completing a nurse aide training and competency evaluation approved by the department of inspections
and appeals if:

a. The nurse aide successfully completed a nurse aide training and competency evaluation
program before July 1, 1989, and

(1) At least 60 clock hours were substituted for 75 clock hours, and the person has made up at least
the difference in the number of clock hours in the program the person completed and 75 clock hours in
supervised practical nurse aide training or in regular in-service nurse aide education, or

(2) The person was found to be competent (whether or not by the state) after completion of a nurse
aide training of at least 100 clock hours’ duration, or

(3) The person can demonstrate that the person served as a nurse aide at one or more facilities of
the same employer in Iowa for at least 24 consecutive months before December 19, 1989, or

(4) The person completed, before July 1, 1989, a nurse aide training and competency evaluation
program that the department of inspections and appeals determines would have met the requirements for
approval at the time it was offered; or

b. The person is a veteran, an active duty service member, or a member of the reserve forces, who
has:

(1) Successfully completed a U.S. military training program that includes a curriculum comparable
to the nurse aide training program required by this rule and has documented successful completion of that
programwith either a diploma, certifications, or FormDD 214 showing completion of hospital corpsman
or medical service specialist or equivalent training, and

(2) Provided documentation showing that the person has 75 clock hours of practical experience in a
nurse aide role, which may include classroom instruction, prior equivalent experience, or a combination
of the two, and

(3) Successfully completed the nurse aide training and competency examination.
81.16(2) State review and approval of nurse aide training and competency evaluation programs or

competency evaluation programs.
a. The department of inspections and appeals shall, in the course of all surveys, determine whether

the nurse aide training and evaluation requirements of 81.13(19)“e” and 81.16(1) are met.
b. Requirements for approval of programs.

https://www.legis.iowa.gov/docs/ico/section/249A.2.pdf
https://www.legis.iowa.gov/docs/ico/section/249A.3.pdf
https://www.legis.iowa.gov/docs/ico/section/249A.4.pdf
https://www.legis.iowa.gov/docs/aco/arc/2361C.pdf
https://www.legis.iowa.gov/docs/aco/bulletin/12-09-1992.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.13.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.16.pdf


Ch 81, p.62 Human Services[441] IAC 3/28/18

(1) Before the department of inspections and appeals approves a nurse aide training and
competency evaluation program or competency evaluation program, the department of inspections and
appeals shall determine whether:

1. A nurse aide training and competency evaluation program meets the course requirements of
81.16(3).

2. A nurse aide competency evaluation program meets the requirements of 81.16(4).
(2) Except as provided by paragraph 81.16(2)“f,” the department of inspections and appeals shall

not approve a nurse aide training and competency evaluation program or competency evaluation program
offered by or in a facility which, in the previous two years:

1. Has operated under a nurse staffing waiver for a period in excess of 48 hours per week; or
2. Has been subject to an extended or partial extended survey; or
3. Has been assessed a civil money penalty of not less than $5,000; or
4. Has operated under temporary management appointed to oversee the operation of the facility

and to ensure the health and safety of the facility’s residents; or
5. Pursuant to state action, was closed or had its residents transferred; or
6. Has been terminated from participation in the Medicaid or Medicare program; or
7. Has been denied payment under subrule 81.40(1) or 81.40(2).
(3) Rescinded IAB 10/7/98, effective 12/1/98.
c. Application process. Applications shall be submitted to the department of inspections and

appeals before a new program begins and every two years thereafter on Form 427-0517, Application
for Nurse Aide Training. The department of inspections and appeals shall, within 90 days of the date of
a request or receipt of additional information from the requester:

(1) Advise the requester whether or not the program has been approved; or
(2) Request additional information from the requesting entity.
d. Duration of approval. The department of inspections and appeals shall not grant approval of a

nurse aide training and competency evaluation program for a period longer than two years. A program
shall notify the department of inspections and appeals and the department of inspections and appeals
shall review that program when there are substantive changes made to that program within the two-year
period.

e. Withdrawal of approval.
(1) The department of inspections and appeals shall withdraw approval of a nurse aide training and

competency evaluation program or nurse aide competency evaluation program offered by or in a facility
described in 81.16(2)“b”(2).

(2) The department of inspections and appeals may withdraw approval of a nurse aide training
and competency evaluation program or nurse aide competency evaluation program if the department of
inspections and appeals determines that any of the applicable requirements for approval or registry, as
set out in subrule 81.16(3) or 81.16(4), are not met.

(3) The department of inspections and appeals shall withdraw approval of a nurse aide training and
competency evaluation program or a nurse aide competency evaluation program if the entity providing
the program refuses to permit unannounced visits by the department of inspections and appeals.

(4) If the department of inspections and appeals withdraws approval of a nurse aide training and
competency evaluation program or competency evaluation program, the department of inspections and
appeals shall notify the program in writing, indicating the reasons for withdrawal of approval of the
program. Students who have started a training and competency evaluation program fromwhich approval
has been withdrawn shall be allowed to complete the course.

f. An exception to subparagraph 81.16(2)“b”(2) may be granted by the department of inspections
and appeals (DIA) for 75-hour nurse aide training courses offered in (but not by) a facility under the
following conditions:

(1) The facility has submitted Form 470-3494, Nurse Aide Education ProgramWaiver Request, to
the DIA to request a waiver for each 75-hour nurse aide training course to be offered in (but not by) the
facility.

https://www.legis.iowa.gov/docs/iac/rule/441.81.16.pdf
https://www.legis.iowa.gov/docs/aco/bulletin/10-07-1998.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.16.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.16.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.16.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.16.pdf
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(2) The 75-hour nurse aide training is offered in a facility by an approved nurse aide training and
competency evaluation program (NATCEP).

(3) No other NATCEP program is offered within 30 minutes’ travel from the facility, unless the
facility can demonstrate the distance or program would create a hardship for program participants.

(4) The facility is in substantial compliance with the federal requirements related to nursing care
and services.

(5) The facility is not a poor performing facility.
(6) Employees of the facility do not function as instructors for the program unless specifically

approved by DIA.
(7) The NATCEP sponsoring the 75-hour nursing aide training course is responsible for program

administration and for ensuring that program requirements are met.
(8) The NATCEP has submitted an evaluation to the DIA indicating that an adequate teaching and

learning environment exists for conducting the course.
(9) The NATCEP has developed policies for communicating and resolving problems encountered

during the course, including notice by the facility to the program instructor and students on how to contact
the DIA to register any concerns encountered during the course.

(10) The NATCEP shall require the program instructor and students to complete an evaluation of
the course. The instructor shall return the completed evaluations to the NATCEP which shall return the
evaluations to DIA.

81.16(3) Requirements for approval of a nurse aide training and competency evaluation
program. The department has designated the department of inspections and appeals to approve required
nurse aide training and competency evaluation programs. Policies and procedures governing approval
of the programs are set forth in these rules.

a. For a nurse aide training and competency evaluation program to be approved, such program
shall, at a minimum:

(1) Consist of no less than 75 clock hours of training, and
(2) Include at least the subjects specified in 81.16(3)“b,” and
(3) Include at least 30 hours of didactic theory instruction, which may be provided in a classroom

setting or through online course curricula, and
(4) Include at least 15 hours of laboratory experience provided in a face-to-face environment that

complements the didactic theory curricula, and
(5) Include 30 hours of supervised clinical training in a face-to-face environment and supervised

by a department of inspections and appeals-approved instructor in a manner not inconsistent with the
licensing requirements of the Iowa board of nursing, and

(6) Ensure that students do not independently perform any services for which they have not been
trained and found proficient by the department of inspections and appeals-approved instructor, and

(7) Meet the following requirements for department of inspections and appeals-approved
instructors who train nurse aides:

1. The training of nurse aides shall be performed by or under the general supervision of a registered
nurse who possesses a minimum of two years of nursing experience, at least one year of which shall be
in the provision of long-term care facility services.

2. Instructors shall be registered nurses and shall have completed a course in teaching adults or
have experience teaching adults or supervising nurse aides.

3. In a facility-based program, when the director of nursing is a registered nurse, the training
of nurse aides may be performed by registered nurses under the general supervision of the director of
nursing for the facility. The director of nursing is prohibited from performing the actual training.

4. Other personnel from the health professions may supplement the instructor. Supplemental
personnel shall have at least one year of experience in their fields.

5. The ratio of department of inspections and appeals-approved instructors to students shall not
exceed one registered nurse, or licensed practical nurse functioning as an assistant to a registered nurse,
who is in the proximate area in the clinical setting, for every ten students in the clinical setting, and
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(8) Contain information regarding competency evaluation through written or oral examination and
skills demonstration.

b. The curriculum of the nurse aide training program shall include:
(1) At least a total of 16 hours of training in the following areas prior to any direct contact with a

resident:
1. Communication and interpersonal skills.
2. Infection control.
3. Safety and emergency procedures including the Heimlich maneuver.
4. Promoting residents’ independence.
5. Respecting residents’ rights.
(2) Basic nursing skills:
1. Taking and recording vital signs.
2. Measuring and recording height and weight.
3. Caring for the residents’ environment.
4. Recognizing abnormal changes in body functioning and the importance of reporting these

changes to a supervisor.
5. Caring for residents when death is imminent.
(3) Personal care skills, including, but not limited to:
1. Bathing.
2. Grooming, including mouth care.
3. Dressing.
4. Toileting.
5. Assisting with eating and hydration.
6. Proper feeding techniques.
7. Skin care.
8. Transfers, positioning, and turning.
(4) Mental health and social service needs:
1. Modifying aide’s behavior in response to residents’ behavior.
2. Awareness of developmental tasks associated with the aging process.
3. How to respond to resident behavior.
4. Allowing the resident to make personal choices, providing and reinforcing other behavior

consistent with the resident’s dignity.
5. Using the resident’s family as a source of emotional support.
(5) Care of cognitively impaired residents:
1. Techniques for addressing the unique needs and behaviors of persons with dementia

(Alzheimer’s and others).
2. Communicating with cognitively impaired residents.
3. Understanding the behavior of cognitively impaired residents.
4. Appropriate responses to the behavior of cognitively impaired residents.
5. Methods of reducing the effects of cognitive impairments.
(6) Basic restorative services:
1. Training the resident in self-care according to the resident’s ability.
2. Use of assistive devices in transferring, ambulation, eating and dressing.
3. Maintenance of range of motion.
4. Proper turning and positioning in bed and chair.
5. Bowel and bladder training.
6. Care and use of prosthetic and orthotic devices.
(7) Residents’ rights:
1. Providing privacy and maintenance of confidentiality.
2. Promoting the residents’ rights to make personal choices to accommodate their needs.
3. Giving assistance in resolving grievances and disputes.
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4. Providing needed assistance in getting to and participating in resident and family groups and
other activities.

5. Maintaining care and security of residents’ personal possessions.
6. Promoting the residents’ rights to be free from abuse, mistreatment, and neglect and the need

to report any instances of this type of treatment to appropriate facility staff.
7. Avoiding the need for restraints in accordance with current professional standards.
c. Prohibition of charges.
(1) A nurse aide who is employed by, or who has received an offer of employment from, a facility

on the date on which the aide begins a nurse aide training and competency evaluation program or
competency evaluation program may not be charged for any portion of the program including any fees
for textbooks, course materials, or nurse aide competency evaluations.

(2) If a person who is not employed, or does not have an offer to be employed, as a nurse aide
becomes employed by, or receives an offer of employment from, a facility no later than 12 months after
completing a nurse aide training and competency evaluation program or competency evaluation program,
the facility shall reimburse the nurse aide for costs incurred in completing the program or competency
evaluation on a pro rata basis during the period in which the person is employed as a nurse aide. The
formula for paying the nurse aides on a pro rata basis shall be as follows:

1. Add all costs incurred by the nurse aide for the course, books, and competency evaluations.
2. Divide the total arrived at in paragraph “1” above by 12 to prorate the costs over a one-year

period and establish a monthly rate.
3. The nurse aide shall be reimbursed the monthly rate each month the nurse aide works at the

facility until one year from the time the nurse aide completed the course.
d. Setting and equipment. The classroom shall have appropriate equipment, be of adequate size,

and not interfere with resident activities.
e. Records and reports. Nurse aide education programs approved by the department of inspections

and appeals shall:
(1) Notify the department of inspections and appeals:
1. Of dates of classroom and clinical sessions aswell as location of classrooms and clinical practice

sites before each course begins and if the course is canceled.
2. When a facility or other training entity will no longer be offering nurse aide training courses.
3. Whenever the person coordinating the training program is hired or terminates employment.
(2) Keep a list of faculty members and their qualifications available for department review.
(3) Provide each nurse aide a record of skills for which the nurse aide has been found competent

during the course and which may be performed before completion of the competency evaluation.
(4) Complete a lesson plan for each unit which includes behavioral objectives, a topic outline and

student activities and experiences.
(5) Provide the student, within 30 days of the last class period, evidence of having successfully

completed the course.
81.16(4) Nurse aide competency evaluation. A competency evaluation program shall contain a

written or oral portion and a skills demonstration portion.
a. Notification to person. The department of inspections and appeals shall advise in advance any

person who takes the competency evaluation that a record of the successful completion of the evaluation
will be included in the state’s nurse aide registry.

b. Content of the competency evaluation program.
(1) Written or oral examinations. The competency evaluation shall:
1. Allow an aide to choose between a written and oral examination.
2. Address each of the course requirements listed in 81.16(3)“b.”
3. Be developed from a pool of test questions, only a portion of which is used in any one

examination.
4. Use a system that prevents disclosure of both the pool of questions and the individual

competency evaluations.
5. If oral, be read from a prepared text in a neutral manner.
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6. Be tested for reliability and validity using a nationally recognized standard as determined by
the department of education.

7. Be in English, unless the prevailing language used in the facility where a nurse aide will be
working is other than English.

(2) Demonstration of skills. The skills demonstration evaluation shall consist of a demonstration
of randomly selected items drawn from a pool consisting of tasks generally performed by nurse aides.
This pool of skills shall include all of the personal care skills listed in 81.16(3)“b”(3).

c. Administration of the competency evaluation.
(1) The competency examination shall be administered and evaluated only by an entity approved

by the department of inspections and appeals, which is neither a skilled nursing facility that participates
in Medicare nor a nursing facility that participates in Medicaid.

(2) Charging nurse aides for competency testing is prohibited in accordance with 81.16(3)“c.”
(3) The skills demonstration part of the evaluation shall be performed in a facility or laboratory

setting comparable to the setting in which the person will function as a nurse aide and shall be
administered and evaluated by a registered nurse with at least one year’s experience in providing care
for the elderly or the chronically ill of any age.

d. Facility proctoring of the competency evaluation.
(1) The competency evaluation may, at the nurse aide’s option, be conducted at the facility in which

the nurse aide is or will be employed unless the facility is prohibited from being a competency evaluation
site.

(2) The department of inspections and appeals may permit the competency evaluation to be
proctored by facility personnel if the department of inspections and appeals finds that the procedure
adopted by the facility ensures that the competency evaluation program:

1. Is secure from tampering.
2. Is standardized and scored by a testing, educational, or other organization approved by the

department of inspections and appeals.
3. Requires no scoring by facility personnel.
(3) The department of inspections and appeals shall retract the right to proctor nurse aide

competency evaluations from facilities in which the department of inspections and appeals finds any
evidence of impropriety, including evidence of tampering by facility staff.

e. Successful completion of the competency evaluation program.
(1) A score of 70 percent or above is passing for both the written or oral and skills demonstration

parts of the test.
(2) A record of successful completion of the competency evaluation shall be included in the nurse

aide registry within 30 days of the date the person is found to be competent.
(3) The competency testing entity shall inform the nurse aide of the test score within 30 calendar

days of the completion of the test and shall inform the nurse aide registry of the nurse aide’s scores within
20 calendar days after the test is administered.

f. Unsuccessful completion of the competency evaluation program.
(1) If the person does not complete the evaluation satisfactorily, the person shall be advised in

writing within ten working days after the test is scored:
1. Of the areas which the person did not pass.
2. That the person has three opportunities to take the evaluation.
(2) Each person shall have three opportunities to pass each part of the test. If one part of the test is

failed, only that part need be taken a second or third time. If either part of the test is failed three times,
the 75-hour course shall be taken or retaken before the test can be taken again.

g. Storage of evaluation instrument. The person responsible for administering a competency
evaluation shall provide secure storage of the evaluation instruments when they are not being
administered or processed.

h. Application process. Entities wishing to secure approval for a competency evaluation program
shall submit a copy of the evaluation plan and procedures to the department of inspections and appeals.
The department of inspections and appeals shall notify the applicant of its decision within 90 days of

https://www.legis.iowa.gov/docs/iac/rule/441.81.16.pdf
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receipt of the application. The notification shall include the reason for not giving approval if approval is
denied and the applicable rule citation.

81.16(5) Registry of nurse aides.
a. Establishment of registry. The department of inspections and appeals shall establish and

maintain a registry of nurse aides that meets the following requirements. The registry:
(1) Shall include, at a minimum, the information required in 81.16(5)“c.”
(2) Shall be sufficiently accessible to meet the needs of the public and health care providers

promptly.
(3) Shall provide that any response to an inquiry that includes a finding of abuse, neglect,

mistreatment of a resident or misappropriation of property also include any statement made by the nurse
aide which disputes the finding.

b. Registry operation.
(1) Only the department of inspections and appeals may place on the registry findings of abuse,

neglect, mistreatment of a resident or misappropriation of property.
(2) The department of inspections and appeals shall determine which persons:
1. Have successfully completed a nurse aide training and competency evaluation program or nurse

aide competency evaluation program.
2. Have been deemed as meeting these requirements.
3. Do not qualify to remain on the registry because they have performed no nursing or

nursing-related services for monetary compensation during a period of 24 consecutive months.
(3) The department of inspections and appeals shall not impose any charges related to registration

on persons listed in the registry.
(4) The department of inspections and appeals shall provide information on the registry promptly.
c. Registry content.
(1) The registry shall contain at least the following information on each personwho has successfully

completed a nurse aide training and competency evaluation program or competency evaluation program
which was approved by the department of inspections and appeals or who may function as a nurse aide
because of having been deemed competent:

1. The person’s full name.
2. Information necessary to identify each person.
3. The date the person became eligible for placement in the registry through successfully

completing a nurse aide training and competency evaluation program or competency evaluation or by
being deemed competent.

4. The following information on any finding by the department of inspections and appeals of
abuse, neglect, mistreatment of residents or misappropriation of property by the person: documentation
of the department of inspections and appeals’ investigation, including the nature of the allegation and
the evidence that led the department of inspections and appeals to conclude that the allegation was valid;
the date of the hearing, if the person chose to have one, and its outcome; and a statement by the person
disputing the allegation, if the person chooses to make one. This information must be included in the
registry within ten working days of the finding and shall remain in the registry permanently, unless
the finding was made in error, the person was found not guilty in a court of law, or the department of
inspections and appeals is notified of the person’s death.

5. A record of known convictions by a court of law of a person convicted of abuse, neglect,
mistreatment or misappropriation of resident property.

(2) The registry shall remove entries for persons who have performed no nursing or nursing-related
services for monetary compensation for a period of 24 consecutive months unless the person’s registry
entry includes documented findings or convictions by a court of law of abuse, neglect, mistreatment or
misappropriation of property.

d. Disclosure of information. The department of inspections and appeals shall:
(1) Disclose all of the information listed in 81.16(5)“c”(1), (3), and (4) to all requesters and may

disclose additional information it deems necessary.

https://www.legis.iowa.gov/docs/iac/rule/441.81.16.pdf
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(2) Promptly provide persons with all information contained in the registry about them when
adverse findings are placed on the registry and upon request. Persons on the registry shall have sufficient
opportunity to correct any misstatements or inaccuracies contained in the registry.

e. Placement of names on nurse aide registry. The facility shall ensure that the name of each
person employed as a nurse aide in aMedicare- orMedicaid-certified nursing facility in Iowa is submitted
to the registry. The telephone number of the registry is (515)281-4963. The address is Nurse Aide
Registry, Lucas State Office Building, Des Moines, Iowa 50319-0083.

(1) Persons employed as nurse aides shall complete Form 427-0496, Nurse Aide Registry
Application, within the first 30 days of employment. This form shall be submitted to the department of
inspections and appeals. Form 427-0496 may be obtained by calling or writing the nurse aide registry.

(2) A nurse aide who is not employed may apply for inclusion on the registry by submitting a copy
of completed Form 427-0496 to the nurse aide registry.

(3) When the registry has received a signed application and entered the required training and testing
information on the registry, a letter will be sent to the nurse aide that includes all the information the
registry has on the nurse aide. A nurse aide may obtain a copy of the information on the registry by
writing the nurse aide registry and requesting the information. The letter requesting the information
must include the nurse aide’s social security number, current or last facility of employment, date of birth
and current mailing address and must be signed by the nurse aide.

81.16(6) Hearing. When there is an allegation of abuse against a nurse aide, the department of
inspections and appeals shall investigate that allegation. When the investigation by the department of
inspections and appeals makes a finding of an act of abuse, the nurse aide named will be notified of this
finding and the right to a hearing. The nurse aide shall have 30 days to request a hearing. The request
shall be in writing and shall be sent to the department of inspections and appeals. The hearing shall
be held pursuant to department of inspections and appeals rules 481—Chapter 10. After 30 days, if
the nurse aide fails to appeal, or when all appeals are exhausted, the nurse aide registry will include a
notation that the nurse aide has a founded abuse report on record if the final decision indicates the nurse
aide performed an abusive act.

81.16(7) Appeals. Adverse decisions made by the department of inspections and appeals in
administering these rules may be appealed pursuant to department of inspections and appeals rules
481—Chapter 10.

This rule is intended to implement Iowa Code section 249A.4.
[ARC 3718C, IAB 3/28/18, effective 5/2/18]

441—81.17(249A) Termination procedures. Rescinded IAB 5/10/95, effective 7/1/95.

441—81.18(249A) Sanctions.
81.18(1) Penalty for falsification of a resident assessment. An individual, who willfully and

knowingly certifies a material and false statement in a resident assessment, is subject to a civil money
penalty of not less than $100 or more than $1,000 for each falsified assessment. An individual who
willfully and knowingly causes another individual to certify a material and false statement in a resident
assessment is subject to a civil money penalty of not less than $500 nor more than $5,000 for each
falsified assessment. These fines shall be administratively assessed by the department of inspections
and appeals.

a. Factors determining the size of fine. In determining the monetary amount of the penalty, the
director of the department of inspections and appeals or the director’s designee may consider evidence
of the circumstances surrounding the violation, including, but not limited to, the following factors:

(1) The number of assessments willingly and knowingly falsified.
(2) The history of the individual relative to previous assessment falsifications.
(3) The intent of the individual who falsifies an assessment or causes an assessment to be falsified.
(4) The areas of assessment falsified or caused to be falsified and the potential for harm to the

resident.

https://www.legis.iowa.gov/docs/iac/chapter/481.10.pdf
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(5) The relationship of the falsification of assessment to falsification of other records at the time of
the visit.

b. Notification of a fine imposed for falsification of assessments or causing another individual to
falsify an assessment shall be served upon the individual personally or by certified mail.

c. Appeals of fines. Notice of intent to formally contest the fine shall be given to the department
of inspections and appeals in writing and be postmarked within 20 working days after receipt of the
notification of the fine. An administrative hearing will be conducted pursuant to Iowa Code chapter 17A
and department of inspections and appeals rules 481—Chapter 10. An individual who has exhausted all
administrative remedies and is aggrieved by the final action of the department of inspections and appeals
may petition for judicial review in the manner provided by Iowa Code chapter 17A.

81.18(2) Use of independent assessors. If the department of inspections and appeals determines
that there has been a knowing and willful certification of false assessments, or the causation of knowing
and willful false assessments, the department of inspections and appeals may require that resident
assessments be conducted and certified by individuals independent of the facility and who are approved
by the state.

a. Criteria used to determine the need for independent assessors shall include:
(1) The involvement of facility management in the falsification of or causing resident assessments

to be falsified.
(2) The facility’s response to the falsification of or causing resident assessments to be falsified.
(3) The method used to prepare facility staff to do resident assessments.
(4) The number of individuals involved in the falsification.
(5) The number of falsified resident assessments.
(6) The extent of harm to residents caused by the falsifications.
b. The department of inspections and appeals will specify the length of time that these independent

assessments will be conducted and when they will begin. This determination will be based on the extent
of assessments and reassessments needed and the plan submitted by the facility to ensure falsifications
will not occur in the future.

c. The individuals or agency chosen by the facility to conduct the independent assessments shall be
approved by the department of inspections and appeals before conducting any assessments. The approval
will be based on the ability of the individual or agency to conduct resident assessments in accordance
with the applicable rules. Any costs incurred shall be the responsibility of the facility.

d. Notice of the requirement to obtain independent assessments will be in writing and sent to the
facility by certified mail or personal service. The notice shall include the date independent assessors are
to begin assessments, information on how independent assessors are to be approved and the anticipated
length of time independent assessors will be needed.

e. Criteria for removal of the requirement for independent assessors.
(1) Independent assessors shall be utilized until all residents assessed by the disciplines involved

have been reassessed by the independent assessor.
(2) The facility shall submit a plan to the department of inspections and appeals for completing its

own assessments.
(3) The department of inspections and appeals will evaluate the facility’s proposal for ensuring

assessments will not be falsified in the future.
f. Appeal procedures.
(1) A written notice to appeal shall be postmarked or personally served to the department of

inspections and appeals within five working days after receipt of the notice requiring independent
assessors.

(2) An evidentiary hearing shall be held pursuant to department of inspections and appeals rules
481—Chapter 10 no later than 15 working days after receipt of the appeal.

(3) The written decision shall be rendered no later than ten working days after the hearing.
(4) The decision rendered is a proposed decision which may be appealed to the director of

the department of inspections and appeals pursuant to department of inspections and appeals rules
481—Chapter 50.

https://www.legis.iowa.gov/docs/ico/chapter/17A.pdf
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(5) A notice of appeal stays the effective date of the requirement for independent assessments
pending a final agency decision.

(6) Final agency action may be appealed pursuant to Iowa Code chapter 17A.
81.18(3) Penalty for notification of time or date of survey. Any individual who notifies, or causes to

be notified, a nursing facility of the time or date on which a survey is scheduled to be conducted shall be
subject to a fine not to exceed $2,000.

81.18(4) Failure to meet requirements for participation. Rescinded IAB 5/10/95, effective 7/1/95.
This rule is intended to implement Iowa Code section 249A.4.

441—81.19(249A) Criteria related to the specific sanctions. Rescinded IAB 5/10/95, effective 7/1/95.

441—81.20(249A) Out-of-state facilities. Payment will be made for care in out-of-state nursing
facilities. For members enrolled with a managed care organization, authorization for admission must
be obtained from the managed care organization prior to admission. Out-of-state facilities shall abide
by the same policies as in-state facilities with the following exceptions:

81.20(1) Out-of-state providers. Except for Medicare-certified hospital-based nursing facilities and
special population nursing facilities, out-of-state providers shall be reimbursed at the same nursing
facility rate they would receive from the Medicaid program in their state of residence or an amount
equal to the sum of the Iowa non-state-operated nursing facility direct care rate component limit
pursuant to subparagraph 81.6(16)“f”(1) plus the non-direct care rate limit pursuant to subparagraph
81.6(16)“f”(1), whichever is lower.

a. Medicare-certified hospital-based nursing facilities providing skilled care in other states shall be
reimbursed at an amount equal to the sum of the Iowa Medicare-certified hospital-based nursing facility
direct care rate component limit pursuant to subparagraph 81.6(16)“f”(3) plus the non-direct care rate
component limit pursuant to subparagraph 81.6(16)“f”(3) if one of the following criteria is met:

(1) The placement is recommended because moving the resident back to Iowa would endanger the
resident’s health, because services are not readily available in Iowa, or because the out-of-state placement
is cost-effective.

(2) The placement is temporary until services are available to the resident in Iowa or until the
program of treatment is completed.

b. Special population nursing facilities shall be reimbursed at the same nursing facility rate they
would receive from Medicaid in their state of residence or, if not participating in the Medicaid program
in their state, they shall be reimbursed pursuant to subparagraph 81.6(16)“e”(2), if one of the following
criteria is met:

(1) The placement is recommended because moving the resident back to Iowa would endanger the
resident’s health, because services are not readily available in Iowa, or because the out-of-state placement
is cost-effective.

(2) The placement is temporary until services are available to the resident in Iowa or until the
program of treatment is completed.

81.20(2) Out-of-state facilities shall not submit financial and statistical reports as required in rule
441—81.6(249A).

81.20(3) Effective December 1, 2009, payment for periods when residents are absent for visitation
or hospitalization will be made to out-of-state facilities at zero percent of the rate paid to the facility by
the Iowa Medicaid program.

81.20(4) Rescinded IAB 3/20/91, effective 3/1/91.
This rule is intended to implement Iowa Code section 249A.4.

[ARC 8995B, IAB 8/11/10, effective 9/15/10; ARC 2361C, IAB 1/6/16, effective 1/1/16]

441—81.21(249A) Outpatient services. Medicaid outpatient services provided by certified skilled
nursing facilities are defined in the same way as the Medicare program.

This rule is intended to implement Iowa Code section 249A.4 and 1991 Iowa Acts, House File 479,
section 132, subsection 1, paragraph “i.”
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441—81.22(249A) Rates for Medicaid eligibles.
81.22(1) Maximum client participation. A nursing facility may not charge more client participation

for Medicaid-eligible clients as determined in rule 441—75.16(249A) than the maximum monthly
allowable payment for their facility as determined according to 441—subrule 79.1(9) or rule
441—81.6(249A). When the department makes a retroactive increase in the maximum daily rate, the
nursing facility can charge the client the increased amount for the retroactive period.

81.22(2) Beginning date of payment. When a resident becomes eligible for Medicaid payments for
facility care, the facility shall accept Medicaid rates effective when the resident’s Medicaid eligibility
begins. A nursing facility is required to refund any payment received from a resident or family member
for any period of time during which the resident is determined to be eligible for Medicaid.

Any refund owing shall bemade no later than 15 days after the nursing facility first receivesMedicaid
payment for the resident for any period of time. Facilities may deduct the resident’s client participation
for the month from a refund of the amount paid for a month of Medicaid eligibility.

The beginning and renewal date of eligibility and resident client participation amounts may be
obtained through the Iowa Medicaid portal access (IMPA) system. When the beginning Medicaid
eligibility date is a future month, the facility shall accept the Medicaid rate effective the first of that
future month.

This rule is intended to implement Iowa Code section 249A.4.
[ARC 1806C, IAB 1/7/15, effective 3/1/15]

441—81.23(249A) State-funded personal needs supplement. AMedicaid member living in a nursing
facility who has countable income for purposes of rule 441—75.16(249A) of less than $50 per month
shall receive a state-funded payment from the department for the difference between that countable
income and $50 if the legislature has appropriated funding specifically for this purpose. This payment
shall not be considered a benefit under Title XIX of the Social Security Act.

This rule is intended to implement Iowa Code Supplement section 249A.30A.

441—81.24 to 81.30 Reserved.

DIVISION II
ENFORCEMENT OF COMPLIANCE

PREAMBLE
These rules specify remedies that may by usedwhen a nursing facility is not in substantial compliance

with the requirements for participation in the Medicaid program. These rules also provide for ensuring
prompt compliance and specify that these remedies are in addition to any others available under state or
federal law.

441—81.31(249A) Definitions.
“CMS”means the Centers for Medicare and Medicaid Services of the federal Department of Health

and Human Services.
“Deficiency” means a nursing facility’s failure to meet a participation requirement.
“Department” means the Iowa department of human services.
“Immediate jeopardy”means a situation in which immediate corrective action is necessary because

the provider’s noncompliance with one or more requirements of participation has caused, or is likely to
cause, serious injury, harm, impairment, or death to a resident.

“New admission” means a resident who is admitted to the facility on or after the effective date of
a denial of payment remedy and, if previously admitted, has been discharged before that effective date.
Residents admitted before the effective date of the denial of payment, and taking temporary leave, are
not considered new admissions, nor are they subject to the denial of payment.

“Noncompliance” means any deficiency that causes a facility to not be in substantial compliance.
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“Plan of correction” means a plan developed by the facility and approved by the department of
inspections and appeals which describes the actions the facility shall take to correct deficiencies and
specifies the date by which those deficiencies shall be corrected.

“Standard survey” means a periodic, resident-centered inspection which gathers information
about the quality of service furnished in a facility to determine compliance with the requirements for
participation.

“Substandard quality of care” means one or more deficiencies related to the participation
requirements for resident behavior and facility practices, quality of life, or quality of care which
constitute either immediate jeopardy to resident health or safety; a pattern of or widespread actual harm
that is not immediate jeopardy; or a widespread potential for more than minimal harm, but less than
immediate jeopardy, with no actual harm.

“Substantial compliance” means a level of compliance with the requirements of participation such
that any identified deficiencies pose no greater risk to resident health or safety than the potential for
causing minimal harm.

“Temporary management” means the temporary appointment by the department of inspections and
appeals of a substitute facility manager or administrator with authority to hire, terminate or reassign staff,
obligate facility funds, alter facility procedures, and manage the facility to correct deficiencies identified
in the facility’s operation.

441—81.32(249A) General provisions.
81.32(1) Purpose of remedies. The purpose of remedies is to ensure prompt compliance with

program requirements.
81.32(2) Basis for imposition and duration of remedies. The department of inspections and appeals,

as the state survey agency under contract with the department, determines the remedy to be applied for
noncompliance with program requirements. When the department of inspections and appeals chooses to
apply one or more remedies specified in rule 441—81.34(249A), the remedies are applied on the basis
of noncompliance found during surveys conducted by the department of inspections and appeals.

81.32(3) Number of remedies. The department of inspections and appeals may apply one or
more remedies for each deficiency constituting noncompliance or for all deficiencies constituting
noncompliance.

81.32(4) Plan of correction requirement.
a. Except as specified in paragraph “b,” regardless of which remedy is applied, each facility that

has deficiencies with respect to program requirements shall submit a plan of correction for approval by
the department of inspections and appeals.

b. A facility is not required to submit a plan of correction when the department of inspections and
appeals determines the facility has deficiencies that are isolated and have a potential for minimal harm,
but no actual harm has occurred.

81.32(5) Disagreement regarding remedies. If the department of inspections and appeals and CMS
disagree on the decision to impose a remedy, the disagreement shall be resolved in accordance with rule
441—81.55(249A).

81.32(6) Notification requirements.
a. The department of inspections and appeals shall give the provider written notice of remedy,

including the:
(1) Nature of the noncompliance.
(2) Which remedy is imposed.
(3) Effective date of the remedy.
(4) Right to appeal the determination leading to the remedy.
b. Except for civil money penalties and state monitoring imposed when there is immediate

jeopardy, for all remedies specified in rule 441—81.34(249A) imposed when there is immediate
jeopardy, the notice shall be given at least two calendar days before the effective date of the enforcement
action.
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c. Except for civil money penalties and state monitoring, notice shall be given at least 15 calendar
days before the effective date of the enforcement action in situations where there is no immediate
jeopardy.

d. The 2- and 15-day notice periods begin when the facility receives the notice, but in no event
will the effective date of the enforcement action be later than 20 calendar days after the notice is sent.

e. For civil money penalties, the notices shall be given in accordancewith rules 441—81.48(249A)
and 441—81.51(249A).

f. For state monitoring imposed when there is immediate jeopardy, no prior notice is required.
81.32(7) Informal dispute resolution.
a. Opportunity to refute survey findings.
(1) For nonfederal surveys, the department of inspections and appeals (DIA) shall offer a facility

an informal opportunity, at the facility’s request, to dispute survey findings upon the facility’s receipt of
the official statement of deficiencies.

(2) For a federal survey, the Centers for Medicare and Medicaid Services (CMS) offers a facility
an informal opportunity, at the facility’s request, to dispute survey findings upon the facility’s receipt of
the official statement of deficiencies.

b. Delay of enforcement action.
(1) Failure of DIA or CMS, as appropriate, to complete informal dispute resolution timely cannot

delay the effective date of any enforcement action against the facility.
(2) A facility may not seek a delay of any enforcement action against it on the grounds that informal

dispute resolution has not been completed before the effective date of the enforcement action.
c. If a provider is subsequently successful, during the informal dispute resolution process,

at demonstrating that deficiencies should not have been cited, the deficiencies are removed from
the statement of deficiencies and any enforcement actions imposed solely as a result of those cited
deficiencies are rescinded.

d. Notification. DIA shall provide the facility with written notification of the informal dispute
resolution process.

441—81.33(249A) Factors to be considered in selecting remedies.
81.33(1) Initial assessment. In order to select the appropriate remedy, if any, to apply to a facility

with deficiencies, the department of inspections and appeals shall determine the seriousness of the
deficiencies.

81.33(2) Determining seriousness of deficiencies. To determine the seriousness of the deficiency,
the department of inspections and appeals shall consider at least the following factors:

a. Whether a facility’s deficiencies constitute:
(1) No actual harm with a potential for minimal harm.
(2) No actual harm with a potential for more than minimal harm, but not immediate jeopardy.
(3) Actual harm that is not immediate jeopardy.
(4) Immediate jeopardy to resident health or safety.
b. Whether the deficiencies:
(1) Are isolated.
(2) Constitute a pattern.
(3) Are widespread.
81.33(3) Other factors which may be considered in choosing a remedy within a remedy

category. Following the initial assessment, the department of inspections and appeals may consider
other factors, which may include, but are not limited to, the following:

a. The relationship of the one deficiency to other deficiencies resulting in noncompliance.
b. The facility’s prior history of noncompliance in general and specifically with reference to the

cited deficiencies.

441—81.34(249A) Available remedies. In addition to the remedy of termination of the provider
agreement, the following remedies are available:
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1. Temporary management.
2. Denial of payment for all new admissions.
3. Civil money penalties.
4. State monitoring.
5. Closure of the facility in emergency situations or transfer of residents, or both.
6. Directed plan of correction.
7. Directed in-service training.

441—81.35(249A) Selection of remedies.
81.35(1) Categories of remedies. Remedies specified in rule 441—81.34(249A) are grouped into

categories and applied to deficiencies according to the severity of noncompliance.
81.35(2) Application of remedies. After considering the factors specified in rule 441—81.33(249A),

if the department of inspections and appeals applies remedies, as provided in paragraphs
81.35(3)“a,”81.35(4)“a,” and 81.35(5)“a,” for facility noncompliance, instead of, or in addition to,
termination of the provider agreement, the department of inspections and appeals shall follow the
criteria set forth in 81.35(3)“b,”81.35(4)“b,” and 81.35(5)“b,” as applicable.

81.35(3) Category 1.
a. Category 1 remedies include the following:
(1) Directed plan of correction.
(2) State monitoring.
(3) Directed in-services training.
b. The department of inspections and appeals shall apply one or more of the remedies in Category

1 when there:
(1) Are isolated deficiencies that constitute no actual harm with a potential for more than minimal

harm but not immediate jeopardy; or
(2) Is a pattern of deficiencies that constitutes no actual harmwith a potential for more thanminimal

harm but not immediate jeopardy.
c. Except when the facility is in substantial compliance, the department of inspections and appeals

may apply one or more of the remedies in Category 1 to any deficiency.
81.35(4) Category 2.
a. Category 2 remedies include the following:
(1) Denial of payment for new admissions.
(2) Civil money penalties of $50 to $3,000 per day.
b. The department of inspections and appeals shall apply one or more of the remedies in Category

2 when there are:
(1) Widespread deficiencies that constitute no actual harm with a potential for more than minimal

harm but not immediate jeopardy; or
(2) One or more deficiencies that constitute actual harm that is not immediate jeopardy.
c. Except when the facility is in substantial compliance, the department of inspections and appeals

may apply one or more of the remedies in Category 2 to any deficiency.
81.35(5) Category 3.
a. Category 3 remedies include the following:
(1) Temporary management.
(2) Immediate termination.
(3) Civil money penalties of $3,050 to $10,000 per day.
b. When there is one or more deficiencies that constitute immediate jeopardy to resident health or

safety, one or both of the following remedies shall be applied:
(1) Temporary management.
(2) Termination of the provider agreement.
In addition the department of inspections and appeals may impose a civil money penalty of $3,050

to $10,000 per day.
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c. When there are widespread deficiencies that constitute actual harm that is not immediate
jeopardy, the department of inspections and appeals may impose temporary management, in addition to
Category 2 remedies.

81.35(6) Plan of correction.
a. Except as specified in paragraph “b,” each facility that has a deficiency with regard to a

requirement for long-term care facilities shall submit a plan of correction for approval by the department
of inspections and appeals, regardless of:

(1) Which remedies are applied.
(2) The seriousness of the deficiencies.
b. When there are only isolated deficiencies that the department of inspections and appeals

determines constitute no actual harm with a potential for minimal harm, the facility need not submit a
plan of correction.

81.35(7) Appeal of a determination of noncompliance.
a. A facilitymay request a hearing on a determination of noncompliance leading to an enforcement

remedy. The affected nursing facility, or its legal representative or other authorized official, shall file the
request for hearing in writing to the department of inspections and appeals within 60 days from receipt
of the notice of the proposed denial, termination, or nonrenewal of participation, or imposition of a civil
money penalty or other remedies.

(1) A request for a hearing shall be made in writing to the department of inspections and appeals
within 60 days from receipt of the notice.

(2) Hearings shall be conducted pursuant to department of inspections and appeals rules
481—Chapter 10 and rule 481—50.6(10A), with an administrative law judge appointed as the presiding
officer and with the department of inspections and appeals as the final decision maker, with subject
matter jurisdiction.

b. A facility may not appeal the choice of remedy, including the factors considered by the
department of inspections and appeals in selecting the remedy.

c. A facility may not challenge the level of noncompliance found by the department of inspections
and appeals, except that in the case of a civil money penalty, a facility may challenge the level of
noncompliance found by the department of inspections and appeals only if a successful challenge on
this issue would affect the range of civil money penalty amounts that the department could collect.

d. Except when a civil remedy penalty is imposed, the imposition of a remedy shall not be stayed
pending an appeal hearing.

441—81.36(249A) Action when there is immediate jeopardy.
81.36(1) Terminate agreement or appoint temporary manager. If there is immediate jeopardy to

resident health or safety, the department of inspections and appeals shall appoint a temporary manager
to remove the immediate jeopardy or the provider agreement shall be terminated within 23 calendar days
of the last date of the survey.

The rules for appointment of a temporary manager in an immediate jeopardy situation are as follows:
a. The department of inspections and appeals shall notify the facility that a temporary manager is

being appointed.
b. If the facility fails to relinquish control to the temporary manager, the provider agreement shall

be terminated within 23 calendar days of the last day of the survey if the immediate jeopardy is not
removed. In these cases, state monitoring may be imposed pending termination.

c. If the facility relinquishes control to the temporary manager, the department of inspections and
appeals shall notify the facility that, unless it removes the immediate jeopardy, its provider agreement
shall be terminated within 23 calendar days of the last day of the survey.

d. The provider agreement shall be terminated within 23 calendar days of the last day of survey if
the immediate jeopardy has not been removed.

81.36(2) Other remedies. The department of inspections and appeals may also impose other
remedies, as appropriate.
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81.36(3) Notification of CMS. In a nursing facility or dually participating facility, if the department
of inspections and appeals finds that a facility’s noncompliance poses immediate jeopardy to resident
health or safety, the department of inspections and appeals shall notify CMS of the finding.

81.36(4) Transfer of residents. The department shall provide for the safe and orderly transfer of
residents when the facility is terminated from participation.

81.36(5) Notification of physicians and state board. If the immediate jeopardy is also substandard
quality of care, the department of inspections and appeals shall notify attending physicians and the Iowa
board of nursing home administrators of the finding of substandard quality of care.

441—81.37(249A) Action when there is no immediate jeopardy.
81.37(1) Termination of agreement or limitation of participation. If a facility’s deficiencies do not

pose immediate jeopardy to residents’ health or safety, and the facility is not in substantial compliance,
the facility’s provider agreement may be terminated or the facility may be allowed to continue to
participate for no longer than six months from the last day of the survey if:

a. The department of inspections and appeals finds that it is more appropriate to impose alternative
remedies than to terminate the facility’s provider agreement;

b. The department of inspections and appeals has submitted a plan of correction approved by
CMS; and

c. The facility agrees to repay payments received after the last day of the survey that first identified
the deficiencies if corrective action is not taken in accordance with the approved plan of correction and
posts bond acceptable to the department to guarantee the repayment.

81.37(2) Termination. If a facility does not meet the criteria for continuation of payment under
subrule 81.37(1), the facility’s provider agreement shall be terminated.

81.37(3) Denial of payment. Payment shall be denied for new admissions when the facility is not in
substantial compliance three months after the last day of the survey.

81.37(4) Failure to comply. The provider agreement shall be terminated and all payments stopped to
a facility for which participation was continued under subrule 81.37(1) if the facility is not in substantial
compliance within six months of the last day of the survey.

441—81.38(249A) Action when there is repeated substandard quality of care.
81.38(1) General. If a facility has been found to have provided substandard quality of care on the

last three consecutive standard surveys, regardless of other remedies provided:
a. Payment for all new admissions shall be denied, as specified in rule 441—81.40(249A).
b. The department of inspections and appeals shall impose state monitoring, as specified in rule

441—81.42(249A) until the facility has demonstrated to the satisfaction of the department of inspections
and appeals that it is in substantial compliance with all requirements and will remain in substantial
compliance with all requirements.

81.38(2) Repeated noncompliance. For purposes of this rule, repeated noncompliance is based on
the repeated finding of substandard quality of care and not on the basis that the substance of the deficiency
or the exact deficiency was repeated.

81.38(3) Standard surveys to which this provision applies. Standard surveys completed by the
department of inspections and appeals on or after October 1, 1990, are used to determine whether the
threshold of three consecutive standard surveys is met.

81.38(4) Program participation.
a. The determination that a certified facility has repeated instances of substandard quality of care

is made without regard to any variances in the facility’s program participation (that is, any standard
survey completed for Medicare, Medicaid or both programs will be considered).

b. Termination would allow the count of repeated substandard quality of care surveys to start over.
c. Change of ownership.
(1) A facility may not avoid a remedy on the basis that it underwent a change of ownership.
(2) In a facility that has undergone a change of ownership, the department of inspections and

appeals may not restart the count of repeated substandard quality of care surveys unless the new owner
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can demonstrate to the department of inspections and appeals that the poor past performance no longer
is a factor due to the change in ownership.

81.38(5) Compliance. Facility alleges corrections or achieves compliance after repeated substandard
quality of care is identified.

a. If a penalty is imposed for repeated substandard quality of care, it will continue until the facility
has demonstrated to the satisfaction of the department of inspections and appeals that it is in substantial
compliance with the requirements and that it will remain in substantial compliance for a period of time
specified by the department of inspections and appeals.

b. A facility will not avoid the imposition of remedies or the obligation to demonstrate that it will
remain in compliance when it:

(1) Alleges correction of the deficiencies cited in the most recent standard survey; or
(2) Achieves compliance before the effective date of the remedies.

441—81.39(249A) Temporary management. The department of inspections and appeals may appoint
a temporary manager from qualified applicants.

81.39(1) Qualifications. The temporary manager must:
a. Be qualified to oversee correction of deficiencies on the basis of experience and education, as

determined by the department of inspections and appeals.
b. Not have been found guilty of misconduct by any licensing board or professional society in any

state.
c. Have, or a member of the manager’s immediate family have, no financial ownership interest in

the facility.
d. Not currently serve or, within the past two years, have served as a member of the staff of the

facility.
81.39(2) Payment of salary. The temporary manager’s salary:
a. Is paid directly by the facility while the temporary manager is assigned to that facility.
b. Shall be at least equivalent to the sum of the following:
(1) The prevailing salary paid by providers for positions of this type in the facility’s geographic

area.
(2) Additional costs that would have reasonably been incurred by the provider if the person had

been in an employment relationship.
(3) Any other transportation and lodging costs incurred by the person in furnishing services under

the arrangement up to the maximum per diem for state employees.
c. May exceed the amount specified in paragraph “b” if the department of inspections and appeals

is otherwise unable to attract a qualified temporary manager.
81.39(3) Failure to relinquish authority to temporary management.
a. If a facility fails to relinquish authority to the temporary manager, the provider agreement shall

be terminated in accordance with rule 441—81.57(249A).
b. A facility’s failure to pay the salary of the temporary manager is considered a failure to

relinquish authority to temporary management.
81.39(4) Duration of temporary management. Temporary management ends when the facility meets

any of the conditions specified in subrule 81.56(3).

441—81.40(249A) Denial of payment for all new admissions.
81.40(1) Optional denial of payment. Except as specified in subrule 81.40(2), the denial of payment

for all new admissions may be imposed when a facility is not in substantial compliance with the
requirements.

81.40(2) Required denial of payment. Payment for all new admissions shall be denied when:
a. The facility is not in substantial compliance three months after the last day of the survey

identifying the noncompliance; or
b. The department of inspections and appeals has cited a facility with substandard quality of care

on the last three consecutive standard surveys.
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81.40(3) Resumption of payments. Repeated instances of substandard quality of care. When a
facility has repeated instances of substandard quality of care, payments to the facility resume on the
date that:

a. The facility achieves substantial compliance as indicated by a revisit or written credible
evidence acceptable to the department of inspections and appeals.

b. The department of inspections and appeals determines that the facility is capable of remaining
in substantial compliance.

81.40(4) Resumption of payments. No repeated instances of substandard quality of care. When a
facility does not have repeated instances of substandard quality of care, payments to the facility resume
prospectively on the date that the facility achieves substantial compliance, as indicated by a revisit or
written credible evidence acceptable to the department of inspections and appeals.

81.40(5) Restriction. No payments to a facility are made for the period between the date that the
denial of payment remedy is imposed and the date the facility achieves substantial compliance, as
determined by the department of inspections and appeals.

441—81.41(249A) Secretarial authority to deny all payments.
81.41(1) CMS option to deny all payment. If a facility has not met a requirement, in addition to the

authority to deny payment for all new admissions as specified in rule 441—81.40(249A), CMSmay deny
any further payment to the state for all Medicaid residents in the facility. When CMS denies payment to
the state, the department shall deny payment to the facility.

81.41(2) Resumption of payment. When CMS resumes payment to the state, the department shall
also resume payment to the facility. The department shall make payments to the facility for the same
periods for which payment is made to the state.

441—81.42(249A) State monitoring.
81.42(1) State monitor. A state monitor:
a. Oversees the correction of deficiencies specified by the department of inspections and appeals

at the facility site and protects the facility’s residents from harm.
b. Is an employee or a contractor of the department of inspections and appeals.
c. Is identified by the department of inspections and appeals as an appropriate professional to

monitor cited deficiencies.
d. Is not an employee of the facility.
e. Does not function as a consultant to the facility.
f. Does not have an immediate family member who is a resident of the facility to be monitored.
81.42(2) Use of state monitor. A state monitor shall be used when the department of inspections and

appeals has cited a facility with substandard quality of care deficiencies on the last three consecutive
standard surveys.

81.42(3) Discontinuance of state monitor. State monitoring is discontinued when:
a. The facility has demonstrated that it is in substantial compliance with the requirement, and it

will remain in compliance for a period of time specified by the department of inspections and appeals.
b. Termination procedures are completed.

441—81.43(249A) Directed plan of correction. The department of inspections and appeals or the
temporary manager (with department of inspections and appeals’ approval) may develop a plan of
correction and require a facility to take action within specified time frames.

441—81.44(249A) Directed in-service training.
81.44(1) Required training. The department of inspections and appeals may require the staff of a

facility to attend an in-service training program if:
a. The facility has a pattern of deficiencies that indicate noncompliance; and
b. Education is likely to correct the deficiencies.
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81.44(2) Action following training. After the staff has received in-service training, if the facility has
not achieved substantial compliance, the department of inspections and appeals may impose one or more
other remedies.

81.44(3) Payment. The facility is responsible for the payment for the directed in-service training.

441—81.45(249A) Closure of a facility or transfer of residents, or both.
81.45(1) Closure during an emergency. In an emergency, the department and the department of

inspections and appeals have the authority to:
a. Transfer Medicaid and Medicare residents to another facility; or
b. Close the facility and transfer the Medicaid and Medicare residents to another facility.
81.45(2) Required transfer in immediate jeopardy situations. When a facility’s provider agreement

is terminated for a deficiency that constitutes immediate jeopardy, the department arranges for the safe
and orderly transfer of all Medicaid and Medicare residents to another facility.

81.45(3) All other situations. Except for immediate jeopardy situations, as specified in subrule
81.45(2), when a facility’s provider agreement is terminated, the department arranges for the safe and
orderly transfer of all Medicare and Medicaid residents to another facility.

441—81.46(249A) Civil money penalties—basis for imposing penalty. The department of inspections
and appeals may impose a civil money penalty for the number of days a facility is not in substantial
compliance with one or more participation requirements, regardless of whether or not the deficiencies
constitute immediate jeopardy.

The department of inspections and appeals may impose a civil money penalty for the number of
days of past noncompliance since the last standard survey, including the number of days of immediate
jeopardy.

441—81.47(249A) Civil money penalties—when penalty is collected.
81.47(1) When facility requests a hearing.
a. A facility shall request a hearing on the determination of the noncompliance that is the basis

for imposition of the civil money penalty within the time limit specified in subrule 81.35(7).
b. If a facility requests a hearing within the time specified in subrule 81.35(7), the department of

inspections and appeals initiates collection of the penalty when there is a final administrative decision
that upholds the department of inspections and appeals’ determination of noncompliance after the facility
achieves substantial compliance or is terminated.

81.47(2) When facility does not request a hearing. If a facility does not request a hearing, in
accordance with subrule 81.47(1), the department of inspections and appeals initiates collection of the
penalty when the facility:

a. Achieves substantial compliance; or
b. Is terminated.
81.47(3) When facility waives a hearing. If a facility waives its right to a hearing in writing, as

specified in rule 441—81.49(249A), the department of inspections and appeals initiates collection of the
penalty when the facility:

a. Achieves substantial compliance; or
b. Is terminated.
81.47(4) Accrual and computation of penalties. Accrual and computation of penalties for a facility

that:
a. Requests a hearing or does not request a hearing as specified in rule 441—81.50(249A);
b. Waives its right to a hearing in writing, as specified in subrule 81.49(2) and rule

441—81.50(249A).
81.47(5) Collection. The collection of civil money penalties is made as provided in rule

441—81.52(249A).
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441—81.48(249A) Civil money penalties—notice of penalty. The department of inspections and
appeals shall notify the facility of intent to impose a civil money penalty in writing. The notice shall
include, at a minimum, the following information:

1. The nature of the noncompliance.
2. The statutory basis for the penalty.
3. The amount of penalty per day of noncompliance.
4. Any factors specified in subrule 81.50(6) that were considered when determining the amount

of the penalty.
5. The date on which the penalty begins to accrue.
6. When the penalty stops accruing.
7. When the penalty is collected.
8. Instructions for responding to the notice, including a statement of the facility’s right to a hearing,

and the implication of waiving a hearing, as provided in rule 441—81.49(249A).

441—81.49(249A) Civil money penalties—waiver of hearing, reduction of penalty amount.
81.49(1) Waiver of a hearing. The facility may waive the right to a hearing, in writing, within 60

days from the date of the notice of intent to impose the civil money penalty.
81.49(2) Reduction of penalty amount.
a. If the facility waives its right to a hearing, the department of inspections and appeals reduces

the civil money penalty amount by 35 percent.
b. If the facility does not waive its right to a hearing, the civil money penalty is not reduced by 35

percent.

441—81.50(249A) Civil money penalties—amount of penalty.
81.50(1) Amount of penalty. The penalties are within the following ranges, set at $50 increments:
a. Upper range—$3,050 to $10,000. Penalties in the range of $3,050 to $10,000 per day are

imposed for deficiencies constituting immediate jeopardy, as specified in 81.50(4)“b.”
b. Lower range—$50 to $3,000. Penalties in the range of $50 to $3,000 per day are imposed for

deficiencies that do not constitute immediate jeopardy, but either caused actual harm, or caused no actual
harm, but have the potential for more than minimal harm.

81.50(2) Basis for penalty amount. The amount of penalty is based on the department of inspections
and appeals’ assessment of factors listed in subrule 81.50(6).

81.50(3) Decreased penalty amounts. Except as specified in 81.50(4)“b,” if immediate jeopardy is
removed, but the noncompliance continues, the department of inspections and appeals shall shift the
penalty amount to the lower range.

81.50(4) Increased penalty amounts.
a. Before the hearing, the department of inspections and appeals may propose to increase the

penalty amount for facility noncompliance which, after imposition of a lower level penalty amount,
becomes sufficiently serious to pose immediate jeopardy.

b. The department of inspections and appeals shall increase the penalty amount for any repeated
deficiencies for which a lower level penalty amount was previously imposed, regardless of whether
the increased penalty amount would exceed the range otherwise reserved for nonimmediate jeopardy
deficiencies.

c. Repeated deficiencies are deficiencies in the same regulatory grouping of requirements found
at the last survey, subsequently corrected, and found again at the next survey.

81.50(5) Review of the penalty. When an administrative law judge (or director of the department of
inspections and appeals) finds that the basis for imposing a civil money penalty exists, the administrative
law judge (or director) may not:

a. Set a penalty of zero or reduce a penalty to zero.
b. Review the exercise of discretion by the department of inspections and appeals to impose a civil

money penalty.
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c. Consider any factors in reviewing the amount of the penalty other than those specified in subrule
81.50(6).

81.50(6) Factors affecting the amount of penalty. In determining the amount of penalty, the
department of inspections and appeals shall take into account the following factors:

a. The facility’s history of noncompliance, including repeated deficiencies.
b. The facility’s financial condition.
c. The factors specified in rule 441—81.33(249A).
d. The facility’s degree of culpability. Culpability includes, but is not limited to, neglect,

indifference, or disregard for resident care, comfort or safety. The absence of culpability is not a
mitigating circumstance in reducing the amount of the penalty.

81.50(7) Authority to settle penalties. The department of inspections and appeals has the authority
to settle cases at any time before the evidentiary hearing.
[ARC 9402B, IAB 3/9/11, effective 4/1/11]

441—81.51(249A) Civil money penalties—effective date and duration of penalty.
81.51(1) When penalty begins to accrue. The civil money penalty may start accruing as early as the

date the facility was first out of compliance, as determined by the department of inspections and appeals.
81.51(2) Duration of penalty. The civil money penalty is computed and collectible, as specified in

rules 441—81.47(249A) and 441—81.52(249A), for the number of days of noncompliance until the date
the facility achieves substantial compliance or, if applicable, the date of termination when:

a. The department of inspections and appeals’ decision of noncompliance is upheld after a final
administrative decision;

b. The facility waives its right to a hearing in accordance with rule 441—81.49(249A); or
c. The time for requesting a hearing has expired and the department of inspections and appeals

has not received a hearing request from the facility.
81.51(3) Penalty due. The entire accrued penalty is due and collectible, as specified in the notice

sent to the provider under subrules 81.51(4) and 81.54(5).
81.51(4) Notice after facility achieves compliance. When a facility achieves substantial compliance,

the department of inspections and appeals shall send a separate notice to the facility containing:
a. The amount of penalty per day;
b. The number of days involved;
c. The total amount due;
d. The due date of the penalty; and
e. The rate of interest assessed on the unpaid balance beginning on the due date, as provided in

rule 441—81.52(249A).
81.51(5) Notice to terminated facility. In the case of a terminated facility, the department of

inspections and appeals shall send this penalty information after the:
a. Final administrative decision is made;
b. Facility has waived its right to a hearing in accordance with rule 441—81.49(249A); or
c. Time for requesting a hearing has expired and the department of inspections and appeals has

not received a hearing request from the facility.
81.51(6) Accrual of penalties when there is no immediate jeopardy.
a. In the case of noncompliance that does not pose immediate jeopardy, the daily accrual of

civil money penalties is imposed for the days of noncompliance prior to the notice specified in rule
441—81.48(249A) and an additional period of no longer than six months following the last day of the
survey.

b. After the period specified in paragraph “a,” if the facility has not achieved substantial
compliance, the provider agreement may be terminated.

81.51(7) Accrual of penalties when there is immediate jeopardy.
a. When a facility has deficiencies that pose immediate jeopardy, the provider agreement shall be

terminated within 23 calendar days after the last day of the survey if the immediate jeopardy remains.
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b. The accrual of the civil money penalty stops on the day the provider agreement is terminated.
81.51(8) Documenting substantial compliance.
a. If an on-site revisit is necessary to confirm substantial compliance and the provider can supply

documentation acceptable to the department of inspections and appeals that substantial compliance was
achieved on a date preceding the revisit, penalties only accrue until that date of correction for which
there is written credible evidence.

b. If an on-site revisit is not necessary to confirm substantial compliance, penalties only accrue
until the date of correction for which the department of inspections and appeals receives and accepts
written credible evidence.

441—81.52(249A) Civil money penalties—due date for payment of penalty.
81.52(1) When payments are due.
a. A civil money penalty payment is due 15 days after a final administrative decision is made

when:
(1) The facility achieves substantial compliance before the final administrative decision; or
(2) The effective date of termination occurs before the final administrative decision.
b. A civil money penalty is due 15 days after the time period for requesting a hearing has expired

and a hearing request was not received when:
(1) The facility achieves substantial compliance before the hearing request was due; or
(2) The effective date of termination occurs before the hearing request was due.
c. A civil money penalty payment is due 15 days after receipt of the written request to waive a

hearing when:
(1) The facility achieved substantial compliance before the department of inspections and appeals

received the written waiver of hearing; or
(2) The effective date of termination occurs before the department of inspections and appeals

received the written waiver of hearing.
d. A civil money penalty payment is due 15 days after substantial compliance is achieved when:
(1) The final administrative decision is made before the facility came into compliance;
(2) The facility did not file a timely hearing request before it came into substantial compliance; or
(3) The facility waived its right to a hearing before it came into substantial compliance.
e. A civil money penalty payment is due 15 days after the effective date of termination, if before

the effective date of termination:
(1) The final administrative decision was made;
(2) The time for requesting a hearing has expired and the facility did not request a hearing; or
(3) The facility waived its right to a hearing.
f. In the cases specified in paragraph “d,” the period of noncompliance may not extend beyond

six months from the last day of the survey.
81.52(2) Deduction of penalty from amount owed. The amount of the penalty, when determined,

may be deducted from any sum then or later owing by the department to the facility.
81.52(3) Interest. Interest of 10 percent per year is assessed on the unpaid balance of the penalty,

beginning on the due date.
81.52(4) Penalties collected by the department. Rescinded IAB 3/9/11, effective 4/1/11.

[ARC 9402B, IAB 3/9/11, effective 4/1/11]

441—81.53(249A) Use of penalties collected by the department. Civil money penalties collected by
the department shall be applied to the protection of the health or property of residents of facilities that
the department of inspections and appeals finds deficient. Funds may be used for:

1. Time-limited expenses incurred in the process of relocating residents to home- and
community-based settings or other facilities when a facility is closed or downsized pursuant to an
agreement with the department;

2. Recovery of state costs related to the operation of a facility pending correction of deficiencies
or closure;

https://www.legis.iowa.gov/docs/aco/bulletin/03-09-2011.pdf
https://www.legis.iowa.gov/docs/aco/arc/9402B.pdf
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3. Support and protection of residents of a facility that closes;
4. Funding of projects to improve the quality of life and quality of care of nursing facility residents

through quality improvement initiative grants awarded pursuant to 441—Chapter 166;
5. Projects that support resident and family councils and other consumer involvement in ensuring

quality care in facilities; and
6. Reasonable expenses incurred by the department to administer, monitor, or evaluate the

effectiveness of grants utilizing civil money penalty funds.
[ARC 9402B, IAB 3/9/11, effective 4/1/11; ARC 3717C, IAB 3/28/18, effective 7/1/18]

441—81.54(249A) Continuation of payments to a facility with deficiencies.
81.54(1) Criteria.
a. The department may continue payments to a facility that is not in substantial compliance for

the periods specified in subrule 81.54(3) if the following criteria are met:
(1) The department of inspections and appeals finds that it is more appropriate to impose alternative

remedies than to terminate the facility;
(2) The department of inspections and appeals has submitted a plan and timetable for corrective

action approved by CMS; and
(3) The facility agrees to repay the department for all payments received under this provision if

corrective action is not taken in accordance with the approved plan and timetable for corrective action
and posts a bond acceptable to the department to guarantee agreement to repay.

b. The facility provider agreement may be terminated before the end of the correction period if
the criteria in 81.54(1)“a” are not met.

81.54(2) Cessation of payments. If termination is not sought, either by itself or along with another
remedy or remedies, or any of the criteria in 81.54(1)“a” are not met or agreed to by either the facility
or the department, the facility shall receive no payments, as applicable, from the last day of the survey.

81.54(3) Period of continued payments. If the conditions in 81.54(1)“a” are met, the department
may continue payments to a facility with noncompliance that does not constitute immediate jeopardy for
up to six months from the last day of the survey.

81.54(4) Failure to achieve substantial compliance. If the facility does not achieve substantial
compliance by the end of the period specified in subrule 81.54(3), the provider agreement for the
facility may be terminated.

441—81.55(249A) State and federal disagreements involving findings not in agreement when there
is no immediate jeopardy. This rule applies when CMS and the department of inspections and appeals
disagree over findings of noncompliance or application of remedies.

81.55(1) Disagreement over whether facility has met requirements.
a. The department of inspections and appeals’ finding of noncompliance takes precedence when:
(1) CMS finds the facility is in substantial compliance with the participation requirements; and
(2) The department of inspections and appeals finds the facility has not achieved substantial

compliance.
b. CMS’s findings of noncompliance take precedence when:
(1) CMS finds that a facility has not achieved substantial compliance; and
(2) The department of inspections and appeals finds the facility is in substantial compliance with

the participation requirements.
c. When CMS’s survey findings take precedence, CMS may:
(1) Impose any of the alternative remedies specified in rule 441—81.34(249A);
(2) Terminate the provider agreement subject to the applicable conditions of rule

441—81.54(249A); and
(3) Stop federal financial participation to the department for a nursing facility.
81.55(2) Disagreement over decision to terminate.
a. CMS’s decision to terminate the participation of a facility takes precedence when:

https://www.legis.iowa.gov/docs/aco/arc/9402B.pdf
https://www.legis.iowa.gov/docs/aco/arc/3717C.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.54.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.54.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.54.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.54.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.54.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.34.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.54.pdf
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(1) Both CMS and the department of inspections and appeals find that the facility has not achieved
substantial compliance; and

(2) CMS, but not the department of inspections and appeals, finds that the facility’s participation
should be terminated. CMS will permit continuation of payment during the period prior to the effective
date of termination, not to exceed six months, if the applicable conditions of rule 441—81.54(249A) are
met.

b. The department of inspections and appeals’ decision to terminate a facility’s participation and
the procedures for appealing the termination take precedence when:

(1) The department of inspections and appeals, but not CMS, finds that a facility’s participation
should be terminated; and

(2) The department of inspections and appeals’ effective date for the termination of the nursing
facility’s provider agreement is no later than six months after the last day of survey.

81.55(3) Disagreement over timing of termination of facility. The department of inspections and
appeals’ timing of termination takes precedence if it does not occur later than six months after the last
day of the survey when both CMS and the department of inspections and appeals find that:

a. A facility is not in substantial compliance; and
b. The facility’s participation should be terminated.
81.55(4) Disagreement over remedies.
a. When CMS or the department of inspections and appeals, but not both, establishes one or more

remedies, in addition to or as an alternative to termination, the additional or alternative remedies will
also apply when:

(1) Both CMS and the department of inspections and appeals find that a facility has not achieved
substantial compliance; and

(2) BothCMS and the department of inspections and appeals find that no immediate jeopardy exists.
b. When CMS and the department of inspections and appeals establish one or more remedies, in

addition to or as an alternative to termination, only the CMS remedies apply when both CMS and the
department of inspections and appeals find that a facility has not achieved substantial compliance.

81.55(5) One decision. Regardless of whether CMS’s or the department of inspections and appeals’
decision controls, only one noncompliance and enforcement decision is applied to the Medicaid
agreement, and for a dually participating facility, that same decision will apply to the Medicare
agreement.

441—81.56(249A) Duration of remedies.
81.56(1) Remedies continue. Except as specified in subrule 81.56(2), alternative remedies continue

until:
a. The facility has achieved substantial compliance as determined by the department of inspections

and appeals based upon a revisit or after an examination of credible written evidence that it can verify
without an on-site visit; or

b. The provider agreement is terminated.
81.56(2) State monitoring. In the cases of state monitoring and denial of payment imposed for

repeated substandard quality of care, remedies continue until:
a. The department of inspections and appeals determines that the facility has achieved substantial

compliance and is capable of remaining in substantial compliance; or
b. The provider agreement is terminated.
81.56(3) Temporary management. In the case of temporary management, the remedy continues

until:
a. The department of inspections and appeals determines that the facility has achieved substantial

compliance and is capable of remaining in substantial compliance;
b. The provider agreement is terminated; or
c. The facility which has not achieved substantial compliance reassumes management control. In

this case, the department of inspections and appeals initiates termination of the provider agreement and
may impose additional remedies.

https://www.legis.iowa.gov/docs/iac/rule/441.81.54.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.81.56.pdf
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81.56(4) Facility in compliance. If the facility can supply documentation acceptable to the
department of inspections and appeals that it was in substantial compliance, and was capable of
remaining in substantial compliance, if necessary, on a date preceding that of the revisit, the remedies
terminate on the date that the department of inspections and appeals can verify as the date that
substantial compliance was achieved.

441—81.57(249A) Termination of provider agreement.
81.57(1) Effect of termination. Termination of the provider agreement ends payment to the facility

and any alternative remedy.
81.57(2) Basis of termination.
a. A facility’s provider agreement may be terminated if a facility:
(1) Is not in substantial compliance with the requirements of participation, regardless of whether

or not immediate jeopardy is present; or
(2) Fails to submit an acceptable plan of correction within the time frame specified by the

department of inspections and appeals.
b. A facility’s provider agreement shall be terminated if a facility:
(1) Fails to relinquish control to the temporary manager, if that remedy is imposed by the

department of inspections and appeals; or
(2) Does not meet the eligibility criteria for continuation of payment as set forth in 81.37(1)“a.”
81.57(3) Notice of termination. Before a provider agreement is terminated, the department of

inspections and appeals shall notify the facility and the public:
a. At least two calendar days before the effective date of termination for a facility with immediate

jeopardy deficiencies; and
b. At least 15 calendar days before the effective date of termination for a facility with

nonimmediate jeopardy deficiencies that constitute noncompliance.
These rules are intended to implement Iowa Code section 249A.4.

[Filed June 21, 1973; amended June 3, 1975]
[Filed 6/25/76, Notice 5/17/76—published 7/12/76, effective 8/16/76]
[Filed 2/25/77, Notice 1/12/77—published 3/23/77, effective 5/1/77]
[Filed 6/10/77, Notice 5/4/77—published 6/29/77, effective 8/3/77]

[Filed 10/24/77, Notice 9/7/77—published 11/16/77, effective 12/21/77]
[Filed 11/7/78, Notice 4/19/78—published 11/29/78, effective 1/3/79]
[Filed 6/5/79, Notice 4/4/79—published 6/27/79, effective 8/1/79]
[Filed 8/2/79, Notice 2/21/79—published 8/22/79, effective 9/26/79]

[Filed 9/27/79, Notice 7/25/79—published 10/17/79, effective 11/21/79]
[Filed 10/24/79, Notice 5/30/79—published 11/14/79, effective 12/19/79]
[Filed 10/24/79, Notice 9/5/79—published 11/14/79, effective 12/19/79]
[Filed 2/14/80, Notice 8/22/79—published 3/5/80, effective 4/9/80]
[Filed 4/4/80, Notice 1/23/80—published 4/30/80, effective 6/4/80]
[Filed 6/4/80, Notice 4/2/80—published 6/25/80, effective 7/30/80]
[Filed 7/3/80, Notice 4/16/80—published 7/23/80, effective 8/27/80]
[Filed 12/19/80, Notice 10/29/80—published 1/7/81, effective 2/11/81]
[Filed 2/12/81, Notice 1/7/81—published 3/4/81, effective 4/8/81]
[Filed 6/30/81, Notice 4/29/81—published 7/22/81, effective 9/1/81]
[Filed 7/23/81, Notice 5/27/81—published 8/19/81, effective 9/23/81]
[Filed 11/20/81, Notice 10/14/81—published 12/9/81, effective 2/1/82]

[Filed emergency 3/26/82—published 4/14/82, effective 4/1/82]
[Filed 4/29/82, Notice 12/9/81—published 5/26/82, effective 7/1/82]
[Filed 7/1/82, Notice 4/28/82—published 7/21/82, effective 9/1/82]

[Filed 8/20/82, Notice 6/23/82—published 9/15/82, effective 10/20/82]
[Filed 9/23/82, Notice 8/4/82—published 10/13/82, effective 12/1/82]

[Filed emergency 1/14/83—published 2/2/83, effective 1/14/83]

https://www.legis.iowa.gov/docs/iac/rule/441.81.37.pdf
https://www.legis.iowa.gov/docs/ico/section/249A.4.pdf
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[Filed 3/25/83, Notice 1/19/83—published 4/13/83, effective 6/1/83]
[Filed 5/20/83, Notice 4/13/83—published 6/8/83, effective 8/1/83]
[Filed emergency 6/17/83—published 7/6/83, effective 7/1/83]

[Filed 9/19/83, Notice 4/27/83—published 10/12/83, effective 12/1/83]
[Filed emergency 10/7/83—published 10/26/83, effective 11/1/83]

[Filed without Notice 10/7/83—published 10/26/83, effective 12/1/83]
[Filed 11/18/83, Notice 10/12/83—published 12/7/83, effective 2/1/84]
[Filed 12/16/83, Notice 11/9/83—published 1/4/84, effective 3/1/84]

[Filed emergency 6/15/84—published 7/4/84, effective 7/1/84]
[Filed emergency 8/31/84—published 9/26/84, effective 10/1/84]

[Filed 11/1/84, Notice 9/12/84—published 11/21/84, effective 1/1/85]
[Filed emergency 6/14/85—published 7/3/85, effective 7/1/85]

[Filed 6/14/85, Notice 5/8/85—published 7/3/85, effective 9/1/85]
[Filed 8/23/85, Notice 7/3/85—published 9/11/85, effective 11/1/85]
[Filed emergency 10/1/85—published 10/23/85, effective 11/1/85]

[Filed without Notice 10/1/85—published 10/23/85, effective 12/1/85]
[Filed 10/18/85, Notice 8/28/85—published 11/6/85, effective 1/1/86]
[Filed 12/2/85, Notice 10/23/85—published 12/18/85, effective 2/1/86]

[Filed emergency 6/26/86—published 7/16/86, effective 7/1/86]
[Filed 9/26/86, Notice 8/13/86—published 10/22/86, effective 12/1/86]
[Filed 12/22/86, Notice 10/22/86—published 1/14/87, effective 3/1/87]

[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]
[Filed emergency 6/19/87—published 7/15/87, effective 7/1/87]

[Filed 10/23/87, Notice 7/15/87—published 11/18/87, effective 1/1/88]
[Filed 4/22/88, Notice 3/9/88—published 5/18/88, effective 7/1/88]
[Filed emergency 6/9/88—published 6/29/88, effective 7/1/88]

[Filed 6/9/88, Notice 4/20/88—published 6/29/88, effective 9/1/88]
[Filed 10/27/88, Notice 8/24/88—published 11/16/88, effective 1/1/89]

[Filed emergency 11/16/88 after Notice 10/5/88—published 12/14/88, effective 1/1/89]
[Filed emergency 6/8/89 after Notice 2/22/89—published 6/28/89, effective 7/1/89]

[Filed emergency 6/9/89—published 6/28/89, effective 7/1/89]
[Filed 7/14/89, Notices 4/19/89, 5/31/89—published 8/9/89, effective 10/1/89]

[Filed 8/17/89, Notice 6/28/89—published 9/6/89, effective 11/1/89]
[Filed emergency 2/14/90—published 3/7/90, effective 2/14/90]

[Filed 3/16/90, Notice 11/15/90—published 4/4/90, effective 6/1/90]
[Filed emergency 6/19/90—published 7/11/90, effective 7/1/90]

[Filed 7/13/90, Notices 3/7/90, 5/30/90—published 8/8/90, effective 10/1/90]1

[Filed 8/16/90, Notice 6/27/90—published 9/5/90, effective 11/1/90]
[Filed 9/28/90, Notices 7/11/90, 8/8/90—published 10/17/90, effective 12/1/90]2

[Filed emergency 11/14/90—published 12/12/90, effective 12/1/90]
[Filed emergency 2/22/91—published 3/20/91, effective 3/1/91]
[Filed emergency 6/14/91—published 7/10/91, effective 7/1/91]

[Filed 6/14/91, Notices 3/20/91, 5/1/91—published 7/10/91, effective 9/1/91]
[Filed 7/10/91, Notice 5/29/91—published 8/7/91, effective 10/1/91]

[Filed 9/18/91, Notices 7/10/91, 7/24/91—published 10/16/91, effective 12/1/91]
[Filed 10/10/91, Notice 8/21/91—published 10/30/91, effective 1/1/92]
[Filed 2/13/92, Notice 1/8/92—published 3/4/92, effective 4/8/92]

[Filed without Notice 5/14/92—published 6/10/92, effective 7/15/92]3

[Filed emergency 6/12/92—published 7/8/92, effective 7/1/92]
[Filed 8/14/92, Notice 7/8/92—published 9/2/92, effective 11/1/92]
[Filed 11/10/92, Notice 9/30/92—published 12/9/92, effective 2/1/93]
[Filed 1/14/93, Notice 12/9/92—published 2/3/93, effective 4/1/93]
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[Filed 3/11/93, Notice 1/20/93—published 3/31/93, effective 6/1/93]4

[Filed emergency 6/11/93—published 7/7/93, effective 7/1/93]
[Filed 8/12/93, Notice 7/7/93—published 9/1/93, effective 11/1/93]
[Filed emergency 6/16/94—published 7/6/94, effective 7/1/94]

[Filed 9/15/94, Notice 7/6/94—published 10/12/94, effective 12/1/94]
[Filed emergency 4/12/95—published 5/10/95, effective 4/12/95]
[Filed 4/13/95, Notice 3/1/95—published 5/10/95, effective 7/1/95]

[Filed emergency 6/7/95—published 7/5/95, effective 7/1/95]
[Filed 8/10/95, Notice 7/5/95—published 8/30/95, effective 11/1/95]
[Filed 11/16/95, Notice 9/27/95—published 12/6/95, effective 2/1/96]

[Filed emergency 6/13/96—published 7/3/96, effective 7/1/96]
[Filed 8/15/96, Notice 7/3/96—published 9/11/96, effective 11/1/96]
[Filed 4/11/97, Notice 2/12/97—published 5/7/97, effective 7/1/97]
[Filed emergency 6/12/97—published 7/2/97, effective 7/1/97]

[Filed 9/16/97, Notice 7/2/97—published 10/8/97, effective 12/1/97]
[Filed emergency 5/13/98—published 6/3/98, effective 6/22/98]
[Filed emergency 6/10/98—published 7/1/98, effective 7/1/98]

[Filed 7/15/98, Notice 6/3/98—published 8/12/98, effective 10/1/98]
[Filed emergency 8/12/98—published 9/9/98, effective 8/12/98]

[Filed 8/12/98, Notice 7/1/98—published 9/9/98, effective 11/1/98]
[Filed 9/15/98, Notice 7/29/98—published 10/7/98, effective 12/1/98]
[Filed 10/14/98, Notice 9/9/98—published 11/4/98, effective 1/1/99]
[Filed 11/10/98, Notice 8/26/98—published 12/2/98, effective 2/1/99]

[Filed emergency 6/10/99—published 6/30/99, effective 7/1/99]
[Filed 8/12/99, Notices 5/5/99, 6/30/99—published 9/8/99, effective 11/1/99]

[Filed 11/10/99, Notice 9/22/99—published 12/1/99, effective 2/1/00]
[Filed 4/12/00, Notice 3/8/00—published 5/3/00, effective 7/1/00]
[Filed emergency 6/8/00—published 6/28/00, effective 7/1/00]

[Filed 8/9/00, Notice 6/14/00—published 9/6/00, effective 11/1/00]
[Filed emergency 6/13/01—published 7/11/01, effective 7/1/01]

[Filed 7/11/01, Notice 5/16/01—published 8/8/01, effective 10/1/01]
[Filed 12/12/01, Notice 10/17/01—published 1/9/02, effective 3/1/02]
[Filed 1/9/02, Notice 10/31/01—published 2/6/02, effective 3/13/02]
[Filed 1/9/02, Notice 11/28/01—published 2/6/02, effective 4/1/02]
[Filed emergency 1/16/02—published 2/6/02, effective 2/1/02]5

[Filed emergency 4/12/02—published 5/1/02, effective 4/12/02]
[Filed 2/13/03, Notice 12/25/02—published 3/5/03, effective 5/1/03]
[Filed 5/16/03, Notice 4/2/03—published 6/11/03, effective 7/16/03]

[Filed emergency 6/12/03—published 7/9/03, effective 7/1/03]
[Filed 9/22/03, Notice 7/9/03—published 10/15/03, effective 12/1/03]
[Filed emergency 11/19/03—published 12/10/03, effective 12/1/03]
[Filed emergency 6/14/04—published 7/7/04, effective 7/1/04]

[Filed 9/23/04, Notice 7/7/04—published 10/13/04, effective 11/17/04]
[Filed without Notice 5/4/05—published 5/25/05, effective 7/1/05]
[Filed emergency 6/17/05—published 7/6/05, effective 7/1/05]

[Filed 10/21/05, Notice 7/6/05—published 11/9/05, effective 12/14/05]
[Filed 10/21/05, Notice 8/31/05—published 11/9/05, effective 1/1/06]

[Filed emergency 5/12/06—published 6/7/06, effective 6/1/06]
[Filed emergency 6/16/06—published 7/5/06, effective 7/1/06]

[Filed 7/14/06, Notice 6/7/06—published 8/2/06, effective 9/6/06]
[Filed 11/8/06, Notice 7/5/06—published 12/6/06, effective 1/10/07]
[Filed 2/15/07, Notice 12/20/06—published 3/14/07, effective 5/1/07]



Ch 81, p.88 Human Services[441] IAC 3/28/18

[Filed 8/9/07, Notice 6/20/07—published 8/29/07, effective 11/1/07]
[Filed emergency 11/14/07 after Notice 9/26/07—published 12/5/07, effective 11/15/07]

[Filed 4/10/08, Notice 1/30/08—published 5/7/08, effective 7/1/08]
[Filed without Notice 7/9/08—published 7/30/08, effective 9/3/08]

[Filed 10/14/08, Notice 7/30/08—published 11/5/08, effective 12/10/08]
[Filed ARC 8258B (Notice ARC 8086B, IAB 8/26/09), IAB 11/4/09, effective 1/1/10]

[Filed Emergency ARC 8344B, IAB 12/2/09, effective 12/1/09]
[Filed Emergency After Notice ARC 8445B (Notice ARC 8246B, IAB 10/21/09), IAB 1/13/10,

effective 12/11/09]
[Filed Emergency After Notice ARC 8643B (Notice ARC 8345B, IAB 12/2/09), IAB 4/7/10, effective

3/11/10]
[Filed ARC 8994B (Notice ARC 8756B, IAB 5/19/10), IAB 8/11/10, effective 10/1/10]

[Filed Without Notice ARC 8995B, IAB 8/11/10, effective 9/15/10]
[Filed Emergency ARC 9046B, IAB 9/8/10, effective 8/12/10]

[Filed Emergency After Notice ARC 9402B (Notice ARC 9157B, IAB 10/20/10), IAB 3/9/11,
effective 4/1/11]

[Filed Emergency ARC 9726B, IAB 9/7/11, effective 9/1/11]
[Filed ARC 9888B (Notice ARC 9727B, IAB 9/7/11), IAB 11/30/11, effective 1/4/12]
[Filed ARC 0714C (Notice ARC 0590C, IAB 2/6/13), IAB 5/1/13, effective 7/1/13]
[Filed ARC 0994C (Notice ARC 0789C, IAB 6/12/13), IAB 9/4/13, effective 11/1/13]
[Filed ARC 1151C (Notice ARC 0920C, IAB 8/7/13), IAB 10/30/13, effective 1/1/14]
[Filed ARC 1806C (Notice ARC 1683C, IAB 10/15/14), IAB 1/7/15, effective 3/1/15]

[Filed Emergency After Notice ARC 2361C (Notice ARC 2242C, IAB 11/11/15), IAB 1/6/16, effective
1/1/16]

[Filed ARC 3718C (Notice ARC 3594C, IAB 1/31/18), IAB 3/28/18, effective 5/2/18]
[Filed ARC 3717C (Notice ARC 3573C, IAB 1/17/18), IAB 3/28/18, effective 7/1/18]

1 Effective date of 81.16(4) delayed 30 days by the Administrative Rules Review Committee at its September 12, 1990, meeting; at
the October 9, 1990, meeting the delay was extended to 70 days. Amendment effective 12/1/90 superseded the 70-day delay.

2 Effective date of 81.10(5) delayed until adjournment of the 1991 session of the General Assembly by the Administrative Rules
Review Committee at its November 13, 1990, meeting.

3 Effective date of 81.13(7)“c”(1) delayed 70 days by the Administrative Rules Review Committee at its meeting held July 14,
1992; delay lifted by the Committee at its meeting held August 11, 1992, effective August 12, 1992.

4 Effective date of 81.6(3), first unnumbered paragraph, delayed 70 days by the Administrative Rules Review Committee at its
meeting held April 5, 1993.

5 At a special meeting held January 24, 2002, the Administrative Rules Review Committee voted to delay until adjournment of the
2002 Session of the General Assembly the effective date of amendments published in the February 6, 2002, Iowa Administrative
Bulletin as ARC 1365B.
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https://www.legis.iowa.gov/docs/aco/arc/8445B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8246B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8643B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8345B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8994B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8756B.pdf
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OBJECTION
At its meeting held August 11, 1992, the Administrative Rules Review Committee voted to object

to the amendments published in ARC 3069A on the grounds the amendments are unreasonable. This
filing is published in IAB Vol. XIV No. 253 (06-10-92). It is codified as an amendment to paragraph
441 IAC 81.13(7)“c”(1).

In brief, this filing provides that care facilities shall not employ personswho have been found guilty in
a court of law of abusing, neglecting or mistreating facility residents, or who have had a “finding” entered
into the state nurse aide registry concerning abuse, neglect, mistreatment of residents or misappropriation
of their property. Additionally, the filing eliminates a previous provision which allowed the Department
of Inspections and Appeals some discretion in deciding whether the lifetime ban on employment should
be applied.

This language originated in the federal government which mandated that the department adopt
these provisions or possibly face sanctions. The Committee does not believe these amendments are
an improvement to Iowa’s system and has the following objection. The Committee believes that the
amendments published in ARC 3069A are unreasonable because of the inconsistency in the burdens
of proof and the levels of procedural safeguards in the two proceedings. A facility employee may
either be found guilty in a court of law or have an administrative finding entered into the registry. In
either case the result is the same, the employee is permanently banned from further employment in a
care facility; however, the two paths to the result are significantly different. The first proceeding is a
criminal tribunal in which the burden of proof is “beyond a reasonable doubt.” The second proceeding
is a simple administrative hearing in which the burden is “preponderance of the evidence.” The two
proceedings also differ in the level of many other due process protections accorded to the individual.
A criminal proceeding provides the accused with the opportunity for a trial by jury, competent legal
counsel, strict rules of evidence and many procedural protections not present in administrative hearings.
It should also be noted that the penalty in this situation—a lifetime ban on employment—is more
serious than is usually imposed in contested cases. In licensee discipline cases, a license can be revoked,
but the possibility of reinstatement exists; under this new rule no reinstatement is allowed, the facility
employee is banned from employment no matter how serious or minor the offense or how far in the past
it occurred. Because of the magnitude of this penalty, the Committee believes that the accused should
be provided with greater procedural protections than are generally found in administrative hearings.

The Committee also believes this filing is unreasonable because it eliminates the discretion accorded
to the Department of Inspections and Appeals to not apply the lifetime ban on employment. Under the
previous rule, the department’s discretion in applying the employment ban acted as a safeguard against
unjust results. It recognized that a personwouldmake amends for past offenses and earn a second chance.
The provision was a genuine improvement in the process; it recognized that flexibility was needed in
government decision making and that some decisions should be made on a case-by-case basis. There
does not appear to be any rational basis to justify the elimination of this safeguard and, therefore, the
Committee believes this action to be unreasonable.

NOTE: The Committee voted to retain this objection at their meeting held February 8, 1993.
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TITLE X
SUPPORT RECOVERY

CHAPTER 95
COLLECTIONS

[Prior to 7/1/83, Social Services[770] Ch 95]
[Prior to 2/11/87, Human Services[498]]

441—95.1(252B) Definitions.
“Bureau chief” shall mean the chief of the bureau of collections of the department of human services

or the bureau chief’s designee.
“Caretaker” shall mean a custodial parent, relative or guardian whose needs are included in an

assistance grant paid according to Iowa Code chapter 239B, or who is receiving this assistance on behalf
of a dependent child, or who is a recipient of nonassistance child support services.

“Child support recovery unit” shall mean any person, unit, or other agency which is charged with the
responsibility for providing or assisting in the provision of child support enforcement services pursuant
to Title IV-D of the Social Security Act.

“Consumer reporting agency” shall mean any person or organization which, for monetary fees, dues
or on a cooperative nonprofit basis, regularly engages in whole or in part in the practice of assembling or
evaluating consumer credit information or other information on consumers for the purpose of furnishing
consumer reports to third parties, and which uses any means or facility of interstate commerce for the
purpose of preparing or furnishing consumer reports.

“Current support” shall mean those payments received in the amount, manner and frequency as
specified by an order for support and which are paid to the clerk of the district court, the public agency
designated as the distributor of support payments as in interstate cases, or another designated agency.
Payments to persons other than the clerk of the district court or other designated agency do not satisfy
the definition of support pursuant to Iowa Code section 598.22. In addition, current support shall include
assessments received as specified pursuant to rule 441—156.1(234).

“Date of collection” shall mean the date that a support payment is received by the department or the
legal entity of any state or political subdivision actually making the collection, or the date that a support
payment is withheld from the income of a responsible person by an employer or other income provider,
whichever is earlier.

“Delinquent support” shall mean a payment, or portion of a payment, including interest, not received
by the clerk of the district court or other designated agency at the time it was due. In addition, delinquent
support shall also include assessments not received as specified pursuant to rule 441—156.1(234).

“Department” shall mean the department of human services.
“Dependent child” shall mean a person who meets the eligibility criteria established in Iowa Code

chapter 234 or 239B, and whose support is required by Iowa Code chapter 234, 239B, 252A, 252C,
252F, 252H, 252K, 598 or 600B, and any other comparable chapter.

“Federal nontax payment” shall mean an amount payable by the federal government which is subject
to administrative offset for support under the federal Debt Collection Improvement Act, Public Law
104-134.

“Obligee” shall mean any person or entity entitled to child support or medical support for a child.
“Obligor” shall mean a parent, relative or guardian, or any other designated person who is legally

liable for the support of a child or a child’s caretaker.
“Payor of income” shall have the same meaning provided this term in Iowa Code section 252D.16.
“Prepayment” shall mean payment toward an ongoing support obligation when the payment exceeds

the current support obligation and amounts due for past months are fully paid.
“Public assistance” shall mean assistance provided according to Iowa Code chapter 239B or 249A,

the cost of foster care provided by the department according to chapter 234, or assistance provided under
comparable laws of other states.

“Responsible person” shall mean a parent, relative or guardian, or any other designated person who
is or may be declared to be legally liable for the support of a child or a child’s caretaker. For the purposes
of calculating a support obligation pursuant to the mandatory child support guidelines prescribed by the
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Iowa Supreme Court in accordance with Iowa Code section 598.21B, this shall mean the person from
whom support is sought.

“Support” shall mean child support or medical support or both for purposes of establishing,
modifying or enforcing orders, and spousal support for purposes of enforcing an order.

This rule is intended to implement Iowa Code chapters 252B, 252C and 252D.
[ARC 1357C, IAB 3/5/14, effective 5/1/14]

441—95.2(252B) Child support recovery eligibility and services.
95.2(1) Public assistance cases. The child support recovery unit shall provide paternity

establishment and support establishment, modification and enforcement services, as appropriate, under
federal and state laws and rules for children and families referred to the unit who have applied for or
are receiving public assistance. Referrals under this subrule may be made by the family investment
program, the Medicaid program, the foster care program or agencies of other states providing child
support services under Title IV-D of the Social Security Act for recipients of public assistance.

95.2(2) Nonpublic assistance cases. The same services provided by the child support recovery
unit for public assistance cases shall also be made available to any person not otherwise eligible for
public assistance. The services shall be made available to persons upon the completion and filing of
an application with the child support recovery unit except that an application shall not be required to
provide services to the following persons:

a. Persons not receiving public assistance for whom an agency of another state providing Title
IV-D child support recovery services has requested services.

b. Persons for whom a foreign reciprocating country or a foreign country with which this state has
an arrangement as provided in 42 U.S.C. §659 has requested services.

c. Persons who are eligible for continued services upon termination of assistance under the family
investment program or Medicaid.

95.2(3) Services available. Except as provided by separate rule, the child support recovery unit shall
provide the same services as the unit provides for public assistance recipients to persons not otherwise
eligible for services as public assistance recipients. The child support recovery unit shall determine the
appropriate enforcement procedure to be used. The services are limited to the establishment of paternity,
the establishment and enforcement of child support obligations and medical support obligations, and
the enforcement of spousal support orders if the spouse is the custodial parent of a child for whom the
department is enforcing a child support or medical support order.

95.2(4) Application for services.
a. A person who is not on public assistance requesting services under this chapter, except for those

persons eligible to receive support services under paragraphs 95.2(2)“a,” “b,” and “c,” shall complete
and return Form 470-0188, Application for Nonassistance Support Services, for each parent from whom
the person is seeking support.

(1) The application shall be returned to the child support recovery unit serving the county where
the person resides. If the person does not live in the state, the application form shall be returned to the
county in which the support order is entered or in which the other parent or putative father resides.

(2) The person requesting services has the option to seek support from one or both of the child’s
parents.

b. An individual who is required to complete Form 470-0188, Application for Nonassistance
Support Services, shall be charged an application fee in the amount set by statute. The unit shall charge
one application fee for each parent from whom support is sought. The unit shall charge the fee at the
time of initial application and any subsequent application for services. The individual shall pay the
application fee to the local child support recovery unit before services are provided.

This rule is intended to implement Iowa Code sections 252B.3 and 252B.4.

441—95.3(252B)Crediting of current and delinquent support. The amounts received as support from
the obligor shall be credited as the required support obligation for the month in which they are collected.
Any excess shall be credited as delinquent payments and shall be applied to the immediately preceding
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month, and then to the next immediately preceding month until all excess has been applied. Funds
received as a result of federal tax offsets shall be credited according to rule 441—95.7(252B).

The date of collection shall be determined as follows:
95.3(1) Payments from income withholding. Payments collected as the result of income withholding

are considered collected in the month in which the income was withheld by the income provider. The
date of collection shall be the date on which the income was withheld.

a. For the purpose of reporting the date the income was withheld, the department shall notify
income providers of the requirement to report the date income was withheld and shall provide Form
470-3221, “Income Withholding Return Document,” to those income providers who manually remit
payments. When reported on this form or through other electronic means or multiple account listings,
the date of collection shall be used to determine support distributions. When the date of collection is not
reported, support distributions shall initially be issued based on the date of the check. If proof of the date
of collection is subsequently provided, any additional payments due the recipient shall be issued.

b. When the collection services center (CSC) is notified or otherwise becomes aware that a
payment received from an income provider pursuant to 441—Chapter 98, Division II, includes payment
amounts such as vacation pay or severance pay, these amounts are considered irrevocably withheld in
the months documented by the income provider. When the income provider does not document the
months for which the sums are withheld, the amounts shall initially be distributed based on the date of
the check. If documentation is subsequently provided, any additional payments due the recipient shall
be issued.

95.3(2) Payments from state or political subdivisions. Payments collected from any state or
political subdivision are considered collected in the same month the payments were actually received
by that legal entity or the month withheld by an income provider, whichever is earlier. Any state or
political subdivision transmitting payments to the department shall be responsible for reporting the date
the payments were collected. When the date of collection is not reported, support distributions shall be
initially issued based on the date of the state’s or political subdivision’s check. If proof of the date of
collection is subsequently provided, any additional payments due the recipient shall be issued.

95.3(3) Additional payments. An additional payment in the month which is received within five
calendar days prior to the end of the month shall be considered collected in the next month if:

a. CSC is notified or otherwise becomes aware that the payment is for the next month, and
b. Support for the current month is fully paid.
This rule is intended to implement Iowa Code sections 252B.15 and 252D.17.

441—95.4(252B) Prepayment of support. Prepayment which is due to the child support obligee shall
be sent to the obligee upon receipt by the department, and shall be credited as payment of future months’
support. Prepayment which is due the state shall be distributed as if it were received in the month when
due. Support is prepaid when amounts have been collected which fully satisfy the ongoing support
obligation for the current month and all past months.

441—95.5(252B) Lump sum settlement.
95.5(1) Any lump sum settlement of child support involving an assignment of child support

payments shall be negotiated in conjunction with the child support recovery unit. The child support
recovery unit shall be responsible for the determination of the amount due the department, including
any accrued interest on the support debt computed in accordance with Iowa Code section 535.3 for
court judgments. This determination of the amount due shall be made in accordance with Section
302.51, Code of Federal Regulations, Title 45 as amended to August 4, 1989. The bureau chief may
waive collection of the accrued interest when negotiating a lump sum settlement of a support debt, if
the waiver will facilitate the collection of the support debt.

95.5(2) The child support recovery unit shall be responsible for the determination of the department’s
entitlement to all or any of the lump sum payment in a paternity action.

This rule is intended to implement Iowa Code chapter 252C.
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441—95.6(252B) Offset against state income tax refund or rebate. The department will make a claim
against an obligor’s state income tax refund or rebate when a support payment is delinquent as set forth
in 11—Chapter 40. A claim against an obligor’s state income tax refund or rebate shall apply to support
which the department is attempting to collect.

95.6(1) By the first day of each month, the department shall submit to the department of
administrative services a list of obligors who are delinquent at least $50 in support payments.

95.6(2) When the department claims an obligor’s state income tax refund or rebate, the department
shall send a preoffset notice to the obligor to inform the obligor of the amount the department intends to
claim and apply to support. The department shall send a preoffset notice when:

a. The department of administrative services notifies the department that the obligor is entitled to
a state income tax refund or rebate; and

b. The obligor has a delinquency of $50 or greater.
95.6(3) When the obligor wishes to contest a claim, a written request shall be submitted to the

department within 15 days after the preoffset notice is sent. When the request is received within the
15-day limit, a hearing shall be granted pursuant to rules in 441—Chapter 7.

95.6(4) The spouse’s proportionate share of a joint return filed with an obligor, as determined by
the department of revenue, shall be released by the department of revenue unless other claims are made
on that portion of the joint income tax refund. The request for release of a spouse’s proportionate share
shall be received by the department within 15 days after the date of the preoffset notice.

95.6(5) The department shall refund any amount incorrectly offset to the obligor unless the obligor
agrees in writing to apply the refund of the incorrect offset to any other support obligation due.

95.6(6) The department shall notify an obligor of the final decision regarding the claim against the
tax refund or rebate by sending a final disposition of support recovery claim notice to the obligor.

95.6(7) Application of offset. Offsets shall be applied as provided in rule 441—95.3(252B).
This rule is intended to implement Iowa Code sections 8A.504, 252B.3, 252B.4 and 252B.5(4).

[ARC 9177B, IAB 11/3/10, effective 1/1/11]

441—95.7(252B) Offset against federal income tax refund and federal nontax payment. The
department will make a claim against an obligor’s federal income tax refund or federal nontax payment
when delinquent support is owed. For purposes of this offset, delinquent support shall include the entire
balance of a judgment for accrued support, as provided in Iowa Code section 252B.5(4).

95.7(1) Amount of assigned support. If the delinquent support is assigned to the department, the
amount of delinquent support shall be at least $150, calculated by combining the assigned delinquent
support in all of the obligor’s cases in which the assigned delinquent support is at least $50.

95.7(2) Amount of nonassigned support. If delinquent support is not assigned to the department, the
claim shall be made if the amount of delinquent support is at least $500, calculated by combining the
nonassigned delinquent support in all of the obligor’s cases in which the nonassigned delinquent support
is at least $50.

a. The amount distributed to an obligee shall be the amount remaining following payment of a
support delinquency assigned to the department. The department shall distribute to an obligee the amount
collected from an offset according to subrule 95.7(9) within the following time frames:

(1) Within sixmonths from the date the department applies an offset amount from a joint income tax
refund to the child support account of the responsible person, or within 15 days of the date of resolution
of an appeal under subrule 95.7(8), whichever is later, or

(2) Within 30 days from the date the department applies an offset amount from a single income tax
refund to the child support account of the responsible person, or within 15 days of the date of resolution
of an appeal under subrule 95.7(8), whichever is later.

(3) However, the department is not required to distribute until it has received the amount collected
from an offset from the federal Department of the Treasury.

b. Federal nontax payment offset distribution. Federal nontax payment offsets shall be applied as
provided in rule 441—95.3(252B).
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95.7(3) Notification to federal agency. The department shall, by October 1 of each year or at times as
permitted or specified by federal regulations, submit a notification(s) of liability for delinquent support
to the federal office of child support enforcement.

95.7(4) Preoffset notice and review. Each obligor who does not have an existing support debt on
record with the federal office of child support enforcement will be sent a preoffset notice in writing, using
address information provided to the federal office of child support enforcement, stating the amount of
the delinquent support certified for offset.

a. Individuals whose names were submitted for federal offset who wish to dispute the offset must
notify the department in writing within the time period specified in the preoffset notice.

b. Upon receipt of a complaint from the individual disputing the submission for offset, the child
support recovery unit shall conduct a review to determine if there is a mistake of fact and respond to the
individual in writing within ten days. For purposes of this rule, “mistake of fact” means a mistake in the
identity of the obligor or whether the delinquency meets the criteria for referral.

95.7(5) Recalculation of delinquency. When the records of the department differ with those of the
obligor for determining the amount of the delinquent support, the obligormay provide and the department
will accept documents verifying modifications of the order, and records of payments made pursuant to
state law, and will recalculate the delinquency.

95.7(6) The department shall notify the federal office of child support enforcement, within time
frames established by it, of any modification or elimination of an amount referred for offset.

95.7(7) When an individual does not respond to the preoffset notice within the specified time even
though the department later agrees a certification error was made, the person must wait for corrective
action as specified in subrule 95.7(8).

95.7(8) Offset notice, appeal, and refund. The federal Department of the Treasury will send notice
that a federal income tax refund or federal nontax payment owed to the obligor has been intercepted.
When the unit receives information from the federal office of child support enforcement regarding the
offset, or when the individual whose name was submitted for federal offset notifies the department that
the individual has received an offset notice, the department shall issue to that individual Form 470-3684,
Appeal Rights for Federal Offsets.

a. The individual whose name was submitted for federal offset shall have 15 days from the date
of the notice to contest the offset by initiating an administrative appeal pursuant to 441—subrules 7.8(1)
and 7.8(2). Except as specifically provided in this rule, administrative appeals will be governed by
441—Chapter 7. The issue on appeal shall be limited to a mistake of fact as specified at paragraph
95.7(4)“b.”

b. The department shall refund the incorrect portion of a federal income tax offset or federal nontax
payment offset within 30 days following verification of the offset amount. Verification shall mean a
listing from the federal office of child support enforcement containing the obligor’s name and the amount
of tax refund or nontax payment to which the obligor is entitled. The date the department receives the
federal listing will be the beginning day of the 30-day period in which to make a refund.

c. The department shall refund the amount incorrectly set off to the obligor unless the obligor
agrees in writing to apply the refund of the incorrect offset to any other support obligation due.

95.7(9) Application of offsets. Offsets of federal income tax refunds shall be applied to delinquent
support only. The department shall first apply the amount collected from an offset to delinquent support
assigned to the department under Iowa Code chapters 234 and 239B. The department shall then apply
any amount remaining in equal proportions to delinquent support due individuals receiving nonassistance
services.

This rule is intended to implement Iowa Code sections 252B.3, 252B.4, and 252B.5.
[ARC 9177B, IAB 11/3/10, effective 1/1/11]

441—95.8(96) Child support offset of unemployment insurance benefits. When the department of
workforce development notifies the child support recovery unit that an individual who owes a child
support obligation being enforced by the unit has been determined to be eligible for unemployment
insurance benefits, the unit will enforce a child support obligation that is owed by an obligor but is not
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being met by offset of unemployment insurance benefits. “Owed but not being met” means either current
child support not being met or arrearages that are owed.

95.8(1) Withholding. The child support recovery unit shall offset unemployment insurance benefits
by initiating a withholding of income pursuant to Iowa Code chapter 252D and 441—Chapter 98,
Division II. The amount to be withheld through a withholding of unemployment insurance benefits
shall not exceed the amount specified in 15 U.S.C. 1673(b).

95.8(2) A receipt of the payments intercepted through unemployment insurance benefits will be
provided once a year, upon the obligor’s request to the child support recovery unit.

This rule is intended to implement Iowa Code section 96.3 and 15 U.S.C. 1673(b).

441—95.9 Reserved.

441—95.10(252C) Mandatory assignment of wages. Rescinded IAB 9/5/90, effective 11/1/90.

441—95.11(252C) Establishment of an administrative order. Rescinded IAB 9/1/93, effective
11/1/93. See 441—99.41(252C).

441—95.12(252B) Procedures for providing information to consumer reporting agencies. The
bureau chief shall make information available to consumer reporting agencies, upon their request,
regarding the amount of overdue support owed by a responsible person only in cases where the overdue
support exceeds $1,000.

95.12(1) Request of information. Agencies shall request the information from the Bureau of
Collections, Department of Human Services, Hoover State Office Building, Des Moines, Iowa
50319-0114. Requests for information about an individual shall include the individual’s name and
identifying information such as a social security number or birth date. Agencies may also request a
listing of all obligors owing support in excess of $1,000.

95.12(2) A notice of proposed release of information shall be sent to the last known address of
the responsible person 30 calendar days prior to the release of the support arrearage information to a
consumer reporting agency. This notice shall explain the information to be released and the methods
available for contesting the accuracy of the information.

95.12(3) The responsible person may, within 15 calendar days of the date of the notice of proposed
release of information, request a conferencewith the child support recovery officer to contest the accuracy
of the information to be given to the consumer reporting agency. In contested cases no referral shall be
made to the consumer reporting agency until after the amount of overdue support has been confirmed to
exceed $1,000.

95.12(4) Rescinded IAB 11/6/96, effective 1/1/97.
This rule is intended to implement Iowa Code section 252B.8.

441—95.13(17A) Appeals. Nonreceipt of support collected by the department that is to be paid to the
obligee may be appealed pursuant to the procedures provided in this rule if the obligee claims that the
payment was credited to the incorrect month in accordance with subrules 95.3(1), 95.3(2), and 95.3(3).

95.13(1) Contact with department. Obligees who believe they have not received all or part of a
support payment to which they are entitled in accordance with subrules 95.3(1), 95.3(2), and 95.3(3)
must first contact a customer service representative and indicate that they have not received the payment.

a. An obligee may contact a customer service representative in person at the department’s
collection services center, by telephone through the specialized customer services unit, or by writing to
the Collection Services Center, 727 East 2nd Street, Des Moines, Iowa 50306.

b. The department will acknowledge this contact in writing, indicating the months at issue.
95.13(2) Written decision. Within 30 days of the contact, the department shall issue a written

decision on all contested support distributions based on the date of collection.
95.13(3) Initiation of appeal. If the department denies some or all support payments that are claimed

based on the date of collection, the obligee may initiate an administrative appeal.

https://www.legis.iowa.gov/docs/ico/chapter/2017/252D.pdf
https://www.legis.iowa.gov/docs/iac/chapter/441.98.pdf
https://www.legis.iowa.gov/docs/ico/section/96.3.pdf
https://www.legis.iowa.gov/docs/aco/bulletin/09-05-1990.pdf
https://www.legis.iowa.gov/docs/aco/bulletin/09-01-1993.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.99.41.pdf
https://www.legis.iowa.gov/docs/aco/bulletin/11-06-1996.pdf
https://www.legis.iowa.gov/docs/ico/section/252B.8.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.95.3.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.95.3.pdf
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a. To initiate an administrative appeal, the obligee shall make a written request to the child support
recovery unit indicating an intent to appeal.

b. The time limit for initiating an administrative appeal shall be governed by 441—subrule 7.5(4).
The time limit provided in 441—subrule 7.5(4) shall start with the date that a written decision as required
by subrule 95.13(2) is issued.

c. If no written decision has been issued after 30 days, the obligee may appeal the failure to issue
a written decision. The appeal may be initiated at any time after 30 days and before a written decision
is issued.

95.13(4) Limitation of appeals. Appeals will be limited to claims based on child support received
by the department during the nine-month period before the month in which the appeal is initiated.

95.13(5) Appeal process. Except as specifically provided in this rule, administrative appeals shall
be governed by 441—Chapter 7.

95.13(6) Appeal issue. The issue in appeals held pursuant to these procedures shall be limited to the
obligee’s entitlement to a support payment that has been collected by the department.

This rule is intended to implement Iowa Code sections 17A.12 to 17A.20.

441—95.14(252B) Termination of services.
95.14(1) Case closure criteria.
a. The child support recovery unit may terminate services when the case meets at least one of the

following case closure criteria and the child support recovery unit maintains supporting documentation
for the case closure decision in the record:

(1) There is no ongoing support obligation, and arrearages are under $500 or unenforceable under
state law.

(2) The noncustodial parent or alleged father is deceased, and no further action, including a levy
against the estate, can be taken.

(3) The noncustodial parent is living with the minor child as the primary caregiver, the custodial
parent is deceased, and there is no assignment to the state of support or of arrearages that accrued under
the support order.

(4) The child support recovery unit cannot establish paternity because:
1. The child is at least 18 years old and the statute of limitations bars an action to establish

paternity;
2. A genetic test or a court or administrative process has excluded the alleged father and no other

alleged father can be identified;
3. The child support recovery unit has determined that it would not be in the best interest of the

child to establish paternity in a case that involves incest or rape or a case in which legal proceedings for
adoption are pending; or

4. The identity of the biological father is unknown and cannot be identified after diligent efforts,
including at least one interview by the child support recovery unit with the recipient of services.

(5) The noncustodial parent’s location is unknown and the child support recovery unit has made
diligent efforts to locate the noncustodial parent using multiple sources, in accordance with regulations
in 45 CFR 303.3, all of which have been unsuccessful, within the applicable time frame:

1. Over a three-year period when there is sufficient information to initiate an automated locate
effort.

2. Over a one-year period when there is not sufficient information to initiate an automated locate
effort.

(6) The child support recovery unit has determined that, throughout the duration of the child’s
minority (or after the child has reached the age of majority), the noncustodial parent cannot pay support
and shows no evidence of support potential because the parent has been institutionalized in a psychiatric
facility, is incarcerated, or has a medically verified total and permanent disability. The child support
recovery unit must also determine that the noncustodial parent has no income or assets available above
the subsistence level that could be levied or attached for support.

(7) The noncustodial parent’s sole income is from supplemental security income (SSI) payments.

https://www.legis.iowa.gov/docs/iac/rule/441.7.5.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.7.5.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.95.13.pdf
https://www.legis.iowa.gov/docs/iac/chapter/441.7.pdf
https://www.legis.iowa.gov/docs/ico/section/17A.12-20.pdf


Ch 95, p.8 Human Services[441] IAC 3/28/18

(8) The noncustodial parent is a citizen of and lives in a foreign country, does not work for the
federal government or a company with headquarters or offices in the United States, and has no reachable
domestic income or assets, and there is no federal or state treaty or reciprocity with the country.

(9) In a case involving child support services to a person who is not a recipient of public assistance,
the child support recovery unit has provided location-only services.

(10) The child support recovery unit has received a written or verbal request from the recipient of
services to close the case, and there is no assignment to the state of support or of arrearages that accrued
under the support order.

(11) In a case involving child support services to a recipient of public assistance, there has been a
finding of good cause or other exception in a public assistance case as specified in 441—subrules 41.22(8)
through 41.22(12) and 441—subrule 75.14(3), including a determination that support enforcement may
not proceed without risk or harm to the child or caretaker relative.

(12) In a case involving child support services to a person who is not a recipient of public assistance
or who is a recipient of public assistance receiving Medicaid only, the child support recovery unit has
received information that the address in the unit’s record is no longer current and the unit is unable to
contact or otherwise locate the recipient within 60 days following receipt of this information, despite a
good-faith effort to contact the recipient through at least two different methods.

(13) In a case involving child support services to a person who is not a recipient of public assistance
or who is a recipient of public assistance receiving Medicaid only, the recipient of services has
failed to cooperate with the child support recovery unit, which documented the circumstances of the
noncooperation, and an action by the recipient of services is essential for the next step in providing
services. (See rule 441—95.19(252B).)

(14) The child support recovery unit documents failure by the initiating agency, as defined under 45
CFR 301.1, to take an action that is essential for the next step in providing services.

(15) The initiating agency, as defined under 45 CFR 301.1, has notified the child support recovery
unit that the initiating agency has closed its case.

(16) The initiating agency, as defined under 45 CFR 301.1, has notified the child support recovery
unit that its intergovernmental services are no longer needed.

(17) Another assistance program, including IV-A, IV-E, SNAP, and Medicaid, has referred to the
child support recovery unit a case for which it is inappropriate to establish, enforce, or continue to enforce
a child support order and the custodial or noncustodial parent has not applied for child support services.

(18) The case meets any other basis for case closure based upon federal law.
b. The child support recovery unit may terminate services when no support or arrearages that

accrued under the support order are assigned to the state and the recipient of services requested the child
support recovery unit to close the case to allow the tribal IV-D agency to start providing services under
that program.

c. The child support recovery unit must close a case and maintain supporting documentation for
the case closure decision when the following criteria have been met:

(1) The child support recovery unit is notified that the child is eligible for health care services from
the Indian Health Service (IHS); and

1. The IV-D case was opened because of a Medicaid referral based solely upon health care
services, including the Purchased/Referred Care Program, provided through an Indian health program
(as defined at 25 U.S.C. 1603(12)); and

2. The recipient of services requested the child support recovery unit to close the case.
(2) The child support recovery unit receives instructions for case closure from an initiating agency,

as defined under 45 CFR 301.1. Within ten working days, the child support recovery unit must stop the
income withholding order or notice and close the intergovernmental IV-D case.

95.14(2) Case closure notifications. In cases meeting one of the criteria of 95.14(1), except
95.14(1)“a”(9), (10), or (11), the child support recovery unit shall send notification of its intent to close
the case to the recipient of services or the initiating agency, as defined under 45 CFR 301.1, in writing
60 calendar days before case closure. The notice shall be sent to the recipient of services or the state
requesting services at the last-known address stating the reason for denying or terminating services,

https://www.legis.iowa.gov/docs/iac/rule/441.41.22.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.41.22.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.75.14.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.95.19.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.95.14.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.95.14.pdf
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the effective date, and an explanation of the right to request a hearing according to 441—Chapter 7.
Closure of the case following notification is subject to the following:

a. If, in response to the notice, the recipient of services or the initiating agency, as defined under
45 CFR 301.1, supplies information which could lead to the establishment of paternity or a support order
or enforcement of an order, the case shall be kept open.

b. If the case is to be closed because the child support recovery unit was unable to contact the
recipient of services as provided in subparagraph 95.14(1)“a”(12), the case shall be kept open if contact
is reestablished with the recipient of services before the effective date of the closure.

c. The recipient of services may request to have the child support recovery unit reopen the case
at a later date if there is a change in circumstances which could lead to the establishment of paternity or
a support order or enforcement of an order by completing a new application and paying any applicable
fee.

d. For notices under this subrule, if the recipient of services specifically authorizes consent for
electronic notifications, the child support recovery unit may elect to notify the recipient of services
electronically of the child support recovery unit’s intent to close the case. The child support recovery
unit must maintain documentation of the recipient’s consent in the case record.

This rule is intended to implement Iowa Code sections 252B.4, 252B.5, and 252B.6.
[ARC 3719C, IAB 3/28/18, effective 7/1/18]

441—95.15(252B) Child support recovery unit attorney.
95.15(1) State’s representative. An assistant attorney general, assistant county attorney, or

independent contract attorney employed by or under contract with the child support recovery unit
represents only the state of Iowa. The sole attorney-client relationship for the child support recovery
unit attorney is between the attorney and the state of Iowa. A private attorney acting under Iowa Code
section 252B.6A is not a child support recovery unit attorney, and is not a party to the action.

95.15(2) Provision of services. The special role of the child support recovery unit attorney is limited
by the attorney-client relationship between the attorney and the state of Iowa. The provision of legal
services by the child support recovery unit attorney is limited as follows:

a. The child support recovery unit attorney shall not represent any person or entity other than the
state of Iowa in the course of the attorney’s employment by or contractual relationship with the child
support recovery unit.

b. The child support recovery unit attorney shall issue written disclosure of the attorney-client
relationship between the attorney and the state of Iowa to recipients of child support enforcement services
and to all parties in a review and adjustment proceeding.

95.15(3) Communication concerning case circumstances.
a. The child support recovery unit shall provide case status information upon written request

by any recipient of child support enforcement services or any party under the review and adjustment
procedure, unless otherwise prohibited by state or federal statute or rules pertaining to confidentiality.

b. All communications with other parties will be directed to those parties personally, unless a
licensed attorney has entered an appearance or notified the child support recovery unit in writing that
the attorney is representing a party. If any party is represented by counsel, all communications shall be
directed to counsel for that party.

c. When a party is receiving public assistance, the unit shall refer any suspected fraud or
questionable family investment program expenditures to the appropriate governmental agencies.

This rule is intended to implement Iowa Code sections 252B.5 to 252B.7 and 598.21.

441—95.16(252B) Handling and use of federal 1099 information. Data from the collection and
reporting system is matched with federal 1099 records for information on assets and income. Verified
1099 information may be used for: establishing support orders, modifying support orders under the
review and adjustment process and enforcing payment of support debts.

https://www.legis.iowa.gov/docs/iac/chapter/441.7.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.95.14.pdf
https://www.legis.iowa.gov/docs/ico/section/2018/252B.4.pdf
https://www.legis.iowa.gov/docs/ico/section/2018/252B.5.pdf
https://www.legis.iowa.gov/docs/ico/section/2018/252B.6.pdf
https://www.legis.iowa.gov/docs/aco/arc/3719C.pdf
https://www.legis.iowa.gov/docs/ico/section/252B.6A.pdf
https://www.legis.iowa.gov/docs/ico/section/252B.5-7.pdf
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95.16(1) Security of 1099 information. Information received from the federal source, 1099, shall be
safeguarded in accordance with Internal Revenue Code Section 6103(p)(4). Information shall be kept in
a secure section of the state computer system and not released until verified by a third party.

95.16(2) Verification of 1099 information. Prior to release of any information to the local child
support recovery office, the information shall be verified by a third party as follows:

a. When information indicates there may be assets available from a financial institution, the child
support recovery unit shall secure verification of these assets from the financial institution on Form
470-3170, Asset Verification Form.

b. When address information is received, the child support recovery unit shall secure verification
of the address information from the post office on Form 470-0176, Address Information Request.

c. When employment information is received, the child support recovery unit shall secure
verification of the employment from the employer on Form 470-0177, Employer Information Request.

This rule is intended to implement Iowa Code section 252B.9.

441—95.17(252B) Effective date of support. For all original orders established by the child support
recovery unit, the effective date of the support obligation under the orders shall be the twentieth day
following the date the order is prepared by the unit, unless otherwise specified.

441—95.18(252B) Continued services available to canceled family investment program (FIP) or
Medicaid recipients. Support services shall automatically be provided to persons who were eligible to
receive support services as recipients of FIP or Medicaid and who were canceled from FIP or Medicaid.
Continued support services shall not be provided to a person who has been canceled from FIP or
Medicaid when a claim of good cause, as defined at 441—subrule 41.22(8) or 441—subrule 75.14(3),
as appropriate, was valid at the time assistance was canceled or when one of the reasons for termination
of services, listed at rule 441—95.14(252B), applies to the case.

Support services shall be provided to eligible persons without application or application fee, but
subject to applicable enforcement fees.

95.18(1) Notice of services. When a family is no longer eligible for public assistance, the department
shall forward Form 470-1981, Notice of Continued Support Services, to the family’s last-known address
within five working days of the notification of ineligibility, to inform the family:

a. That, unless the family notifies the department to the contrary, services will continue.
b. Of the effect of continuing to receive support services, including the available services and the

state’s policies on fees, cost recovery, and distribution.
95.18(2) Termination of services. A person may request the department to terminate support

services at any time by the completion and return of the appropriate portion of Form 470-1981, Notice
of Continued Support Services, or in any other form of written communication, to the child support
recovery unit.

Continued support services may be terminated at any time for any of the reasons listed in rule
441—95.14(252B).

95.18(3) Reapplication for services. A person whose services were denied or terminated may
reapply for services under this chapter by completing the application process and paying the application
fee described in subrule 95.2(4).

This rule is intended to implement Iowa Code section 252B.4.

441—95.19(252B) Cooperation of public assistance recipients in establishing and obtaining
support. If a person who is a recipient of FIP or Medicaid is required to cooperate with the child
support recovery unit in establishing paternity; in establishing, modifying, or enforcing child or medical
support; or in enforcing spousal support, the following shall apply:

95.19(1) Cooperation defined. The person shall cooperate in good faith in obtaining support for
persons whose needs are included in the assistance grant or Medicaid household, except when good
cause or other exception as defined in 441—subrule 41.22(8) or 75.14(8) for refusal to cooperate, is
established.
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https://www.legis.iowa.gov/docs/iac/rule/441.95.14.pdf
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a. The person shall cooperate in the following areas:
(1) Identifying and locating the parent of the child for whom assistance or Medicaid is claimed.
(2) Establishing the paternity of a child born out of wedlock for whom assistance or Medicaid is

claimed.
(3) Obtaining support payments for the person and the child for whom assistance is claimed, and

obtaining medical support for the person and child for whom Medicaid is claimed.
b. Cooperation is defined as including the following actions by the person if the action is requested

by the child support recovery unit:
(1) Providing the name of the noncustodial parent and additional necessary information.
(2) Appearing at the child support recovery unit to provide verbal or written information or

documentary evidence known to, possessed by, or reasonably obtained by the person that is relevant to
achieving the objectives of the child support recovery program.

(3) Appearing at judicial or other hearings, proceedings or interviews.
(4) Providing information or attesting to the lack of information, under penalty of perjury.
(5) If the paternity of the child has not been legally established, submitting to blood or genetic

tests pursuant to a judicial or administrative order. The person may be requested to sign a voluntary
affidavit of paternity after being given notice of the rights and consequences of signing such an affidavit
as required by the statute in Iowa Code section 252A.3A. However, the person shall not be required to
sign an affidavit or otherwise relinquish the right to blood or genetic tests.

c. The person shall cooperate with the child support recovery unit to the extent of supplying all
known information and documents pertaining to the location of the noncustodial parent and taking action
as may be necessary to secure or enforce a support obligation or establish paternity or to secure medical
support. This includes completing and signing Form 470-3877, Child Support Information, if requested,
as well as documents determined to be necessary by the state’s attorney for any relevant judicial or
administrative process.

95.19(2) Failure to cooperate. The local child support recovery unit shall make the determination of
whether or not a person has cooperated with the unit. The child support recovery unit shall promptly send
notice of a determination of noncooperation to the person on Form 470-3400, Notice of Noncooperation,
and notify the FIP and Medicaid programs, as appropriate, of the noncooperation determination and the
reason for the determination. The FIP and Medicaid programs shall take appropriate sanctioning actions
as provided in statute and rules.

95.19(3) Good cause or other exception.
a. A person who is a recipient of FIP assistance may claim a good cause or other exception for

not cooperating, taking into consideration the best interests of the child as provided in 441—subrules
41.22(8) through 41.22(12).

b. A person who is a recipient of Medicaid may claim a good cause or other exception for not
cooperating, taking into consideration the best interests of the child as provided in 441—subrule 75.14(3).

This rule is intended to implement Iowa Code section 252B.3.

441—95.20(252B) Cooperation of public assistance applicants in establishing and obtaining
support. If a person who is an applicant of FIP or Medicaid is required to cooperate in establishing
paternity; in establishing, modifying, or enforcing child or medical support; or in enforcing spousal
support, the requirements in 441—subrule 41.22(6) and rule 441—75.14(249A) shall apply. The
appropriate staff in the FIP and Medicaid programs are designees of the child support recovery unit
to determine noncooperation and issue notices of that determination until the referral to the unit is
completed.

This rule is intended to implement Iowa Code section 252B.3.

441—95.21(252B)Cooperation in establishing and obtaining support in nonpublic assistance cases.
95.21(1) Requirements. The individual receiving nonpublic assistance support services shall

cooperate with the child support recovery unit bymeeting all the requirements of rule 441—95.19(252B),
except that the individual may not claim good cause or other exception for not cooperating.
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95.21(2) Failure to cooperate. The child support recovery unit shall make the determination
of whether or not the nonpublic assistance applicant or recipient of services has cooperated.
Noncooperation shall result in termination of support services. An applicant or recipient may also
request termination of services under 95.14(1)“b”(1).

This rule is intended to implement Iowa Code section 252B.4.

441—95.22(252B) Charging pass-through fees. Pass-through fees are fees or costs incurred by the
department for service of process, genetic testing and court costs if the entity providing the service
charges a fee for the services. The child support recovery unit may charge pass-through fees to persons
who receive continued services according to rule 441—95.18(252B) and to other persons receiving
nonassistance services, except no fees may be charged an obligee residing in a foreign country or the
foreign country if the unit is providing services under paragraph 95.2(2)“b.”

This rule is intended to implement Iowa Code section 252B.4.

441—95.23(252B) Reimbursing assistance with collections of assigned support. For an obligee
and child who currently receive assistance under the family investment program, the full amount
of any assigned support collection that the department receives shall be distributed according to
rule 441—95.3(252B) and retained by the department to reimburse the family investment program
assistance.

This rule is intended to implement Iowa Code section 252B.15.

441—95.24(252B) Child support account. The child support recovery unit shall maintain a child
support account for each client. The account, representing money due the department, shall cover all
periods of time public assistance has been paid, commencing with the date of the assignment. The child
support recovery unit will not maintain an interest-bearing account.

This rule is intended to implement Iowa Code chapter 252C.

441—95.25(252B) Emancipation verification. The child support recovery unit (CSRU) may verify
whether a child will emancipate according to the provisions established in the court order prior to the
child’s eighteenth birthday.

95.25(1) Verification process. CSRU shall send Form 470-2562, Emancipation Verification, to the
obligor and obligee on a case if CSRU has an address.

95.25(2) Return information. The obligor and obligee shall be asked to complete and return the form
to the unit. CSRU shall use the information provided by the obligor or obligee to determine if the status
of the child indicates that any previously ordered adjustments related to the obligation and a child’s
emancipation are necessary on the case.

95.25(3) Failure to return information. If the obligor and obligee fail to return the questionnaire,
CSRU shall apply the earliest emancipation date established in the support order to the case and
implement changes in support amounts required in the support order.

95.25(4) Conflicting information returned. If conflicting information is returned or made known to
CSRU, CSRU shall have the right to verify the child’s status through sources other than the obligor and
obligee.

This rule is intended to implement Iowa Code sections 252B.3 and 252B.4.
[Filed 2/19/76, Notice 1/12/76—published 3/8/76, effective 4/12/76]

[Filed emergency 11/21/80 after Notice 10/1/80—published 12/10/80, effective 11/21/80]
[Filed 10/23/81, Notice 9/2/81—published 11/11/81, effective 12/16/81]
[Filed 11/19/82, Notice 9/29/82—published 12/8/82, effective 1/12/83]1

[Filed 11/18/83, Notice 9/28/83—published 12/7/83, effective 2/1/84]
[Filed 8/31/84, Notice 7/18/84—published 9/26/84, effective 11/1/84]
[Filed emergency 9/28/84—published 10/24/84, effective 10/1/84]

[Filed 4/29/85, Notice 10/24/84—published 5/22/85, effective 7/1/85]
[Filed 7/26/85, Notice 5/22/85—published 8/14/85, effective 10/1/85]
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https://www.legis.iowa.gov/docs/iac/rule/441.95.3.pdf
https://www.legis.iowa.gov/docs/ico/section/252B.15.pdf
https://www.legis.iowa.gov/docs/ico/chapter/252C.pdf
https://www.legis.iowa.gov/docs/ico/section/252B.3.pdf
https://www.legis.iowa.gov/docs/ico/section/252B.4.pdf


IAC 3/28/18 Human Services[441] Ch 95, p.13

[Filed 5/28/86, Notice 3/26/86—published 6/18/86, effective 8/1/86]
[Filed 12/22/86, Notice 11/5/86—published 1/14/87, effective 3/1/87]
[Filed 12/11/86, Notice 11/5/86—published 1/14/87, effective 3/1/87]
[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]

[Filed emergency 7/14/89 after Notice 5/31/89—published 8/9/89, effective 8/1/89]
[Filed 12/15/89, Notice 11/1/89—published 1/10/90, effective 3/1/90]
[Filed 8/16/90, Notice 6/27/90—published 9/5/90, effective 11/1/90]
[Filed 9/28/90, Notice 8/8/90—published 10/17/90, effective 12/1/90]

[Filed emergency 10/12/90 after Notice 8/22/90—published 10/31/90, effective 10/13/90]
[Filed 10/12/90, Notice 8/22/90—published 10/31/90, effective 1/1/91]

[Filed emergency 6/12/92—published 7/8/92, effective 7/1/92]
[Filed 8/14/92, Notice 7/8/92—published 9/2/92, effective 11/1/92]
[Filed 8/12/93, Notice 6/23/93—published 9/1/93, effective 11/1/93]
[Filed 6/7/95, Notice 4/26/95—published 7/5/95, effective 9/1/95]

[Filed 2/14/96, Notice 12/20/95—published 3/13/96, effective 5/1/96]
[Filed 10/9/96, Notice 8/14/96—published 11/6/96, effective 1/1/97]

[Filed emergency 6/12/97—published 7/2/97, effective 7/1/97]
[Filed 9/16/97, Notice 7/2/97—published 10/8/97, effective 12/1/97]
[Filed 11/12/97, Notice 9/10/97—published 12/3/97, effective 2/1/98]

[Filed emergency 6/10/98—published 7/1/98, effective 7/1/98]
[Filed 8/12/98, Notice 7/1/98—published 9/9/98, effective 11/1/98]
[Filed 5/14/99, Notice 3/24/99—published 6/2/99, effective 8/1/99]

[Filed 7/14/99, Notice 5/19/99—published 8/11/99, effective 10/1/99]2

[Filed 12/8/99, Notice 10/20/99—published 12/29/99, effective 3/1/00]
[Filed emergency 6/8/00—published 6/28/00, effective 6/8/00]

[Filed 8/9/00, Notice 6/14/00—published 9/6/00, effective 11/1/00]
[Filed 4/10/03, Notice 2/19/03—published 4/30/03, effective 7/1/03]

[Filed 10/14/04, Notices 8/4/04, 8/18/04—published 11/10/04, effective 1/1/05]
[Filed emergency 1/19/07—published 2/14/07, effective 1/20/07]

[Filed ARC 9177B (Notice ARC 9026B, IAB 8/25/10), IAB 11/3/10, effective 1/1/11]
[Filed ARC 1357C (Notice ARC 1228C, IAB 12/11/13), IAB 3/5/14, effective 5/1/14]
[Filed ARC 3719C (Notice ARC 3595C, IAB 1/31/18), IAB 3/28/18, effective 7/1/18]

1 Two ARCs
2 Effective date of 95.1, definition of “Date of collection,” and 95.3 delayed 70 days by the Administrative Rules Review Committee

at its meeting held September 15, 1999; delayed until the end of the 2000 Session of the General Assembly at its meeting
held October 11, 1999.

https://www.legis.iowa.gov/docs/aco/arc/9177B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9026B.pdf
https://www.legis.iowa.gov/docs/aco/arc/1357C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1228C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3719C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3595C.pdf
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CHAPTER 99
SUPPORT ESTABLISHMENT AND ADJUSTMENT SERVICES

PREAMBLE
This chapter contains rules governing the provision of services by the child support recovery unit
regarding: the establishment of paternity; the establishment of support obligations in accordance
with the mandatory guidelines set by the Iowa Supreme Court; the review and adjustment of support
obligations; the modification of support obligations; and the suspension and reinstatement of support
obligations. The rules in this chapter pertain only to administrative actions or procedures used by the
unit in providing the services identified. This chapter shall not be interpreted to limit the unit’s authority
to use other means as provided for by state or federal statute, including, but not limited to, judicial
procedures in providing these services.

DIVISION I
CHILD SUPPORT GUIDELINES

441—99.1(234,252B,252H) Income considered. The child support recovery unit shall consider all
regularly recurring income of both legal parents to determine the amount of the support award in
accordance with the child support guidelines prescribed by the Iowa Supreme Court. These rules on
child support guidelines shall not apply if the child support recovery unit is determining the support
amount by a cost-of-living alteration as provided in Iowa Code chapter 252H, subchapter IV.

99.1(1) Exempt income. The following income of the parent is exempt in the establishment or
modification of support:

a. Income received by the parent under the family investment program (FIP).
b. Income or other benefits derived from public assistance programs funded by a federal, state,

or local governmental agency or entity that are listed in rule 441—41.27(239B) as exempt from
consideration in determining eligibility under FIP.

c. Income such as child support, social security dependent benefits received by a parent for a child
because of the other parent’s disability, and veteran’s dependent benefits received by a parent on behalf
of a child.

d. Stepparent’s income.
e. Income of a guardian who is not the child’s parent.
f. Income of the child’s siblings.
g. Earned income tax credit.
99.1(2) Determining income. Any of the following may be used in determining a parent’s income

for establishing or modifying a support obligation:
a. Income reported by the parent in a financial statement.
b. Income established by any of the following:
(1) Income verified by an employer or other source of income.
(2) Income reported to the department of workforce development.
(3) For a public assistance recipient, income reported to the department of human services

caseworker assigned to the public assistance case.
(4) Other written documentation that identifies income.
c. Income as determined through occupational wage rate information published by the Iowa

workforce development department or other state or federal agencies.
d. The median income for parents on the CSRU caseload, calculated annually.
e. Social security dependent benefits. Social security dependent benefits paid for a child because

of a parent’s disability shall be included in the disabled parent’s income. Social security dependent
benefits paid for a parent due to the other parent’s disability shall be included in the receiving parent’s
income.

99.1(3) Verification of income. Verification of income and allowable deductions from each parent
shall be requested.

https://www.legis.iowa.gov/docs/ico/chapter/252H.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.41.27.pdf
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a. Verification of income may include, but is not limited to, the following:
(1) Federal and state income tax returns.
(2) W-2 statements.
(3) Pay stubs.
(4) Signed statements from an employer or other source of income.
(5) Self-employment bookkeeping records.
(6) Award letters confirming entitlement to benefits under a program administered by a government

or private agency such as social security, veterans’ or unemployment benefits, military or civil service
retirement or pension plans, or workers’ compensation.

b. Cases in which the information or verification provided by a parent is questionable or
inconsistent with other circumstances of the case may be investigated. If the investigation does not
reveal any inconsistencies, the financial statement and other documentation provided by the parent shall
be used to establish income.

c. If discrepancies exist in the financial statement provided by the parent and additional income
information is not available, the child support recovery unit may:

(1) Request a hearing before the court if attempting to establish a support order through
administrative process.

(2) Conduct discovery if a parent places the matter before the court by answering a petition or
requesting a hearing before the court.

(3) When attempting to establish a default order, provide the court with a copy of the parent’s
financial information and the reasons the information may be questionable.

d. If the child support recovery unit is unable to obtain verification of a parent’s income, the
financial statement provided by the parent may be used to establish support.

99.1(4) Use of occupational wage rate information or median income for parents on the CSRU
caseload. Occupational wage rate information or median income for parents on the CSRU caseload
shall be used to determine a parent’s income when the parent has failed to return a completed financial
statement when requested, and when complete and accurate income information from other readily
available sources cannot be secured.

a. Occupation known. When the last-known occupation of a parent can be determined through
a documented source including, but not limited to, Iowa workforce development or the National
Directory of New Hires, occupational wage rate information shall be used to determine income. When
the last-known occupation of a parent cannot be determined through a documented source, information
may be gathered from the other parent and occupational wage rate information applied. Wage rate
information shall be converted to a monthly amount in accordance with subrule 99.3(1).

b. Occupation unknown. When the occupation of a parent is unknown, CSRU shall estimate the
income of a parent using the median income amount for parents on the CSRU caseload.

99.1(5) Self-employment income. A self-employed parent’s adjusted gross income, rather than
the net taxable income, shall be used in determining net income. The adjusted gross income shall be
computed by deducting business expenses involving actual cash expenditures that affect the actual
dollar income of the parent.

a. A person is self-employed when the person:
(1) Is not required to report to the office regularly except for specific purposes such as sales training

meetings, administrative meetings, or evaluation sessions.
(2) Establishes the person’s own working hours, territory, and methods of work.
(3) Files quarterly reports of earnings, withholding payments, and FICA payments to the Internal

Revenue Service (IRS).
b. In calculating net income from self-employment, the child support recovery unit shall deduct

only those items allowed by the child support guidelines. Amounts from a prior period claimed as net
losses shall not be allowed as deductions.

c. Net profits from self-employment may be determined through a review of self-employment
bookkeeping records, sales and expenditure records, quarterly reports filed with the IRS, previous
year’s federal or state income tax returns, or other documentation. The parent shall provide records of

https://www.legis.iowa.gov/docs/iac/rule/441.99.3.pdf
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bookkeeping, sales, and expenditures for the most recent 12-month period or, if the self-employment is
less than 12 months old, for the period since the self-employment began.

99.1(6) Fluctuating income. A person has a fluctuating income when the calculated gross income
or the adjusted gross income, as defined in subrule 99.1(5), for the current year varies from the gross or
adjusted gross income of the previous year by more than 20 percent.

a. If requested, the child support recovery unit shall average the income of a person whose income
fluctuated because the nature of the person’s occupation is of a type that normally experiences fluctuations
in income.

b. In determining a person’s average income, the following procedures shall be used:
(1) For non-self-employed persons, the child support recovery unit shall estimate the gross income

for the current year and add the amount to the gross income from relevant years that would accurately
depict fluctuations in the person’s income. The unit shall divide this sum by the number of years added,
prior and current, to arrive at an average gross annual income. The unit shall divide the average gross
annual income by 12 to arrive at the person’s average gross monthly income.

(2) For income from self-employment, the child support recovery unit shall compute the adjusted
gross annual income as defined in subrule 99.1(5) for the relevant years that would accurately depict
fluctuations in the person’s income. The unit shall use the adjusted gross annual income to compute the
average adjusted gross monthly income in the same manner as the computation of average gross monthly
income in 99.1(6)“b”(1).

441—99.2(234,252B) Allowable deductions. The deductions specified in the supreme court child
support guidelines shall be allowed when determining the amount of income subject to application
of the guidelines. The parent claiming the deduction shall provide the documentation necessary for
computing allowable deductions. Allowable deductions are:

99.2(1) Federal and state income tax.
a. The child support recovery unit shall calculate the amount of the deduction for federal and state

income tax as specified in the Iowa Supreme Court guidelines.
b. The unit shall calculate the amount of the deduction for self-employed persons with fluctuating

incomes, as defined in subrule 99.1(6), by computing the person’s averaged income and applying the
method of calculating a tax deduction as required by Iowa Supreme Court guidelines.

99.2(2) Social security and Medicare tax deductions, mandatory pensions, and union dues as
specified in the Iowa Supreme Court guidelines.

99.2(3) Mandatory occupational license fees as specified in the Iowa Supreme Court guidelines.
99.2(4) Actual payments of child and spousal support pursuant to a prior court or administrative

order. The date of the original court or administrative order, rather than the date of any modifications,
shall establish a prior order under this subrule. Support paid under an order established subsequent to the
order being modified shall not be deducted. All support payments shall be verified before being allowed
as a deduction. The child support recovery unit shall calculate deductions for support as follows:

a. In establishing prior support payments, the child support recovery unit shall verify payments
made for the 12 months preceding the month in which the amount of support for the new order is
determined. If the support obligation is less than one year old, the child support recovery unit shall
verify each monthly payment since the beginning of the obligation.

b. If the obligation is one year old or older, the child support recovery unit shall add together
all verified amounts paid during the past 12 months up to the total of the current support obligation
that accrued during this 12-month period, and divide by 12. All amounts collected shall be included,
regardless of the source.

c. If the support obligation is less than one year old, the child support recovery unit shall add
together the verified amounts paid since the obligation began up to the total of the current support
obligation that accrued during this period, and divide by the number of months that the obligation has
existed.

https://www.legis.iowa.gov/docs/iac/rule/441.99.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.99.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.99.1.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.99.1.pdf
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d. When a parent has more than one prior support order, the child support recovery unit shall
calculate the allowable deduction for each obligation separately, and then add the amounts together to
determine the parent’s total allowable deduction.

99.2(5) Actual medical support paid pursuant to a court order or administrative order in another
order for other children, not the pending matter. All medical support payments shall be verified before
being allowed as a deduction and shall be calculated in the same manner as the deductions for support
in subrule 99.2(4).

99.2(6) Actual child care expenses during the custodial parent’s employment, less the applicable
federal income tax credit. The child support recovery unit shall determine the amount of the child care
deduction as follows:

a. Actual child care expenses related to the custodial parent’s employment shall be verified by a
copy of the custodial parent’s federal or state income tax return or by a signed statement from the person
or agency providing the child care.

b. Only the amount of reported child care expenses in excess of the amount allowed as “credit for
child and dependent care expenses” for federal income tax purposes shall be allowed as a deduction in
determining the custodial parent’s net income.

c. In determining the deduction allowed to the custodial parent for child care expenses due to
employment, the following procedures shall be used:

(1) If the custodial parent provides a copy of a federal income tax return for the current tax
processing year and the amount is consistent with the current financial circumstances of the parent,
the child support recovery unit shall use the amount reported as “credit for child and dependent care
expenses.”

(2) If income tax information is not available, or if the parent indicates or there is reason to believe
that the amount stated in the return is no longer representative of the parent’s financial conditions or
child care expenses, the child support recovery unit shall determine the allowable deduction for child
care expenses for federal income tax purposes using the custodial parent’s income only.

d. The child support recovery unit shall compute the child care deduction as follows:
(1) Divide the amount of child care expense the parent may claim as a deduction for federal income

tax purposes by 12 to arrive at a monthly amount.
(2) If the child care expense reported on the financial statement is not a monthly amount, convert

the reported amount to an equivalent monthly figure and round the figure to two decimal places.
(3) Subtract the amount the parent may claim as “credit for child and dependent care expenses”

for federal income tax from the amount of child care expenses reported on the financial statement. The
difference is the amount allowed for a deduction in determining income for child support.

99.2(7) Qualified additional dependent deduction (QADD). The qualified additional dependent
deduction is the amount specified in the supreme court guidelines as a deduction for any child for whom
parental responsibility has been legally established as defined by the child support guidelines. However,
this deduction may not be used for a child for whom the parent may be eligible to take a deduction
under subrule 99.2(4).

a. The deduction for qualified additional dependents may be used:
(1) For dependents of the custodial or noncustodial father or mother, whether in or out of the

parent’s home. The father may establish the deduction by providing written verification of a legal
obligation to the children through one of the actions enumerated in the guidelines. The mother may
establish the deduction by providing written verification of a legal obligation to the children, including
the mother’s statement.

(2) In the establishment of original orders.
(3) In the modification of existing orders. The deduction may be used in an upward modification.

The deduction cannot be used to affect the threshold determination of eligibility for a downward
modification, but may be used after the threshold determination is met.

b. Reserved.
99.2(8) Cash medical support as specified in the Iowa Supreme Court guidelines.

[ARC 1357C, IAB 3/5/14, effective 5/1/14]

https://www.legis.iowa.gov/docs/iac/rule/441.99.2.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.99.2.pdf
https://www.legis.iowa.gov/docs/aco/arc/1357C.pdf
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441—99.3(234,252B) Determining net income. Unless otherwise specified in these rules, the child
support recovery unit shall determine net income as prescribed by the Iowa Supreme Court guidelines.

99.3(1) Calculating net income. All includable income and allowable deductions shall be expressed
in monthly amounts. Income and corresponding deductions received at a frequency other than monthly
shall be converted to equivalent monthly amounts by multiplying the income and corresponding
deductions received on a weekly basis by 4.33, on a biweekly basis by 2.17, and on a semimonthly
basis by 2.

99.3(2) Estimating net income.
a. The estimated net income of a parent shall be 80 percent of the reported income or the estimated

income as determined from occupational wage rate information or derived from the median income of
parents on the CSRU caseload, as appropriate, minus the deductions enumerated in subrules 99.2(3) to
99.2(8) when the information to calculate these deductions is readily available through automated or
other sources.

b. The net income of a parent shall be estimated under the following conditions:
(1) Gross earned income information was obtained from a source that did not provide itemized

deductions allowed by the mandatory support guidelines.
(2) Occupational wage rate information or median income of parents on the CSRU caseload was

used to determine a parent’s income.
[ARC 1357C, IAB 3/5/14, effective 5/1/14]

441—99.4(234,252B) Applying the guidelines.
99.4(1) Applying the guidelines. The child support recovery unit shall use the child support

guidelines schedule as prescribed by the Iowa Supreme Court only for the number of children for whom
support is being sought sharing the same two legal parents.

EXCEPTION: For foster care recovery cases, the guidelines schedule shall be used as set forth in
subrule 99.5(4).

99.4(2) Establishing current support.
a. Calculation. The child support recovery unit shall calculate the amount of support as prescribed

by the Iowa Supreme Court guidelines. Round amount of support to the nearest whole dollar.
b. Additional factors.
(1) In all cases other than foster care, CSRU shall establish current support payable in monthly

frequencies.
(2) In foster care cases, CSRU may establish current support payable in monthly or weekly

frequencies. To establish a weekly amount, CSRU shall divide the figure in paragraph 99.4(2)“a” by
4.33 and round to the nearest whole dollar.

(3) If the court orders joint (equally shared) physical care of a child or split or divided physical
care of multiple children, the unit shall calculate current support according to the Iowa Supreme Court
guidelines for each parent assuming the other is the custodial parent. If a child begins receiving family
investment program (FIP) benefits or if foster care funds are expended, an offset of the two amounts as
a method of payment shall be disallowed.

(4) The amount of support shall be zero if the noncustodial parent’s only income is Supplemental
Security Income paid pursuant to 42 U.S.C. 1381a.

99.4(3) Establishing accrued support debt amount.
a. Support debt created. The payment of public assistance to or for the benefit of a dependent

child or a dependent child’s caretaker creates an accrued support debt due and owing by the child’s
parent to the department. The amount of the accrued support debt is based on the period of time public
assistance payment or foster care funds were expended, but is not created for the period of receipt of
public assistance on the parent’s own behalf for the benefit of the dependent child or the child’s caretaker.

b. Calculating accrued support debt. CSRU shall calculate the accrued support debt as follows:
(1) For Family Investment Program (FIP) benefits, CSRU shall use the period for which FIP was

paid during the 36months preceding the date the notice of support debt is prepared or the date the petition
is filed. For foster care assistance, CSRU shall use the three-month period for which foster care assistance

https://www.legis.iowa.gov/docs/iac/rule/441.4.33.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.2.17.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.99.2.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.99.2.pdf
https://www.legis.iowa.gov/docs/aco/arc/1357C.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.99.4.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.4.33.pdf
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was paid prior to the date the initial notice to the noncustodial parent of the amount of support obligation
is prepared, or the date a written request for a court hearing is received, whichever is earlier.

(2) CSRU shall exclude periods the noncustodial parent received public assistance as a part of this
eligible group.

(3) CSRU may extend the period to include any additional periods public assistance is expended
prior to the entry of the order.

(4) CSRU shall calculate the amount of the obligation by using the current net income of both
parents, the guidelines in effect at the time the order is entered, and the number of children of the
noncustodial parent who were receiving public assistance for each month for which accrued support
is sought.

(5) CSRU shall calculate the total amount of the FIP support debt by multiplying the number of
months for which assistance was paid times the determined guidelines amount.

(6) CSRUmay calculate the total amount of the foster care support debt by multiplying the number
of months for which assistance was paid times the determined guidelines amount and shall adjust this
amount for weeks in which no foster care benefits were paid.

c. Establishing the accrued support repayment amount.
(1) In cases other than foster care, CSRU shall establish the repayment amount as follows:
1. When there is an ongoing obligation, the monthly repayment amount shall be 10 percent of the

ongoing amount unless the noncustodial parent agrees to a higher amount.
2. When the order does not include ongoing support, the monthly repayment amount shall be the

same as the amount for ongoing support which would have been due if such an obligation had been
established. However, when all of the children for whom accrued support debt is sought are residing
with the noncustodial parent, the monthly repayment amount shall be set at 10 percent of this amount.

(2) In foster care cases, CSRU shall establish the repayment amount in the same manner as
subparagraph (1), but may establish weekly amounts and if the order does not include ongoing support,
the repayment amount shall be set at 10 percent of the amount for ongoing support which would have
been due if such an obligation had been established.

99.4(4) Children in nonparental homes or foster care. The parents of a child in a nonparental home
or in foster care are severally liable for the support of the child. A support obligation shall be established
separately for each parent.

a. Parents’ location known. When the location is known for both parents having a legal obligation
to provide support for their children, the income of both parents shall be used to determine the amount
of ongoing support in accordance with the child support guidelines.

(1) Calculating support amount. There shall be a separate calculation of each parent’s child support
amount, regardless of whether the parents are married and living together, or living separately. Each
calculation shall assume that the parent for whom support is being calculated is the noncustodial parent
and the other parent is the custodial parent.

(2) Prior orders. If only one parent is paying support under a prior order for the children for whom
support is being calculated, the amount of support paid shall not be deducted from that parent’s net
monthly income in computing the support amount for the other parent.

b. One parent’s location unknown. When the location of one parent is not known, procedures shall
be initiated to establish a support order against the parent whose location is known in accordance with
the mandatory support guidelines as follows:

(1) The parent whose location is known shall be considered the noncustodial parent and that
parent’s income shall be used to calculate child support.

(2) The income of the parent whose location is unknown shall be determined by using the estimated
median income for parents on the CSRU caseload and that parent shall be considered the custodial parent
in calculating child support.

c. When one parent is deceased or has had parental rights terminated, the method used to calculate
support when one parent’s location is not known shall be used. The parent who is deceased or has had
parental rights terminated shall be considered the custodial parent with zero income.



IAC 3/28/18 Human Services[441] Ch 99, p.7

99.4(5) Extraordinary visitation adjustment. The extraordinary visitation adjustment is a credit as
specified in the supreme court guidelines. The credit shall not reduce the child support below the amount
required by the supreme court guidelines.

The extraordinary visitation adjustment credit shall be given if all of the following apply:
a. There is an existing order for the noncustodial parent that meets the criteria for extraordinary

visitation in excess of 127 overnights per year on an annual basis for the child for whom support is sought.
The order granting visitation can be a different order than the child support order. If a controlling order
is determined pursuant to Iowa Code chapter 252K and that controlling support order does not meet the
criteria for extraordinary visitation, there is another order that meets the criteria.

b. The noncustodial parent has provided CSRU with a file-stamped or certified copy of the order.
c. The court has not ordered equally shared physical care.
99.4(6) Establishing medical support. The child support recovery unit shall calculate medical

support as required by Iowa Code chapter 252E and the Iowa Supreme Court guidelines. The cost of the
health insurance premium for the child is added to the basic support obligation and prorated between
the parents as provided in the Iowa Supreme Court guidelines, and the parent ordered to provide health
insurance must provide verification of this expense or anticipated expense.
[ARC 1357C, IAB 3/5/14, effective 5/1/14]

441—99.5(234,252B) Deviation from guidelines.
99.5(1) Criteria for deviation. The court shall not vary from the amount of child support that would

result from application of the guidelines without a written finding as required by the Iowa Supreme Court
guidelines.

99.5(2) Supporting financial and legal documentation.
a. The party requesting a deviation from the guidelines shall provide supporting documentation.

The supporting documentation shall include an itemized list identifying the amount and nature of each
adjustment requested. Failure to provide supporting documentation for a request for deviation shall result
in a denial of the request.

b. Legal documents prepared for the court’s approval, such as stipulations and orders for support,
shall include language to identify the following:

(1) The amount of support calculated under the guidelines without allowance for deviations.
(2) The reasons for deviating from the guidelines.
(3) The amount of support calculated after allowing for the deviation.
99.5(3) Depreciation. A parent may request a deduction for depreciation of machinery, equipment,

or other property used to earn income. Straight-line depreciation shall be the only type of depreciation
that shall be allowed as a deduction. The child support recovery unit shall allow the straight-line
depreciation amount as a deduction if the parent provides documentation from a tax preparer verifying
the amount of straight-line depreciation being claimed. Straight-line depreciation is computed by
deducting the property’s estimated salvage value from the cost of the property, and deducting that figure
in equal yearly amounts over the period of the property’s remaining estimated useful life.

99.5(4) Foster care case. In a foster care case, the child support recovery unit may deviate from the
guidelines by applying a 30 percent flat rate deduction for parents who provide financial documentation.
The flat rate deduction represents expenses under the case permanency plan and financial hardship
allowances or other circumstances contemplated in Iowa Code section 234.39.

CSRU shall calculate the support obligation of the parents of children in foster care when the parents
have a legal obligation for additional dependents in the home, as follows: The support obligation of each
parent shall be calculated by allowing all deductions the parent is eligible for under the child support
guidelines as provided in rule 441—99.2(234,252B) and by using the guidelines schedule corresponding
to the sum of the children in the home for whom the parent has a legal obligation and the children in
foster care. The calculated support amount shall be divided by the total number of children in foster care
and in the home to compute the support obligation of the parent for each child in foster care.

99.5(5) Negotiation of accrued support debt. The child support recovery unit may negotiate with a
parent to establish the amount of accrued support debt owed to the department. In negotiating accrued
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support, the state does not represent the custodial parent. The custodial parent may intervene at any time
prior to the filing of the order to contest the amount of the debt or request the entry of a judgment in the
parent’s behalf which may otherwise be relinquished through negotiation or entry of a judgment.
[ARC 1357C, IAB 3/5/14, effective 5/1/14]

These rules are intended to implement Iowa Code sections 234.39, 252B.3, 252B.5, 252B.7A, and
598.21(4).

441—99.6 to 99.9 Reserved.

DIVISION II
PATERNITY ESTABLISHMENT

PART A
JUDICIAL PATERNITY ESTABLISHMENT

441—99.10(252A) Temporary support. If a court ordered a putative father to pay temporary support
before entering an order making a final determination of paternity under Iowa Code section 252A.6A,
but then the court determines that the putative father is not the legal father and enters an order terminating
the temporary support, all the following apply.

99.10(1) Satisfaction of accrued support. Upon receipt of a file-stamped copy of the order
terminating the support order, the child support recovery unit shall take the following action concerning
unpaid support assigned to the department:

a. The child support recovery unit shall satisfy only unpaid support assigned to the department.
b. The child support recovery unit shall ask the obligee to sign the satisfaction acknowledging

the obligee has no right to support owed the department and waive notice of hearing on a subsequent
satisfaction order. If the obligee does not sign the satisfaction and waiver or notice, the child support
recovery unit is not prevented from satisfying amounts due the department.

c. The child support recovery unit shall prepare the required documents to satisfy any amounts
owed the department and shall file them with the appropriate district court.

99.10(2) Previously collected moneys. The child support recovery unit shall not return any moneys
previously paid on the temporary support judgment.

This rule is intended to implement Iowa Code section 252A.6A.

441—99.11 to 99.20 Reserved.

PART B
ADMINISTRATIVE PATERNITY ESTABLISHMENT

441—99.21(252F) When paternity may be established administratively. The child support recovery
unit may seek to administratively establish paternity and accrued or accruing child support and medical
support obligations against an alleged father when the conditions specified in Iowa Code chapter 252F
are met.

441—99.22(252F) Mother’s certified statement. Before initiating an action under Iowa Code chapter
252F, the unit may obtain a signed Child Support Information, Form 470-3877, or Establishment
Questionnaire, Form 470-3929, or a similar document from the child’s caretaker. The unit shall obtain
the Mother’s Written Statement Alleging Paternity, Form 470-3293, from the child’s mother certifying,
in accordance with Iowa Code section 622.1, that the man named is or may be the child’s biological
father. Government records, including but not limited to an application for public assistance, which
substantially meet the requirements of Iowa Code section 622.1 may also be used. In signing Form
470-3293, the mother acknowledges that the unit may initiate a paternity action against the alleged
father, and she agrees to accept service of all notices and other documents related to that action by
first-class mail. The mother shall sign and return Form 470-3293 to the unit within ten days of the date
of the unit’s request.
[ARC 1357C, IAB 3/5/14, effective 5/1/14]
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441—99.23(252F) Notice of alleged paternity and support debt. Following receipt of the Mother’s
Written Statement Alleging Paternity, Form 470-3293, or government records, including but not limited
to an application for public assistance, which substantially meet the requirements of Iowa Code section
622.1, the unit shall serve a notice of alleged paternity and support debt as provided in Iowa Code section
252F.3.
[ARC 1357C, IAB 3/5/14, effective 5/1/14]

441—99.24(252F) Conference to discuss paternity and support issues. The alleged father may
request a conference as provided in Iowa Code section 252F.3, subsection (1), with the office that issued
the notice to discuss paternity establishment and the amount of support he may be required to pay.

441—99.25(252F) Amount of support obligation. The unit shall determine the amount of the child
support obligation accrued and accruing using the child support guidelines established by the Iowa
Supreme Court, and pursuant to the provisions of Iowa Code section 252B.7A.

441—99.26(252F) Court hearing. If the alleged father requests a court hearing within the time frames
specified in Iowa Code section 252F.3, or as extended by the unit, and paternity testing has not been
conducted, the unit shall issue ex parte administrative orders requiring the alleged father, the mother and
the child to submit to paternity testing.

441—99.27(252F) Paternity contested. The alleged father may contest the paternity establishment
by submitting, within 20 calendar days after service of the notice upon him, as provided in rule
441—99.23(252F), a written statement contesting paternity to the address of the unit as set forth in the
notice. The mother may contest paternity establishment by submitting, within 20 calendar days after
the unit mailed her notice of the action or within 20 calendar days after the alleged father is served with
the original notice, whichever is later, a written statement contesting paternity to the address of the unit
as set forth in the notice. When paternity is contested, or at the unit’s initiative, the unit shall issue ex
parte administrative orders requiring the alleged father, the mother and the child to submit to paternity
testing. If the mother and child or children previously submitted blood or genetic specimens in a prior
action to establish paternity against a different alleged father, the previously submitted specimens and
prior results, if available, may be used for testing in this action.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.28(252F) Paternity test results challenge. Either party or the unit may challenge the results
of the paternity test by filing a written notice with the district court within 20 calendar days after the unit
issues or mails the paternity test results to the parties. When a party challenges the paternity test results,
and requests an additional paternity test, the unit shall order an additional blood or genetic test, if the
party requesting the additional test pays for the additional testing in advance. If the party challenges the
first paternity test results, but does not request additional tests, the unit may order additional blood or
genetic tests.

441—99.29(252F) Agreement to entry of paternity and support order. If the alleged father admits
paternity and reaches agreement with the unit on the entry of an order for support, the father may
acknowledge his consent on the Child Support Declaration, Form 470-4084. If the mother does not
contest paternity within the allowed time period or if the mother waives the time period for contesting
paternity, the unit may file the Child Support Declaration, if applicable, and Administrative Paternity
Order with the court in accordance with Iowa Code section 252F.6.
[ARC 1357C, IAB 3/5/14, effective 5/1/14]

441—99.30(252F) Entry of order establishing paternity only. If the alleged father requests a court
hearing on support issues and paternity is not contested, or if paternity was contested but neither party
filed a timely challenge of the paternity test results, the unit shall prepare an order establishing paternity
and reserving the support issues for determination by the court. The unit shall present the order and other
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documents supporting the entry of the ex parte paternity-only order to the court for review and approval
prior to the hearing on the support issues.

441—99.31(252F) Exception to time limit. The unit may accept and respond to written requests for
court hearings beyond the time limits allowed in this part.

441—99.32(252F) Genetic test costs assessed.
99.32(1) Paternity established. If genetic testing of an alleged father is conducted and that man is

established as the child’s father, the unit shall assess the costs of the genetic testing to the father who
denied paternity and enter an order for repayment of these costs.

99.32(2) Paternity not established. If genetic testing of an alleged father is conducted and that man
is not established as the child’s father, the costs of the genetic testing shall not be assessed to any of the
parties.

99.32(3) Results contested. If the results of the genetic testing are timely challenged and the
challenging party requests additional testing, the party contesting the results shall advance the cost of
the additional testing. If the challenging party does not advance payment for the additional testing, the
unit shall certify the case to district court.

These rules are intended to implement Iowa Code chapter 252F.

441—99.33 to 99.35 Reserved.

PART C
PATERNITY DISESTABLISHMENT

441—99.36(598,600B) Definitions.
“Disestablishment” means paternity which is legally overcome under the conditions specified in

Iowa Code section 600B.41A or section 598.21, subsection 4A.
“Nonrequesting parent” means a parent who is not filing a petition to overcome paternity.
“Requesting parent” means a parent who files a petition to overcome paternity.

441—99.37(598,600B) Communication between parents. When a parent who has filed a petition to
disestablish paternity requests assistance from the child support recovery unit in contacting the other
parent, the child support recovery unit shall take the following actions if services are being provided by
the child support recovery unit, the location of the nonrequesting party is known, and the child support
recovery unit has been provided a copy of the petition to disestablish paternity.

99.37(1) Written contact. The child support recovery unit shall send written notification to the
nonrequesting parent of the requesting parent’s desire to disestablish paternity and of the requesting
parent’s whereabouts. The notice shall state that the nonrequesting parent may cooperate in this
action by filing a statement of the nonrequesting parent’s current address or the name and address of
the nonrequesting parent’s attorney in the court file, or may contact the requesting parent with this
information.

99.37(2) Notification of requesting parent. The child support recovery unit shall provide notification
to the requesting party that contact was made with the nonrequesting party and that the nonrequesting
parent may file a statement in the court file or may contact the requesting parent directly.

441—99.38(598,600B) Continuation of enforcement. The child support recovery unit shall continue
all enforcement actions to collect current and accrued support as ordered until the unit receives a
file-stamped copy of the order disestablishing paternity.

441—99.39(598,600B) Satisfaction of accrued support.
99.39(1) Disestablishment orders entered before May 21, 1997. Upon receipt of a file-stamped copy

of an order disestablishing paternity which was entered before May 21, 1997, the child support recovery
unit shall take the following action concerning unpaid support assigned to the department.

https://www.legis.iowa.gov/docs/ico/chapter/252F.pdf
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a. The child support recovery unit shall satisfy only unpaid support assigned to the department
and only if:

(1) For actions under Iowa Code section 600B.41A, blood or genetic testing was done and a
guardian ad litem was appointed for the child.

(2) For actions under Iowa Code section 598.21, the written statement was filed and a guardian ad
litem was appointed for the child.

b. The child support recovery unit shall ask the obligee to sign the satisfaction acknowledging
the obligee has no right to support owed the department and waive notice of hearing on a subsequent
satisfaction order. If the obligee does not sign the satisfaction and waiver of notice, the child support
recovery unit is not prevented from satisfying amounts due the department.

c. The child support recovery unit shall prepare the required documents to satisfy any amounts
owed the department and shall file them with the appropriate district court. If the court later determines
that paternity was incorrectly disestablished, the child support recovery unit may attempt to reinstate and
enforce the prior judgment.

99.39(2) Disestablishment orders entered on or after May 21, 1997. Upon receipt of a file-stamped
copy of an order disestablishing paternity which was entered on or after May 21, 1997, the child support
recovery unit shall take the following action concerning unpaid support:

a. If the order also contains a provision satisfying unpaid support, the unit shall adjust its records
to show unpaid support is paid.

b. If the order does not contain a provision satisfying unpaid support, the unit shall satisfy only
unpaid support assigned to the department. The unit shall notify the party who petitioned the court for
disestablishment that this is the only support the unit can satisfy.

(1) The child support recovery unit shall ask the obligee to sign the satisfaction acknowledging
the obligee has no right to support owed the department and waive notice of hearing on a subsequent
satisfaction order. If the obligee does not sign the satisfaction and waiver notice, the child support
recovery unit is not prevented from satisfying amounts due the department.

(2) The child support recovery unit shall prepare the required documents to satisfy any amounts
owed the department and shall file them with the appropriate court. If the court later determines that
paternity was incorrectly disestablished, the child support recovery unit may attempt to reinstate and
enforce the prior judgment.

99.39(3) Termination of paternity. If the court entered an order dismissing a disestablishment of
paternity action on or before May 21, 1997, this subrule applies. Upon receipt of a file-stamped copy of
an order terminating paternity under the requirements of Iowa Code section 600B.41A, the child support
recovery unit shall take the following action concerning unpaid support assigned to the department:

a. The child support recovery unit shall satisfy only unpaid support assigned to the department.
b. The child support recovery unit shall ask the obligee to sign the satisfaction acknowledging

the obligee has no right to support owed the department and waive notice of hearing on a subsequent
satisfaction order. If the obligee does not sign the satisfaction and waiver of notice, the child support
recovery unit is not prevented from satisfying amounts due the department.

c. The child support recovery unit shall prepare the required documents to satisfy any amounts
owed the department and shall file them with the appropriate district court. If the court later determines
that paternity was incorrectly terminated, the child support recovery unit may attempt to reinstate and
enforce the prior judgment.

99.39(4) Previously collected moneys. The child support recovery unit shall not return any moneys
previously paid on the judgment.

These rules are intended to implement Iowa Code section 598.21, subsection 4A, and Iowa Code
section 600B.41A.

441—99.40 Reserved.
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DIVISION III
ADMINISTRATIVE ESTABLISHMENT OF SUPPORT

[Prior to 9/1/93, see 441—95.11(252C)]

441—99.41(252C) Establishment of an administrative order.
99.41(1) When order may be established. The bureau chief may establish a child or medical support

obligation against a responsible person through the administrative process. This does not preclude the
child support recovery unit from pursuing the establishment of an ongoing support obligation through
other available legal proceedings. When gathering information to establish a support order, the unit
may obtain a signed Child Support Information, Form 470-3877, or Establishment Questionnaire, Form
470-3929, or a similar document from the child’s caretaker.

99.41(2) Support debt. When public assistance is paid to or Medicaid is received by a child of
the responsible person, or the dependent child’s caretaker, a support debt is created and owed to the
department. When no public assistance is paid or Medicaid is received, the debt is owed to the individual
caretaker.

99.41(3) Notice to responsible person. When the bureau chief establishes a support debt against a
responsible person, a notice of child support debt shall be served in accordance with the Iowa Rules
of Civil Procedure or Iowa Code section 252B.26. The notice shall include all of the rights and
responsibilities shown in Iowa Code section 252C.3. The notice shall also inform the responsible
person which of these rights may be waived pursuant to Iowa Code section 252C.12, and the procedures
for and effect of waiving these rights. The notice shall include a statement that failure to respond within
the time limits given and to provide information and verification of financial circumstances shall result
in the entry of a default judgment for support.

99.41(4) Negotiation conference. The responsible person may, within ten calendar days after being
served the notice of child support debt, request a negotiation conference with the office of the child
support recovery unit which sent the notice.

99.41(5) Amount of support obligation. The child support recovery unit shall determine the amount
of the child support obligation accrued and accruing using the child support guidelines established by
the Iowa Supreme Court, and pursuant to the provisions of Iowa Code section 252B.7A.

a. Any deviation from the guidelines shall require a written finding by the bureau chief.
b. Reserved.
99.41(6) Reserved.
99.41(7) Court hearing. Either the responsible person or the child support recovery unit may request

a court hearing regarding the establishment of a support obligation through the administrative process.
a. The request for a hearing by the responsible person shall be in writing and sent to the office

of the child support recovery unit which sent the original notice of the support debt by the latest of the
following:

(1) Thirty days from the date of service of the first notice of support debt.
(2) Ten days from the date of the negotiation conference.
(3) Thirty days from the date the second notice and finding of financial responsibility is issued.
(4) Ten days from the date of issuance of the conference report if the bureau chief does not issue a

second notice and finding of financial responsibility after a conference was requested.
b. When a request for a court hearing is received from the responsible person, within the time

limits allowed, or is made by the child support recovery unit, the bureau chief shall schedule or request
that the hearing be scheduled in the district court in the county:

(1) Where the dependent child resides if the child resides in Iowa.
(2) Where the responsible person resides if the child for whom support is sought resides in another

state or the sole purpose of the administrative order is to secure a judgment for the time period that public
assistance was expended by the state on behalf of the family or child.

99.41(8) Exception to time limit. The bureau chief may accept and respond to written requests for a
court hearing beyond the time limits allowed in this rule.
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99.41(9) Entry of order. If no request for a hearing is received from the responsible person at the
local office of the child support recovery unit, or made by the unit, the bureau chief may prepare an order
for support and have it presented ex parte to the court for approval.

a. The attorney for the child support recovery unit shall present the order and other documents
supporting the entry of the ex parte order to the court for review and approval. Pursuant to Iowa
Code chapter 252C, the court shall approve the order unless defects appear in the order or supporting
documents.

b. The bureau chief shall file a copy of the approved order with the clerk of the district court.
c. The bureau chief shall send a copy of the filed order by regular mail, to the caretaker’s

last-known address, to the responsible person’s last-known address or the caretaker’s or the responsible
person’s attorney pursuant to the provisions of Iowa Code chapter 252C within 14 days after approval
and issuance of the order by the court.

99.41(10) Force and effect. Once the order has been signed by the judge and filed, it shall have all
the force and effect of an order or decree entered by the court. Unless otherwise specified, the effective
date of the support obligation shall be the twentieth day following the date the order is prepared by the
unit.

99.41(11) Modification by bureau chief. The bureau chief may petition an appropriate court for
modification of a court order on the same grounds as a party to the court order can petition the court
for modification.

This rule is intended to implement Iowa Code chapter 252C.
[ARC 1357C, IAB 3/5/14, effective 5/1/14]

441—99.42 to 99.60 Reserved.

DIVISION IV
REVIEW AND ADJUSTMENT OF CHILD SUPPORT OBLIGATIONS

[Prior to 9/1/93, see 441—98.51(73GA,ch1244) to 98.60(73GA,ch1244)]

441—99.61(252B,252H) Definitions.
“Guidelines” means the most current guidelines and criteria prescribed by the Iowa Supreme Court

for determining the amount of child support to be awarded.
“Parent” means a person who is a responsible person or a caretaker, as those terms are defined in

rule 441—95.1(252B).
“Recipient of service” means a person receiving foster care services, or a recipient of family

investment program assistance or Medicaid benefits whose child support or medical support is assigned,
or a person who is not receiving public assistance but who is entitled to child support enforcement
services pursuant to Iowa Code section 252B.4.

441—99.62(252B,252H) Review of permanent child support obligations. Permanent child support
obligations that are ongoing and being enforced by the child support recovery unit or the child support
agency of another state shall be reviewed by the unit to determine whether or not to adjust the obligation.
The unit shall determine the appropriate obligation amount using the child support guidelines. Iowamust
have continuing, exclusive jurisdiction to modify the order under Iowa Code chapter 252K.

99.62(1) Periodic review. A permanent child support obligation being enforced by the child support
recovery unit and meeting the conditions in Iowa Code section 252H.12 may be reviewed upon the
initiative of the unit if:

a. The right to any ongoing child support obligation is currently assigned to the state due to the
receipt of public assistance.

b. The support order does not already contain medical support provisions.
c. A review is otherwise necessary to comply with state or federal law.
99.62(2) Review by request. A review shall be conducted upon the request of the child support

recovery agency of another state or upon the written request of either parent subject to the order submitted
on Form 470-2749, Request to Modify a Child Support Order. One review may be conducted every two
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years when the review is being conducted at the request of either parent. The request for review may be
no earlier than two years from the filing date of the support order or most recent modification or the last
completed review, whichever is later.

99.62(3) Review outcome.
a. Procedures to adjust the support obligation shall be initiated only when the financial and other

information available to the child support recovery unit indicates that the:
(1) Present child support obligation varies from the Iowa Supreme Court mandatory child support

guidelines by more than 20 percent, and
(2) Variation is due to a change in financial circumstances which has lasted at least three months

and can reasonably be expected to last for an additional three months.
b. Procedures to modify a support order may be initiated when the order does not include

provisions for medical support.
[ARC 9352B, IAB 2/9/11, effective 4/1/11]

441—99.63(252B,252H) Notice requirements. The child support recovery unit shall provide written
notification to each parent affected by a permanent child support obligation being enforced by the child
support recovery unit as follows:

99.63(1) Notice of right to request review. The child support recovery unit shall notify each parent of
the right to request review of the order and the appropriate place and manner in which the request should
be made. Notification shall be provided on Form 470-0188, Application For Nonassistance Support
Services, Form 470-1981, Notice of Continued Support Services, Form 470-3078, Availability of Review
and Adjustment Services, or through another printed or electronic format.

99.63(2) Notice of review. One of the following shall apply:
a. At least 15 days before the review is conducted, the child support recovery unit shall serve

notice of its intent to review the order on each parent affected by the child support obligation. This
notice shall include a request that the parties complete a financial statement and provide verification of
income. The notice shall be served in accordance with Iowa Code section 252B.26 or 252H.15.

b. If the conditions of Iowa Code section 252H.14A(1) are met, the unit may conduct a review
using information accessible to the unit without:

(1) Issuing a notice under paragraph 99.63(2)“a,” or
(2) Requesting additional information from the parent.
99.63(3) Notice of decision. After the child support recovery unit completes the review of the

child support obligation in accordance with rule 441—99.62(252B,252H), the unit shall issue a notice
of decision in accordance with Iowa Code section 252H.14A or 252H.16 stating whether or not an
adjustment is appropriate and, if so, the unit’s intent to enter an administrative order for adjustment.

a. and b. Rescinded IAB 2/5/03, effective 4/1/03.
99.63(4) Challenges to outcome of review. Each parent shall be allowed to request a second review

challenging the determination of the child support recovery unit. The procedure for challenging the
determination is as follows:

a. The parent challenging the determination shall submit the request for a second review in writing
to the child support recovery unit stating the reasons for the request and providing written evidence
necessary to support the challenge. The request must be submitted:

(1) Within 10 days from the date of a notice of decision issued pursuant to Iowa Code section
252H.16, or

(2) Within 30 days from service of a notice of decision issued pursuant to Iowa Code section
252H.14A.

b. The child support recovery unit shall review the written evidence submitted with the request
and all financial information available to the unit and make a determination of one of the following:

(1) Rescinded IAB 2/5/03, effective 4/1/03.
(2) To enter an administrative order for adjustment of the obligation.
(3) That adjustment of the child support obligation is inappropriate.
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c. The unit shall send written notice of the outcome of the second review to each parent affected
by the child support obligation at the parent’s last-known mailing address.

d. For a review initiated under Iowa Code section 252H.15, if either parent disputes the second
decision, the objecting parent may request a court hearing within 15 days from the date the notice of
decision is issued or within 10 days of the date the second notice of decision is issued, whichever is later.

e. For a review initiated under Iowa Code section 252H.14A, either parent may request a court
hearing within 10 days of the issuance of the second notice of decision.

f. If the unit receives a timely written request or the unit determines that a court hearing is
necessary, the unit shall certify the matter to the district court. An objecting parent may seek recourse
by filing a private petition for modification through the district court.
[ARC 9352B, IAB 2/9/11, effective 4/1/11]

441—99.64(252B,252H) Financial information. The child support recovery unit shall attempt to obtain
and verify information concerning the financial circumstances of the parents subject to the order to be
reviewed necessary to conduct the review.

99.64(1) Financial statements. Except for a review initiated under Iowa Code section 252H.14A,
both parents subject to the order to be reviewed shall provide a financial statement and verification of
income within ten days of service of the notice of the unit’s intent to review the obligation. If a review is
initiated under Iowa Code section 252H.14A and the first notice of decision is challenged as described
in subrule 99.63(4), both parents shall be requested to provide a financial statement and verification of
income within ten days of the unit’s request.

a. Verification of income shall include, but not be limited to, the following: copies of state and
federal income tax returns, W-2 statements, pay stubs, or a signed statement from an employer or other
source of income.

b. The child support recovery unit may also request that the parent requesting review provide an
affidavit regarding the financial circumstances of the nonrequesting parent when the unit is otherwise
unable to obtain financial information concerning the nonrequesting parent. The requesting parent shall
complete the affidavit if the parent possesses sufficient information to do so.

99.64(2) Independent sources. The child support recovery unit may utilize other resources to obtain
or confirm information concerning the financial circumstances of the parents subject to the order to be
reviewed.

a. These resources include, but are not limited to, the following: the Iowa workforce development
department, the Iowa department of revenue, the Internal Revenue Service, the employment, revenue,
and child support recovery agencies of other states, and the Social Security Administration.

b. In the absence of other verification of income and deductions allowed under the mandatory
support guidelines, the child support recovery unit may estimate the net earned income of a parent for
the purpose of determining the amount of support that would be due under the guidelines by deducting
20 percent from the gross earned income confirmed by an independent source. A parent may challenge
this estimate by providing verification of actual earned income deductions.

99.64(3) Availability of medical insurance. Both parents subject to the order to be reviewed shall
provide documentation regarding the availability of health insurance coverage for the children covered
under the order, and the cost of the coverage, within ten days of a written request by the child support
recovery unit. Verification may include, but not be limited to: a copy of the health benefit plan including
the effective date of the plan, a letter from the employer detailing the availability of health insurance, or
any other source that will serve to verify health insurance information and the cost of the coverage.
[ARC 9352B, IAB 2/9/11, effective 4/1/11]

441—99.65(252B,252H) Review and adjustment of a child support obligation.
99.65(1) Conducting the review. The child support recovery unit or its attorney shall review the

case for administrative adjustment of a child support obligation unless it is determined that any of the
following exist:

a. The location of one or both of the parents is unknown.
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b. The variation from the Iowa Supreme Court mandatory child support guidelines is based on any
material misrepresentation of fact concerning any financial information submitted to the child support
recovery unit.

c. The criteria of rule 441—99.62(252B,252H) are not met.
d. The end date of the order is less than 12 months in the future or the youngest child is 17½ years

of age.
99.65(2) Civil action. The review and adjustment action that is certified to court for hearing shall

proceed as an ordinary civil action in equity, and the child support recovery unit attorney shall represent
the state of Iowa in those proceedings.

99.65(3) Private counsel. After the notice has been issued as described in subrule 99.63(2) or
99.63(3), any party may choose to be represented personally by private counsel. Any party who retains
private counsel shall notify the child support recovery unit of this fact in writing.
[ARC 9352B, IAB 2/9/11, effective 4/1/11; ARC 3719C, IAB 3/28/18, effective 7/1/18]

441—99.66(252B,252H)Medical support. The child support recovery unit, or its attorney, shall review
the medical support provisions contained in any permanent child support order which is subject to review
under rule 441—99.65(252B,252H) and shall include in any adjustment order a provision for medical
support as defined in Iowa Code chapter 252E, and as set forth in 441—Chapter 98, Division I, or other
appropriate provisions pertaining to medical support for all children affected directly by the child support
order under review.
[ARC 9352B, IAB 2/9/11, effective 4/1/11]

441—99.67(252B,252H) Confidentiality of financial information. Financial information provided to
the child support recovery unit by either parent for the purpose of facilitating the review and adjustment
process may be disclosed to the other parties to the case, or to the district court, as follows:

99.67(1) Financial statements. Statements of financial status may be disclosed to either party.
99.67(2) Other documentation. Supporting financial documentation such as state and federal income

tax returns, pay stubs, IRS FormW-2, bank statements, and other written evidence of financial status may
be disclosed to the court after the notice has been issued as described in subrule 99.63(2) or 99.63(3),
unless otherwise prohibited by state or federal law.
[ARC 9352B, IAB 2/9/11, effective 4/1/11]

441—99.68(252B,252H) Payment of service fees and other court costs. Payment of fees for
administrative review or service of process and other court costs associated with the review and
adjustment process is the responsibility of the party requesting review unless the court orders otherwise
or the requesting party, as a condition of eligibility for receiving public assistance benefits, has assigned
the rights to child or medical support for the order to be modified.

A requesting party who is indigent or receiving public assistance may request deferral of fees and
costs. For the purposes of the division, “indigent”means that the requesting party’s income is 200 percent
or less than the poverty level for one person as defined by the United States Office of Management and
Budget and revised annually in accordance with Section 673(2) of the Omnibus Budget Reconciliation
Act of 1981.

441—99.69(252B,252H) Denying requests. A request for review by a parent subject to the order may
be denied for the following reasons:

99.69(1) Rescinded IAB 8/2/95, effective 10/1/95.
99.69(2) It has been less than two years since the support order was filed with the court, last modified,

or last reviewed for the purpose of adjustment.
99.69(3) The child support recovery unit or a child support agency of another state is not providing

enforcement services for an ongoing support obligation under the order for which the review has been
requested.

99.69(4) The request is based entirely on issues such as custody or visitation rights, which are not
directly related to child support.
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99.69(5) The request is for the sole purpose of modifying the amount of delinquent support that has
accrued under a support order.

99.69(6) The request is for the review of a temporary support order.

441—99.70(252B,252H) Withdrawing requests. If the requesting party contacts the child support
recovery unit to withdraw the request, the child support recovery unit shall proceed as follows:

99.70(1) Best interests of the child. Rescinded IAB 2/5/03, effective 4/1/03.
99.70(2) Consent of both parties. The child support recovery unit shall notify the nonrequesting

party of the requesting party’s desire to withdraw the request.
a. If the nonrequesting party indicates a desire to continue the review, the unit shall proceed with

the review and adjust the obligation, if appropriate.
b. If the nonrequestor indicates a desire to stop the process or fails to respond within ten days to

the notification of the request to withdraw, the unit shall notify all parties that the review and adjustment
process has been terminated.

99.70(3) Effect of withdrawal. If a request is successfully withdrawn pursuant to subrule 99.70(2),
a later request by either party shall be subject to the limitations of subrule 99.62(2).

441—99.71(252H) Effective date of adjustment. Unless subject to court action or reconciliation of
multiple Iowa orders, the new obligation amount shall be effective on the first date that the periodic
payment is due under the order being modified after the unit files the adjustment order with the court.

These rules are intended to implement Iowa Code sections 252B.5 to 252B.7 and 598.21C(2) and
Iowa Code chapter 252H.

441—99.72 to 99.80 Reserved.

DIVISION V
ADMINISTRATIVE MODIFICATION

PREAMBLE
This division implements those provisions of Iowa Code chapter 252H which provide for

administrative modification of support obligations when there is a substantial change in the financial
circumstances of a party and when both parties agree to a change in an obligation through a cost-of-living
alteration. These rules also provide for use of the administrative procedure to modify orders to add
children, correct errors, set support which had previously been reserved or set at zero dollars, and
increase support for minor obligors who do not comply with statutory educational or parenting class
requirements or who are no longer minors.

441—99.81(252H) Definitions.
“Additional child” means a child to be added to an existing support order covering another child of

the same parents.
“Born of a marriage”means a child was born of a womanwhowasmarried at the time of conception,

birth, or at any time during the period between conception and birth of the child pursuant to Iowa Code
chapter 252A and Iowa Code section 144.13.

“Cost-of-living alteration”means a change in an existing child support order that equals an amount
which is the amount of the support obligation following application of the percentage change of the
consumer price index for all urban consumers, United States city average, as published in the Federal
Register by the federal Department of Labor, Bureau of Labor Statistics, pursuant to Iowa Code section
252H.2.

“Guidelines” means the most current guidelines and criteria prescribed by the Iowa Supreme Court
for determining the amount of child support to be awarded.

“Parent” means a person who is a responsible person or a caretaker, as those terms are defined in
rule 441—95.1(252B).

“Substantial change of circumstances,” for the purposes of this division, means:
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1. There has been a change of 50 percent or more in the net income of a parent, as determined by
comparing the new net income with the net income upon which the current child support obligation was
based, and

2. The change is due to financial circumstances which have existed for a minimum period of three
months and can reasonably be expected to exist for an additional three months, pursuant to Iowa Code
section 252H.18A.

441—99.82(252H) Availability of service. The child support recovery unit shall provide the services
described in this division for a support order originally entered or a foreign order registered in the state
of Iowa. The order must be one which:

1. Involves at least one child born of a marriage or one child for whom paternity has been legally
established.

2. Is being enforced by the unit in accordance with Iowa Code chapter 252B.
3. Is subject to the jurisdiction of this state for the purposes of modification.
4. Is not subject to or is not appropriate for review and adjustment.
5. Provides for support of at least one child under the age of 18 or a child between the ages of 18

and 19 years who is engaged full-time in completing high school graduation or equivalency requirements
in a manner which is reasonably expected to result in completion of the requirements prior to the person’s
reaching 19 years of age.

6. Has an obligation ending more than 12 months in the future.
7. Involves parents for whom the location of both parents is known.

441—99.83(252H) Modification of child support obligations. Permanent child support obligations
meeting the criteria set forth in rule 441—99.82(252H) may be modified at the initiative of the unit,
or upon written request of either parent subject to the order submitted on Form 470-2749, Request to
Modify a Child Support Order. Any action shall be limited to adjustment, modification, or alteration of
the child support or medical provisions of the support order. The duration of the underlying order shall
not be modified. The procedures used by the child support recovery unit to determine if a modification
is appropriate are as follows:

99.83(1) Substantial change of circumstances. Procedures to modify the support obligation may be
initiated outside theminimum time frame described in subrule 99.62(2) if a request is received from either
parent and if the parent has submitted verified documentation of a substantial change in circumstances
which indicates both of the following:

a. A change of at least 50 percent in the net income of a parent as defined by guidelines. The
new net income will be compared to the net income upon which the current child support obligation was
based.

b. The change is due to financial circumstances which have existed for a minimum period of three
months and can reasonably be expected to exist for an additional three months.

The unit shall review the request and documentation and, if appropriate, issue a notice of intent to
modify as described in subrule 99.84(1).

99.83(2) Adding provisions for additional children. Procedures to modify the support obligation
may be initiated if:

a. A parent requests, in writing, or the unit determines that it is appropriate to add an additional
child to the support order and modify the obligation amount according to the guidelines pursuant to Iowa
Code section 598.21B and Iowa Code section 252B.7A; and

b. Paternity has been legally established.
When adding a child to an order through administrative modification, medical support provisions

shall apply to the additional child.
99.83(3) Reserved, zero-dollar-amount, or medical-provisions-only orders. Procedures to modify

the support obligation may be initiated if:
a. A parent requests a modification in writing or the unit determines that it is appropriate to include

a support amount based on the guidelines; and

https://www.legis.iowa.gov/docs/ico/section/252H.18A.pdf
https://www.legis.iowa.gov/docs/ico/chapter/252B.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.99.82.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.99.62.pdf
https://www.legis.iowa.gov/docs/iac/rule/441.99.84.pdf
https://www.legis.iowa.gov/docs/ico/section/598.21B.pdf
https://www.legis.iowa.gov/docs/ico/section/252B.7A.pdf


IAC 3/28/18 Human Services[441] Ch 99, p.19

b. The original order:
(1) Reserved establishment of an ongoing, dollar-amount support obligation giving a specific

reason other than lack of personal jurisdiction over the obligor, or
(2) Set the amount at zero, or
(3) Was for medical provisions only.
99.83(4) Corrections. Procedures to modify the support obligation may be initiated if:
a. An error or omission pertaining to child support or medical provisions was made during

preparation or filing of a support order; and
b. A necessary party requests a modification or the unit determines that a modification to correct

an error or omission is appropriate.
99.83(5) Noncompliance by minor obligors. The unit may initiate procedures to modify a support

order if a parent requests modification in writing or the unit determines that it is appropriate when:
a. An obligor who is under 18 years of age fails to comply with the requirement to attend parenting

classes pursuant to Iowa Code section 598.21G; or
b. An obligor who is 19 years of age or younger fails to provide proof of compliancewith education

requirements described in Iowa Code section 598.21B(2)“e”; or
c. The obligor no longer meets the age requirements as defined in Iowa Code section

598.21B(2)“e” or 598.21G.
99.83(6) Cost-of-living alteration. A support order may be modified to provide a cost-of-living

alteration if all the following criteria are met:
a. A parent requests a cost-of-living alteration in writing.
b. At least two years have passed since the order was filedwith the court or last reviewed, modified,

or altered.
c. The nonrequesting parent signs a statement agreeing to the cost-of-living alteration of the

support order.
d. Each parent signs a waiver of personal service accepting service by regular mail.
e. The current support order addresses medical support for the children.
f. A copy of each affected order is provided, if the unit does not already have copies in its files.

[ARC 9352B, IAB 2/9/11, effective 4/1/11; ARC 1357C, IAB 3/5/14, effective 5/1/14]

441—99.84(252H) Notice requirements. The child support recovery unit shall provide written
notification to parents affected by a permanent child support obligation being enforced by the unit as
follows:

99.84(1) Notice of intent to modify. When a request for administrative modification is received or
the unit initiates an administrative modification, the unit shall provide written notice to each parent of
its intent to modify.

a. The notice shall include the legal basis and purpose for the action; a request for income or
other information necessary for the application of guidelines (if applicable); an explanation of the legal
rights and responsibilities of the affected parties, including time frames; and procedures for contesting
the action.

b. The unit shall take the following actions to notify parents:
(1) Rescinded IAB 2/5/03, effective 4/1/03.
(2) If the modification is based on subrules 99.83(1) through 99.83(5), notice shall be provided to

each parent. The notice shall be served in accordance with the Iowa Rules of Civil Procedure or Iowa
Code section 252B.26 or 252H.19.

(3) If the modification is based on provision of a cost-of-living alteration as established at subrule
99.83(6) and the required documentation is included, the child support recovery unit shall notify each
parent of the amount of the cost-of-living alteration by regular mail to the last-known address of each
parent or, if applicable, each parent’s attorney. The notice shall include:

1. Themethod of determining the amount of the alteration pursuant to Iowa Code section 252H.21.
2. The procedure for contesting a cost-of-living alteration by making a request for review of a

support order as provided in Iowa Code section 252H.24.
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3. A statement that either parent maywaive the 30-day notice waiting period. If both parents waive
the notice waiting period, the unit may prepare an administrative order altering the support obligation.

99.84(2) Notice of decision to modify. The unit shall issue a notice of its decision to modify the
support order to each parent affected by the support obligation at each parent’s (or attorney’s) last-known
address. The notice shall contain information about whether the unit will continue or terminate the action
and the procedures and time frames for contesting the action by requesting a court hearing pursuant to
441—subrule 99.86(2).
[ARC 9352B, IAB 2/9/11, effective 4/1/11]

441—99.85(252H) Financial information. The child support recovery unit may attempt to obtain
and verify information concerning the financial circumstances of the parents subject to the order to be
modified that is necessary to conduct an analysis and determine support. The unit does not require
financial information if the request is for a cost-of-living alteration.

99.85(1) Financial statements. Parents subject to the order shall provide a financial statement and
verification of income within ten days of a written request by the unit.

a. If the modification action is based on a substantial change of circumstances:
(1) The requesting party must provide Form 470-2749, Request to Modify a Child Support Order,

and documentation that proves the amount of change in net income and the date the change took place,
such as:

1. Copies of state and federal income tax returns, W-2 statements, or pay stubs, or
2. A signed statement from an employer or other source of income.
(2) The unit shall review the request and documentation. If appropriate, the unit shall issue to each

parent a notice of intent to modify the order as stated in subrule 99.84(1) and a financial statement. Each
parent shall complete and sign the financial statement and return it to the unit with verification of income
and deductions as described in subrule 99.1(3).

b. The unit may require a completed and signed financial statement and verification of income
from each parent as described in subrule 99.1(3) if the modification is based on:

(1) Addition of a child;
(2) Changing a reserved or zero-dollar-amount obligation;
(3) Changing a medical-provisions-only obligation;
(4) Making a correction (if financial information is needed); or
(5) Noncompliance by aminor obligor as defined in Iowa Code section 598.21B(2)“e” or 598.21G.
c. The unit may also request that a parent requesting a modification provide an affidavit regarding

the financial circumstances of the nonrequesting parent when the unit is otherwise unable to obtain
financial information concerning the nonrequesting parent. The requesting parent shall complete the
affidavit if the parent possesses sufficient information to do so.

d. The unit may also use the most recent wage rate information published by the department of
workforce development or the median income for parents on the unit caseload to estimate the net earned
income of a parent when a parent has failed to return a completed financial statement when requested
and complete and accurate information is not readily available from other sources.

e. Self-employment income will be determined as described in subrule 99.1(5).
99.85(2) Independent sources. The child support recovery unit may use other resources to obtain

or confirm information concerning the financial circumstances of the parents subject to the order to be
modified as described in rule 441—99.1(234,252B).

99.85(3) Guidelines calculations.
a. The unit shall determine:
(1) The appropriate amount of the child support obligation (excluding cost-of-living alteration

amounts) as described in rules 441—99.1(234,252B) through 441—99.5(234,252B), and
(2) Medical support provisions as described in Iowa Code chapter 252E and rules 441—98.1(252E)

through 441—98.7(252E).
b. If the modification action is due to noncompliance by a minor obligor, as defined in Iowa Code

section 598.21B(2)“e” or 598.21G, the unit will impute an income to the obligor equal to a 40-hour
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workweek at the state minimumwage unless the parent’s education, experience, or actual earnings justify
a higher income.
[ARC 9352B, IAB 2/9/11, effective 4/1/11]

441—99.86(252H) Challenges to the proposed modification action. For modification actions based
on subrules 99.83(1) through 99.83(5), each parent shall have the right to request a conference to contest
the proposedmodification. Either parent, or the unit, may also request a court hearing. For requests made
based on subrule 99.83(6), either parent may contest the cost-of-living alteration by making a request
for a review and adjustment of the support order.

99.86(1) Conference. Either parent may contest the proposed modification based on subrules
99.83(1) through 99.83(5) by means of a conference with the office of the unit that issued the notice of
intent to modify.

a. Only one conference shall be held per parent.
b. The request must be made within ten days of the date of service of the notice of intent to modify.
c. The office that issued the notice of intent to modify shall schedule a conference with the parent

and advise the parent of the date, time, place, and procedural aspects of the conference.
d. Reasons for contesting the modification include, but are not limited to, mistake of fact regarding

the identity of one of the parties or the amount or terms of the modification.
e. The child support recovery unit may conduct the conference in person or by telephone.
f. If the party who requested the conference fails to attend the conference, only one alternative

time shall be scheduled by the child support recovery unit.
g. The results of a conference shall in no way affect the right of either party to request a court

hearing pursuant to subrule 99.86(2).
h. Upon completion of the conference, the unit shall issue a notice of decision to modify as

described in subrule 99.84(2).
99.86(2) Court hearing.
a. Either parent, or the unit, may contest the proposed modification, based on subrules 99.83(1)

through 99.83(5), by requesting a court hearing within the latest of any of the following time periods:
(1) Twenty days from the date of successful service of the notice of intent to modify,
(2) Ten days from the date scheduled for a conference, or
(3) Ten days from the date of issuance of a notice of decision to modify.
b. If the unit receives a timely written request, the unit shall certify the matter to the district court

as described in Iowa Code section 252H.8.
c. If a timely request is not received, if waiting periods have been waived, or if the notice periods

have expired, the unit shall prepare an administrative order as provided in Iowa Code section 252H.9.
99.86(3) Contesting a proposed cost-of-living alteration. Either parent may contest a cost-of-living

alteration within 30 days of the date of the notice of intent to modify by making a request for a review
of the support order as provided in Iowa Code section 252H.13.

a. If the unit receives a timely written request for review, the unit shall terminate the cost-of-living
alteration process and proceed with the review and adjustment process.

b. If a timely request is not made, or the notice waiting period has been waived by both parties,
or the notice period has expired, the unit shall prepare an administrative order as provided in Iowa Code
section 252H.24.

441—99.87(252H) Misrepresentation of fact.
99.87(1) The unit shall not modify the support order based on a substantial change of circumstances

if a change in income is due to any material misrepresentation of fact concerning any financial
information submitted to the child support recovery unit.

99.87(2) The unit may request verification that all facts concerning financial information are true.
Verification may include, but is not limited to, a statement from the employer, a doctor, or other person
with knowledge of the situation.
[ARC 3719C, IAB 3/28/18, effective 7/1/18]
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441—99.88(252H) Effective date of modification. Unless subject to court action or reconciliation of
multiple Iowa orders, the new obligation shall be effective on the first date that the periodic payment
is due under the order being modified after the unit files the modification order with the court. If the
modification is based on a reserved, zero-dollar-amount, or medical-provisions-only obligation, the new
obligation shall be effective 20 days after generation of the administrative modification order.

441—99.89(252H) Confidentiality of financial information. Financial information provided to the
child support recovery unit by either parent for the purpose of facilitating the modification process may
be disclosed to the other parties to the case, or the district court, as follows:

99.89(1) Financial statements. The financial statement or affidavit may be disclosed to either party.
99.89(2) Other documentation. Supporting financial documentation such as state and federal income

tax returns, paycheck stubs, IRS Form W-2, bank statements, and other written evidence of financial
status may be disclosed to the court unless otherwise prohibited by state or federal law.

441—99.90(252H) Payment of fees. Payment of service of process and other costs associated with the
modification process is the responsibility of the party requesting modification unless the court orders
otherwise or the requesting party, as a condition of eligibility for receiving public assistance benefits,
has assigned the rights to child or medical support for the order to be modified.

A requesting party who is indigent or receiving public assistance may request deferral of fees
and costs. For the purposes of this division, “indigent” means that the requesting party’s income is
200 percent or less than the poverty level for one person as defined by the United State Office of
Management and Budget and revised annually in accordance with Section 673(2) of the Omnibus
Budget Reconciliation Act of 1981.

441—99.91(252H) Denying requests. A request for modification by a parent subject to the order may
be denied if the criteria in rule 441—99.82(252H) are not met or the following conditions exist:

99.91(1) Nonsupport issues. The request is based entirely on issues such as custody or visitation
rights.

99.91(2) Request only for delinquent support. The request is for the sole purpose of modifying the
amount of delinquent support that has accrued under a support order.

99.91(3) Temporary order. The request is for the modification of a temporary support order.
99.91(4) Two-year time frame. The request is for a cost-of-living alteration and it has been less than

two years since the order was filed with the court or last reviewed, modified, or altered.
99.91(5) Change of circumstances. The request is based on a substantial change in circumstances

and:
a. The requestor’s net income has not changed by at least 50 percent, as required in paragraph

99.83(1)“a,” or
b. The requestor has not provided adequate documentation of the change in income, as required

in subrule 99.85(1), or
c. The change in income has not yet lasted for three months, as required in paragraph 99.83(1)“b,”

or
d. The change in income is not expected to last another three months, as required in paragraph

99.83(1)“b,” or
e. The change in income is due to material misrepresentation of fact, as explained in rule

441—99.87(252H).
[ARC 3719C, IAB 3/28/18, effective 7/1/18]

441—99.92(252H) Withdrawing requests. If the requesting party contacts the child support recovery
unit to withdraw the request, the child support recovery unit shall notify the nonrequesting party of the
requesting party’s desire to withdraw the modification request. If the nonrequesting party indicates, in
writing, a desire to continue with the modification process, the child support recovery unit shall proceed,
and if appropriate, modify the support order. If there is no response from the nonrequesting party or if
the nonrequesting party also wants the process to end, the unit shall end the modification process. If the
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unit initiated the modification action, the unit may terminate the process if, after notifying both parents,
neither parent indicates a desire to continue with the modification.

These rules are intended to implement Iowa Code chapter 252H.

441—99.93 to 99.100 Reserved.

DIVISION VI
SUSPENSION AND REINSTATEMENT OF SUPPORT

PART A
SUSPENSION BY MUTUAL CONSENT

441—99.101(252B) Definitions. As used in this part, unless the context otherwise requires:
“Caretaker”means a natural person with whom a child is residing and who is not legally entitled to

receive support for that child pursuant to the order that is the subject of the pending suspension request.
“Child” means the same as defined in Iowa Code section 252E.1.
“Child support recovery unit” or “unit” means the same as defined in rule 441—95.1(252B) and

Iowa Code section 252B.1.
“Obligee” means a custodial parent or other natural person legally entitled to receive a support

payment on behalf of a child.
“Obligor” means a noncustodial parent or other natural person who is ordered to pay support

pursuant to the order that is the subject of the pending suspension request.
“Public assistance” means the same as defined in Iowa Code section 252H.2.
“Spousal support” means either a set amount of monetary support, or medical support as defined in

Iowa Code section 252E.1, for the benefit of a spouse or former spouse, including alimony, maintenance,
or any other term used to describe these obligations.

“Step change” means a change designated in a support order that specifies the amount of the child
support obligation as the number of children entitled to support under the order changes.

“Support” means the same as defined in Iowa Code section 252D.16, and shall include spousal
support and support for a child.

“Support for a child” means either a set amount of monetary support (child support), or medical
support as defined in Iowa Code section 252E.1, for the benefit of a child. This term does not include
spousal support as defined in this rule.

“Support order” means the same as a “court order” as defined in Iowa Code section 252C.1.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.102(252B) Availability of service. The child support recovery unit shall provide the services
described in this part only with respect to support orders entered or registered in this state for which the
unit is providing enforcement services in accordance with Iowa Code chapter 252B to collect current or
accrued support.

99.102(1) Services described in this part shall only be provided if a court in this state would have
continuing, exclusive jurisdiction to suspend and reinstate the order under Iowa Code chapter 252K.

99.102(2) Services described in this part shall be provided only if no prior request for suspension of
all or part of a support order has been filed with the unit pursuant to Iowa Code section 252B.20 and no
prior request for suspension of all or part of a support order has been served by the unit pursuant to Iowa
Code section 252B.20A during the two-year period preceding the request.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.103(252B) Basis for suspension of support.
99.103(1) Reconciliation. The child support recovery unit shall assist an obligor and obligee in

suspending support for a child and, if contained in a child support order, spousal support, when the
obligor and obligee are reconciled and are residing together, with at least one child entitled to support
under the order, in the same household.

99.103(2) Change in residency. The unit shall assist an obligor and obligee in suspending support
for a child when the child is residing with the obligor; however, the unit shall not assist in suspending
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any spousal support provisions of a support order on this basis. The unit shall also assist an obligor and
obligee in suspending support for a child residing with a caretaker who has not requested unit services,
if the child is not receiving public assistance.

99.103(3) Affected children. The unit shall assist an obligor and obligee in suspending all or part of
a support order as provided in this part if the basis for suspension as described in this rule applies to the
children entitled to support under the order to be suspended as follows:

a. If the basis for suspension applies to all of the children, the unit shall assist in suspending
support obligations for all of the children.

b. If the basis for suspension applies to at least one but not all of the children and if the support
order includes a step change, the unit shall assist in suspending the support obligations for children for
whom the basis for suspension applies.

99.103(4) Limited to current support. The provisions in this part for suspending support apply only
toward ongoing or current support. Any support that has accrued prior to the entry of an order suspending
support, including judgments for past periods of time, is unaffected by the suspension.

99.103(5) Duration of conditions. The basis for suspension of support as provided in subrule
99.103(2) and subrule 99.103(3) must reasonably be expected to continue for not less than six months
from the date a request for assistance to suspend is received by the child support recovery unit.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.104(252B) Request for assistance to suspend.
99.104(1) Submitting a request. The obligor and obligee subject to a support order being enforced by

the unit may request that the unit assist in having the ongoing support provisions suspended as follows:
a. A request for suspension shall be submitted to the local child support unit providing services

using Form 470-3033, Request to Suspend Support, and Form 470-3032, Affidavit Regarding Suspension
of Support.

b. The unit shall provide Forms 470-3032 and 470-3033 to the obligor or obligee upon request.
c. Both forms must be signed by both the obligor and the obligee affected by the order to be

suspended. In the event that current support payments are assigned to an individual or entity other than
the obligee named in the original order, but may revert to the original obligee at a future date without
court action, both the original obligee and the current assignee must sign both forms.

d. Form 470-3032 must be notarized.
e. The request shall contain sufficient information to allow the local unit to identify the court

order and parties involved, and a statement that the obligor and obligee expect the basis for suspension
to continue for not less than six months.

f. If the obligor and obligee are requesting suspension of more than one order at the same time, the
obligor and obligee shall be required to submit only one copy of Form 470-3033, identifying each order
the request involves; however, the obligor and obligee shall be required to submit a separate, signed and
notarized affidavit, Form 470-3032, for each order.

99.104(2) Denying a request. The local unit providing services shall issue a written notice to the
obligor and obligee indicating that a properly completed request is denied.

a. This notice shall be sent by first-class regular mail to the last-known address of the obligor and
obligee or, if applicable, to the last-known address of the obligor’s or obligee’s attorney.

b. If the basis for suspension is reconciliation, one notice shall be sent to the address shared by the
obligor and obligee. If the basis for suspension is a change in residency of the children entitled to support,
a separate notice shall be issued to the obligor and obligee at their respective last-known addresses.

c. The notice denying a request shall indicate the reason for denial.
d. A request for suspension shall be denied when the conditions specified in Iowa Code section

252B.20, rule 441—99.102(252B), or rule 441—99.103(252B) are not met.
e. Denial of a request is not subject to appeal or review under Iowa Code chapter 17A.

[ARC 2813C, IAB 11/9/16, effective 1/1/17]
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441—99.105(252B) Order suspending support. To approve a request to suspend support, the unit shall
prepare and present to the district court an order suspending support as provided in Iowa Code section
252B.20.

99.105(1) When the basis for suspension is reconciliation, the suspension shall apply to any
ongoing support provisions of the order, including medical support, with respect to any child residing
with the parents and with respect to any spouse or former spouse entitled to support under the order
to be suspended.

99.105(2) When the basis for suspension is a change in residency of one or more of the children
entitled to support, the suspension shall apply to ongoing support provisions, including medical support,
with respect to only the children entitled to support under the order who are residing with the obligor.
Any spousal support also ordered in the same support order shall remain unaffected by this action.

99.105(3) A copy of the filed order shall be sent by first-class regular mail to the last known address
of the obligor and obligee, or, if applicable, to the last known address of the obligor’s or obligee’s
attorney.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.106(252B) Suspension of enforcement of current support. The child support recovery unit
shall suspend enforcement actions intended to collect or enforce any current support obligation that
would have accrued during the time the support obligation is suspended. The unit shall continue to
provide all appropriate enforcement services to collect any support not suspended and any arrearages
that accrued before the effective date of the suspension.

PART B
SUSPENSION BY PAYOR’S REQUEST

441—99.107(252B) Definitions. As used in this part, unless the context otherwise requires:
“Caretaker”means a natural person with whom a child is residing and who is not legally entitled to

receive support for that child pursuant to the order that is the subject of the pending suspension request.
“Child” means the same as defined in Iowa Code section 252E.1.
“Child support recovery unit” or “unit” means the same as defined in rule 441—95.1(252B) and

Iowa Code section 252B.1.
“Obligee” means a custodial parent or other natural person legally entitled to receive a support

payment on behalf of a child.
“Obligor” means a noncustodial parent or other natural person who is ordered to pay support

pursuant to the order that is the subject of the pending suspension request.
“Public assistance” means the same as defined in Iowa Code section 252H.2.
“Step change” means a change designated in a support order that specifies the amount of the child

support obligation as the number of children entitled to support under the order changes.
“Support”means the same as defined in Iowa Code section 252D.16 and shall include support for a

child.
“Support for a child” means either a set amount of monetary support (child support), or medical

support as defined in Iowa Code section 252E.1, for the benefit of a child. This term does not include
spousal support as defined in rule 441—99.101(252B).

“Support order” means the same as a “court order” as defined in Iowa Code section 252C.1.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.108(252B) Availability of service. The child support recovery unit shall provide the services
described in this part only with respect to support orders entered pursuant to Iowa Code chapter 252A,
252C or 252F for which the unit is providing enforcement services in accordance with Iowa Code chapter
252B to collect current or accrued support.

99.108(1) Services described in this part shall only be provided if a court in this state would have
continuing, exclusive jurisdiction to suspend and reinstate the order pursuant to Iowa Code chapter 252K.
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99.108(2) Services described in this part shall be provided only if no prior request for suspension of
all or part of a support order has been filed with the unit pursuant to Iowa Code section 252B.20 and no
prior request for suspension of all or part of a support order has been served by the unit pursuant to Iowa
Code section 252B.20A during the two-year period preceding the request.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.109(252B) Basis for suspension of support.
99.109(1) Child residing with obligor or caretaker. The unit shall assist an obligor in suspending

support for a child residing with the obligor or with a caretaker who has not requested unit services, if
the child has been residing with the obligor or caretaker for more than 60 consecutive days.

99.109(2) Orders eligible for suspension.
a. The unit shall assist an obligor in suspending support for a child under this part only when there

is no order in effect regarding legal custody, physical care, visitation or other parenting time for the child.
b. If an order exists that contains language regarding legal custody, physical care, visitation or

other parenting time for the child, the unit shall deny the suspension request.
99.109(3) Children on public assistance. The children for whomongoing support is being suspended

shall not be receiving public assistance pursuant to Iowa Code chapter 239B or 249A or a comparable
law of another state or foreign country, or if the children are receiving public assistance, the obligor must
be considered to be a member of the same household as the children for the purposes of public assistance
eligibility.

99.109(4) Duration of conditions. The basis for suspension of support under this part must
reasonably be expected to continue for not less than six months from the date a request for assistance to
suspend is received by the child support recovery unit.

99.109(5) Affected children. The unit shall assist an obligor in suspending all or part of a support
order as provided in this part if the basis for suspension as described in this rule applies to the children
entitled to support under the order to be suspended as follows:

a. If the basis for suspension applies to all of the children, the unit shall assist in suspending
support obligations for all of the children.

b. If the basis for suspension applies to at least one but not all of the children and if the support
order includes a step change, the unit shall assist in suspending the support obligations for children for
whom the basis for suspension applies.

99.109(6) Limited to current support. The provisions in this part for suspending support apply only
toward ongoing or current support. Any support that has accrued prior to the entry of an order suspending
support, including judgments for past periods of time, is unaffected by the suspension.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.110(252B) Request for assistance to suspend. The obligor subject to a support order being
enforced by the unit may request that the unit assist in having the ongoing support provisions suspended
as follows:

99.110(1) Submitting a request.
a. A request for suspension shall be submitted to the local child support unit providing services

using Form 470-5348, Request from the Payor to Suspend Support.
b. The unit shall provide Form 470-5348 to the obligor upon request.
c. The request form must be signed by the obligor affected by the order to be suspended.
d. The request shall contain sufficient information to allow the local unit to identify the court

order and parties involved and shall attest that the children have lived in the obligor’s household or the
caretaker’s household for more than 60 consecutive days and are expected to live there for at least six
months.

99.110(2) Submitting an affidavit. After receiving a valid request for suspension, the local unit
shall provide the requestor with Form 470-5349, Affidavit Requesting Suspension of Support Based on
Payor’s Request.
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a. The obligor shall submit the affidavit for suspension to the local child support unit providing
services. If the request for suspension is made pursuant to Iowa Code section 252B.20A(17), the
caretaker must also submit an affidavit, Form 470-5349.

b. Form 470-5349 must be signed, attesting to the existence of the conditions under subrules
99.109(1) through 99.109(4). Form 470-5349 must be notarized.

c. If the obligor is requesting suspension of more than one order at the same time, the obligor
shall be required to submit only one copy of Form 470-5348, identifying each order the request
involves; however, the obligor shall be required to submit a separate, signed and notarized affidavit,
Form 470-5349, for each order.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.111(252B) Determining eligibility for suspension. Upon receipt of the request for suspension
and the properly executed and notarized affidavit, the unit shall review the request and the affidavit to
determine that the criteria have been met.

99.111(1) If the criteria are not met. If the criteria have not beenmet, the local unit providing services
shall issue a written notice to the obligor indicating that the request is denied.

a. The notice shall be sent by first-class regular mail to the last-known address of the obligor or,
if applicable, to the last-known address of the obligor’s attorney.

b. The notice shall indicate the reason for denial and notify the obligor of the right to proceed
through private counsel. Denial of the request is not subject to contested case proceedings or further
review pursuant to Iowa Code chapter 17A.

99.111(2) If the criteria are met. If the criteria are met, the unit shall proceed as follows:
a. The unit shall serve Form 470-5351, Notice of Intent to Payee to Suspend a Child Support

Obligation Based on Payor’s Request, and Form 470-5352, Payee’s Affidavit Objecting to Suspension of
Support, and supporting documents on the obligee by anymeans provided in Iowa Code section 252B.26.
The notice to the obligee shall include all of the following:

(1) Information sufficient to identify the parties and the support order affected.
(2) An explanation of the procedure for suspension under Part B and reinstatement of support under

Part C of this division.
(3) An explanation of the rights and responsibilities of the obligee to respond to the action.
(4) A statement that, within 20 days of service, the obligee must submit a signed and notarized

response to the unit objecting to at least one of the assertions in subrules 99.109(1) through 99.109(4).
The statement shall inform the obligee that if, within 20 days of service, the obligee fails to submit
a response as specified in this subparagraph, notwithstanding Rules of Civil Procedure 1.972(2) and
1.972(3), the unit will prepare and submit an order.

b. No sooner than 30 days after service on the obligee, the unit shall do one of the following:
(1) If the obligee submits a signed and notarized objection to at least one of the assertions in subrules

99.109(1) through 99.109(4), deny the request and notify the parties in writing that the request is denied,
providing reasons for the denial, and notifying the parties of the right to proceed through private counsel.
Denial of the request is not subject to contested case proceedings or further review pursuant to Iowa Code
chapter 17A.

(2) If the obligee cannot be served, the local unit providing services shall issue a written notice to
the obligor indicating the request is denied, following the procedure described in subrule 99.111(2).

(3) If the obligee does not timely submit a signed and notarized objection to the unit, prepare an
order following the procedure described in rule 441—99.112(252B).
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.112(252B) Order suspending support. After approving a request to suspend support and
properly serving the obligee, the unit shall prepare and present to the district court an order suspending
support as provided in Iowa Code section 252B.20A.

99.112(1) The suspension shall apply to ongoing support provisions, includingmedical support, with
respect to only the children entitled to support under the order who are residing with the obligor or
caretaker.
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99.112(2) A copy of the filed order shall be sent by first-class regular mail to the last-known address
of the obligor and obligee or, if applicable, to the last-known address of the obligor’s or obligee’s attorney.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.113(252B) Suspension of enforcement of current support. The child support recovery unit
shall suspend enforcement actions intended to collect or enforce any current support obligation that
would have accrued during the time the support obligation is suspended. The unit shall continue to
provide all appropriate enforcement services to collect any support not suspended and any arrearages
that accrued before the effective date of the suspension.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

PART C
REINSTATEMENT OF SUPPORT

441—99.114(252B) Request for reinstatement. The unit may request that the court reinstate the
suspended support obligation in accordance with the procedures found in Iowa Code sections 252B.20
and 252B.20A.

99.114(1) Either the obligor or the obligee affected by the suspended ordermay request reinstatement
by submitting a written request for reinstatement to the child support recovery unit. The request must
indicate that reinstatement is being requested and the reason for reinstatement and must contain sufficient
information to identify the court order and parties involved. The request must also be signed by the
requesting party.

99.114(2) The unit may, at its own initiative, request that the court reinstate a support obligation
when it is determined that a child for whom the obligation was suspended is receiving public assistance
benefits.

99.114(3) The unit shall issue a written notice approving or denying the request to any obligor or
obligee requesting reinstatement. This notice shall be sent by first-class regular mail to the last-known
address of the requesting party and shall indicate any reason for denial.

99.114(4) A properly completed request for reinstatement shall be denied when any of the following
conditions exist:

a. The request is made by someone other than the obligor, the obligee, or the obligor’s or obligee’s
attorney.

b. The unit is no longer providing enforcement services for the suspended order.
c. The request is received more than six months after the date of the filing of the order suspending

support.
d. The request is for partial reinstatement of the suspended support order for some but not all of

the children, and the order does not contain a step change.
e. A court in this state would not have continuing, exclusive jurisdiction to reinstate the order

under Iowa Code chapter 252K.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.115(252B) Reinstatement. The child support recovery unit shall follow the procedures in Iowa
Code sections 252B.20 and 252B.20A in seeking to have the court reinstate a support order.

99.115(1) The unit shall request that the court reinstate a spousal support provision previously
suspended if the provision was included in the suspension in accordance with subrule 99.105(1) and if
the unit receives a properly completed request from the obligor or the obligee.

99.115(2) The unit shall seek to have the previously suspended support for a child reinstated under
this part when the conditions in paragraph “a” or “b” of this subrule are met. This provision shall not
prohibit any party, including the child support recovery unit, from taking other action to establish support
as provided for by law.

a. The basis for suspension no longer applies to any of the children for whom support was
suspended; or

https://www.legis.iowa.gov/docs/aco/arc/2813C.pdf
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b. The basis for suspension continues to apply to some but not all of the children for whom support
was suspended, and there is a step change in the order.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.116(252B) Reinstatement of enforcement of support. If a suspended support obligation is
reinstated, the unit shall also reinstate all appropriate enforcement measures to enforce all reinstated
ongoing support provisions of the support order.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

441—99.117(252B) Temporary suspension becomes final. The temporary suspension of a support
order under this division shall become final if not reinstated in accordance with Iowa Code sections
252B.20 and 252B.20A.
[ARC 2813C, IAB 11/9/16, effective 1/1/17]

The rules in this division are intended to implement Iowa Code sections 252B.20 and 252B.20A.
[Filed 8/12/93, Notice 6/23/93—published 9/1/93, effective 11/1/93]
[Filed 7/12/95, Notice 5/24/95—published 8/2/95, effective 10/1/95]
[Filed 2/14/96, Notice 12/20/95—published 3/13/96, effective 5/1/96]
[Filed 7/10/96, Notice 6/5/96—published 7/31/96, effective 10/1/96]
[Filed 10/9/96, Notice 8/28/96—published 11/6/96, effective 11/1/97]
[Filed 10/15/97, Notice 8/13/97—published 11/5/97, effective 1/1/98]
[Filed 11/12/97, Notice 9/10/97—published 12/3/97, effective 2/1/98]
[Filed 11/12/97, Notice 9/10/97—published 12/3/97, effective 6/1/98]
[Filed 4/15/99, Notice 2/10/99—published 5/5/99, effective 7/1/99]
[Filed 7/13/00, Notice 5/17/00—published 8/9/00, effective 10/1/00]
[Filed 1/9/03, Notice 11/13/02—published 2/5/03, effective 4/1/03]
[Filed 11/16/05, Notice 9/14/05—published 12/7/05, effective 2/1/06]
[Filed emergency 1/19/07—published 2/14/07, effective 1/20/07]

[Filed ARC 9352B (Notice ARC 9195B, IAB 11/3/10), IAB 2/9/11, effective 4/1/11]
[Filed ARC 1357C (Notice ARC 1228C, IAB 12/11/13), IAB 3/5/14, effective 5/1/14]
[Filed ARC 2813C (Notice ARC 2702C, IAB 8/31/16), IAB 11/9/16, effective 1/1/17]
[Filed ARC 3719C (Notice ARC 3595C, IAB 1/31/18), IAB 3/28/18, effective 7/1/18]
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CHAPTER 100
CHILD SUPPORT PROMOTING OPPORTUNITIES FOR PARENTS PROGRAM

PREAMBLE
This chapter describes the promoting opportunities for parents program developed by the department

of human services child support recovery unit (CSRU). The purpose of this program is to assist parents
in overcoming the barriers which interfere with fulfilling their obligations to their children. For the
purpose of these rules, promoting opportunities includes emotional and personal involvement of the
parents, parenting or fatherhood classes and employment resources beyond simply meeting the parents’
financial obligations. In order to encourage participation by parents, CSRUmay partner with community
providers and resources and may offer various incentives for participation. These incentives may be
offered through projects whose plans have been approved by the bureau chief or through projects in
which CSRU participates and for which the bureau chief approves of CSRU’s offering any or all of the
incentives.
[ARC 3720C, IAB 3/28/18, effective 7/1/18]

441—100.1(252B) Definitions.
“Assigned support arrearages” means support arrearages for which all rights have been and shall

remain assigned to the state of Iowa.
“Bureau chief” means the chief of the bureau of collections of the department of human services or

the bureau chief’s designee.
“Child support recovery unit (CSRU)”means any person, unit, or other agencywhich is chargedwith

responsibility for providing or assisting in the provision of child support enforcement services pursuant
to Title IV-D of the Social Security Act.

“Designated provider”means any project approved inwhole or in part by CSRU and approved by the
bureau chief to assist parents in overcoming the barriers which interfere with their fulfilling obligations
to their children. Each project shall have a project plan approved by the bureau chief.

“Incentives” means, but is not limited to, satisfaction of support obligations and bypass of select
enforcement tools such as license sanction, administrative levy, and contempt.

“Participant” means a person who receives services or incentives through a project.
“Periodic support payment”means the total support payment due in each time period in accordance

with the established support obligation. If no current support is due, the periodic support payment is
equivalent to the last current support amount as would be ordered under 441—Chapter 98, Division II.

“Project plan” means the written policies, procedures, eligibility criteria and other components, as
described at subrule 100.3(2).
[ARC 3720C, IAB 3/28/18, effective 7/1/18]

441—100.2(252B) Incentives. CSRUmay offer incentives to participants through designated providers
to encourage participants’ completion of the project. The available incentives include, but are not limited
to, the following:

100.2(1) Satisfaction of the assigned support arrearages.
a. A participant shall be granted a partial satisfaction of the assigned support arrearages which are

and which will remain owed by that participant to the state after that participant’s successful completion
of the project and payment of that participant’s periodic support payments. Satisfactions granted under
this subrule shall apply only to those cases for which periodic support payment is credited.

b. Each satisfaction shall be an amount equal to a percentage of that participant’s support
arrearages, which are and which will remain owed to the state, according to the following schedule:

(1) A one-time satisfaction after 6 consecutive months from the participant’s completion of the
project. The amount of satisfaction shall be a percentage based on the amount of periodic support paid
on all qualifying cases as follows:

1. When 100 percent of the periodic support is paid, the satisfaction amount will equal 50 percent
of the amount owed to the state.

https://www.legis.iowa.gov/docs/aco/arc/3720C.pdf
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2. When 99 to 80 percent of the periodic support is paid, the satisfaction amount will equal 40
percent of the amount owed to the state.

3. When 79 to 60 percent of the periodic support is paid, the satisfaction amount will equal 30
percent of the amount owed to the state.

4. When 59 to 40 percent of the periodic support is paid, the satisfaction amount will equal 20
percent of the amount owed to the state.

5. When 39 to 20 percent of the periodic support is paid, the satisfaction amount will equal 10
percent of the amount owed to the state.

6. When 19 to 0 percent of the periodic support is paid, the satisfaction amount will equal 0 percent
of the amount owed to the state.

(2) A one-time satisfaction after 12 consecutive months from the participant’s completion of the
project. The amount of satisfaction shall be a percentage based on the amount of periodic support paid
on all qualifying cases as follows:

1. When 100 percent of the periodic support is paid, the satisfaction amount will equal 100 percent
of the amount owed to the state.

2. When 99 to 80 percent of the periodic support is paid, the satisfaction amount will equal 80
percent of the amount owed to the state.

3. When 79 to 60 percent of the periodic support is paid, the satisfaction amount will equal 60
percent of the amount owed to the state.

4. When 59 to 40 percent of the periodic support is paid, the satisfaction amount will equal 40
percent of the amount owed to the state.

5. When 39 to 20 percent of the periodic support is paid, the satisfaction amount will equal 20
percent of the amount owed to the state.

6. When 19 to 0 percent of the periodic support is paid, the satisfaction amount will equal 0 percent
of the amount owed to the state.

c. A participant subject to an income withholding order shall be eligible for the satisfaction in this
subrule if the sole reason for ineligibility is a disparity between the schedules of the participant’s pay
date and the scheduled date the payment is due.

d. A participant shall be eligible for a satisfaction under this subrule if the participant is no longer
a participant but has continued to pay the participant’s periodic support payment without interruption.

100.2(2) Enforcement processes. CSRU may bypass select enforcement tools, including but not
limited to license sanction, administrative levy, and contempt, if the participant is actively in the project.
[ARC 3720C, IAB 3/28/18, effective 7/1/18]

441—100.3(252B) Establishment of designated providers. CSRU may initiate a request for project
plans to become designated providers.

100.3(1) Contents of a request for project plans. The request for project plans shall contain the
requirements for contents of the project plan and any other parameter for the specific project being
advertised. The request shall also contain a deadline by which project plans must be submitted to the
bureau chief.

100.3(2) Contents of project plans. Each project shall have and maintain a project plan. At a
minimum, the project plan shall contain or address the following:

a. The applicant’s experience and success at integrating collaborations and services essential to
the project.

b. The geographic area to be served and community need for projected services.
c. The projected number of participants to be served and the criteria to be used for the selection

and termination of participants.
d. The specific parenting curriculum to be used. The curriculum must be well-established, have a

track record of use and be field-tested.
e. A description of the components of the curriculum. The components of the curriculum

should include personal development, responsible parenting, parenting skills, financial responsibilities,
communication skills, and domestic violence prevention.

https://www.legis.iowa.gov/docs/aco/arc/3720C.pdf
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f. The schedule, location, hours of instruction and format for administering the curriculum.
g. A description of the organization and identification of staff responsible for delivering the

curriculum. The staff should have experience in group facilitation and be certified trainers in the
curriculum.

h. A clear explanation of how the curriculum and services will be monitored and evaluated,
including how the participants will be tracked and what data will be collected.

i. Project duration.
100.3(3) Amendments to project plan. Projects may submit proposed amendments to their project

plan in writing to the bureau chief. The bureau chief shall have the option, after review, of approving or
disapproving all proposed amendments to the project plan.
[ARC 3720C, IAB 3/28/18, effective 7/1/18]

441—100.4(252B) Selection of designated providers. The bureau chief shall have sole authority to
select designated providers. The bureau chief shall select which of the project plans received on or
before the deadline date shall be granted the status of designated providers. The selection of designated
providers shall be based upon the content of the project plan including, but not limited to, the following
criteria:

1. Applicant’s experience.
2. Geographic area selected and community need for the project.
3. Participants to be served and criteria to be used to select participants and terminate their

participation.
4. The parenting curriculum to be used.
5. A description of the components of the curriculum.
6. The schedule, location, hours of instruction and format for administering the curriculum.
7. A description of the organization and identification of staff.
8. An explanation of monitoring and evaluation.
9. Project duration.

[ARC 3720C, IAB 3/28/18, effective 7/1/18]

441—100.5(252B) Termination of designated providers. The bureau chief may immediately terminate
CSRU’s participation with a designated provider if the designated provider is not fulfilling the terms of its
project plan or the designated provider is not fulfilling the terms for CSRU’s participation in the project
plan.
[ARC 3720C, IAB 3/28/18, effective 7/1/18]

441—100.6(252B) Reports and records.
100.6(1) Reports. Designated providers established under these rules shall report to CSRU at least

monthly, unless otherwise required by the project plan. These reports shall include, but not be limited
to, the following:

a. Attendance documentation with the names of participants served.
b. Signed voluntary consent of participants seeking incentives.
c. Certification of participants completing the curriculum.
d. Other information as specified in the project plan.
100.6(2) Records retention. Designated providers shall retain all records as necessary to meet the

requirements of these rules.
[ARC 3720C, IAB 3/28/18, effective 7/1/18]

441—100.7(252B) Receipt of incentives. Participants receiving incentives under these rules may
continue to receive the incentives after the termination of these rules or after they are no longer
participants only under subrule 100.2(1). Subrule 100.2(1) shall apply to a participant or former
participant for the full time period allowed in that subrule.
[ARC 3720C, IAB 3/28/18, effective 7/1/18]

These rules are intended to implement Iowa Code section 252B.3(5).
[Filed 7/13/00, Notice 5/17/00—published 8/9/00, effective 10/1/00]
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[Filed Emergency 9/22/03 after Notice 7/9/03—published 10/15/03, effective 10/1/03]
[Filed ARC 3720C (Notice ARC 3597C, IAB 1/31/18), IAB 3/28/18, effective 7/1/18]
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https://www.legis.iowa.gov/docs/aco/arc/3597C.pdf


IAC 3/28/18 Human Services[441] Ch 166, p.1

CHAPTER 166
QUALITY IMPROVEMENT INITIATIVE GRANTS

PREAMBLE
These rules define and structure grants to be funded from collected civil money penalties. The grant

funds are available for activities that protect or improve the quality of care and quality of life for residents
of a nursing facility.
[ARC 3717C, IAB 3/28/18, effective 7/1/18]

441—166.1(249A) Definitions.
“Eligible entities”means nursing facilities, state agencies, nursing facility advocacy groups, resident

and family councils, and other nursing facility stakeholder groups.
“Nursing facility” means a Medicaid-enrolled facility that is defined in rule 441—81.1(249A) as

“facility.”
“Quality improvement initiative” or “initiative” means a project or training in accordance with

provisions of 42 CFR 488.433 as amended to December 4, 2017, that directly or indirectly supports
and benefits the quality of care and quality of life of nursing facility residents.
[ARC 3717C, IAB 3/28/18, effective 7/1/18]

441—166.2(249A) Availability of grants. The department shall set aside an annual amount from the
civil money penalty fund established pursuant to Iowa Code section 249A.57 to be awarded in the form
of grants to eligible entities for approved quality improvement initiatives. At no time shall the grant
set-aside cause the civil money penalty fund to drop below $1 million.

166.2(1) In any calendar year in which sufficient funds are available in the civil money penalty fund
to support quality improvement initiative grants, the department may issue a notice for applications for
grants.

166.2(2) There is no entitlement to any funds available for grants awarded pursuant to this chapter.
The department may award grants to the extent funds are available and, within its discretion, to the extent
that applications are approved.

166.2(3) The allocation of funds shall be in compliance with state and federal law and approved by
the Centers for Medicare and Medicaid Services (CMS).
[ARC 3717C, IAB 3/28/18, effective 7/1/18]

441—166.3(249A) Grant eligibility. Grants are available only for quality improvement initiatives that
are outside the scope of normal operations for the nursing facility or other applicants. Grants cannot be
used as replacement funding for goods or services that the applicant already offers.

166.3(1) Grants may be awarded for:
a. Short-term quality improvement initiatives (three years or less), and
b. Initiatives with a longer term that involve collaborative efforts of state government and various

stakeholders.
166.3(2) The department will comply with CMS guidance on civil money penalty uses.

[ARC 3717C, IAB 3/28/18, effective 7/1/18]

441—166.4(249A) Grant application process and selection of proposals. The department will
announce through a request for proposals the opening of an application period. The request will state
the purpose for which grant funds may be sought. Applicants shall submit their grant proposals by the
deadline specified in the announcement.

166.4(1) Evaluation of proposals. All proposals completed as directed and submitted within the time
frames allowed will be evaluated by the grant review committee to determine which applicants’ project
plans will be submitted for CMS approval.

166.4(2) The department will submit the project plan for each grant the department intends to award,
along with any required documentation, to CMS to seek approval or denial of the proposed project. All
activities and plans for utilizing civil money penalty funds must be approved in advance by CMS.
[ARC 3717C, IAB 3/28/18, effective 7/1/18]

https://www.legis.iowa.gov/docs/aco/arc/3717C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3717C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3717C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3717C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3717C.pdf


Ch 166, p.2 Human Services[441] IAC 3/28/18

441—166.5(249A) Project contracts. Grants for approved applicant project plans will be awarded
through a contract entered into by the department and the applicant. The contract period shall not
exceed the time frames allowed by state and federal laws. The department will reimburse expenditures
pursuant to contract terms and the regular reimbursement procedures of the state of Iowa.
[ARC 3717C, IAB 3/28/18, effective 7/1/18]

These rules are intended to implement Iowa Code section 249A.57.
[Filed Emergency After Notice ARC 9402B (Notice ARC 9157B, IAB 10/20/10), IAB 3/9/11,

effective 4/1/11]
[Filed ARC 3717C (Notice ARC 3573C, IAB 1/17/18), IAB 3/28/18, effective 7/1/18]
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LABOR SERVICES DIVISION[875]
[Prior to 11/19/97, see Labor Services Division[347]]

CHAPTER 1
DESCRIPTION OF ORGANIZATION AND
PROCEDURES BEFORE THE DIVISION

DIVISION I
ADMINISTRATION

1.1(91) Definitions
1.2(91) Scope and application
1.3(91) Department of workforce development, division of labor services
1.4 to 1.10 Reserved

DIVISION II
OPEN RECORDS AND FAIR INFORMATION PRACTICES

1.11(22,91) General provisions
1.12(22,91) Request for access to records
1.13(22,91) Access to confidential records
1.14(22,91) Requests for treatment of a record as a confidential record and withholding from

examination
1.15(22,91) Procedure by which additions, dissents, or objections may be entered into certain

records
1.16(22,91) Consent to disclosure by the subject of a confidential record
1.17(22,91) Disclosure without the consent of the subject
1.18(22,91,77GA,ch1105) Availability of records
1.19(22,91) Routine uses
1.20(22,91) Release to a subject
1.21(22,91) Notice to suppliers of information
1.22(22,91) Data processing systems comparison
1.23(22,91) Personally identifiable information
1.24 to 1.30 Reserved

DIVISION III
RULE-MAKING PROCEDURES

1.31(17A) Applicability
1.32(17A) Advice on possible rules before notice of proposed rule adoption
1.33(17A) Public rule-making docket
1.34(17A) Notice of proposed rule making
1.35(17A) Public participation
1.36(17A) Regulatory analysis
1.37(17A,25B) Fiscal impact statement
1.38(17A) Time and manner of rule adoption
1.39(17A) Variance between adopted rule and published notice of proposed rule adoption
1.40(17A) Exemptions from public rule-making procedures
1.41(17A) Concise statement of reasons
1.42(17A,89) Contents, style, and form of rule
1.43(17A) Agency rule-making record
1.44(17A) Filing of rules
1.45(17A) Effectiveness of rules prior to publication
1.46(17A) General statements of policy
1.47(17A) Review by agency of rules
1.48 and 1.49 Reserved
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DIVISION IV
DECLARATORY ORDERS

1.50(17A) Petition for declaratory order
1.51(17A) Notice of petition
1.52(17A) Intervention
1.53(17A) Briefs
1.54(17A) Inquiries
1.55(17A) Service and filing of petitions and other papers
1.56(17A) Consideration
1.57(17A) Action on petition
1.58(17A) Refusal to issue order
1.59(17A) Contents of declaratory order—effective date
1.60(17A) Copies of orders
1.61(17A) Effect of a declaratory order
1.62 to 1.64 Reserved

DIVISION V
CONTESTED CASES

1.65(17A) Scope and applicability
1.66(17A) Definitions
1.67(17A) Time requirements
1.68(17A) Requests for contested case proceeding
1.69(17A) Notice of hearing
1.70(17A) Presiding officer
1.71(17A) Waiver of procedures
1.72(17A) Disqualification
1.73(17A) Consolidation—severance
1.74(17A) Answer
1.75(17A) Pleadings, service and filing
1.76(17A) Discovery
1.77(17A) Subpoenas
1.78(17A) Motions
1.79(17A) Prehearing conference
1.80(17A) Continuances
1.81(17A) Withdrawals
1.82(17A) Intervention
1.83(17A) Hearing procedures
1.84(17A) Evidence
1.85(17A) Default
1.86(17A) Ex parte communication
1.87(17A) Recording costs
1.88(17A) Interlocutory appeals
1.89(17A) Final decision—nonlicense decision
1.90(17A) Final decision—license decision
1.91(17A) Appeals and review
1.92(17A) Applications for rehearing
1.93(17A) Stays of agency actions
1.94(17A) No factual dispute contested cases
1.95(17A) Emergency adjudicative proceedings
1.96 to 1.98 Reserved
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DIVISION VI
INTEREST, FEES AND CHARGES

1.99(17A,91) Interest
1.100 Reserved

DIVISION VII
WAIVERS AND VARIANCES FROM ADMINISTRATIVE RULES

1.101(17A,91) Scope
1.102(17A,91) Petitions
1.103(17A,91) Notice and acknowledgment
1.104(17A,91) Review
1.105(17A,91) Ruling
1.106(17A,91) Public availability
1.107(17A,91) Cancellation
1.108(17A,91) Violations
1.109(17A,91) Appeals

IOWA OCCUPATIONAL
SAFETY AND HEALTH

CHAPTER 2
IOSH ENFORCEMENT, IOSH RESEARCH AND STATISTICS,

IOSH CONSULTATION AND EDUCATION
2.1(88) Scope and application
2.2(88) IOSH enforcement
2.3(88) IOSH research and statistics
2.4(88) IOSH private sector consultative services
2.5(88) IOSH public sector consultative services
2.6(88) IOSH education

CHAPTER 3
POSTING, INSPECTIONS, CITATIONS AND PROPOSED PENALTIES

3.1(88) Posting of notice; availability of the Act, regulations and applicable standards
3.2(88) Objection to inspection
3.3(88) Entry not a waiver
3.4(88) Advance notice of inspections
3.5(88) Conduct of inspections
3.6(88) Representatives of employers and employees
3.7(88) Complaints by employees
3.8(88) Trade or governmental secrets
3.9(88) Imminent danger
3.10(88) Consultation with employees
3.11(88) Citations
3.12(88) Informal conferences
3.13(88) Petitions for modification of abatement date
3.14 to 3.18 Reserved
3.19(88) Abatement verification
3.20(88) Policy regarding employee rescue activities
3.21 Reserved
3.22(88,89B) Additional hazard communication training requirements
3.23(88) Definitions
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CHAPTER 4
RECORDING AND REPORTING OCCUPATIONAL INJURIES AND ILLNESSES

4.1(88) Purpose and scope
4.2(88) First reports of injury
4.3(88) Recording and reporting regulations

CHAPTER 5
RULES OF PRACTICE FOR VARIANCES, LIMITATIONS, VARIATIONS,

TOLERANCES AND EXEMPTIONS
5.1(88) Purpose and scope
5.2(88) Definitions
5.3 Reserved
5.4(88) Effect of variances
5.5(88) Notice of a granted variance
5.6(88) Form of documents; subscription; copies
5.7(88) Temporary variance
5.8(88) Permanent variance
5.9(88) Special variance
5.10(88) Modification and revocation of rules or orders
5.11(88) Action on applications
5.12(88) Requests for hearings on applications
5.13(88) Consolidation of proceedings
5.14(88) Notice of hearing
5.15(88) Manner of service
5.16(88) Hearing examiner; powers and duties
5.17(88) Prehearing conferences
5.18(88) Consent findings and rules or orders
5.19(88) Discovery
5.20(88) Hearings
5.21(88) Decisions of hearing examiner
5.22(88) Motion for summary decision
5.23(88) Summary decision
5.24(88) Finality for purposes of judicial review

CHAPTERS 6 and 7
Reserved

CHAPTER 8
CONSULTATIVE SERVICES

8.1(88) Purpose and scope
8.2(88) Definitions
8.3(88) Requesting and scheduling of on-site consultation visit
8.4 and 8.5 Reserved
8.6(88) Conducting a visit
8.7(88) Relationship to enforcement

CHAPTER 9
DISCRIMINATION AGAINST EMPLOYEES

9.1(88) Introductory statement
9.2(88) Purpose of this chapter
9.3(88) General requirements of Iowa Code section 88.9(3)
9.4(88) Persons prohibited from discriminating
9.5(88) Persons protected by Iowa Code section 88.9(3)

https://www.legis.iowa.gov/docs/ico/section/88.9.pdf
https://www.legis.iowa.gov/docs/ico/section/88.9.pdf
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9.6(88) Unprotected activities distinguished
9.7 and 9.8 Reserved
9.9(88) Complaints under or related to the Act
9.10(88) Proceedings under or related to the Act
9.11(88) Testimony
9.12(88) Exercise of any right afforded by the Act
9.13 and 9.14 Reserved
9.15(88) Filing of complaint for discrimination
9.16(88) Notice of determination
9.17(88) Withdrawal of complaint
9.18(88) Arbitration or other agency proceedings
9.19 and 9.20 Reserved
9.21(88) Walkaround pay disputes
9.22(88) Employee refusal to comply with safety rules

CHAPTER 10
GENERAL INDUSTRY SAFETY AND HEALTH RULES

10.1(88) Definitions
10.2(88) Applicability of standards
10.3(88) Incorporation by reference
10.4(88) Exception for hexavalent chromium exposure in metal and surface finishing job

shops
10.5 and 10.6 Reserved
10.7(88) Definitions and requirements for a nationally recognized testing laboratory
10.8 to 10.11 Reserved
10.12(88) Construction work
10.13 to 10.18 Reserved
10.19(88) Special provisions for air contaminants
10.20(88) Adoption by reference

CHAPTERS 11 to 25
Reserved

CHAPTER 26
CONSTRUCTION SAFETY AND HEALTH RULES

26.1(88) Adoption by reference
26.2(88) Beryllium exposure limits

CHAPTER 27
Reserved

CHAPTER 28
OCCUPATIONAL SAFETY AND HEALTH STANDARDS FOR AGRICULTURE

28.1(88) Adoption by reference

CHAPTER 29
SANITATION AND SHELTER RULES FOR RAILROAD EMPLOYEES

29.1(88) Definitions
29.2(88) Water supply
29.3(88) Toilets
29.4(88) Eating places and lunchrooms
29.5(88) Sleeping accommodations
29.6(88) Cleanliness and maintenance
29.7(88) Conflicts resolved
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CHAPTER 30
Reserved

CHILD LABOR

CHAPTER 31
Reserved

CHAPTER 32
CHILD LABOR

32.1(92) Definitions
32.2(92) Permits and certificates of age
32.3 to 32.7 Reserved
32.8(92) Terms
32.9 and 32.10 Reserved
32.11(92) Civil penalty calculation
32.12(92) Civil penalty procedures

CHAPTER 33
Reserved

CHAPTER 34
CIVIL PENALTIES

34.1(91A) Civil penalties for Iowa Code chapter 91A violations
34.2(91A) Investigation
34.3(91A) Calculation of penalty
34.4(91A) Settlement opportunity
34.5(91A) Notice of penalty assessment; contested case proceedings
34.6(91A) Judicial review

CHAPTER 35
WAGE PAYMENT COLLECTION

35.1(91A) Definitions
35.2(91A) Right of private action
35.3(91A) Filing a claim
35.4(91A) Investigation
35.5(91A) Legal action on wage claims

CHAPTER 36
DISCRIMINATION AGAINST EMPLOYEES

36.1(91A) Definitions
36.2(91A) Employee rights
36.3(91A) Purposes
36.4(91A) General requirements
36.5(91A) Unprotected activities distinguished
36.6(91A) Complaint under or related to the Act
36.7(91A) Proceedings under or related to the Act
36.8(91A) Filing of complaint for discrimination or discharge
36.9(91A) Withdrawal of complaints
36.10(91A) Arbitration or other agency proceedings
36.11(91A) Decision of the commissioner

CHAPTER 37
Reserved

https://www.legis.iowa.gov/docs/ico/chapter/91A.pdf
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CHAPTER 38
EMPLOYMENT AGENCY LICENSING

38.1(94A) Definitions
38.2(94A) Application and license
38.3(94A) Non-employment agency activity
38.4(94A) Complaints
38.5(17A,94A,252J) Denials, revocations, reprimands and suspensions
38.6(94A) Permissible fees charged by agency
38.7 Reserved
38.8(94A) Contracts and fee schedules

CHAPTERS 39 to 50
Reserved
RAILROADS

CHAPTERS 51 to 60
Reserved

AMUSEMENT PARKS AND RIDES

CHAPTER 61
ADMINISTRATION OF IOWA CODE CHAPTER 88A

61.1(88A) Scope
61.2(88A) Definitions
61.3(88A) Owner and operator requirements
61.4(88A) Inspections
61.5(88A) Amusement inspection sticker
61.6(88A,252J,261,272D) Termination, denial, suspension, or revocation of an operating permit
61.7(17A,88A,252J,261,272D) Procedures for revocation, suspension, or denial of an operating permit

or amusement inspection sticker
61.8(88A) Payments

CHAPTER 62
SAFETY RULES FOR AMUSEMENT RIDES, AMUSEMENT DEVICES,

AND CONCESSION BOOTHS
62.1(88A) Scope
62.2(88A) Other codes
62.3(88A) Site requirements
62.4(88A) Design and manufacture of covered equipment
62.5(88A) Maintenance of covered equipment
62.6(88A) Operations
62.7(88A) Patrons

CHAPTER 63
SAFETY RULES FOR BUNGEE JUMPS

63.1(88A) Definitions
63.2(88A) Prohibited activities
63.3(88A) Site requirements
63.4(88A) Design
63.5(88A) Maintenance
63.6(88A) Operations

CHAPTER 64
Reserved
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ELEVATORS, ESCALATORS, AND RELATED EQUIPMENT

CHAPTER 65
ELEVATOR SAFETY BOARD ADMINISTRATIVE AND REGULATORY AUTHORITY

65.1(89A) Definitions
65.2(89A) Purpose and authority of board
65.3(21,89A) Organization of board
65.4(21,89A) Public meetings
65.5(89A) Official communications

CHAPTER 66
WAIVERS OR VARIANCES FROM ADMINISTRATIVE RULES

BY THE ELEVATOR SAFETY BOARD
66.1(17A,89A) Waivers of rules
66.2(17A,89A) Applicability of rule
66.3(17A,89A) Criteria for waiver or variance
66.4(17A,89A) Filing of petition
66.5(17A,89A) Content of petition
66.6(17A,89A) Additional information
66.7(17A,89A) Notice
66.8(17A,89A) Board review procedures
66.9(17A,89A) Hearing procedures
66.10(17A,89A) Ruling
66.11(17A,89A) Public availability
66.12(17A,89A) Summary reports
66.13(17A,89A) Cancellation of a waiver
66.14(17A,89A) Violations
66.15(17A,89A) Defense
66.16(17A,89A) Judicial review

CHAPTER 67
ELEVATOR SAFETY BOARD PETITIONS FOR RULE MAKING

67.1(17A,89A) Petitions for rule making
67.2(17A,89A) Briefs
67.3(17A,89A) Inquiries
67.4(17A,89A) Board review procedures

CHAPTER 68
DECLARATORY ORDERS BY THE ELEVATOR SAFETY BOARD

68.1(17A,89A) Petition for declaratory order
68.2(17A,89A) Notice of petition
68.3(17A,89A) Intervention
68.4(17A,89A) Briefs
68.5(17A,89A) Inquiries
68.6(17A,89A) Service and filing of petitions and other papers
68.7(17A,89A) Board review procedures
68.8 Reserved
68.9(17A,89A) Refusal to issue order
68.10(17A,89A) Contents of declaratory order—effective date
68.11(17A,89A) Copies of orders
68.12(17A,89A) Effect of a declaratory order
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CHAPTER 69
CONTESTED CASES BEFORE THE ELEVATOR SAFETY BOARD

69.1(17A,89A) Reconsideration of inspection report
69.2(17A,89A) Appeal to the board
69.3(17A,89A) Informal review
69.4(17A,89A) Delivery of notice
69.5(17A,89A) Contents of notice
69.6 Reserved
69.7(17A,89A) File transmitted to the board
69.8(17A,89A) Legal representation
69.9(17A,89A) Presiding officer
69.10(17A,89A) Service and filing
69.11(17A,89A) Time requirements
69.12(17A,89A) Waiver of procedures
69.13(17A,89A) Telephone and electronic proceedings
69.14(17A,89A) Disqualification
69.15(17A,89A) Consolidation and severance
69.16(17A,89A) Discovery
69.17(17A,89A) Subpoenas in a contested case
69.18(17A,89A) Motions
69.19(17A,89A) Settlements
69.20(17A,89A) Prehearing conference
69.21(17A,89A) Continuances
69.22(17A,89A) Withdrawals
69.23(17A,89A) Hearing procedures
69.24(17A,89A) Evidence
69.25(17A,89A) Ex parte communication
69.26(17A,89A) Interlocutory appeals
69.27(17A,89A) Decisions
69.28(17A,89A) Contested cases with no factual disputes
69.29(17A,89A) Applications for rehearing
69.30(17A,89A) Stays of board actions
69.31(17A,89A) Judicial review

CHAPTER 70
PUBLIC RECORDS AND FAIR INFORMATION PRACTICES

OF THE ELEVATOR SAFETY BOARD
70.1(22,89A) Definitions
70.2(22,89A) Statement of policy
70.3(22,89A) Requests for access to records
70.4(22,89A) Access to confidential records
70.5(22,89A) Requests for treatment of a record as a confidential record and its withholding

from examination
70.6(22,89A) Procedure by which additions, dissents, or objections may be entered into certain

records
70.7(22,89A) Consent to disclosure by the subject of a confidential record
70.8(22,89A) Disclosures without the consent of the subject
70.9(17A,89A) Routine use
70.10(22,89A) Consensual disclosure of confidential records
70.11(22,89A) Release to subject
70.12(21,22,89A) Availability of records
70.13(22,89A) Applicability
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70.14(17A,22,89A) Personally identifiable information
70.15(17A,21,22,89A) Other groups of records
70.16(22,89A) Data processing system
70.17(22,89A) Notice to suppliers of information

CHAPTER 71
ADMINISTRATION OF THE CONVEYANCE SAFETY PROGRAM

71.1(89A) Definitions
71.2(89A) Registration of conveyances
71.3(89A) State identification number
71.4(89A) Responsibility for obtaining permits
71.5(89A) Installation permits
71.6(89A) Construction permits
71.7(89A) Operating permits
71.8(89A) Controller upgrade permits
71.9(89A) Alteration permits
71.10(89A) Alterations
71.11(89A) Inspections
71.12(89A,252J,261,272D) Special inspector commissions
71.13 Reserved
71.14(89A) Safety tests
71.15(89A) Authorized companies
71.16(89A) Fees
71.17(89A) Publications available for review
71.18(89A) Other regulations affecting elevators
71.19(89A) Accidents
71.20(89A) Temporary removal from service

CHAPTER 72
CONVEYANCES INSTALLED ON OR AFTER JANUARY 1, 1975

72.1(89A) Purpose and scope
72.2(89A) Definitions
72.3(89A) Accommodating the physically disabled
72.4(89A) Electric elevators
72.5(89A) Hydraulic elevators
72.6(89A) Power sidewalk elevators
72.7(89A) Performance-based safety code
72.8(89A) Hand and power dumbwaiters
72.9(89A) Escalators and moving walks
72.10(89A) General requirements
72.11 Reserved
72.12(89A) Wind tower lifts
72.13(89A) Alterations, repairs, replacements and maintenance
72.14 Reserved
72.15(89A) Power-operated special purpose elevators
72.16(89A) Inclined and vertical wheelchair lifts
72.17(89A) Hand-powered elevators
72.18(89A) Accommodating the physically disabled
72.19(89A) Limited-use/limited-application elevators
72.20(89A) Rack and pinion, screw-column elevators
72.21(89A) Inclined elevators
72.22(89A) Material lift elevators
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72.23(89A) Elevators used for construction
72.24(89A) Construction personnel hoists
72.25(89A) Alarm bell
72.26(89A) Child entrapment safeguards
72.27(89A) Handicapped restricted use elevators
72.28(89) Elevators in broadcast towers

CHAPTER 73
CONVEYANCES INSTALLED PRIOR TO JANUARY 1, 1975

73.1(89A) Scope, definitions, and schedule
73.2(89A) Hoistways
73.3(89A) Car enclosure: Passenger
73.4(89A) Car enclosure: Freight
73.5(89A) Brakes
73.6(89A) Machines
73.7(89A) Electrical protective devices
73.8(89A) Maintenance, repairs and alterations
73.9(89A) Machine rooms
73.10(89A) Pits
73.11(89A) Counterweights
73.12(89A) Car platforms and car slings
73.13(89A) Means of suspension
73.14(89A) Car safeties and speed governors
73.15(89A) Guide rails
73.16(89A) Existing hydraulic elevators
73.17(89A) Existing sidewalk elevators
73.18(89A) Existing hand elevators
73.19(89A) Power-operated special purpose elevators
73.20(89A) Inclined and vertical wheelchair lifts
73.21(89A) Handicapped restricted use elevators
73.22(89A) Escalators
73.23 Reserved
73.24(89A) Dumbwaiters
73.25 and 73.26 Reserved
73.27(89A) Child entrapment safeguards
73.28(89) Elevators in broadcast towers

CHAPTERS 74 to 79
Reserved

BOILERS AND PRESSURE VESSELS

CHAPTER 80
BOILER AND PRESSURE VESSEL BOARD

ADMINISTRATIVE AND REGULATORY AUTHORITY
80.1(89) Definitions
80.2(89) Purpose and authority of board
80.3(89) Organization of board
80.4(21,89) Public meetings
80.5(89) Official communications
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CHAPTER 81
WAIVERS OR VARIANCES FROM ADMINISTRATIVE RULES

BY THE BOILER AND PRESSURE VESSEL BOARD
81.1(17A,89) Waivers of rules
81.2(17A,89) Applicability of rule
81.3(17A,89) Criteria for waiver or variance
81.4(17A,89) Filing of petition
81.5(17A,89) Content of petition
81.6(17A,89) Additional information
81.7(17A,89) Notice
81.8(17A,89) Board review procedures
81.9(17A,89) Hearing procedures
81.10(17A,89) Ruling
81.11(17A,89) Public availability
81.12(17A,89) Summary reports
81.13(17A,89) Cancellation of a waiver
81.14(17A,89) Violations
81.15(17A,89) Defense
81.16(17A,89) Judicial review

CHAPTER 82
BOILER AND PRESSURE VESSEL BOARD PETITIONS FOR RULE MAKING

82.1(17A,89) Petitions for rule making
82.2(17A,89) Briefs
82.3(17A,89) Inquiries
82.4(17A,89) Board review procedures

CHAPTER 83
DECLARATORY ORDERS BY THE BOILER AND PRESSURE VESSEL BOARD

83.1(17A,89) Petition for declaratory order
83.2(17A,89) Notice of petition
83.3(17A,89) Intervention
83.4(17A,89) Briefs
83.5(17A,89) Inquiries
83.6(17A,89) Service and filing of petitions and other papers
83.7(17A,89) Board review procedures
83.8 Reserved
83.9(17A,89) Refusal to issue order
83.10(17A,89) Contents of declaratory order—effective date
83.11(17A,89) Copies of orders
83.12(17A,89) Effect of a declaratory order

CHAPTER 84
CONTESTED CASES BEFORE THE BOILER AND PRESSURE VESSEL BOARD

84.1(17A,89) Reconsideration of inspection report
84.2(17A,89) Appeal to the board
84.3(17A,89) Informal review
84.4(17A,89) Delivery of notice
84.5(17A,89) Contents of notice
84.6(17A,89) Scope of issues
84.7(17A,89) File transmitted to the board
84.8(17A,89) Legal representation
84.9(17A,89) Presiding officer
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84.10(17A,89) Service and filing
84.11(17A,89) Time requirements
84.12(17A,89) Waiver of procedures
84.13(17A,89) Telephone and electronic proceedings
84.14(17A,89) Disqualification
84.15(17A,89) Consolidation and severance
84.16(17A,89) Discovery
84.17(17A,89) Subpoenas in a contested case
84.18(17A,89) Motions
84.19(17A,89) Settlements
84.20(17A,89) Prehearing conference
84.21(17A,89) Continuances
84.22(17A,89) Withdrawals
84.23(17A,89) Hearing procedures
84.24(17A,89) Evidence
84.25(17A,89) Ex parte communication
84.26(17A,89) Interlocutory appeals
84.27(17A,89) Decisions
84.28(17A,89) Contested cases with no factual disputes
84.29(17A,89) Applications for rehearing
84.30(17A,89) Stays of board actions
84.31(17A,89) Judicial review

CHAPTER 85
PUBLIC RECORDS AND FAIR INFORMATION PRACTICES

OF THE BOILER AND PRESSURE VESSEL BOARD
85.1(22,89) Definitions
85.2(22,89) Statement of policy
85.3(22,89) Requests for access to records
85.4(22,89) Access to confidential records
85.5(22,89) Requests for treatment of a record as a confidential record and its withholding

from examination
85.6(22,89) Procedure by which additions, dissents, or objections may be entered into certain

records
85.7(22,89) Consent to disclosure by the subject of a confidential record
85.8(22,89) Disclosures without the consent of the subject
85.9(17A,89) Routine use
85.10(22,89) Consensual disclosure of confidential records
85.11(22,89) Release to subject
85.12(21,22,89) Availability of records
85.13(22,89) Applicability
85.14(17A,22,89) Personally identifiable information
85.15(17A,22,89) Other groups of records
85.16(22,89) Data processing system
85.17(22,89) Notice to suppliers of information

CHAPTERS 86 to 89
Reserved

CHAPTER 90
ADMINISTRATION OF THE BOILER AND PRESSURE VESSEL PROGRAM

90.1(89) Purpose and scope
90.2(89,261,252J,272D) Definitions
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90.3(89) Iowa identification numbers
90.4 Reserved
90.5(89) Preinspection owner or user preparation
90.6(89) Inspections
90.7(89) Fees
90.8(89) Certificate
90.9(89,252J,261) Special inspector commissions
90.10(89) Quality reviews, surveys and audits
90.11(89) Reporting requirements
90.12(89) Publications available for review
90.13(89) Notice prior to installation
90.14(89) Temporary boilers
90.15(89) Conversion of a power boiler to a low-pressure boiler

CHAPTER 91
GENERAL REQUIREMENTS FOR ALL OBJECTS

91.1(89) Codes and code cases adopted by reference
91.2(89) Safety appliance
91.3(89) Pressure-reducing valves
91.4(89) Blowoff equipment
91.5(89) Location of discharge piping outlets
91.6(89) Pipe, valve, and fitting requirements
91.7 to 91.9 Reserved
91.10(89) Clearance
91.11(89) Fall protection
91.12(89) Exit from rooms containing objects
91.13(89) Air and ventilation
91.14(89) Condensate return tank
91.15(89) Conditions not covered
91.16 Reserved
91.17(89) English language and U.S. customary units required
91.18(89) National Board registration
91.19(89) ASME stamp

CHAPTER 92
POWER BOILERS

92.1(89) Scope
92.2(89) Codes adopted by reference
92.3 Reserved
92.4(89) Maximum allowable working pressure for steel boilers
92.5(89) Maximum allowable working pressure and temperature for cast iron headers and

mud drums
92.6(89) Rivets
92.7(89) Safety valves
92.8(89) Boiler feeding
92.9(89) Water level indicators
92.10(89) Pressure gages
92.11(89) Steam stop valves
92.12(89) Blowoff connection
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CHAPTER 93
MINIATURE POWER BOILERS INSTALLED PRIOR TO SEPTEMBER 20, 2006

93.1(89) Scope
93.2(89) Code adopted by reference
93.3(89) Maximum working pressure
93.4(89) Safety valves
93.5(89) Steam stop valves
93.6(89) Water gages
93.7(89) Feedwater supply
93.8(89) Blowoff
93.9(89) Washout openings
93.10(89) Fixtures and fittings

CHAPTER 94
STEAM HEATING BOILERS, HOT WATER HEATING BOILERS AND

HOT WATER SUPPLY BOILERS
94.1(89) Scope
94.2(89) Codes adopted by reference
94.3(89) General requirements
94.4(89) Steam heating boilers installed before July 1, 1960
94.5(89) Hot water heating boilers installed before July 1, 1960
94.6(89) Hot water supply boilers installed before July 1, 1960

CHAPTER 95
WATER HEATERS

95.1(89) Scope
95.2(89) Recognized standard
95.3(89) Installation
95.4(89) Temperature and pressure relief valves
95.5(89) Shutoff valves prohibited
95.6 Reserved
95.7(89) Stop valves
95.8(89) Carbonization
95.9(89) Leaks
95.10(89) Flues
95.11(89) Tanks
95.12(89) Galvanized pipes, valves, and fittings

CHAPTER 96
UNFIRED STEAM PRESSURE VESSELS

96.1(89) Codes adopted by reference
96.2(89) Objects installed prior to July 1, 1983

CHAPTERS 97 to 109
Reserved

RIGHT TO KNOW

CHAPTER 110
HAZARDOUS CHEMICAL RISKS RIGHT TO KNOW—

GENERAL PROVISIONS
110.1(88,89B) Purpose, scope and application
110.2(88,89B) Definitions
110.3(88,89B) Hazard determination
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110.4(88,89B) Labels and other forms of warning
110.5(88,89B) Material safety data sheets
110.6(88,89B) Trade secrets

CHAPTERS 111 to 129
Reserved

CHAPTER 130
COMMUNITY RIGHT TO KNOW

130.1(89B) Employer’s duty
130.2(89B) Records accessibility
130.3(89B) Application for exemption
130.4(89B) Burden of proof and criteria
130.5(89B) Formal ruling
130.6(89B) Request for information
130.7(89B) Filing with division
130.8(89B) Grounds for complaint against the employer
130.9(89B) Investigation or inspection upon complaint
130.10(89B) Order to comply

CHAPTERS 131 to 139
Reserved

CHAPTER 140
PUBLIC SAFETY/EMERGENCY RESPONSE RIGHT TO KNOW

140.1(89B) Signs required and adoption by reference
140.2(89B) Employer variance applications
140.3(89B) Agreement between an employer and fire department
140.4(89B) Significant amounts
140.5(89B) Information submitted to local fire department
140.6(89B) Recommended communications
140.7(89B) Procedure for noncompliance
140.8(89B) Notice of noncompliance

CHAPTERS 141 to 149
Reserved

CONSTRUCTION—REGISTRATION AND BONDING

CHAPTER 150
CONSTRUCTION CONTRACTOR REGISTRATION

150.1(91C) Scope
150.2(91C) Definitions
150.3(91C) Registration required
150.4(91C) Application
150.5(91C) Amendments to application
150.6(91C) Fee
150.7(91C) Registration number issuance
150.8(91C) Workers’ compensation insurance cancellation notifications
150.9(91C) Investigations and complaints
150.10(91C) Citations/penalties and appeal hearings
150.11(91C) Revocation of registrations and appeal hearings
150.12(91C) Concurrent actions
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150.13 to 150.15 Reserved
150.16(91C) Bond release

CHAPTERS 151 to 154
Reserved

CHAPTER 155
ASBESTOS REMOVAL AND ENCAPSULATION

155.1(88B) Definitions
155.2(88B) Permit application procedures
155.3(88B) Other asbestos regulations
155.4(88B) Asbestos project records
155.5(88B) Ten-day notices
155.6(88B) License application procedures
155.7(88B) Duplicate permits and licenses
155.8(17A,88B,252J,261) Denial, suspension and revocation
155.9(17A,88B) Contested cases

CHAPTER 156
BIDDER PREFERENCES IN GOVERNMENT CONTRACTING

156.1(73A) Purpose, scope and definitions
156.2(73A) Reporting of resident status of bidders
156.3(73A) Application of preference
156.4(73A) Complaints regarding alleged violations of the Act
156.5(73A) Nonresident bidder record-keeping requirements
156.6(73A) Investigations; determination of civil penalty
156.7(73A) Remedies
156.8(73A) Compliance with federal law
156.9(73A) Severability

CHAPTERS 157 to 159
Reserved

CHAPTER 160
EMPLOYER REQUIREMENTS RELATING TO
NON-ENGLISH SPEAKING EMPLOYEES

160.1(91E) Purpose and scope
160.2(91E) Definitions
160.3(91E) Knowledge of English
160.4(91E) Interpreters
160.5(91E) Community services referral agent
160.6(91E) Active recruitment of non-English speaking employees
160.7(91E) Employee’s return to location of recruitment
160.8(91E) Inspections
160.9(91E) Exemptions
160.10(91E) Enforcement and penalties

CHAPTERS 161 to 168
Reserved
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ATHLETICS COMMISSIONER

CHAPTER 169
GENERAL REQUIREMENTS FOR ATHLETIC EVENTS

169.1(90A) Scope and application
169.2(90A) Prohibited events
169.3(90A) Advance notice of event
169.4(90A) Event license
169.5(90A) Promoter responsibilities
169.6(90A) Taxes

CHAPTER 170
OPERATIONS OF ADVISORY BOARD

170.1(90A) Scope
170.2(90A) Membership
170.3(90A) Time of meetings
170.4(90A) Notification of meetings
170.5(90A) Attendance and participation by the public
170.6(90A) Quorum and voting requirements
170.7(90A) Minutes, transcripts and recording of meetings

CHAPTER 171
GRANT APPLICATIONS AND AWARDS

171.1(90A) Scope
171.2(90A) Application process
171.3(90A) Grant process
171.4(90A) Evaluation
171.5(90A) Termination
171.6(90A) Financial management
171.7(90A) Adjustments and collections

CHAPTER 172
PROFESSIONAL WRESTLING

172.1(90A) Limitation of bouts
172.2(90A) Fall
172.3(90A) Out-of-bounds
172.4(90A) Disqualification
172.5(90A) Failure to break hold
172.6(90A) Prohibition against hanging on
172.7(90A) Abusing referee
172.8(90A) Prohibited materials in ring
172.9 Reserved
172.10(90A) Time between falls
172.11(90A) Contestants’ arrival
172.12 Reserved
172.13(90A) Separation of boxing and wrestling
172.14 Reserved
172.15(90A) Health of wrestler
172.16(90A) Wrestling outside of ring
172.17(90A) Advertising
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CHAPTER 173
PROFESSIONAL BOXING

173.1(90A) Limitation of rounds
173.2(90A) Weight restrictions
173.3 Reserved
173.4(90A) Injury
173.5(90A) Knockdown
173.6(90A) Limitation on number of bouts
173.7(90A) Contestants’ arrival
173.8(90A) Persons allowed in the ring
173.9(90A) Protection of hands
173.10(90A) Scoring
173.11(90A) Gloves
173.12(90A) Proper attire
173.13(90A) Use of substances
173.14(90A) “Down”
173.15(90A) Foul
173.16(90A) Penalties
173.17(90A) Weight classes
173.18(90A) Attendance of commissioner
173.19(90A) Weighing of contestants
173.20 Reserved
173.21(90A) General requirements
173.22 Reserved
173.23(90A) Excessive coaching
173.24(90A) Abusive language
173.25 and 173.26 Reserved
173.27(90A) Ring requirements
173.28(90A) Ring posts
173.29(90A) Ropes
173.30(90A) Ring floor
173.31(90A) Bell
173.32(90A) Gloves
173.33(90A) Referee’s duties
173.34(90A) Chief second
173.35(90A) Naming referee
173.36(90A) Reasons for stopping bout
173.37(90A) Forfeit of purse
173.38 Reserved
173.39(90A) Shaking hands
173.40(90A) Assessing fouls
173.41(90A) Delaying prohibited
173.42(90A) Count
173.43(90A) Intentional foul
173.44(90A) Use of the ropes
173.45(90A) Attending ring physician
173.46(90A) Technical knockout
173.47(90A) Timekeeper
173.48(90A) Seconds
173.49(90A) Requirements for seconds
173.50(90A) Use of water
173.51(90A) Stopping the fight
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173.52(90A) Removing objects from ring
173.53(90A) Decision
173.54 Reserved
173.55(90A) Boxer registration

CHAPTER 174
ELIMINATION TOURNAMENTS

174.1(90A) Purpose and scope
174.2(90A) Bouts, rounds and rest periods
174.3(90A) Protective equipment
174.4(90A) Weight restrictions
174.5(90A) Down
174.6(90A) Suspension
174.7(90A) Training requirements
174.8(90A) Judges
174.9 Reserved
174.10(90A) Impartiality of timekeeper
174.11(90A) Ringside

CHAPTER 175
AMATEUR BOXING

175.1(90A) Purpose
175.2(90A) Application
175.3(90A) Verification
175.4(90A) Forms

CHAPTER 176
PROFESSIONAL KICKBOXING

176.1(90A) Scope and purpose
176.2(90A) WKA rules adopted by reference
176.3(90A) Professional boxing rules adopted by reference
176.4(90A) Additional provisions

CHAPTER 177
MIXED MARTIAL ARTS

177.1(90A) Definitions
177.2 Reserved
177.3(90A) Equipment specifications
177.4(90A) Event
177.5(90A) Contestants
177.6(90A) Procedural rules
177.7(90A) Decision
177.8(90A) Forfeit of purse

CHAPTERS 178 to 214
Reserved

MINIMUM WAGE

CHAPTER 215
MINIMUM WAGE SCOPE AND COVERAGE

215.1(91D) Requirement to pay
215.2(91D) Initial employment wage rate
215.3(91D) Definitions
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215.4(91D) Exceptions
215.5(91D) Interpretative guidelines

CHAPTER 216
RECORDS TO BE KEPT BY EMPLOYERS

216.1(91D) Form of records—scope of rules
216.2(91D) Employees subject to minimum wage
216.3(91D) Bona fide executive, administrative, and professional employees (including

academic administrative personnel and teachers in elementary or secondary
schools), and outside sales employees employed pursuant to 875—subrule
215.4(1)

216.4(91D) Posting of notices
216.5(91D) Records to be preserved three years
216.6(91D) Records to be preserved two years
216.7(91D) Place for keeping records and their availability for inspection
216.8(91D) Computations and reports
216.9(91D) Petitions for exceptions
216.10 Reserved

EMPLOYEES SUBJECT TO MISCELLANEOUS EXEMPTIONS
216.11 to 216.26 Reserved
216.27(91D) Board, lodging, or other facilities
216.28(91D) Tipped employees
216.29 Reserved
216.30(91D) Learners, apprentices, messengers, students, or persons with a disability employed

under special certificates as provided in the federal Fair Labor Standards Act,
29 U.S.C. 214

216.31(91D) Industrial homeworkers
216.32 Reserved
216.33(91D) Employees employed in agriculture pursuant to 875—subrule 215.4(6)

CHAPTER 217
WAGE PAYMENTS

217.1 Reserved
217.2(91D) Purpose and scope
217.3(91D) “Reasonable cost”
217.4(91D) Determinations of “reasonable cost”
217.5(91D) Determinations of “fair value”
217.6(91D) Effects of collective bargaining agreements
217.7(91D) Request for review of tip credit
217.8 to 217.24 Reserved
217.25(91D) Introductory statement
217.26 Reserved
217.27(91D) Payment in cash or its equivalent required
217.28 Reserved
217.29(91D) Board, lodging, or other facilities
217.30(91D) “Furnished” to the employee
217.31(91D) “Customarily” furnished
217.32(91D) “Other facilities”
217.33 and 217.34 Reserved
217.35(91D) “Free and clear” payment; “kickbacks”
217.36(91D) Payment where additions or deductions are involved
217.37(91D) Offsets
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217.38(91D) Amounts deducted for taxes
217.39(91D) Payments to third persons pursuant to court order
217.40(91D) Payments to employee’s assignee
217.41 to 217.49 Reserved
217.50(91D) Payments to tipped employees
217.51(91D) Conditions for taking tip credits in making wage payments
217.52(91D) General characteristics of “tips”
217.53(91D) Payments which constitute tips
217.54(91D) Tip pooling
217.55(91D) Examples of amounts not received as tips
217.56(91D) “More than $30 a month in tips”
217.57(91D) Receiving the minimum amount “customarily and regularly”
217.58(91D) Initial and terminal months
217.59(91D) The tip wage credit

CHAPTER 218
EMPLOYEES EMPLOYED IN A BONA FIDE EXECUTIVE, ADMINISTRATIVE, OR

PROFESSIONAL CAPACITY (INCLUDING ANY EMPLOYEE EMPLOYED IN THE CAPACITY
OF ACADEMIC ADMINISTRATIVE PERSONNEL OR TEACHER IN ELEMENTARY OR

SECONDARY SCHOOLS), OR IN THE CAPACITY OF OUTSIDE SALESPERSON
218.1(91D) Executive
218.2(91D) Administrative
218.3(91D) Professional
218.4 Reserved
218.5(91D) Outside salesperson
218.6(91D) Special provision for motion picture producing industry
218.7 to 218.100 Reserved

BONA FIDE EXECUTIVE CAPACITY
218.101(91D) General
218.102(91D) Management
218.103(91D) Primary duty
218.104(91D) Department or subdivision
218.105(91D) Two or more other employees
218.106(91D) Authority to hire or fire
218.107(91D) Discretionary powers
218.108(91D) Work directly and closely related
218.109(91D) Emergencies
218.110(91D) Occasional tasks
218.111(91D) Nonexempt work generally
218.112(91D) Percentage limitations on nonexempt work
218.113(91D) Sole-charge exception
218.114(91D) Exception for owners of 20 percent interest
218.115(91D) Working supervisor
218.116(91D) Trainees, executive
218.117(91D) Amount of salary required
218.118(91D) Salary basis
218.119(91D) Special proviso for high-salaried executives
218.120 to 218.200 Reserved

BONA FIDE ADMINISTRATIVE CAPACITY
218.201(91D) Types of administrative employees
218.202 Reserved
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218.203(91D) Nonmanual work
218.204 Reserved
218.205(91D) Directly related to management policies or general business operations
218.206(91D) Primary duty
218.207(91D) Discretion and independent judgment
218.208 Reserved
218.209(91D) Percentage limitations on nonexempt work
218.210(91D) Trainees, administrative
218.211(91D) Amount of salary or fees required
218.212(91D) Salary basis
218.213(91D) Fee basis
218.214(91D) Special proviso for high-salaried administrative employees
218.215(91D) Elementary or secondary schools and other educational establishments and

institutions
218.216 to 218.300 Reserved

BONA FIDE PROFESSIONAL CAPACITY
218.301(91D) General
218.302(91D) Learned professions
218.303(91D) Artistic professions
218.304(91D) Primary duty
218.305(91D) Discretion and judgment
218.306(91D) Predominantly intellectual and varied
218.307(91D) Essential part of and necessarily incident to
218.308 Reserved
218.309(91D) Twenty percent nonexempt work limitation
218.310(91D) Trainees, professional
218.311(91D) Amount of salary or fees required
218.312(91D) Salary basis
218.313(91D) Fee basis
218.314(91D) Exception for physicians, lawyers, and teachers
218.315(91D) Special proviso for high-salaried professional employees
218.316 to 218.499 Reserved

OUTSIDE SALESPERSON
218.500(91D) Definition of “outside salesperson”
218.501(91D) Making sales or obtaining orders
218.502(91D) Away from employer’s place of business
218.503(91D) Incidental to and in conjunction with sales work
218.504(91D) Promotion work
218.505(91D) Driver salespersons
218.506(91D) Nonexempt work generally
218.507(91D) Twenty percent limitation on nonexempt work
218.508(91D) Trainees, outside salespersons
218.509 to 218.599 Reserved

SPECIAL PROBLEMS
218.600(91D) Combination exemptions
218.601(91D) Special provision for motion picture producing industry
218.602(91D) Special proviso concerning executive and administrative employees in multistore

retailing operations
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CHAPTER 219
APPLICATION OF THE FAIR LABOR STANDARDS ACT

TO DOMESTIC SERVICE
219.1 Reserved
219.2(91D) Purpose and scope
219.3(91D) Domestic service employment
219.4(91D) Babysitting services
219.5(91D) Casual basis
219.6(91D) Companionship services for the aged or infirm
219.7 to 219.99 Reserved
219.100(91D) Application of minimum wage and overtime provisions
219.101(91D) Domestic service employment
219.102(91D) Live-in domestic service employees
219.103(91D) Babysitting services in general
219.104(91D) Babysitting services performed on a casual basis
219.105(91D) Individuals performing babysitting services in their own homes
219.106(91D) Companionship services for the aged or infirm
219.107(91D) Yard maintenance workers
219.108 Reserved
219.109(91D) Third-party employment
219.110(91D) Record-keeping requirements

CHAPTER 220
APPLICATION OF THE FAIR LABOR STANDARDS ACT

TO EMPLOYEES OF STATE AND LOCAL GOVERNMENTS
220.1(91D) Definitions
220.2(91D) Purpose and scope
220.3 to 220.10 Reserved
220.11(91D) Exclusion for elected officials and their appointees
220.12(91D) Exclusion for employees of legislative branches
220.13 to 220.19 Reserved
220.20(91D) Introduction
220.21(91D) Compensatory time and compensatory time off
220.22 to 220.26 Reserved
220.27(91D) Payments for unused compensatory time
220.28(91D) Other compensatory time
220.29 Reserved

OTHER EXEMPTIONS
220.30 Reserved
220.31(91D) Substitution—federal Fair Labor Standards Act, 29 U.S.C. 207(p)(3)
220.32 to 220.49 Reserved

RECORD KEEPING
220.50(91D) Records to be kept of compensatory time
220.51 to 220.99 Reserved

VOLUNTEERS
220.100(91D) General
220.101(91D) “Volunteer” defined
220.102(91D) Employment by the same public agency
220.103(91D) “Same type of services” defined
220.104(91D) Private individuals who volunteer services to public agencies
220.105(91D) Mutual aid agreements
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220.106(91D) Payment of expenses, benefits, or fees
220.107 to 220.199 Reserved

FIRE PROTECTION AND LAW ENFORCEMENT
EMPLOYEES OF PUBLIC AGENCIES

220.200 to 220.220 Reserved
220.221(91D) Compensable hours of work
220.222(91D) Sleep time
220.223(91D) Meal time
220.224 Reserved
220.225(91D) Early relief
220.226(91D) Training time
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CHAPTER 10
GENERAL INDUSTRY SAFETY AND HEALTH RULES

[Prior to 9/24/86, Labor, Bureau of [530]]
[Prior to 10/7/98, see 347—Ch 10]

875—10.1(88) Definitions. As used in these rules, unless the context clearly requires otherwise:
“Part” means 875—Chapter 10, Iowa Administrative Code.
“Standard” means a standard which requires conditions, or the adoption or use of one or more

practices, means, methods, operations, or processes, reasonably necessary or appropriate to provide safe
or healthful employment and places of employment.

875—10.2(88) Applicability of standards.
10.2(1) None of the standards in this chapter shall apply to working conditions of employees with

respect to which federal agencies other than the United States Department of Labor, exercise statutory
authority to prescribe or enforce standards or regulations affecting occupational safety or health.

10.2(2) If a particular standard is specifically applicable to a condition, practice, means, method,
operation, or process, it shall prevail over any different general standard which might otherwise be
applicable to the same condition, practice, means, method, operation, or process.

10.2(3) However, any standard shall apply according to its terms to any employment and place of
employment in any industry, even though particular standards are also prescribed for the industry, as in
1910.12, 1910.261, 1910.262, 1910.263, 1910.264, 1910.265, 1910.266, 1910.267, and 1910.268 of 29
CFR 1910, to the extent that none of such particular standards applies.

10.2(4) In the event a standard protects on its face a class of persons larger than employees, the
standard shall be applicable under this part only to employees and their employment and places of
employment.

10.2(5) An employer who is in compliance with any standard in this part shall be deemed to be in
compliance with the requirement of Iowa Code section 88.4, but only to the extent of the condition,
practice, means, method, operation or process covered by the standard.

875—10.3(88) Incorporation by reference. The standards of agencies of the U.S. Government, and
organizations which are not agencies of the U.S. Government which are incorporated by reference in
this chapter have the same force and effect as other standards in this chapter. Only mandatory provisions
(i.e., provisions containing the word “shall” or other mandatory language) of standards incorporated by
reference are adopted under the Act.

875—10.4(88) Exception for hexavalent chromium exposure in metal and surface finishing job
shops. Prior to December 31, 2008, for employers that comply with the requirements of this rule, the
labor commissioner shall enforce respiratory protection provisions only with respect to employees who
fall into one of the six categories outlined in Paragraph 4, Appendix A, 29 CFR 1910.1026, except that
the phrase “Exhibit B to this Agreement” shall refer to Exhibit B, Appendix A, 29 CFR 1910.1026. This
exception is limited to the narrow circumstances outlined below and shall expire on May 31, 2010.

10.4(1) Eligibility. An employer’s facility is eligible for this exception if the employer is a member
of the Surface Finishing Industry Council or the facility is a surface-finishing or metal-finishing job shop
that sells plating or anodizing services to other companies.

10.4(2) Participation. To be covered by this exception, eligible employers must complete and
submit a Declaration of Participation via mail to the Labor Commissioner, 1000 East Grand Avenue,
Des Moines, Iowa 50319, or via facsimile to (515)281-7995. Declarations of Participation must be
postmarked or received on or before April 7, 2007. Each declaration shall apply only to one facility.
Declaration of Participation forms are available at www.iowaworkforce.org/labor/iosh/index.html or
by calling (515)242-5870.

10.4(3) Applicability. This exception applies only to surface- and metal-finishing operations within
covered facilities.

https://www.legis.iowa.gov/docs/iac/chapter/875.10.pdf
https://www.legis.iowa.gov/docs/ico/section/88.4.pdf
http://www.iowaworkforce.org/labor/iosh/index.html
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10.4(4) Feasible engineering controls. Participating employers must implement feasible
engineering controls necessary to reduce hexavalent chromium levels at their facilities to or below five
micrograms per cubic meter of air calculated as an eight-hour, time-weighted average by December 31,
2008. In fulfilling this obligation, participating employers may select from the engineering and work
practice controls listed in Exhibit A, Appendix A, 29 CFR 1910.1026, or may adopt other controls.

10.4(5) Employee training. Participating employers shall train their employees in accordance with
the provisions of 29 CFR 1910.1026(l)(2). Using language the employees can understand, participating
employers will also train their employees on the provisions of this exception no later than June 7, 2007.

10.4(6) Compliance and monitoring. Participating employers shall comply with the requirements
set forth in Paragraphs 3 and 4, Appendix A, 29 CFR 1910.1026, except that as used in Appendix A:

a. The acronym “OSHA” shall refer to the labor commissioner;
b. The word “Company” shall refer to employers participating in this exception;
c. The word “Agreement” shall refer to this rule; and
d. The phrase “Exhibit B to this Agreement” shall refer to Exhibit B, Appendix A, 29 CFR

1910.1026.

875—10.5 and 10.6 Reserved.

875—10.7(88) Definitions and requirements for a nationally recognized testing laboratory. The
federal regulations adopted at 29 CFR, Chapter XVII, Part 1910, regulation 1910.7 and Appendix A, as
published at 53 Fed. Reg. 12120 (April 12, 1988) and amended at 53 Fed. Reg. 16838 (May 11, 1988),
54 Fed. Reg. 24333 (June 7, 1989) and 65 Fed. Reg. 46818 (July 31, 2000) are adopted by reference.

875—10.8 to 10.11 Reserved.

875—10.12(88) Construction work.
10.12(1) Standards. The standards prescribed in 875—Chapter 26 are adopted as occupational

safety and health standards and shall apply, according to the provisions thereof, to every employment
and place of employment of every employee engaged in construction work. Each employer shall
protect the employment and places of employment of each employee engaged in construction work by
complying with the provisions of 875—Chapter 26.

10.12(2) Definition. For the purpose of this rule, “construction work”means work for construction,
alteration, or repair including painting and redecorating, and where applicable, the erection of new
electrical transmission and distribution lines and equipment, and the alteration, conversion, and
improvement of the existing transmission and distribution lines and equipment. This incorporation
by reference of 875—Chapter 26 (Part 1926) is not intended to include references to interpretative
rules having relevance to the application of the construction safety Act, but having no relevance to the
application of Iowa Code chapter 88.

875—10.13 to 10.18 Reserved.

875—10.19(88) Special provisions for air contaminants.
10.19(1) Asbestos, tremolite, anthophyllite, and actinolite dust. Reserved.
10.19(2) Vinyl chloride. Rule 1910.1017 of the federal rules as adopted by reference in

875—10.20(88) shall apply to the exposure of every employee to vinyl chloride in every employment
and place of employment covered by 875—10.12(88), in lieu of any different standard on exposure to
vinyl chloride which would otherwise be applicable by virtue of any rule adopted in 875—Chapter 26.

10.19(3) Acrylonitrile. Rule 1910.1045 of the federal rules as adopted by reference in
875—10.20(88) shall apply to the exposure of every employee to acrylonitrile in every employment
and place of employment covered by 875—10.12(88), in lieu of any different standard on exposure to
acrylonitrile which would otherwise be applicable by virtue of any rule adopted in 875—Chapter 26.

10.19(4) Inorganic arsenic. Rule 1910.1018 of the federal rules as adopted by reference in
875—10.20(88) shall apply to the exposure of every employee to inorganic arsenic in every employment

https://www.legis.iowa.gov/docs/iac/chapter/875.26.pdf
https://www.legis.iowa.gov/docs/iac/chapter/875.26.pdf
https://www.legis.iowa.gov/docs/iac/chapter/875.26.pdf
https://www.legis.iowa.gov/docs/ico/chapter/88.pdf
https://www.legis.iowa.gov/docs/iac/rule/875.10.20.pdf
https://www.legis.iowa.gov/docs/iac/rule/875.10.12.pdf
https://www.legis.iowa.gov/docs/iac/chapter/875.26.pdf
https://www.legis.iowa.gov/docs/iac/rule/875.10.20.pdf
https://www.legis.iowa.gov/docs/iac/rule/875.10.12.pdf
https://www.legis.iowa.gov/docs/iac/chapter/875.26.pdf
https://www.legis.iowa.gov/docs/iac/rule/875.10.20.pdf
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and place of employment covered by 875—10.12(88), in lieu of any different standard on exposure to
inorganic arsenic which would otherwise be applicable by virtue of any rule adopted in 875—Chapter
26.

10.19(5) Rescinded, effective 6/10/87.
10.19(6) Lead. Rescinded IAB 8/5/92, effective 8/5/92.
10.19(7) Ethylene oxide. Rule 1910.1047 of the federal rules as adopted by reference in

875—10.20(88) shall apply to the exposure of every employee to ethylene oxide in every employment
and place of employment covered by 875—10.12(88), in lieu of any different standard on exposure to
ethylene oxide which would otherwise be applicable by virtue of any rule adopted in 875—Chapter 26.

10.19(8) Benzene. Rule 1910.1028 of the federal rules as adopted by reference in 875—10.20(88)
shall apply to the exposure of every employee to benzene in every place of employment covered by
875—10.12(88), in lieu of any different standard on exposure to benzene which would otherwise be
applicable by virtue of any rule adopted in 875—Chapter 26.

10.19(9) Formaldehyde. Rule 1910.1048 of the federal rules as adopted by reference in
875—10.20(88) shall apply to the exposure of every employee to formaldehyde in every place of
employment covered by 875—10.12(88), in lieu of any different standard on exposure to formaldehyde
which would otherwise be applicable by virtue of any rule adopted in 875—Chapter 26.

10.19(10) Methylene chloride. Rule 1910.1052 of the federal rules as adopted by reference
in 875—10.20(88) shall apply to the exposure of every employee to methylene chloride in every
employment and place of employment covered by 875—10.12(88) in lieu of any different standard on
exposure to methylene chloride which would otherwise be applicable by virtue of any rule adopted in
875—Chapter 26.

875—10.20(88) Adoption by reference. The rules beginning at 1910.20 and continuing through 1910,
as adopted by the United States Secretary of Labor shall be the rules for implementing Iowa Code chapter
88. This rule adopts the Federal Occupational Safety and Health Standards of 29 CFR, Chapter XVII,
Part 1910 as published at 37 Fed. Reg. 22102 to 22324 (October 18, 1972) and as amended at:
37 Fed. Reg. 23719 (November 8, 1972)
37 Fed. Reg. 24749 (November 21, 1972)
38 Fed. Reg. 3599 (February 8, 1973)
38 Fed. Reg. 9079 (April 10, 1973)
38 Fed. Reg. 10932 (May 3, 1973)
38 Fed. Reg. 14373 (June 1, 1973)
38 Fed. Reg. 16223 (June 21, 1973)
38 Fed. Reg. 19030 (July 17, 1973)
38 Fed. Reg. 27048 (September 28, 1973)
38 Fed. Reg. 28035 (October 11, 1973)
38 Fed. Reg. 33397 (December 4, 1973)
39 Fed. Reg. 1437 (January 9, 1974)
39 Fed. Reg. 3760 (January 29, 1974)
39 Fed. Reg. 6110 (February 19, 1974)
39 Fed. Reg. 9958 (March 15, 1974)
39 Fed. Reg. 19468 (June 3, 1974)
39 Fed. Reg. 35896 (October 4, 1974)
39 Fed. Reg. 41846 (December 3, 1974)
39 Fed. Reg. 41848 (December 3, 1974)
40 Fed. Reg. 3982 (January 27, 1975)
40 Fed. Reg. 13439 (March 26, 1975)
40 Fed. Reg. 18446 (April 28, 1975)
40 Fed. Reg. 23072 (May 28, 1975)
40 Fed. Reg. 23743 (June 2, 1975)
40 Fed. Reg. 24522 (June 9, 1975)

https://www.legis.iowa.gov/docs/iac/rule/875.10.12.pdf
https://www.legis.iowa.gov/docs/iac/chapter/875.26.pdf
https://www.legis.iowa.gov/docs/iac/chapter/875.26.pdf
https://www.legis.iowa.gov/docs/aco/bulletin/08-05-1992.pdf
https://www.legis.iowa.gov/docs/iac/rule/875.10.20.pdf
https://www.legis.iowa.gov/docs/iac/rule/875.10.12.pdf
https://www.legis.iowa.gov/docs/iac/chapter/875.26.pdf
https://www.legis.iowa.gov/docs/iac/rule/875.10.20.pdf
https://www.legis.iowa.gov/docs/iac/rule/875.10.12.pdf
https://www.legis.iowa.gov/docs/iac/chapter/875.26.pdf
https://www.legis.iowa.gov/docs/iac/rule/875.10.20.pdf
https://www.legis.iowa.gov/docs/iac/rule/875.10.12.pdf
https://www.legis.iowa.gov/docs/iac/chapter/875.26.pdf
https://www.legis.iowa.gov/docs/iac/rule/875.10.20.pdf
https://www.legis.iowa.gov/docs/iac/rule/875.10.12.pdf
https://www.legis.iowa.gov/docs/iac/chapter/875.26.pdf
https://www.legis.iowa.gov/docs/ico/chapter/88.pdf
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40 Fed. Reg. 27369 (June 27, 1975)
40 Fed. Reg. 31598 (July 28, 1975)
41 Fed. Reg. 11504 (March 19, 1976)
41 Fed. Reg. 13352 (March 30, 1976)
41 Fed. Reg. 35184 (August 20, 1976)
41 Fed. Reg. 46784 (October 22, 1976)
41 Fed. Reg. 55703 (December 21, 1976)
42 Fed. Reg. 2956 (January 14, 1977)
42 Fed. Reg. 3304 (January 18, 1977)
42 Fed. Reg. 45544 (September 9, 1977)
42 Fed. Reg. 46540 (September 16, 1977)
42 Fed. Reg. 37668 (July 22, 1977)
43 Fed. Reg. 11527 (March 17, 1978)
43 Fed. Reg. 19624 (May 5, 1978)
43 Fed. Reg. 27394 (June 23, 1978)
43 Fed. Reg. 27434 (June 23, 1978)
43 Fed. Reg. 28472 (June 30, 1978)
43 Fed. Reg. 28473 (June 30, 1978)
43 Fed. Reg. 31330 (July 21, 1978)
43 Fed. Reg. 35032 (August 8, 1978)
43 Fed. Reg. 45809 (October 3, 1978)
43 Fed. Reg. 49744 (October 24, 1978)
43 Fed. Reg. 51759 (November 7, 1978)
43 Fed. Reg. 53007 (November 14, 1978)
43 Fed. Reg. 56893 (December 5, 1978)
43 Fed. Reg. 57602 (December 8, 1978)
44 Fed. Reg. 5447 (January 26, 1979)
44 Fed. Reg. 50338 (August 28, 1979)
44 Fed. Reg. 60981 (October 23, 1979)
44 Fed. Reg. 68827 (November 30, 1979)
45 Fed. Reg. 6713 (January 29, 1980)
45 Fed. Reg. 8594 (February 8, 1980)
45 Fed. Reg. 12417 (February 26, 1980)
45 Fed. Reg. 35277 (May 23, 1980)
45 Fed. Reg. 41634 (June 20, 1980)
45 Fed. Reg. 54333 (August 15, 1980)
45 Fed. Reg. 60703 (September 12, 1980)
46 Fed. Reg. 4056 (January 16, 1981)
46 Fed. Reg. 6288 (January 21, 1981)
46 Fed. Reg. 24557 (May 1, 1981)
46 Fed. Reg. 32022 (June 19, 1981)
46 Fed. Reg. 40185 (August 7, 1981)
46 Fed. Reg. 2632 (August 21, 1981)
46 Fed. Reg. 42632 (August 21, 1981)
46 Fed. Reg. 45333 (September 11, 1981)
46 Fed. Reg. 60775 (December 11, 1981)
47 Fed. Reg. 39161 (September 7, 1982)
47 Fed. Reg. 51117 (November 12, 1982)
47 Fed. Reg. 53365 (November 26, 1982)
48 Fed. Reg. 2768 (January 21, 1983)
48 Fed. Reg. 9641 (March 8, 1983)
48 Fed. Reg. 9776 (March 8, 1983)
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48 Fed. Reg. 29687 (June 28, 1983)
49 Fed. Reg. 881 (January 6, 1984)
49 Fed. Reg. 4350 (February 3, 1984)
49 Fed. Reg. 5321 (February 10, 1984)
49 Fed. Reg. 25796 (June 22, 1984)
50 Fed. Reg. 1050 (January 9, 1985)
50 Fed. Reg. 4648 (February 1, 1985)
50 Fed. Reg. 9800 (March 12, 1985)
50 Fed. Reg. 36992 (September 11, 1985)
50 Fed. Reg. 37353 (September 13, 1985)
50 Fed. Reg. 41494 (October 11, 1985)
50 Fed. Reg. 51173 (December 13, 1985)
51 Fed. Reg. 22733 (June 20, 1986)
51 Fed. Reg. 24325 (July 3, 1986)
51 Fed. Reg. 25053 (July 10, 1986)
51 Fed. Reg. 33033 (September 18, 1986)
51 Fed. Reg. 33260 (September 19, 1986)
51 Fed. Reg. 34560 (September 29, 1986)
51 Fed. Reg. 45663 (December 19, 1986)
52 Fed. Reg. 16241 (May 4, 1987)
52 Fed. Reg. 17753 (May 12, 1987)
52 Fed. Reg. 34562 (September 11, 1987)
52 Fed. Reg. 36026 (September 25, 1987)
52 Fed. Reg. 36387 (September 28, 1987)
52 Fed. Reg. 46291 (December 4, 1987)
52 Fed. Reg. 49624 (December 31, 1987)
53 Fed. Reg. 6629 (March 2, 1988)
53 Fed. Reg. 8352 (March 14, 1988)
53 Fed. Reg. 11436 (April 6, 1988)
53 Fed. Reg. 12120 (April 12, 1988)
53 Fed. Reg. 16838 (May 11, 1988)
53 Fed. Reg. 17695 (May 18, 1988)
53 Fed. Reg. 27346 (July 20, 1988)
53 Fed. Reg. 27960 (July 26, 1988)
53 Fed. Reg. 34736 (September 8, 1988)
53 Fed. Reg. 35625 (September 14, 1988)
53 Fed. Reg. 37080 (September 23, 1988)
53 Fed. Reg. 38162 (September 29, 1988)
53 Fed. Reg. 39581 (October 7, 1988)
53 Fed. Reg. 45080 (November 8, 1988)
53 Fed. Reg. 47188 (November 22, 1988)
53 Fed. Reg. 49981 (December 13, 1988)
54 Fed. Reg. 2920 (January 19, 1989)
54 Fed. Reg. 6888 (February 15, 1989)
54 Fed. Reg. 9317 (March 6, 1989)
54 Fed. Reg. 12792 (March 28, 1989)
54 Fed. Reg. 28054 (July 5, 1989)
54 Fed. Reg. 29274 (July 11, 1989)
54 Fed. Reg. 29545 (July 13, 1989)
54 Fed. Reg. 30704 (July 21, 1989)
54 Fed. Reg. 31456 (July 28, 1989)
54 Fed. Reg. 31765 (August 1, 1989)
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54 Fed. Reg. 36687 (September 1, 1989)
54 Fed. Reg. 36767 (September 5, 1989)
54 Fed. Reg. 37531 (September 11, 1989)
54 Fed. Reg. 41364 (October 6, 1989)
54 Fed. Reg. 46610 (November 6, 1989)
54 Fed. Reg. 47513 (November 15, 1989)
54 Fed. Reg. 49971 (December 4, 1989)
54 Fed. Reg. 50372 (December 6, 1989)
54 Fed. Reg. 52024 (December 20, 1989)
55 Fed. Reg. 3146 (January 30, 1990)
55 Fed. Reg. 3300 (January 31, 1990)
55 Fed. Reg. 3723 (February 5, 1990)
55 Fed. Reg. 4998 (February 13, 1990)
55 Fed. Reg. 7967 (March 6, 1990)
55 Fed. Reg. 12110 (March 30, 1990)
55 Fed. Reg. 12819 (April 6, 1990)
55 Fed. Reg. 13696 (April 11, 1990)
55 Fed. Reg. 14073 (April 13, 1990)
55 Fed. Reg. 19259 (May 9, 1990)
55 Fed. Reg. 25094 (June 10, 1990)
55 Fed. Reg. 26431 (June 28, 1990)
55 Fed. Reg. 32014 (August 6, 1990)
55 Fed. Reg. 38677 (September 20, 1990)
55 Fed. Reg. 46053 (November 1, 1990)
55 Fed. Reg. 46949 (November 8, 1990)
55 Fed. Reg. 50686 (December 10, 1990)
56 Fed. Reg. 15832 (April 18, 1991)
56 Fed. Reg. 24686 (May 31, 1991)
56 Fed. Reg. 43700 (September 4, 1991)
56 Fed. Reg. 64175 (December 6, 1991)
57 Fed. Reg. 6403 (February 24, 1992)
57 Fed. Reg. 7847 (March 4, 1992)
57 Fed. Reg. 7878 (March 5, 1992)
57 Fed. Reg. 22307 (May 27, 1992)
57 Fed. Reg. 24330 (June 8, 1992)
57 Fed. Reg. 24701 (June 10, 1992)
57 Fed. Reg. 27160 (June 18, 1992)
57 Fed. Reg. 29204 (July 1, 1992)
57 Fed. Reg. 29206 (July 1, 1992)
57 Fed. Reg. 35666 (August 10, 1992)
57 Fed. Reg. 42388 (September 14, 1992)
58 Fed. Reg. 4549 (January 14, 1993)
58 Fed. Reg. 15089 (March 19, 1993)
58 Fed. Reg. 16496 (March 29, 1993)
58 Fed. Reg. 21778 (April 23, 1993)
58 Fed. Reg. 34845 (June 29, 1993)
58 Fed. Reg. 35308 (June 30, 1993)
58 Fed. Reg. 35340 (June 30, 1993)
58 Fed. Reg. 40191 (July 27, 1993)
59 Fed. Reg. 4435 (January 31, 1994)
59 Fed. Reg. 6169 (February 9, 1994)
59 Fed. Reg. 16360 (April 6, 1994)
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59 Fed. Reg. 26115 (May 19, 1994)
59 Fed. Reg. 33661 (June 30, 1994)
59 Fed. Reg. 33910 (July 1, 1994)
59 Fed. Reg. 36699 (July 19, 1994)
59 Fed. Reg. 40729 (August 9, 1994)
59 Fed. Reg. 41057 (August 10, 1994)
59 Fed. Reg. 43270 (August 22, 1994)
59 Fed. Reg. 51741 (October 12, 1994)
59 Fed. Reg. 65948 (December 22, 1994)
60 Fed. Reg. 9624 (February 21, 1995)
60 Fed. Reg. 11194 (March 1, 1995)
60 Fed. Reg. 33344 (June 28, 1995)
60 Fed. Reg. 33984 (June 29, 1995)
60 Fed. Reg. 47035 (September 8, 1995)
60 Fed. Reg. 52859 (October 11, 1995)
61 Fed. Reg. 5508 (February 13, 1996)
61 Fed. Reg. 9230 (March 7, 1996)
61 Fed. Reg. 9583 (March 8, 1996)
61 Fed. Reg. 19548 (May 2, 1996)
61 Fed. Reg. 21228 (May 9, 1996)
61 Fed. Reg. 31430 (June 20, 1996)
61 Fed. Reg. 43456 (August 23, 1996)
61 Fed. Reg. 56831 (November 4, 1996)
62 Fed. Reg. 1600 (January 10, 1997)
62 Fed. Reg. 29668 (June 2, 1997)
62 Fed. Reg. 40195 (July 25, 1997)
62 Fed. Reg. 42018 (August 4, 1997)
62 Fed. Reg. 42666 (August 8, 1997)
62 Fed. Reg. 43581 (August 14, 1997)
62 Fed. Reg. 48175 (September 15, 1997)
62 Fed. Reg. 54383 (October 20, 1997)
62 Fed. Reg. 65203 (December 11, 1997)
62 Fed. Reg. 66276 (December 18, 1997)
63 Fed. Reg. 1269 (January 8, 1998)
63 Fed. Reg. 13339 (March 19, 1998)
63 Fed. Reg. 17093 (April 8, 1998)
63 Fed. Reg. 20098 (April 23, 1998)
63 Fed. Reg. 33467 (June 18, 1998)
63 Fed. Reg. 50729 (September 22, 1998)
63 Fed. Reg. 66038 (December 1, 1998)
63 Fed. Reg. 66270 (December 1, 1998)
64 Fed. Reg. 13700 (March 22, 1999)
64 Fed. Reg. 13908 (March 23, 1999)
64 Fed. Reg. 22552 (April 27, 1999)
65 Fed. Reg. 76567 (December 7, 2000)
66 Fed. Reg. 5324 (January 18, 2001)
66 Fed. Reg. 18191 (April 6, 2001)
67 Fed. Reg. 67961 (November 7, 2002)
68 Fed. Reg. 75780 (December 31, 2003)
69 Fed. Reg. 7363 (February 17, 2004)
69 Fed. Reg. 31881 (June 8, 2004)
69 Fed. Reg. 46993 (August 4, 2004)
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70 Fed. Reg. 53929 (September 13, 2005)
70 Fed. Reg. 1140 (January 5, 2005)
71 Fed. Reg. 10373 (February 28, 2006)
71 Fed. Reg. 36008 (June 23, 2006)
71 Fed. Reg. 63242 (October 30, 2006)
72 Fed. Reg. 7190 (February 14, 2007)
72 Fed. Reg. 64428 (November 15, 2007)
72 Fed. Reg. 71068 (December 14, 2007)
73 Fed. Reg. 75583 (December 12, 2008)
68 Fed. Reg. 32638 (June 2, 2003)
74 Fed. Reg. 46355 (September 9, 2009)
74 Fed. Reg. 40447 (August 11, 2009)
75 Fed. Reg. 12685 (March 17, 2010)
76 Fed. Reg. 33606 (June 8, 2011)
76 Fed. Reg. 75786 (December 5, 2011)
77 Fed. Reg. 17764 (March 26, 2012)
76 Fed. Reg. 80738 (December 27, 2011)
77 Fed. Reg. 37598 (June 22, 2012)
77 Fed. Reg. 46949 (August 7, 2012)
78 Fed. Reg. 9313 (February 8, 2013)
78 Fed. Reg. 69549 (November 20, 2013)
79 Fed. Reg. 20629 (April 11, 2014)
79 Fed. Reg. 56960 (September 24, 2014)
80 Fed. Reg. 60036 (October 5, 2015)
81 Fed. Reg. 16090 (March 25, 2016)
81 Fed. Reg. 16861 (March 25, 2016)
81 Fed. Reg. 82981 (November 18, 2016)
82 Fed. Reg. 2735 (January 9, 2017)
[ARC 7699B, IAB 4/8/09, effective 5/13/09; ARC 8088B, IAB 9/9/09, effective 10/14/09; ARC 8395B, IAB 12/16/09, effective
1/20/10; ARC 8522B, IAB 2/10/10, effective 3/17/10; ARC 8997B, IAB 8/11/10, effective 9/15/10; ARC 9755B, IAB 9/21/11,
effective 10/26/11; ARC 0173C, IAB 6/13/12, effective 7/18/12; ARC 0282C, IAB 8/22/12, effective 9/26/12; ARC 0726C, IAB
5/1/13, effective 6/5/13; ARC 0898C, IAB 8/7/13, effective 9/11/13; ARC 1509C, IAB 6/25/14, effective 7/30/14; ARC 1531C,
IAB 7/9/14, effective 8/13/14; ARC 1803C, IAB 12/24/14, effective 1/28/15; ARC 2595C, IAB 6/22/16, effective 7/27/16; ARC
2959C, IAB 3/1/17, effective 4/5/17; ARC 3721C, IAB 3/28/18, effective 5/11/18]

These rules are intended to implement Iowa Code section 88.5.
[Filed 7/13/72; amended 8/29/72, 12/1/72, 8/16/73, 10/11/73, 3/18/74, 6/12/74, 12/3/74, 3/13/75]

[Filed 2/20/76, Notice 12/29/75—published 3/8/76, effective 4/15/76]
[Filed 6/21/76, Notice 5/17/76—published 7/12/76, effective 8/20/76]
[Filed 4/13/77, Notice 3/9/77—published 5/4/77, effective 6/9/77]
[Filed emergency 10/13/77—published 11/2/77, effective 10/13/77]

[Filed 11/3/78, Notice 9/20/78—published 11/29/78, effective 1/10/79]
[Filed emergency 2/2/79—published 2/21/79, effective 2/2/79]

[Filed 8/1/80, Notice 6/25/80—published 8/20/80, effective 9/25/80]
[Filed emergency 6/15/81—published 7/8/81, effective 6/15/81]

[Filed 8/12/81, Notice 7/8/81—published 9/2/81, effective 10/9/81]
[Filed 4/22/83, Notice 3/16/83—published 5/11/83, effective 6/15/83]
[Filed 5/20/83, Notice 4/13/83—published 6/8/83, effective 7/15/83]

[Filed emergency after Notice 7/1/83, Notice 3/16/83—published 7/20/83, effective 7/1/83]
[Filed 7/12/84, Notice 3/14/84—published 8/1/84, effective 9/5/84]

[Filed emergency 5/8/85—published 6/5/85, effective 5/8/85]
[Filed 9/5/85, Notice 5/8/85—published 9/25/85, effective 10/30/85]

[Filed 12/30/85, Notice 10/23/85—published 1/15/86, effective 2/19/86]
[Filed 3/21/86, Notice 12/18/85—published 4/9/86, effective 5/25/86]

https://www.legis.iowa.gov/docs/aco/arc/7699B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8088B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8395B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8522B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8997B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9755B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0173C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0282C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0726C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0898C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1509C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1531C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1803C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2595C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2959C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2959C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3721C.pdf
https://www.legis.iowa.gov/docs/ico/section/88.5.pdf
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[Filed emergency 6/27/86—published 7/16/86, effective 7/21/86]
[Filed 6/27/86, Notice 3/26/86—published 7/16/86, effective 8/20/86]

[Filed emergency 9/5/86—published 9/24/86, effective 9/24/86]
[Filed emergency 10/1/86—published 10/22/86, effective 10/1/86]

[Filed 10/1/86, Notice 7/16/86—published 10/22/86, effective 11/26/86]
[Filed emergency 4/17/87—published 5/6/87, effective 4/17/87]

[Filed 4/17/87, Notice 9/24/86—published 5/6/87, effective 6/10/87]
[Filed emergency 5/1/87—published 5/20/87, effective 5/1/87]
[Filed emergency 5/14/87—published 6/3/87, effective 5/14/87]

[Filed 5/12/87, Notice 10/22/86—published 6/3/87, effective 7/8/87]
[Filed emergency 6/15/87—published 7/1/87, effective 6/15/87]

[Filed 8/6/87, Notice 5/6/87—published 8/26/87, effective 9/30/87]
[Filed 8/6/87, Notice 5/20/87—published 8/26/87, effective 9/30/87]
[Filed 8/6/87, Notice 6/3/87—published 8/26/87, effective 9/30/87]
[Filed 8/6/87, Notice 7/1/87—published 8/26/87, effective 9/30/87]

[Filed 4/25/88, Notice 12/16/87—published 5/18/88, effective 6/22/88]
[Filed 7/8/88, Notice 5/18/88—published 7/27/88, effective 9/1/88]
[Filed 8/30/88, Notice 6/15/88—published 9/21/88, effective 11/1/88]

[Filed 3/17/89, Notices 9/21/88, 10/5/88, 10/19/88—published 4/5/89, effective 5/10/89]
[Filed 5/25/89, Notice 4/5/89—published 6/14/89, effective 7/20/89]
[Filed 8/18/89, Notice 6/14/89—published 9/6/89, effective 10/11/89]
[Filed 10/26/89, Notice 9/6/89—published 11/15/89, effective 12/20/89]
[Filed 1/19/90, Notice 11/15/89—published 2/7/90, effective 3/14/90]
[Filed 3/16/90, Notice 2/7/90—published 4/4/90, effective 5/9/90]
[Filed 6/8/90, Notice 4/4/90—published 6/27/90, effective 8/1/90]

[Filed 11/9/90, Notice 6/27/90—published 11/28/90, effective 1/2/91]
[Filed 2/15/91, Notice 11/28/90—published 3/6/91, effective 4/10/91]
[Filed 4/23/91, Notice 3/6/91—published 5/15/91, effective 6/19/91]
[Filed 6/28/91, Notice 5/15/91—published 7/24/91, effective 8/28/91]
[Filed 9/27/91, Notice 7/24/91—published 10/16/91, effective 11/20/91]
[Filed 12/20/91, Notice 10/30/91—published 1/8/92, effective 2/12/92]

[Filed emergency 2/12/92 after Notice 1/8/92—published 3/4/92, effective 3/4/92]
[Filed emergency 5/6/92 after Notice 4/1/92—published 5/27/92, effective 5/27/92]

[Filed emergency 7/17/92—published 8/5/92, effective 8/5/92]
[Filed emergency 7/29/92 after Notice 6/24/92—published 8/19/92, effective 8/19/92]
[Filed emergency 8/14/92 after Notice 7/8/92—published 9/2/92, effective 9/2/92]
[Filed emergency 9/11/92 after Notice 8/5/92—published 9/30/92, effective 9/30/92]
[Filed emergency 10/7/92 after Notice 9/2/92—published 10/28/92, effective 10/28/92]
[Filed emergency 12/4/92 after Notice 10/28/92—published 12/23/92, effective 12/23/92]
[Filed emergency 3/22/93 after Notice 2/17/93—published 4/14/93, effective 4/14/93]
[Filed emergency 6/4/93 after Notice 4/28/93—published 6/23/93, effective 6/23/93]
[Filed emergency 7/29/93 after Notice 5/26/93—published 8/18/93, effective 8/18/93]
[Filed emergency 9/22/93 after Notice 8/18/93—published 10/13/93, effective 10/13/93]
[Filed emergency 10/7/93 after Notice 9/1/93—published 10/27/93, effective 10/27/93]
[Filed emergency 4/21/94 after Notice 3/16/94—published 5/11/94, effective 5/11/94]
[Filed emergency 6/15/94 after Notice 5/11/94—published 7/6/94, effective 7/6/94]
[Filed emergency 8/26/94 after Notice 7/20/94—published 9/14/94, effective 9/14/94]
[Filed emergency 9/9/94 after Notice 8/3/94—published 9/28/94, effective 9/28/94]

[Filed emergency 9/23/94 after Notice 8/17/94—published 10/12/94, effective 10/12/94]
[Filed emergency 10/21/94 after Notice 9/14/94—published 11/9/94, effective 11/9/94]
[Filed emergency 11/2/94 after Notice 9/28/94—published 11/23/94, effective 11/23/94]

[Filed emergency 1/4/95 after Notice 11/9/94—published 2/1/95, effective 2/1/95]



Ch 10, p.10 Labor Services[875] IAC 3/28/18

[Filed emergency 4/21/95 after Notice 3/15/95—published 5/10/95, effective 5/10/95]
[Filed emergency 7/14/95 after Notice 5/10/95—published 8/2/95, effective 8/2/95]

[Filed emergency 9/22/95 after Notice 8/16/95—published 10/11/95, effective 10/11/95]
[Filed emergency 12/1/95 after Notice 10/11/95—published 12/20/95, effective 12/20/95]
[Filed emergency 1/26/96 after Notice 12/20/95—published 2/14/96, effective 2/14/96]
[Filed emergency 7/12/96 after Notice 5/22/96—published 7/31/96, effective 7/31/96]
[Filed emergency 10/3/96 after Notice 7/31/96—published 10/23/96, effective 10/23/96]
[Filed emergency 11/27/96 after Notice 10/23/96—published 12/18/96, effective 12/18/96]
[Filed emergency 2/7/97 after Notice 12/18/96—published 2/26/97, effective 2/26/97]
[Filed emergency 4/4/97 after Notice 2/26/97—published 4/23/97, effective 4/23/97]

[Filed emergency 12/11/97 after Notice 10/22/97—published 12/31/97, effective 12/31/97]
[Filed emergency 3/19/98 after Notice 2/11/98—published 4/8/98, effective 4/8/98]
[Filed emergency 9/4/98 after Notice 7/29/98—published 9/23/98, effective 9/23/98]

[Filed emergency 10/30/98 after Notice 9/23/98—published 11/18/98, effective 11/18/98]
[Filed emergency 1/8/99 after Notice 11/18/98—published 1/27/99, effective 1/27/99]
[Filed emergency 3/5/99 after Notice 1/27/99—published 3/24/99, effective 3/24/99]
[Filed emergency 1/5/00 after Notice 8/25/99—published 1/26/00, effective 1/26/00]

[Filed 7/20/01, Notice 6/13/01—published 8/8/01, effective 9/12/01]
[Filed 11/20/01, Notice 6/13/01—published 12/12/01, effective 1/16/02]

[Filed 3/14/03, Notice 2/5/03—published 4/2/03, effective 5/7/03]
[Filed emergency 7/16/04 after Notice 6/9/04—published 8/4/04, effective 8/4/04]

[Filed 10/28/04, Notice 7/21/04—published 11/24/04, effective 12/29/04]
[Filed 2/10/06, Notice 12/21/05—published 3/1/06, effective 4/5/06]
[Filed 3/29/06, Notice 1/18/06—published 3/29/06, effective 5/3/06]
[Filed 6/14/06, Notice 5/10/06—published 7/5/06, effective 8/9/06]
[Filed emergency 7/28/06—published 8/16/06, effective 8/28/06]

[Filed 1/10/07, Notice 12/6/06—published 1/31/07, effective 3/7/07]
[Filed 5/16/07, Notice 4/11/07—published 6/6/07, effective 8/13/07]
[Filed 2/8/08, Notice 1/2/08—published 2/27/08, effective 5/15/08]
[Filed 6/24/08, Notice 5/7/08—published 7/16/08, effective 8/20/08]

[Filed ARC 7699B (Notice ARC 7541B, IAB 2/11/09), IAB 4/8/09, effective 5/13/09]
[Filed ARC 8088B (Notice ARC 7927B, IAB 7/1/09), IAB 9/9/09, effective 10/14/09]

[Filed ARC 8395B (Notice ARC 8241B, IAB 10/21/09), IAB 12/16/09, effective 1/20/10]
[Filed ARC 8522B (Notice ARC 8378B, IAB 12/16/09), IAB 2/10/10, effective 3/17/10]
[Filed ARC 8997B (Notice ARC 8862B, IAB 6/16/10), IAB 8/11/10, effective 9/15/10]
[Filed ARC 9755B (Notice ARC 9640B, IAB 7/27/11), IAB 9/21/11, effective 10/26/11]
[Filed ARC 0173C (Notice ARC 0105C, IAB 4/18/12), IAB 6/13/12, effective 7/18/12]
[Filed ARC 0282C (Notice ARC 0175C, IAB 6/27/12), IAB 8/22/12, effective 9/26/12]
[Filed ARC 0726C (Notice ARC 0587C, IAB 2/6/13), IAB 5/1/13, effective 6/5/13]
[Filed ARC 0898C (Notice ARC 0752C, IAB 5/29/13), IAB 8/7/13, effective 9/11/13]
[Filed ARC 1509C (Notice ARC 1440C, IAB 4/30/14), IAB 6/25/14, effective 7/30/14]
[Filed ARC 1531C (Notice ARC 1461C, IAB 5/14/14), IAB 7/9/14, effective 8/13/14]

[Filed ARC 1803C (Notice ARC 1687C, IAB 10/29/14), IAB 12/24/14, effective 1/28/15]
[Filed ARC 2595C (Notice ARC 2516C, IAB 4/27/16), IAB 6/22/16, effective 7/27/16]
[Filed ARC 2959C (Notice ARC 2866C, IAB 12/21/16), IAB 3/1/17, effective 4/5/17]
[Filed ARC 3721C (Notice ARC 3593C, IAB 1/31/18), IAB 3/28/18, effective 5/11/18]

https://www.legis.iowa.gov/docs/aco/arc/7699B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7541B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8088B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7927B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8395B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8241B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8522B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8378B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8997B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8862B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9755B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9640B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0173C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0105C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0282C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0175C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0726C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0587C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0898C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0752C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1509C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1440C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1531C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1461C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1803C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1687C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2595C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2516C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2959C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2866C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3721C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3593C.pdf
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CHAPTER 26
CONSTRUCTION SAFETY AND HEALTH RULES

[Prior to 9/24/86, Labor, Bureau of [530]]
[Prior to 10/7/98, see 347—Ch 26]

875—26.1(88) Adoption by reference. Federal Safety and Health Regulations for Construction
beginning at 29 CFR 1926.16 and continuing through 29 CFR, Chapter XVII, Part 1926, are hereby
adopted by reference for implementation of Iowa Code chapter 88. These federal rules shall apply
and be interpreted to apply to the Iowa Occupational Safety and Health Act, Iowa Code chapter 88,
not the Contract Work Hours and Safety Standards Act, and shall apply and be interpreted to apply
to enforcement by the Iowa commissioner of labor, not the United States Secretary of Labor or the
Federal Occupational Safety and Health Administration. The amendments to 29 CFR 1926 are adopted
as published at:
38 Fed. Reg. 16856 (June 27, 1973)
38 Fed. Reg. 27594 (October 5, 1973)
38 Fed. Reg. 33397 (December 4, 1973)
39 Fed. Reg. 19470 (June 3, 1974)
39 Fed. Reg. 24361 (July 2, 1974)
40 Fed. Reg. 23072 (May 28, 1975)
41 Fed. Reg. 55703 (December 21, 1976)
42 Fed. Reg. 2956 (January 14, 1977)
42 Fed. Reg. 37668 (July 22, 1977)
43 Fed. Reg. 56894 (December 5, 1978)
45 Fed. Reg. 75626 (November 14, 1980)
51 Fed. Reg. 22733 (June 20, 1986)
51 Fed. Reg. 25318 (July 11, 1986)
52 Fed. Reg. 17753 (May 12, 1987)
52 Fed. Reg. 36381 (September 28, 1987)
52 Fed. Reg. 46291 (December 4, 1987)
53 Fed. Reg. 22643 (June 16, 1988)
53 Fed. Reg. 27346 (July 20, 1988)
53 Fed. Reg. 29139 (August 2, 1988)
53 Fed. Reg. 35627 (September 14, 1988)
53 Fed. Reg. 35953 (September 15, 1988)
53 Fed. Reg. 36009 (September 16, 1988)
53 Fed. Reg. 37080 (September 23, 1988)
54 Fed. Reg. 15405 (April 18, 1989)
54 Fed. Reg. 23850 (June 2, 1989)
54 Fed. Reg. 30705 (July 21, 1989)
54 Fed. Reg. 41088 (October 5, 1989)
54 Fed. Reg. 45894 (October 31, 1989)
54 Fed. Reg. 49279 (November 30, 1989)
54 Fed. Reg. 52024 (December 20, 1989)
54 Fed. Reg. 53055 (December 27, 1989)
55 Fed. Reg. 3732 (February 5, 1990)
55 Fed. Reg. 42328 (October 18, 1990)
55 Fed. Reg. 47687 (November 14, 1990)
55 Fed. Reg. 50687 (December 10, 1990)
56 Fed. Reg. 2585 (January 23, 1991)
56 Fed. Reg. 5061 (February 7, 1991)
56 Fed. Reg. 41794 (August 23, 1991)
56 Fed. Reg. 43700 (September 4, 1991)

https://www.legis.iowa.gov/docs/ico/chapter/88.pdf
https://www.legis.iowa.gov/docs/ico/chapter/88.pdf
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57 Fed. Reg. 7878 (March 5, 1992)
57 Fed. Reg. 24330 (June 8, 1992)
57 Fed. Reg. 29119 (June 30, 1992)
57 Fed. Reg. 35681 (August 10, 1992)
57 Fed. Reg. 42452 (September 14, 1992)
58 Fed. Reg. 21778 (April 23, 1993)
58 Fed. Reg. 26627 (May 4, 1993)
58 Fed. Reg. 35077 (June 30, 1993)
58 Fed. Reg. 35310 (June 30, 1993)
58 Fed. Reg. 40468 (July 28, 1993)
59 Fed. Reg. 215 (January 3, 1994)
59 Fed. Reg. 6170 (February 9, 1994)
59 Fed. Reg. 36699 (July 19, 1994)
59 Fed. Reg. 40729 (August 9, 1994)
59 Fed. Reg. 41131 (August 10, 1994)
59 Fed. Reg. 43275 (August 22, 1994)
59 Fed. Reg. 65948 (December 22, 1994)
60 Fed. Reg. 9625 (February 21, 1995)
60 Fed. Reg. 11194 (March 1, 1995)
60 Fed. Reg. 33345 (June 28, 1995)
60 Fed. Reg. 34001 (June 29, 1995)
60 Fed. Reg. 36044 (July 13, 1995)
60 Fed. Reg. 39255 (August 2, 1995)
60 Fed. Reg. 50412 (September 29, 1995)
61 Fed. Reg. 5509 (February 13, 1996)
61 Fed. Reg. 9248 (March 7, 1996)
61 Fed. Reg. 31431 (June 20, 1996)
61 Fed. Reg. 41738 (August 12, 1996)
61 Fed. Reg. 43458 (August 23, 1996)
61 Fed. Reg. 46104 (August 30, 1996)
61 Fed. Reg. 56856 (November 4, 1996)
61 Fed. Reg. 59831 (November 25, 1996)
62 Fed. Reg. 1619 (January 10, 1997)
63 Fed. Reg. 1295 (January 8, 1998)
63 Fed. Reg. 1919 (January 13, 1998)
63 Fed. Reg. 3814 (January 27, 1998)
63 Fed. Reg. 13340 (March 19, 1998)
63 Fed. Reg. 17094 (April 8, 1998)
63 Fed. Reg. 20099 (April 23, 1998)
63 Fed. Reg. 33468 (June 18, 1998)
63 Fed. Reg. 35138 (June 29, 1998)
63 Fed. Reg. 66274 (December 1, 1998)
64 Fed. Reg. 22552 (April 27, 1999)
66 Fed. Reg. 5265 (January 18, 2001)
66 Fed. Reg. 37137 (July 17, 2001)
67 Fed. Reg. 57736 (September 12, 2002)
69 Fed. Reg. 31881 (June 8, 2004)
70 Fed. Reg. 1143 (January 5, 2005)
71 Fed. Reg. 2885 (January 18, 2006)
70 Fed. Reg. 76985 (December 29, 2005)
71 Fed. Reg. 10381 (February 28, 2006)
71 Fed. Reg. 36008 (June 23, 2006)
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71 Fed. Reg. 76985 (August 24, 2006)
72 Fed. Reg. 64428 (November 15, 2007)
73 Fed. Reg. 75583 (December 12, 2008)
75 Fed. Reg. 12685 (March 17, 2010)
75 Fed. Reg. 27429 (May 17, 2010)
75 Fed. Reg. 48130 (August 9, 2010)
76 Fed. Reg. 33606 (June 8, 2011)
77 Fed. Reg. 17764 (March 26, 2012)
76 Fed. Reg. 80738 (December 27, 2011)
77 Fed. Reg. 23118 (April 18, 2012)
77 Fed. Reg. 37598 (June 22, 2012)
77 Fed. Reg. 42988 (July 23, 2012)
77 Fed. Reg. 46949 (August 7, 2012)
78 Fed. Reg. 23841 (April 23, 2013)
78 Fed. Reg. 32116 (May 29, 2013)
79 Fed. Reg. 20629 (April 11, 2014)
79 Fed. Reg. 56960 (September 24, 2014)
79 Fed. Reg. 57798 (September 26, 2014)
80 Fed. Reg. 25518 (May 4, 2015)
80 Fed. Reg. 60039 (October 5, 2015)
81 Fed. Reg. 16092 (March 25, 2016)
81 Fed. Reg. 16875 (March 25, 2016)

This rule is intended to implement Iowa Code sections 84A.1, 84A.2, 88.2 and 88.5.
[ARC 7699B, IAB 4/8/09, effective 5/13/09; ARC 8997B, IAB 8/11/10, effective 9/15/10; ARC 9230B, IAB 11/17/10, effective
12/22/10; ARC 9755B, IAB 9/21/11, effective 10/26/11; ARC 0173C, IAB 6/13/12, effective 7/18/12; ARC 0282C, IAB 8/22/12,
effective 9/26/12; ARC 0726C, IAB 5/1/13, effective 6/5/13; ARC 0898C, IAB 8/7/13, effective 9/11/13; ARC 1049C, IAB 10/2/13,
effective 11/6/13; ARC 1531C, IAB 7/9/14, effective 8/13/14; ARC 1803C, IAB 12/24/14, effective 1/28/15; ARC 1908C, IAB
3/18/15, effective 4/22/15; ARC 2136C, IAB 9/16/15, effective 10/21/15; ARC 2595C, IAB 6/22/16, effective 7/27/16]

875—26.2(88) Beryllium exposure limits. Effective May 11, 2018, the eight-hour time-weighted
average permissible exposure limit for beryllium is 0.2 micrograms per cubic liter, and the short-term
exposure limit for beryllium is 2.0 micrograms per cubic meter over a 15-minute sampling period.

This rule is intended to implement Iowa Code section 88.5.
[ARC 3721C, IAB 3/28/18, effective 5/11/18]

[Filed 7/13/72; amended 8/29/72, 8/16/73, 10/11/73, 3/18/74, 12/3/74]
[Filed 2/20/76, Notice 12/29/75—published 3/8/76, effective 4/15/76]
[Filed 4/13/77, Notice 3/9/77—published 5/4/77, effective 6/9/77]

[Filed 11/3/78, Notice 9/20/78—published 11/29/78, effective 1/10/79]
[Filed 8/1/80, Notice 6/25/80—published 8/20/80, effective 9/25/80]
[Filed 8/12/81, Notice 7/8/81—published 9/2/81, effective 10/9/81]
[Filed emergency 9/5/86—published 9/24/86, effective 9/24/86]
[Filed emergency 10/1/86—published 10/22/86, effective 10/1/86]
[Filed 4/17/87, Notice 9/24/86—published 5/6/87, effective 6/10/87]
[Filed 4/17/87, Notice 10/22/86—published 5/6/87, effective 6/10/87]

[Filed emergency 6/15/87—published 7/1/87, effective 6/15/87]
[Filed 8/6/87, Notice 7/1/87—published 8/26/87, effective 9/30/87]
[Filed 7/8/88, Notice 5/18/88—published 7/27/88, effective 9/1/88]

[Filed 3/17/89, Notices 9/21/88, 10/19/88—published 4/5/89, effective 5/10/89]
[Filed 8/18/89, Notices 6/14/89, 6/28/89—published 9/6/89, effective 10/11/89]

[Filed 10/26/89, Notice 9/6/89—published 11/15/89, effective 12/20/89]
[Filed 1/19/90, Notice 11/15/89—published 2/7/90, effective 3/14/90]
[Filed 3/16/90, Notice 2/7/90—published 4/4/90, effective 5/9/90]
[Filed 6/8/90, Notice 4/4/90—published 6/27/90, effective 8/1/90]

[Filed 2/15/91, Notice 11/28/90—published 3/6/91, effective 4/10/91]

https://www.legis.iowa.gov/docs/ico/section/84A.1.pdf
https://www.legis.iowa.gov/docs/ico/section/84A.2.pdf
https://www.legis.iowa.gov/docs/ico/section/88.2.pdf
https://www.legis.iowa.gov/docs/ico/section/88.5.pdf
https://www.legis.iowa.gov/docs/aco/arc/7699B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8997B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9230B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9755B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0173C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0282C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0726C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0898C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1049C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1531C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1803C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1908C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2136C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2595C.pdf
https://www.legis.iowa.gov/docs/ico/section/2018/88.5.pdf
https://www.legis.iowa.gov/docs/aco/arc/3721C.pdf
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[Filed 4/23/91, Notice 3/6/91—published 5/15/91, effective 6/19/91]
[Filed 12/20/91, Notice 10/30/91—published 1/8/92, effective 2/12/92]

[Filed emergency 2/12/92 after Notice 1/8/92—published 3/4/92, effective 3/4/92]
[Filed emergency 5/6/92 after Notice 4/1/92—published 5/27/92, effective 5/27/92]

[Filed emergency 7/17/92—published 8/5/92, effective 8/5/92]
[Filed emergency 8/14/92 after Notice 7/8/92—published 9/2/92, effective 9/2/92]
[Filed emergency 9/11/92 after Notice 8/5/92—published 9/30/92, effective 9/30/92]
[Filed emergency 10/7/92 after Notice 9/2/92—published 10/28/92, effective 10/28/92]
[Filed emergency 12/4/92 after Notice 10/28/92—published 12/23/92, effective 12/23/92]

[Filed emergency 7/29/93 after Notices 5/26/93, 6/9/93—published 8/18/93, effective 8/18/93]
[Filed emergency 9/22/93 after Notice 8/18/93—published 10/13/93, effective 10/13/93]
[Filed emergency 10/7/93 after Notice 9/1/93—published 10/27/93, effective 10/27/93]
[Filed emergency 4/21/94 after Notice 3/16/94—published 5/11/94, effective 5/11/94]
[Filed emergency 9/23/94 after Notice 8/17/94—published 10/12/94, effective 10/12/94]
[Filed emergency 10/21/94 after Notice 9/14/94—published 11/9/94, effective 11/9/94]
[Filed emergency 11/2/94 after Notice 9/28/94—published 11/23/94, effective 11/23/94]
[Filed emergency 4/21/95 after Notice 3/15/95—published 5/10/95, effective 5/10/95]
[Filed emergency 7/14/95 after Notice 5/10/95—published 8/2/95, effective 8/2/95]

[Filed emergency 9/22/95 after Notice 8/16/95—published 10/11/95, effective 10/11/95]
[Filed emergency 12/1/95 after Notice 10/11/95—published 12/20/95, effective 12/20/95]
[Filed emergency 1/26/96 after Notice 12/20/95—published 2/14/96, effective 2/14/96]
[Filed emergency 7/12/96 after Notice 5/22/96—published 7/31/96, effective 7/31/96]
[Filed emergency 10/3/96 after Notice 7/31/96—published 10/23/96, effective 10/23/96]
[Filed emergency 11/27/96 after Notice 10/23/96—published 12/18/96, effective 12/18/96]
[Filed emergency 2/7/97 after Notice 12/18/96—published 2/26/97, effective 2/26/97]
[Filed emergency 4/4/97 after Notice 2/26/97—published 4/23/97, effective 4/23/97]
[Filed emergency 3/19/98 after Notice 2/11/98—published 4/8/98, effective 4/8/98]
[Filed emergency 7/10/98 after Notice 4/8/98—published 7/29/98, effective 7/29/98]
[Filed emergency 9/4/98 after Notice 7/29/98—published 9/23/98, effective 9/23/98]

[Filed emergency 10/30/98 after Notice 9/23/98—published 11/18/98, effective 11/18/98]
[Filed emergency 3/5/99 after Notice 1/27/99—published 3/24/99, effective 3/24/99]
[Filed emergency 1/5/00 after Notice 8/25/99—published 1/26/00, effective 1/26/00]

[Filed 11/20/01, Notice 6/13/01—published 12/12/01, effective 1/16/02]
[Filed 11/21/01, Notice 10/17/01—published 12/12/01, effective 1/16/02]
[Filed 1/17/03, Notice 12/11/02—published 2/5/03, effective 3/12/03]

[Filed 10/28/04, Notice 7/21/04—published 11/24/04, effective 12/29/04]
[Filed 3/9/06, Notice 1/18/06—published 3/29/06, effective 5/3/06]
[Filed 4/18/06, Notice 3/1/06—published 5/10/06, effective 6/14/06]
[Filed 6/14/06, Notice 5/10/06—published 7/5/06, effective 8/9/06]
[Filed emergency 7/28/06—published 8/16/06, effective 8/28/06]

[Filed 1/10/07, Notice 12/6/06—published 1/31/07, effective 3/7/07]
[Filed 2/8/08, Notice 1/2/08—published 2/27/08, effective 5/15/08]

[Filed ARC 7699B (Notice ARC 7541B, IAB 2/11/09), IAB 4/8/09, effective 5/13/09]
[Filed ARC 8997B (Notice ARC 8862B, IAB 6/16/10), IAB 8/11/10, effective 9/15/10]
[Filed ARC 9230B (Notice ARC 9090B, IAB 9/22/10), IAB 11/17/10, effective 12/22/10]
[Filed ARC 9755B (Notice ARC 9640B, IAB 7/27/11), IAB 9/21/11, effective 10/26/11]
[Filed ARC 0173C (Notice ARC 0105C, IAB 4/18/12), IAB 6/13/12, effective 7/18/12]
[Filed ARC 0282C (Notice ARC 0175C, IAB 6/27/12), IAB 8/22/12, effective 9/26/12]
[Filed ARC 0726C (Notice ARC 0587C, IAB 2/6/13), IAB 5/1/13, effective 6/5/13]
[Filed ARC 0898C (Notice ARC 0752C, IAB 5/29/13), IAB 8/7/13, effective 9/11/13]
[Filed ARC 1049C (Notice ARC 0905C, IAB 8/7/13), IAB 10/2/13, effective 11/6/13]
[Filed ARC 1531C (Notice ARC 1461C, IAB 5/14/14), IAB 7/9/14, effective 8/13/14]

https://www.legis.iowa.gov/docs/aco/arc/7699B.pdf
https://www.legis.iowa.gov/docs/aco/arc/7541B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8997B.pdf
https://www.legis.iowa.gov/docs/aco/arc/8862B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9230B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9090B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9755B.pdf
https://www.legis.iowa.gov/docs/aco/arc/9640B.pdf
https://www.legis.iowa.gov/docs/aco/arc/0173C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0105C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0282C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0175C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0726C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0587C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0898C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0752C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1049C.pdf
https://www.legis.iowa.gov/docs/aco/arc/0905C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1531C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1461C.pdf
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[Filed ARC 1803C (Notice ARC 1687C, IAB 10/29/14), IAB 12/24/14, effective 1/28/15]
[Filed ARC 1908C (Notice ARC 1797C, IAB 12/24/14), IAB 3/18/15, effective 4/22/15]
[Filed ARC 2136C (Notice ARC 2023C, IAB 6/10/15), IAB 9/16/15, effective 10/21/15]
[Filed ARC 2595C (Notice ARC 2516C, IAB 4/27/16), IAB 6/22/16, effective 7/27/16]
[Filed ARC 3721C (Notice ARC 3593C, IAB 1/31/18), IAB 3/28/18, effective 5/11/18]

https://www.legis.iowa.gov/docs/aco/arc/1803C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1687C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1908C.pdf
https://www.legis.iowa.gov/docs/aco/arc/1797C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2136C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2023C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2595C.pdf
https://www.legis.iowa.gov/docs/aco/arc/2516C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3721C.pdf
https://www.legis.iowa.gov/docs/aco/arc/3593C.pdf

