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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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INSTRUCTIONS
FOR UPDATING THE

IOWA ADMINISTRATIVE CODE

Agency names and numbers in bold below correspond to the divider tabs in the IAC binders. New
and replacement chapters included in this Supplement are listed below. Carefully remove and insert
chapters accordingly.

Editor's telephone (515) 281-3355 or (515) 281-8157

Administrative Services Department[11]
Replace Analysis
Replace Chapter 50
Replace Chapters 63 and 64

Insurance Division[191]
Replace Analysis
Replace Chapter 39
Replace Chapter 72

Real Estate Commission[193E]
Replace Chapter 7

Iowa Finance Authority[265]
Replace Chapter 12

Educational Examiners Board[282]
Replace Chapters 13 and 14
Replace Chapter 18

Human Services Department[441]
Replace Analysis
Replace Chapter 36
Replace Chapter 47
Replace Chapters 75 and 76
Replace Chapter 79
Replace Chapter 81

Natural Resource Commission[571]
Replace Analysis
Replace Chapter 94
Replace Chapters 98 and 99
Replace Chapter 106

Public Health Department[641]
Replace Analysis
Insert Chapter 30
Replace Reserved Chapters 30 to 36 with Reserved Chapters 31 to 36
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Index
Replace “S”
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ADMINISTRATIVE SERVICES DEPARTMENT[11]
[Created by 2003 Iowa Acts, House File 534, section 2]

TITLE I
GENERAL DEPARTMENTAL PROCEDURES

CHAPTER 1
DEPARTMENT ORGANIZATION

1.1(8A) Creation and mission
1.2(8A) Location
1.3(8A) Director
1.4(8A) Administration of the department

CHAPTERS 2 and 3
Reserved

CHAPTER 4
PUBLIC RECORDS AND FAIR INFORMATION PRACTICES

4.1(8A,22) Definitions
4.2(8A,17A,22) Statement of policy, purpose and scope
4.3(8A,22) Requests for access to records
4.4(8A,17A,22) Access to confidential records
4.5(8A,17A,22) Requests for treatment of a record as a confidential record and its withholding

from examination
4.6(8A,22) Procedure by which a person who is the subject of a record may have additions,

dissents, or objections entered into a record
4.7(8A,17A,22) Consent to disclosure by the subject of a confidential record
4.8(8A,17A,22) Notice to suppliers of information
4.9(8A,22) Disclosures without the consent of the subject
4.10(8A,22) Routine use
4.11(8A,22) Consensual disclosure of confidential records
4.12(8A,22) Release to subject
4.13(8A,22) Availability of records
4.14(8A,22) Personally identifiable information
4.15(8A,22) Other groups of records
4.16(8A,22) Data processing systems
4.17(8A,22) Applicability
4.18(8A) Agency records

CHAPTER 5
PETITIONS FOR RULE MAKING

5.1(17A) Petition for rule making
5.2(17A) Briefs
5.3(17A) Inquiries
5.4(17A) Department consideration

CHAPTER 6
AGENCY PROCEDURE FOR RULE MAKING

6.1(17A) Applicability
6.2(17A) Advice on possible rules before notice of proposed rule adoption
6.3(17A) Public rule-making docket
6.4(17A) Notice of proposed rule making
6.5(17A) Public participation
6.6(17A) Regulatory analysis
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6.7(17A,25B) Fiscal impact statement
6.8(17A) Time and manner of rule adoption
6.9(17A) Variance between adopted rule and published notice of proposed rule adoption
6.10(17A) Exemptions from public rule-making procedures
6.11(17A) Concise statement of reasons
6.12(17A) Contents, style, and form of rule
6.13(17A) Department rule-making record
6.14(17A) Filing of rules
6.15(17A) Effectiveness of rules prior to publication
6.16(17A) General statements of policy
6.17(17A) Review by department of rules

CHAPTER 7
CONTESTED CASES

7.1(8A,17A) Scope and applicability
7.2(8A,17A) Definitions
7.3(8A,17A) Time requirements
7.4(8A,17A) Requests for a contested case hearing
7.5(8A,17A) Notice of hearing
7.6(8A,17A) Presiding officer
7.7(17A) Waiver of procedures
7.8(8A,17A) Telephone/video proceedings
7.9(8A,17A) Disqualification
7.10(8A,17A) Consolidation—severance
7.11(8A,17A) Pleadings
7.12(8A,17A) Service and filing of pleadings and other papers
7.13(8A,17A) Discovery
7.14(8A,17A) Subpoenas
7.15(8A,17A) Motions
7.16(8A,17A) Prehearing conference
7.17(17A) Continuances
7.18(8A,17A) Withdrawals
7.19(8A,17A) Intervention
7.20(8A,17A) Hearing procedures
7.21(8A,17A) Evidence
7.22(8A,17A) Default
7.23(8A,17A) Ex parte communication
7.24(8A,17A) Recording costs
7.25(8A,17A) Interlocutory appeals
7.26(8A,17A) Decisions
7.27(8A,17A) Appeals and review
7.28(8A,17A) Applications for rehearing
7.29(8A,17A) Stays of department actions
7.30(8A,17A) No factual dispute contested cases
7.31(8A,17A) Emergency adjudicative proceedings

CHAPTER 8
DECLARATORY ORDERS

8.1(17A) Petition for declaratory order
8.2(17A) Notice of petition
8.3(17A) Intervention
8.4(17A) Briefs
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8.5(17A) Inquiries
8.6(17A) Service and filing of petitions and other papers
8.7(17A) Consideration
8.8(17A) Action on petition
8.9(17A) Refusal to issue order
8.10(17A) Contents of declaratory order—effective date
8.11(17A) Copies of orders
8.12(17A) Effect of a declaratory order

CHAPTER 9
WAIVERS

9.1(17A,8A) Definitions
9.2(17A,8A) Scope
9.3(17A,8A) Applicability
9.4(17A,8A) Granting a waiver
9.5(17A,8A) Filing of petition for waiver
9.6(17A,8A) Content of petition
9.7(17A,8A) Additional information
9.8(17A,8A) Notice
9.9(17A,8A) Hearing procedures
9.10(17A,8A) Ruling
9.11(17A,8A) Public availability
9.12(17A,8A) Rules from which the department shall not grant waivers
9.13(17A,8A) Summary reports
9.14(17A,8A) Cancellation of a waiver
9.15(17A,8A) Violations
9.16(17A,8A) Defense
9.17(17A,8A) Judicial review

CHAPTERS 10 to 19
Reserved

TITLE II
INFORMATION TECHNOLOGY

CHAPTER 20
INFORMATION TECHNOLOGY GOVERNANCE

20.1(81GA,ch90) General provisions
20.2(81GA,ch90) Definitions
20.3(81GA,ch90) Membership of the board
20.4(81GA,ch90) Compensation of members
20.5(8A) Officers of the board
20.6(81GA,ch90) Meetings of the board
20.7(81GA,ch90) Correspondence and communications
20.8(81GA,ch90) Powers and duties of the board

CHAPTERS 21 to 24
Reserved

CHAPTER 25
INFORMATION TECHNOLOGY OPERATIONAL STANDARDS

25.1(8A) Definitions
25.2(8A) Authority and purpose
25.3(8A) Application of standards to participating agencies
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25.4(8A) Application of standards to nonparticipating entities
25.5(8A) Development of operational standards
25.6(8A) Waivers of operational standards
25.7(8A) Review of operational standards by the public and period of public comment
25.8(17A) Petition to initiate review of operational standards
25.9(8A) Adoption of enterprise operational standards
25.10 Reserved
25.11(8A) Assessment and enforcement of security operational standards

CHAPTER 26
INFORMATION TECHNOLOGY DEVELOPMENT STRATEGIES AND ACTIVITIES

26.1(8A) Development strategies and activities
26.2(8A) Partnerships with public or private entities
26.3(8A) Web-based sponsorships and promotional activities
26.4(8A) Scope of applicability

CHAPTERS 27 to 34
Reserved

TITLE III
STATE ACCOUNTING

CHAPTERS 35 to 39
Reserved

CHAPTER 40
OFFSET OF DEBTS OWED STATE AGENCIES

40.1(8A) Definitions
40.2(8A) Scope and purpose
40.3(8A) Participation guidelines
40.4(8A) Duties of the agency
40.5(8A) Duties of the department—performance of the offset
40.6(8A) Multiple claims—priority of payment
40.7(8A) Payments of offset amounts
40.8(8A) Reimbursement for offsetting liabilities
40.9(8A) Confidentiality of information

JUDICIAL OFFSET PROCEDURES
40.10(8A) Incorporation by reference
40.11(8A) Definitions
40.12(8A) Applicability and procedure
40.13(8A) Notice of offset
40.14(8A) Procedure for contesting
40.15(8A) Postoffset notification and procedure
40.16(8A) Report of satisfaction of obligations

CHAPTER 41
AUDITING CLAIMS

41.1(8A) General provisions
41.2(8A) Official travel
41.3(8A) Temporary duty assignment
41.4(8A) Authorization for travel
41.5(8A) Mode of transportation
41.6(8A) Subsistence allowance



IAC 11/4/09 Administrative Services[11] Analysis, p.5

41.7(8A) Miscellaneous expense
41.8(8A) State-owned vehicle

CHAPTER 42
ACCOUNTING PROCEDURES OF PUBLIC IMPACT

42.1(8A) Scope and application

CHAPTER 43
EMPLOYEE PAYROLL DEDUCTIONS FOR CHARITABLE ORGANIZATIONS

43.1(70A) General provisions
43.2(70A) Qualifications
43.3(70A) Enrollment period
43.4(70A) Certification
43.5(70A) Payroll system
43.6(70A) Forms
43.7(70A) Payee
43.8(70A) Contribution limits
43.9(70A) Distribution of literature
43.10(70A) Number of contributions
43.11(70A) Cash contributions
43.12(70A) Terminations
43.13(70A) Authorization forms
43.14(70A) State held harmless
43.15(70A) Remittance

CHAPTER 44
PROFESSIONAL/TRADE DUES DEDUCTIONS

44.1(70A) General provisions
44.2(70A) Qualifications
44.3(70A) Forms
44.4(70A) Deduction limits and frequency
44.5(70A) Distribution of literature
44.6(70A) Number of contributions
44.7(70A) Cash contributions
44.8(70A) Terminations
44.9(70A) Remittance
44.10(70A) Solicitation prohibited
44.11(70A) Annual review of participating employees

CHAPTER 45
PAYROLL DEDUCTION FOR TUITION PROGRAM CONTRIBUTIONS

45.1(81GA,HF748) General provisions
45.2(81GA,HF748) Definitions
45.3(81GA,HF748) Tuition program qualifications
45.4 Reserved
45.5(81GA,HF748) Deduction limits and frequency
45.6(81GA,HF748) Distribution of literature
45.7(81GA,HF748) Number of contributions
45.8(81GA,HF748) Cash contributions
45.9(81GA,HF748) Terminations
45.10(81GA,HF748) Remittance
45.11(81GA,HF748) Unapproved solicitation prohibited
45.12(81GA,HF748) Annual review of participating employees
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45.13(81GA,HF748) Termination of qualified tuition program participation
45.14(81GA,HF748) Reinstatement of company participation

CHAPTER 46
PAYROLL DEDUCTION FOR ADDITIONAL INSURANCE COVERAGE

46.1(70A) General provisions
46.2(70A) Definitions
46.3(70A) Insurance company qualifications
46.4(70A) Noneligible types of insurance
46.5(70A) Deduction limits and frequency
46.6(70A) Distribution of literature
46.7(70A) Number of contributions
46.8(70A) Cash contributions
46.9(70A) Terminations
46.10(70A) Remittance
46.11(70A) Unapproved solicitation prohibited
46.12(70A) Annual review of participating employees
46.13(70A) Termination of company participation
46.14(70A) Reinstatement of company participation

CHAPTER 47
Reserved

CHAPTER 48
PREPAYMENT OF EXPENSES

48.1(8A) Definitions
48.2(8A) Prepayment of expenses
48.3(8A) Prepayment under special circumstances
48.4(8A) Prior approval for prepayment of expenses

CHAPTER 49
Reserved

TITLE IV
HUMAN RESOURCES

CHAPTER 50
HUMAN RESOURCES DEFINITIONS

50.1(8A) Definitions

CHAPTER 51
COVERAGE AND EXCLUSIONS

51.1(8A) State personnel system
51.2(8A) Merit system
51.3(8A) Confidential collective bargaining exclusion
51.4(8A) Personnel services contracts

CHAPTER 52
JOB CLASSIFICATION

52.1(8A) Overall administration
52.2(8A) Classification descriptions and guidelines
52.3(8A) Position description questionnaires
52.4(8A) Position classification reviews
52.5(8A) Classification appeals
52.6(8A) Implementation of position classification decisions
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CHAPTER 53
PAY

53.1(8A) Pay plan adoption
53.2(8A) Pay plan content
53.3(8A) Pay plan review and amendment
53.4(8A) Pay administration
53.5(8A) Appointment rates
53.6(8A) Payroll transactions
53.7(8A) Within grade increases
53.8(8A) Temporary assignments
53.9(8A) Special pay
53.10(8A) Phased retirement
53.11(8A) Overtime
53.12(8A) Years of service incentive program
53.13(8A) Appeals

CHAPTER 54
RECRUITMENT, APPLICATION AND EXAMINATION

54.1(8A) Recruitment
54.2(8A) Applications
54.3(8A) Examinations
54.4(8A) Development and administration of examinations
54.5(8A) Scoring examinations
54.6(8A) Review of written examination questions
54.7(8A) Drug use and drug tests

CHAPTER 55
ELIGIBLE LISTS

55.1(8A) Establishment of eligible lists
55.2(8A) Removal of names from eligible lists
55.3(8A) Statement of availability

CHAPTER 56
FILLING VACANCIES

56.1(8A) Method of filling vacancies
56.2(8A) List requests
56.3(8A) Types of lists
56.4(8A) Selective lists
56.5(8A) Expiration of a list
56.6(8A) Incomplete lists
56.7(8A) Referral and appointment of “conditional” applicants
56.8(8A) Adjustment of errors

CHAPTER 57
APPOINTMENTS

57.1(8A) Filling vacancies
57.2(8A) Probationary appointment
57.3(8A) Provisional appointment
57.4(8A) Temporary appointment
57.5(8A) Reinstatement
57.6(8A) Internship appointment
57.7(8A) Seasonal appointment
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57.8(8A) Overlap appointment
57.9(8A) Rescinding appointments

CHAPTER 58
PROBATIONARY PERIOD

58.1(8A) Duration
58.2(8A) Disciplinary actions
58.3(8A) Voluntary demotion during the period of probationary status
58.4(8A) Promotion during the period of probationary status
58.5(8A) Transfer during the period of probationary status
58.6(8A) Reclassification during the period of probationary status
58.7(8A) Leave without pay during the period of probationary status
58.8(8A) Vacation and sick leave during the period of probationary status
58.9(8A) Probationary period for promoted permanent employees

CHAPTER 59
PROMOTION, TRANSFER, TEMPORARY ASSIGNMENT, REASSIGNMENT

AND VOLUNTARY DEMOTION
59.1(8A) Promotion
59.2(8A) Reassignment
59.3(8A) Temporary assignments
59.4(8A) Voluntary demotion
59.5(8A) Transfer

CHAPTER 60
SEPARATIONS, DISCIPLINARY ACTIONS AND REDUCTION IN FORCE

60.1(8A) Separations
60.2(8A) Disciplinary actions
60.3(8A) Reduction in force

CHAPTER 61
GRIEVANCES AND APPEALS

61.1(8A) Grievances
61.2(8A) Appeals
61.3(8A) Informal settlement

CHAPTER 62
PERFORMANCE REVIEW

62.1(8A) System established
62.2(8A) Minimum requirements
62.3(8A) Copies of records

CHAPTER 63
LEAVE

63.1(8A) Attendance
63.2(8A) Vacation leave
63.3(8A) Sick leave with pay
63.4(8A) Family and Medical Leave Act leave
63.5(8A) Leave without pay
63.6(8A) Rights upon return from leave
63.7(8A) Compensatory leave
63.8(8A) Holiday leave
63.9(8A) Military leave
63.10(8A) Educational leave
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63.11(8A) Election leave
63.12(8A) Court appearances and jury duty
63.13(8A) Voting leave
63.14(8A) Disaster service volunteer leave
63.15(8A) Absences due to emergency conditions
63.16(8A) Particular contracts governing
63.17(8A) Examination and interviewing leave
63.18(8A) Service on committees, boards, and commissions
63.19(8A) Donated leave for catastrophic illnesses of employees and family members
63.20(8A,70A) Bone marrow and organ donation leave

CHAPTER 64
BENEFITS

64.1(8A) Health benefits
64.2(8A) Dental insurance
64.3(8A) Life insurance
64.4(8A) Long-term disability insurance
64.5(8A) Health benefit appeals
64.6(8A) Deferred compensation
64.7(8A) Dependent care
64.8(8A) Premium conversion plan (pretax program)
64.9(8A) Interviewing and moving expense reimbursement
64.10(8A) Education financial assistance
64.11(8A) Particular contracts governing
64.12(8A) Tax-sheltered annuities (TSAs)
64.13(8A) Health flexible spending account
64.14(8A) Deferred compensation match plan
64.15(8A) Insurance benefit eligibility
64.16(8A) Sick leave insurance program

CHAPTER 65
POLITICAL ACTIVITY

65.1(8A) Political activity of employees
65.2(8A) Restrictions on political activity of employees
65.3(8A) Application of Hatch Act

CHAPTER 66
CONDUCT OF EMPLOYEES

66.1(8A) General
66.2 and 66.3 Reserved
66.4(8A) Performance of duty
66.5(8A) Prohibitions relating to certain actions by state employees

CHAPTER 67
Reserved

CHAPTER 68
EQUAL EMPLOYMENT OPPORTUNITY AND AFFIRMATIVE ACTION

68.1(19B) Definitions
68.2(19B) Plans, policies and records
68.3(19B) Planning standards
68.4(19B) Dissemination
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68.5(19B) Reports
68.6(19B) Discrimination complaints, including disability-related and sexual harassment

complaints

CHAPTER 69
Reserved

CHAPTER 70
EMPLOYEE ORGANIZATION DUES

70.1(20) General provisions
70.2(20) Membership qualifications for payroll deductions
70.3(20) Prior approval
70.4(20) Annual certification
70.5(20) Limitations
70.6(20) Conditions to be met for payroll deduction
70.7(20) Letter of authorization
70.8(20) State held harmless

CHAPTER 71
COMBINED CHARITABLE CAMPAIGN

71.1(8A) Policy
71.2(8A) Definitions
71.3(8A) Basic premises
71.4(8A) Administration
71.5 Reserved
71.6(8A) Eligibility of charitable agencies

CHAPTERS 72 to 99
Reserved

TITLE V
GENERAL SERVICES

CHAPTER 100
CAPITOL COMPLEX OPERATIONS

100.1(8A) Definitions
100.2(8A) Security
100.3(142B) Smoking
100.4(8A) Use and scheduling of capitol complex facilities
100.5(8A) Solicitation
100.6(8A) Office space management

CHAPTER 101
PARKING

101.1(8A) Purpose
101.2(8A) Definitions
101.3(8A) Parking space assignments
101.4(8A) Parking for persons with disabilities
101.5(8A) Visitor parking
101.6(8A) Deliveries
101.7(8A) Employee parking
101.8(8A) Temporary parking
101.9(8A) Prohibited parking
101.10(8A) Waiver
101.11(8A) Enforcement
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101.12(8A) Fines
101.13(8A) Appeals

CHAPTER 102
STATE PRINTING

102.1(8A) Purpose
102.2(8A) Definitions
102.3(8A) Location
102.4(8A) State printing
102.5(8A) Printing equipment
102.6(8A,49) Publication of ballot and notice
102.7(8A,49) Cost of publication—sample ballot
102.8(8A,618) Fees paid to newspapers

CHAPTER 103
STATE EMPLOYEE DRIVING GUIDELINES

103.1(8A) Purpose
103.2(8A) Definitions
103.3(8A) Applicability
103.4(8A) Vehicle assignment guidelines
103.5(8A) Type of accident
103.6(8A) Valid driver’s license required
103.7(8A) Required reporting
103.8(8A) Mandatory training
103.9(8A) Required adherence to motor vehicle laws
103.10(8A) Responsibility for payment of traffic violations
103.11(8A) Access to driving records
103.12(8A) Corrective actions
103.13(8A) Reconsideration of suspension
103.14(8A) Probationary drivers
103.15(8A) Temporary restricted license
103.16(8A) Vehicle fueling

CHAPTER 104
Reserved

CHAPTER 105
PROCUREMENT OF GOODS AND SERVICES OF GENERAL USE

105.1(8A) General provisions
105.2(8A) Definitions
105.3(8A) Competitive procurement
105.4(8A) Exemptions from competitive procurement
105.5(8A) Preferred products and vendors
105.6(8A) Centralized procurement authority and responsibilities
105.7(8A) Notice of solicitations
105.8(8A) Types of solicitations
105.9(8A) Procurement of architectural and engineering services
105.10(8A) Procurement of information technology devices and services
105.11(8A) Specifications in solicitations
105.12(8A) Awards
105.13(8A) Master agreements available to governmental subdivisions
105.14(8A) Agency purchasing authority and responsibilities
105.15(8A) Thresholds for delegating procurement authority
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105.16(8A) Printing
105.17(8A) Vendor registration and approval
105.18(8A) Vendor performance
105.19(8A) General instructions, terms and conditions for vendors
105.20(8A) Vendor appeals

CHAPTER 106
PURCHASING STANDARDS FOR SERVICE CONTRACTS

106.1(8A) Authority and scope
106.2(8A) Applicability
106.3(8A) Definitions
106.4(8A) Intergovernmental agreements
106.5(8A) Use of competitive selection
106.6 Reserved
106.7(8A) Sole source procurements
106.8(8A) Emergency procurements
106.9(8A) Informal competitive procedures
106.10 Reserved
106.11(8A) Duration of service contracts
106.12(8A) Additional procedures or requirements
106.13 and 106.14 Reserved
106.15(8A) Exclusions and limitations
106.16(8A) Waiver procedure
106.17(8A) Effective date

CHAPTER 107
UNIFORM TERMS AND CONDITIONS FOR SERVICE CONTRACTS

107.1(8,8A) Authority and scope
107.2(8,8A) Applicability
107.3(8,8A) Definitions
107.4(8,8A) Uniform terms and conditions for service contracts
107.5(8,8A) Special terms and conditions
107.6(8,8A) Exclusions and limitations
107.7(8,8A) Effective date

CHAPTER 108
CONTRACTUAL LIMITATION OF VENDOR LIABILITY PROVISIONS

108.1(8A) Authority and scope
108.2(8A) Definitions
108.3(8A) Applicability
108.4(8A) Authorization of limitation of vendor liability and criteria
108.5(8A) Prohibited limitation of vendor liability provisions
108.6(8A) Negotiation of limitation of vendor liability provisions
108.7(8A) Additional requirement

CHAPTER 109
Reserved

CHAPTER 110
INVENTORY GUIDELINES FOR STATE OF IOWA

PERSONAL AND REAL PROPERTY
110.1(7A) Purpose
110.2(7A) Definitions
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110.3(7A) Accounting for items in aggregate
110.4(7A) Physical inventory
110.5(7A) Inventory identification
110.6(7A) Inventory listing
110.7(7A) Capital leases

CHAPTER 111
DISPOSAL OF STATE PERSONAL PROPERTY

111.1(8A) Definitions
111.2(8A) Disposal of state surplus property
111.3(8A) State vehicle auctions

CHAPTERS 112 and 113
Reserved

CHAPTER 114
ORGANIZATION AND OPERATION OF TERRACE HILL

114.1(8A) Definitions
114.2(8A) Mission statement
114.3(8A) Terrace Hill commission
114.4(8A) Gifts, bequests, endowments
114.5(8A) Public and private grants and donations
114.6(8A) Sale of mementos
114.7(8A) Facilities management
114.8(8A) Tours

CHAPTER 115
Reserved

CHAPTER 116
TERRACE HILL ENDOWMENT FOR THE MUSICAL ARTS

116.1(8A) Structure
116.2(8A) Scholarship established
116.3(8A) Application
116.4(8A) Funding
116.5(8A) Selection criteria and judging
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TITLE IV
HUMAN RESOURCES

CHAPTER 50
HUMAN RESOURCES DEFINITIONS
[Prior to 11/5/86, Merit Employment Department[570]]

[Prior to 1/21/04, see 581—Ch 1]

11—50.1(8A) Definitions.
“Absence without leave” means any absence of an employee from duty without specific

authorization.
“Agency” means a department, independent agency, or statutory office provided for in the Iowa

Code section 7E.2.
“Appointing authority” means the appointed or elected chief administrative head of a department,

commission, board, independent agency, or statutory office or that person’s designee.
“Base pay” means a fixed rate of pay for an employee that is exclusive of shift or educational

differential, special or extraordinary duty pay, leadworker pay, or any other additional special pay.
“Call back pay”means extra pay for eligible employees who are directed by the appointing authority

to report back to work outside of their regular scheduled work hours that are not contiguous to the
beginning or the end of their scheduled work hours.

“Certification” means the referral of available names from an eligible list to an agency for the
purpose of making a selection in accordance with these rules.

“Certified disability program”means that program covering persons with disabilities who have been
certified by the vocational rehabilitation division of the department of education or the department for
the blind as being able to perform the duties of a job class without participation in examinations used for
the purpose of ranking qualified applicants on nonpromotional eligible lists.

“Class” means one or more positions so similar in duties, responsibilities, and qualifications that
each may be assigned to the same job title and pay plan.

“Classification plan” means the printed list of job classifications and the related elements assigned
to each. The classification plan is published annually by the department and revised as necessary.

“Compensatory leave” means leave accrued as a result of overtime, call back, holidays, or holiday
work.

1“Confidential employee” means, for purposes of merit system coverage, the personal secretary of:
an elected official of the executive branch or a person appointed to fill a vacancy in an elective office, the
chair of a full-time board or commission, or the director of a state agency; as well as the nonprofessional
staff in the office of the auditor of state, and the nonprofessional staff in the department of justice except
those reporting to the administrator of the consumer advocate division.

“Confidential employee” means for purposes of collective bargaining coverage, a representative
of the employer who, as a major function of the job, determines and effectuates employment relations
policy for the appointing authority, exercises independent discretion in establishing such policies, or is
so closely related to or aligned with management as to potentially place the employee in a position of
conflict of interest between the employer and coworkers. It also means any employee who works for
the department, who has access to information subject to use in collective bargaining negotiations, or
who works in a close continuing relationship with representatives associated with negotiating collective
bargaining agreements on behalf of the state, as well as the personal secretary of: an elected official of
the executive branch or a person appointed to fill a vacancy in an elective office, the chair of a full-time
board or commission, or the director, deputy director, or division administrator of a state agency.

“Demotion” means the change of a nontemporary employee from one class to another having a
lower pay grade. Demotions of permanent employees may be disciplinary, in lieu of layoff, or voluntary.
Demotions of probationary employees may be disciplinary or voluntary.

“Department” means the Iowa department of administrative services.
“Director” means the director of the Iowa department of administrative services or the director’s

designee.
“Examination” means the screening of persons who meet the qualifications for job classifications.



Ch 50, p.2 Administrative Services[11] IAC 11/4/09

“Fee-for-services contractor” means a person or entity that provides services on a contracted basis
and who is paid a predetermined amount under that contract for rendering those services.

“Grievance” means an expressed difference, dispute, or controversy between an employee and the
appointing authority, with respect to circumstances or conditions of employment.

“Immediate family” means the employee’s spouse, children, grandchildren, foster children,
stepchildren, legal wards, parents, grandparents, foster parents, stepparents, brothers, foster brothers,
stepbrothers, sons-in-law, brothers-in-law, sisters, foster sisters, stepsisters, daughters-in-law,
sisters-in-law, aunts, uncles, nieces, nephews, first cousins, corresponding relatives of the employee’s
spouse, and other persons who are members of the employee’s household.

“In loco parentis” means in the place of a parent and charged with the same rights, duties, and
responsibilities as a parent.

“IRC” means Internal Revenue Code.
“Job classification”means one or more positions sufficiently similar in kind and level of duties and

responsibilities that they may be grouped under the same title, pay plan, pay grade, and other elements
included in the classification plan.

“Lead work” means a responsibility assigned to an employee by management to direct (instruct,
answer questions, distribute and balance work load, accept, modify or reject completed work, maintain
attendance records, report infractions and provide input on staffing decisions) the work of two or more
employees (federal, state, county, municipal and private employment organization, volunteers, inmates
or residents).

“Long-term disability” means a condition of an employee who is determined by the state of Iowa’s
long-term disability insurance carrier to be unable to work because of illness or injury.

“Merit system” means those positions or employees in the state personnel system determined by
the director to be covered by the provisions of 2003 Iowa Code Supplement chapter 8A as it pertains to
qualifications, examinations, probation, and just cause discipline and discharge hearings.

“Minimum qualifications”means the minimum education, experience, or other background required
to be considered eligible to apply for, or otherwise perform the duties of a particular job classification.
Minimum qualifications are published in classification descriptions, and pertain only to positions covered
by merit system provisions.

“Nonpay status”means that period of time when an employee does not work during scheduled work
hours and the work absence is not covered by any kind of paid leave. This includes employees who do
not supplement workers’ compensation payments with paid leave.

“Overtime” means those hours that exceed 40 in a workweek for which an eligible employee is
entitled to be compensated.

“Overtime covered class, employee, or position” means a class, employee, or position determined
to be eligible for premium overtime compensation.

“Overtime exempt class, employee, or position”means a class, employee, or position determined to
be ineligible for premium overtime compensation.

“Pay increase” means a periodic step or percentage increase in pay within the pay range for the
class based on time spent, performance, or both.

“Pay plan”means one of the various schedules of pay grades and salaries established by the director
to which classes in the classification plan are assigned.

“Permanent employee”means any executive branch employee (except board of regents employees)
who has completed at least six months of continuous nontemporary employment. When used in
conjunction with coverage by the merit system provisions referred to in 2003 Iowa Code Supplement
section 8A.411, it further means those employees who have completed the period of probationary status
provided for in 2003 Iowa Code Supplement section 8A.413.

“Permanent employment” means any period of full-time or part-time executive branch service
(except board of regents employment) in a nontemporary position for which the person is eligible to
accrue leave and participate in the health and dental insurance programs administered by the department
pursuant to 11 IAC 64.1(8A) or 64.2(8A).
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“Position” means the grouping of specific duties and responsibilities assigned by an appointing
authority that comprise a job to be performed by one employee. A position may be part-time or
full-time, temporary or permanent, occupied or vacant, eligible or not eligible to be covered by a
collective bargaining agreement, or covered or not covered by merit system provisions. Each position
in the executive branch of state government shall be assigned one of the job classifications published in
the classification plan.

“Position classification review” means the process of studying the kind and level of duties and
responsibilities assigned to a position by comparing those duties and responsibilities to classification
descriptions, classification guidelines, or other pertinent documents in order to determine the proper job
classification to which a position will be assigned.

“Premium rate” means compensation equal to one and one-half hours for each hour of overtime.
“Probationary employee” means any executive branch employee (except board of regents

employees) who has completed less than six months of continuous nontemporary employment. When
used in conjunction with coverage by the merit system provisions referred to in 2003 Iowa Code
Supplement section 8A.411, it further means those employees who have not completed the period of
probationary status provided for in 2003 Iowa Code Supplement section 8A.413.

“Promotion” means the acceptance by a nontemporary employee of an offer by an appointing
authority to move to a position in a class with a higher pay grade and may involve movement between
positions covered by merit system provisions and positions not covered by merit system provisions.

“Reassignment”means themovement of an employee and the position the employee occupies within
the same organizational unit or to another organizational unit at the discretion of the appointing authority.
A reassignment may include a change in duties, work location, days of work or hours of work, and may
be temporary or permanent. A reassignment may result in a change form the employee’s previous job
classification.

“Reclassification”means the change of a position from one job classification to another based upon
changes in the kind or level of the duties and responsibilities assigned by an appointing authority.

“Red-circled salary” means an employee’s salary that exceeds the maximum for the pay grade in
the pay plan to which the employee’s class is assigned.

“Regular rate of pay” means the total compensation an employee receives including base pay, shift
or educational differential, special or extraordinary duty pay, leadworker pay, or any other additional
special pay.

“Same pay grade” means those pay grades in the various pay plans having the same pay grade
number as well as those pay grades using a three-step pay range where those steps correspond to the top
three steps of a six-step range. A three-step pay grade shall be considered the same as the corresponding
six-step pay grade in determining whether an action is a promotion, demotion, or transfer.

“Service in the uniformed services” means the performance of duty on a voluntary or involuntary
basis in a uniformed service under competent authority and includes active duty, active duty for training,
initial active duty for training, inactive duty training, full-time national guard duty, or examination to
determine the fitness of the person to perform such duty.

“Shift”means one segment of a 24-hour period in the work schedule of an appointing authority (e.g.,
day, evening, night shift).

“Shift differential”means extra pay for eligible employees who work shifts other than the day shift.
“Special duty assignment” means the temporary assignment of a permanent employee to a position

in another class.
“Standby” means those times when eligible employees are required by the appointing authority to

restrict their activities during off-duty hours so as to be immediately available for duty when required
by the appointing authority, and is other than simply the requirement to leave word of their whereabouts
in case of the need to be contacted.

“Supervision” means a responsibility assigned to an employee by management to direct the work
of two or more employees and to hire, evaluate, reward, promote, transfer, lay off, recall, respond to
grievances and discipline those employees.

“Temporary” means nonpermanent employment for a limited period of time.
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“Temporary services” means staffing provided by an outside vendor under an authorized contract,
such as a temporary employment service, for a limited period of time.

“Transfer” means the movement of an employee from a position in a job class to a vacant position
for which the employee qualifies in the same or different job class in the same pay grade. A transfer may
include a change in duties, work location, days of work or hours of work. A transfer may be voluntary
at the request of the employee, or involuntary at the discretion of the appointing authority.

“Uniformed services” means service as defined in 29 CFR Part 1002.
“Veteran” means any person honorably separated from active duty with the armed forces of the

United States who served in any war, campaign, or expedition during the dates specified in Iowa Code
section 35C.1.

“Work time” means all hours spent performing the duties of an assigned job; travel between job
sites during or after the employee’s regular hours of work (where no overnight expenses are involved);
rest periods allowed during the employee’s regular hours of work; and meal periods when less than 30
consecutive minutes is provided.

“Workweek” means a regularly recurring period of time within a 168-hour period of seven
consecutive 24-hour days.

This rule is intended to implement Iowa Code sections 8A.401 to 8A.439.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

1 Objection filed 12/2/86, see “Objection” following. This definition was amended IAB 1/15/97, effective 2/19/97.
[Filed 6/9/70; amended 1/15/75, amended IAC Supp. 7/28/75—published 9/22/75, effective 10/27/75]

[Filed 8/2/78, Notice 6/28/78—published 8/23/78, effective 9/27/78]
[Filed 10/12/79, Notice 8/22/79—published 10/31/79, effective 12/5/79]
[Filed 2/28/80, Notice 12/26/79—published 3/19/80, effective 4/23/80]
[Filed 11/7/80, Notice 6/25/80—published 11/26/80, effective 12/31/80]
[Filed 1/2/81, Notice 10/1/80—published 1/21/81, effective 2/25/81]
[Filed 8/14/81, Notice 6/24/81—published 9/2/81, effective 10/7/81]

[Filed 12/3/82, Notice 10/13/82—published 12/22/82, effective 1/26/831]
[Filed emergency 7/15/83—published 8/3/83, effective 7/15/83]

[Filed 10/21/83, Notice 8/3/83—published 11/9/83, effective 12/14/83]
[Filed 2/24/84, Notice 1/4/84—published 3/14/84, effective 4/18/84]
[Filed 3/22/85, Notice 10/24/84—published 4/10/85, effective 5/15/85]
[Filed 7/26/85, Notice 5/22/85—published 8/14/85, effective 9/18/85]
[Filed 12/13/85, Notice 10/9/85—published 1/1/86, effective 2/5/86]
[Filed 4/4/86, Notice 1/15/86—published 4/23/86, effective 5/28/86]
[Filed emergency 7/1/86—published 7/30/86, effective 7/1/86]2

[Filed 10/17/86, Notice 8/13/86—published 11/5/86, effective 12/10/86]
[Filed 7/24/87, Notice 6/17/87—published 8/12/87, effective 9/16/87]
[Filed 9/29/89, Notice 8/23/89—published 10/18/89, effective 11/24/89]
[Filed 5/25/90, Notice 4/18/90—published 6/13/90, effective 7/20/90]
[Filed 2/1/91, Notice 12/12/90—published 2/20/91, effective 3/29/91]
[Filed 11/20/91, Notice 8/21/91—published 12/11/91, effective 1/17/92]
[Filed 3/26/93, Notice 2/17/93—published 4/14/93, effective 5/19/93]

[Filed emergency 8/5/93—published 9/1/93, effective 8/5/93]
[Filed 12/12/96, Notice 10/23/96—published 1/15/97, effective 2/19/97]
[Filed 12/23/98, Notice 11/4/98—published 1/13/99, effective 2/17/99]
[Filed 8/12/99, Notice 6/16/99—published 9/8/99, effective 10/13/99]

[Filed emergency 6/29/00—published 7/26/00, effective 7/1/00]
[Filed emergency 5/31/02 after Notice 4/3/02—published 6/26/02, effective 7/1/02]

[Filed 12/31/03, Notice 11/26/03—published 1/21/04, effective 2/25/04]
[Filed 10/22/04, Notice 9/15/04—published 11/10/04, effective 12/15/04]
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[Filed ARC 8265B (Notice ARC 8115B, IAB 9/9/09), IAB 11/4/09, effective 12/9/09]

1 Effective date of 1.1(13), 1.1(31), 1.1(32), 1.1(35), and 1.1(54) delayed 70 days by the Administrative Rules Review Committee.
Delay lifted by Committee on 2/8/83. See details following chapter analysis.

2 See IAB Personnel Department.
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OBJECTION
At its November meeting the administrative rules review committee voted to object to that portion of

581 IAC 1.1 which relates to the definition of a confidential employee. It is the opinion of the committee
this definition is unreasonable in that it overly restricts the availability of confidential secretaries. This
definition appears as part of ARC 7103 and is published in IX IAB 10 (11-5-86).

This rule in pertinent part provides a confidential employee is the secretary of an elected official.
All other secretaries are not defined as confidential and are protected by the merit provisions of Chapter
19A, Iowa Code. In the committee’s opinion this definition is too narrow and should be broadened to
include the secretary of the deputy official and the secretaries of the division heads.

The authority for this rule is found in Senate File 2175, section 205, which re-defined the exemptions
from the merit system. Part of this re-definition included the elimination of the following language:
“3. Three principal assistants or deputies for each elective official and one stenographer or
secretary for each elective official and each principal assistant or deputy thereof, also all
supervisory employees and their confidential assistants.”

While this specific exemption was deleted from Chapter 19A, S.F. 2175 added a generic exclusion
for “all confidential employees.” The committee believes that the deletion of section 19A.3(3) did not
mean that all division level or higher secretaries were to be covered by merit. The committee believes
that the re-write of section 19A.3 was intended to reduce the number of automatic exemptions (from
twenty-four to seventeen) and to vest in the Personnel Department authority to create exemptions as
needed in particular situations.

The committee feels that deputy and division level secretaries are within those “particular
situations” where the department should provide an exemption by rule. Agencies headed by elected
officials are unique. The management of those agencies is based on agenda developed by a political as
well as administrative process. The highest level managers and their immediate staff should be directly
accountable to the official who campaigned on that agendum and they should be expected to have some
loyalty for that agendum.



IAC 11/4/09 Administrative Services[11] Ch 63, p.1

CHAPTER 63
LEAVE

[Prior to 11/5/86, Merit Employment Department[570]]
[Prior to 1/7/04, see 581—Ch 14]

11—63.1(8A) Attendance.   Appointing authorities shall establish the working schedules, regulations,
and required hours of work for employees under their direction. All regulations and schedules shall
be made known to the affected employees by appointing authorities. All absences of probationary and
permanent employees shall be charged to one of the leave categories provided for in this chapter.

11—63.2(8A) Vacation leave.
63.2(1) Nontemporary employees shall earn vacation for continuous state employment as follows:
a. Two unscheduled holidays to be added to the vacation accrual each year.
b. Two weeks of vacation during the first and through the fourth year of employment.
c. Three weeks of vacation during the fifth and through the eleventh year of employment.
d. Four weeks of vacation during the twelfth year and through the nineteenth year of employment.
e. Four and four-tenths weeks of vacation during the twentieth year and through the twenty-fourth

year of employment.
f. Five weeks of vacation during the twenty-fifth and all subsequent years of employment.
63.2(2) Vacation is subject to the following conditions:
a. Vacation shall be subject to the approval of the appointing authority. The appointing authority

shall approve vacation so as to maintain the efficient operation of the agency; take into consideration the
vacation preferences and needs of the employee; and make every reasonable effort to provide vacation
to prevent any loss of vacation accrual.

b. Probationary and permanent part-time employees shall accrue vacation in an amount
proportionate to that which would be accrued under full-time employment.

c. Vacation shall not accrue during any absence without pay.
d. An employee who is transferred, promoted, or demoted from one state agency to another shall

be credited with the vacation accrued.
e. Employees, including employees who are paid from a pay plan having annual salary rates, who

leave state employment for any reason shall be paid, or have payment made according to law, for all
accrued vacation. Payment shall be included with the employee’s final paycheck and shall be based
on the employee’s total biweekly regular rate of pay at the time of separation. When other pay is to be
included in the calculation, that other pay must have been in effect for at least three pay periods. Vacation
shall not be granted after the employee’s last day of work.

f. An employee may, at the appointing authority’s discretion, be required to use all accrued
vacation before being granted any leave without pay, except as otherwise provided in these rules.

g. Vacation shall be charged on the employee’s workday basis. Officially designated holidays
occurring during an employee’s vacation shall not be counted against the employee’s accrued vacation.

h. In the event of an illness or disability while on vacation, that portion of the vacation spent under
the care of a physician shall be switched retroactively to and charged against the employee’s accrued sick
leave upon satisfactory proof from the physician of the illness or disability and its duration.

i. Vacation shall not be used in excess of the amount accrued, and shall not be used until the pay
period after it is accrued.

j. Vacation shall be cumulative to a maximum of twice the employee’s annual rate of accrual,
including sick leave conversion. An appointing authority may require an employee to take vacation
whenever it would be in the best interests of the agency. The employee shall be given reasonable notice
of the appointing authority’s decision to require the use of accrued vacation. However, an employee
shall not be required to reduce accrued vacation to less than 80 hours.

k. One week of vacation shall be equal to the number of hours in the employee’s normal, regular
workweek.

l. Any employee who is laid off, or an employee who separated due to qualification for long-term
disability benefits or an on-the-job injury or illness and subsequently returns to state employment within
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two years following the date of separation, shall have previous continuous service and the period of
separation counted toward the vacation accrual rate.

m. Reserved.
n. Time spent in military service, within the specified time limits of the military training and

service Act, shall be considered continuous service for the purpose of computing vacation accrual,
provided the employee returns to state service within 90 calendar days following discharge from
military duty. Vacation shall not accrue to an employee while on military leave without pay.

o. If on June 1 an employee has a balance of 160 or more hours of accrued leave, the employer
may, with the approval of the employee, pay the employee for up to 40 hours of the accrued annual leave.
This amount will be paid on a separate warrant on the payday which represents the last pay period of the
fiscal year. Decisions regarding these payments will be made by each department director and are not
subject to the grievance procedure provided for in these rules. This paragraph applies only to employees
not covered by a collective bargaining agreement.

11—63.3(8A) Sick leave with pay.   Probationary and permanent full-time employees, except peace
officer employees of the department of natural resources and the department of public safety, shall
accrue sick leave as set forth in this paragraph. If the employee’s accrued sick leave balance is 750 hours
or less, the employee shall accrue one and one-half days of sick leave per month, which is 5.538462
hours per pay period. If the employee’s accrued sick leave balance is 1500 hours or less but more than
750 hours, the employee shall accrue one day of sick leave per month, which is 3.692308 hours per pay
period. If the employee’s accrued sick leave balance is more than 1500 hours, the employee shall accrue
one-half day of sick leave per month, which is 1.846154 hours per pay period. Peace officer employees
of the department of natural resources and department of public safety shall accrue sick leave at the
same rate as the rate provided under the State Police Officers Council collective bargaining agreement.
The use of sick leave with pay shall be subject to the following conditions:

63.3(1) Accrued sick leavemay be used during a period when an employee is unable to work because
of medically related disabilities; for physical or mental illness; medical, dental or optical examination,
surgery or treatment; or when performance of assigned duties would jeopardize the employee’s health
or recovery. Medically related disabilities caused by pregnancy or recovery from childbirth shall be
covered by sick leave.

63.3(2) Sick leave shall not be used as vacation.
63.3(3) Sick leave shall not be granted in excess of the amount accrued.
63.3(4) There is no limit on the accumulation of sick leave. An employee who has accrued at least

240 hours of sick leave may elect to accrue additional vacation in lieu of the normal sick leave accrual.
An employee who has made an election to convert sick leave to vacation will be credited with four hours
of vacation for each full month when sick leave is not used during that month. A conversion shall not be
made if the accrued sick leave is less than 240 hours in the pay period in which the conversion would be
made. The conversion of sick leave shall be prorated for employees who are normally scheduled to work
less than full-time (40 hours per week). An employee’s maximum vacation accrual may be increased
under this subrule up to 96 hours.

63.3(5) In all cases when an employee has been absent on sick leave, the employee shall immediately
upon return to work submit a statement that the absence was due to illness or other reasons stated in
this rule. Where absence exceeds three working days, the reasons for the absence shall be verified by a
physician or other authorized practitioner if required by the appointing authority. An appointing authority
may require verification for lesser periods of absence and at any time during an absence. In all cases,
sick leave shall not be deducted from that accrued until authorized by the appointing authority.

63.3(6) Sick leave shall be charged on the employee’s workday basis. Officially designated holidays
occurring during an employee’s sick leave shall not be counted against the employee’s accrued sick leave.

63.3(7) Sick leave shall not accrue during any absence without pay.
63.3(8) Probationary and permanent part-time employees shall accrue sick leave in an amount

proportionate to that which would be accrued under full-time employment.
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63.3(9) An employee who is transferred, promoted, or demoted from one agency to another shall be
credited with the sick leave accrued.

63.3(10) All accrued sick leave shall be canceled on the date of separation, and no employee shall be
reimbursed for accrued sick leave unused at the time of separation except as provided for in Iowa Code
section 70A.23, or the applicable collective bargaining agreement. However, if an employee is laid off
and is reemployed by any state agency within two years following the date of layoff, or an employee
is separated due to an on-the-job injury or illness and is reemployed by any state agency within two
years following the date of medical release, the employee’s unused accrued sick leave shall be restored,
except to the extent that the sick leave hours have been credited to a sick leave bank pursuant to Iowa
Code section 70A.23 and the provisions of 11 IAC 64.16(8A). Employees participating in the sick leave
insurance programwho return to permanent employment will not have prior sick leave amounts restored.

63.3(11) Employees may also use accrued sick leave, not to exceed a total of 40 hours per fiscal
year, for the following purposes:

a. When a death occurs in the immediate family;
b. For the temporary care of, or necessary attention to members of the immediate family.
This leave shall be granted at the convenience of the employee whenever possible and consistent

with the staffing needs of the appointing authority.
63.3(12) If an absence because of illness, injury or other proper reason for using sick leave provided

for in this rule extends beyond the employee’s accrued sick leave, the appointing authority may require
or permit additional time off to be charged to any other accrued leave except that employees shall, upon
request, be paid accrued vacation and compensatory leave in a lump sum to prevent delay of long-term
disability benefits. When all accrued sick leave has been used, the employee may be granted leave
without pay or terminated except as provided in subrule 63.5(4). Leave without pay for temporary
disabilities for medically related reasons shall be in accordance with rule 11—63.5(8A), prior to
termination.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

11—63.4(8A) Family and Medical Leave Act leave.   An employee who has been employed for a
cumulative total of 12 months or more in the most recent seven-year period and who has worked at
least 1,250 hours during the 12-month period immediately preceding the date leave is to begin shall
be eligible for family and medical leave in accordance with the federal Family and Medical Leave Act
(FMLA) and 29 CFR Part 825, these rules, and the policies of the department. Eligibility determinations
shall be made as of the date that the FMLA leave is to begin. The FMLA leave year begins on the
first day of each fiscal year. Eligible employees are entitled to FMLA leave subject to the following
conditions:

63.4(1) It is the appointing authority’s responsibility to designate leave as FMLA leave. The
appointing authority shall designate leave as FMLA leave when the leave qualifies for FMLA leave,
even if the employee makes no request for FMLA leave or does not want the leave to be counted as
FMLA leave. When both spouses are employed by the state, they shall be limited to a combined total of
12 weeks of FMLA leave taken in accordance with paragraph “a” or “c” below. The hourly equivalent
for part-time employees shall be prorated based upon the average number of hours worked during the
previous six months. Leave may be for one or more of the following reasons:

a. The birth or placement with the employee of a son or daughter (biological child, adopted child,
foster child, stepchild, legal ward or a child to whom the employee stands in loco parentis) for adoption
or foster care provided the leave is taken within 12 months following any such birth, adoption or foster
placement;

b. The care of a son or daughter under 18 years of age, or older if incapable of self-care because
of a mental or physical disability, or spouse with a serious health condition;

c. The care of a parent or person who stood in loco parentis to the employee, with a serious health
condition;

d. A serious health condition that makes an employee unable to work at all or perform any
one of the essential functions of the employee’s position within the meaning of the Americans with
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Disabilities Act (ADA), as amended, 42 U.S.C. Section 12101 et seq., and the regulations at 29 CFR
Section 1630.2(n).

e. A qualifying exigency, as defined in the National Defense Authorization Act for FY 2008
(NDAA), arising out of the fact that the employee’s spouse, son, daughter or parent is a covered military
member on active duty, or has been notified of an impending call or order to active duty in support of a
contingency operation.

f. To care for a covered servicemember with a serious injury or illness if the employee is the
spouse, son, daughter, parent or next of kin of the servicemember, pursuant to the NDAA.

63.4(2) Leave may be taken on an intermittent basis or on a reduced work schedule basis where
this type of leave is medically necessary. The use of intermittent or reduced work schedule leave for
circumstances described in paragraph “a” of subrule 63.4(1) shall be at the discretion of the appointing
authority. Approval of intermittent or reduced schedule leave for circumstances described in paragraph
“b,” “c,” “d,” “e,” or “f” of subrule 63.4(1) is mandatory if certified by a health care provider or proper
military authority.

63.4(3) Use of sick leave shall be in accordance with rule 11—63.3(8A).When FMLA leave is taken
pursuant to paragraph “a,” “b,” “c,” “e,” or “f” of subrule 63.4(1), an employee must exhaust all paid
vacation before unpaid leave is granted. However, sick leave may be used to the extent authorized by
subrule 63.3(11). When an employee takes FMLA leave after the birth of a child and the employee has
not received a medical release to return to work, the employee must exhaust all accrued sick leave and
vacation before unpaid leave is granted. When the employee’s medical provider releases the employee
to return to work, the employee is no longer eligible to use paid sick leave; however, the employee may
use leave as authorized by subrule 63.3(11) and accrued vacation.

When FMLA leave is taken pursuant to paragraph “d” of subrule 63.4(1), an employee must exhaust
all paid sick leave, compensatory leave, and vacation before unpaid leave is granted.

63.4(4) An employee shall submit a written request, using forms prescribed by the department, to
the appointing authority within 30 calendar days prior to the need for FMLA leave when the need for
the leave is foreseeable. In situations involving unforeseeable need for leave and leave involving a birth,
adoption, foster placement, or plannedmedical treatment for an illness, the employeemust provide notice
as soon as practicable after the employee learns of the need for the leave. Notice may be made orally
or in writing. Untimely requests or failure to provide notice or mandatory information to the appointing
authority may result in delay or denial of the FMLA leave. The failure to followmandatory leave policies
may result in discipline of the employee.

The appointing authority shall provide the employee with all notices required by the federal Family
and Medical Leave Act and the policies of the department. Notices shall be provided to employees
within the time frames prescribed by the federal regulations and the policies of the department. The
appointing authority shall notify the employee using forms prescribed by the department, or verbally
when circumstances prevent delivery of the forms. If verbal notification is made, the appointing authority
shall take reasonable steps to deliver written notification to the employee within five workdays.

63.4(5) The appointing authority may, at the agency’s expense, require a second opinion. The
appointing authority will designate the health care provider to furnish the second opinion. In making
the designation, the appointing authority shall select a provider that is not employed on a regular basis
by the appointing authority. If the second opinion differs from the first, the appointing authority may, at
the agency’s expense, require a third opinion from a health care provider agreeable to both the employee
and the appointing authority. The third opinion shall be final and binding on both parties.

63.4(6) During the period of leave, the appointing authority shall pay the state’s share of the
employee’s health, dental, basic life, and long-term disability benefit insurance premiums. Failure
by the employee to pay the employee’s share of the premiums will result in a loss of coverage. The
appointing authority shall provide notice to the employee 15 calendar days prior to any retroactive or
prospective cancellation of benefits coverage. Upon return from FMLA leave, employees who have
dropped or canceled their health, dental, or life insurance benefits while on FMLA leave will be restored
to the same level of benefits as prior to the commencement of leave upon completion of the necessary
insurance applications and other forms required by the department.
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63.4(7) Upon returning from FMLA leave, an employee is entitled to no more rights or benefits than
the employee would have received had the leave not been taken. If an employee does not return from
leave because of the continuation, reoccurrence or onset of a serious health condition, the appointing
authority shall require written certification from the health care provider. If the reason for the employee’s
failure to return is not a certified serious health condition or other circumstances beyond the control of
the employee, the state may recover its share of health and dental benefit insurance premiums paid during
the period of leave.

63.4(8) The appointing authority may request periodic reports concerning the employee’s medical
status, and the date the employee may return to work. Requests for periodic reports will be made no
more often than necessary depending on the facts and circumstances of each case and shall not exceed
one request every 30 days absent extenuating circumstances.

The appointing authority shall require written certification from the health care provider that the
employee is able to resume work before allowing an employee with a serious health condition to return
from FMLA leave. Upon return from FMLA leave, the employee shall be placed in a position in the
same class held prior to the leave, or a class in the same pay grade for which the employee qualifies,
with the same pay, benefits, terms and conditions of employment, and geographical proximate location,
except that:

a. If a reduction in force occurs while the employee is on leave, the employee’s right to a position
shall be established in accordance with 11—Chapter 60.

b. The employee’s pay increase eligibility date shall be adjusted for absences of more than 30
calendar days.

63.4(9) If an employee unequivocally advises the employer that the employee does not intend to
return to work, the employee’s entitlement to FMLA leave and associated benefits cease. The failure to
return to work upon the expiration of FMLA leave may be considered to be job abandonment.

63.4(10) If the employee is unable to perform an essential function of the position because of a
physical or mental condition, including the continuation of a serious health condition, the employee has
no right to restoration to another position under the FMLA. The appointing authority’s obligations may
be governed by the Americans with Disabilities Act.

63.4(11) An employee remains a participant in the deferred compensation and dependent care
programs while on FMLA leave as authorized by these rules and the policies of the department.

63.4(12) FMLA leave runs concurrently with other leave programs administered by the department
to the extent the leave qualifies as FMLA leave.

63.4(13) FMLA leave runs concurrently with a workers’ compensation absence when the workers’
compensation absence is one that meets the FMLA criteria.

An employee can be offered “restricted light duty,” and if such restricted duty is refused, it may
result in the loss of workers’ compensation benefits. Under the FMLA, the appointing authority may
offer restricted duty; however, if the employee refuses, the employee shall lose workers’ compensation
benefits but is still protected by the FMLA.

Employees on workers’ compensation who are on FMLA leave concurrently and who are unable to
return to work after the exhaustion of FMLA leave are subject to state workers’ compensation laws and
will have no job restoration rights under the FMLA.

63.4(14) Retention of vacation leave. Notwithstanding subrule 63.4(3), non-contract-covered
employees who qualify for FMLA leave are eligible to retain up to two weeks (80 hours) of accrued
vacation leave in each fiscal year. An employee must elect, using forms prescribed by the department,
to retain vacation by submitting the form to the employer no later than seven calendar days from the
date it is determined that the employee’s leave is covered by FMLA. An employee will not be permitted
to retain more vacation than is in the employee’s vacation bank at the time of election. Once the election
is made, it cannot be increased; however, it may be reduced, at any time, to less than 80 hours. An
employee will not be eligible to retain any donated leave.

For employees covered by a collective bargaining agreement, the retention of vacation leave will be
governed by the collective bargaining agreement.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]
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11—63.5(8A) Leave without pay.   A permanent or probationary employee, on written request and
written approval by the appointing authority, may be granted leave without pay for any reason deemed
satisfactory to the appointing authority, subject to the following conditions:

63.5(1) Leave without pay shall not originally be granted for more than 12 consecutive months.
Accrued leave need not be exhausted before leave without pay is granted except that accrued sick leave
must be exhausted if the reason for leave without pay is due to a medically related disability. The
determination to require the exhaustion of any or all accrued leave shall rest with the appointing authority
except as provided in subrule 63.5(4). On written request, prior to the expiration of a granted leave, the
appointing authority may, in writing, grant an extension of the leave without pay. The approved leave
without pay extension may not be for more than an additional 12 consecutive months, unless otherwise
approved by the director.

63.5(2) Failure by the employee to report back to work on the date specified in the written request
shall be considered a voluntary resignation unless otherwise approved by the appointing authority. A
written statement accepting the resignation shall be sent to the employee by the appointing authority and
a copy sent to the director.

63.5(3) Employees who do not supplement workers’ compensation with sick leave, vacation or
compensatory leave, and who are kept on the payroll in a nonpay status for more than 30 calendar days,
shall be placed on leave without pay for purposes of probationary periods, pay increase eligibility, and
other benefits. A written statement to this effect shall be sent to the employee within three days following
the action by the appointing authority.

63.5(4) When requested in writing and verified by the employee’s physician or other licensed
practitioner, an employee shall be granted leave, either paid, unpaid or a combination of the two at the
discretion of the employee, for at least an eight-week period when the purpose is to provide recovery
from a medically related disability except that leave without pay shall not be granted unless accrued
sick leave has been exhausted. The appointing authority may grant leave in excess of the eight-week
period. Paid leave shall not be granted in excess of that accrued. At any time during the period of
leave the appointing authority may require that the employee submit written verification of continuing
disability from the employee’s physician or other licensed practitioner. In addition to the reason listed,
subrule 63.5(2) shall also apply under the following circumstances:

a. The employee fails or refuses to supply the requested verification of continued disability.
b. The verification does not clearly show sufficient continuing reason that would prevent the

performance of the employee’s regular work duties.
c. The employee is shown to be performing work which is incompatible with the purpose for

which the leave without pay was granted.
63.5(5) If an employee applies for leave under the Family andMedical Leave Act, any leave without

pay under the Family and Medical Leave Act shall run concurrently with the leave granted under this
rule.

11—63.6(8A) Rights upon return from leave.
63.6(1) An employee who is on approved leave without pay, disaster service volunteer leave or

educational leave must notify the appointing authority from which the employee is on leave of the intent
to exercise return from leave rights. Upon return from leave, the employee shall have the right to return
to a vacant position in the class held prior to the leave or to a class in the same pay grade for which the
employee qualifies. If a vacant position is not available, the reduction in force provisions of 11—Chapter
60 shall apply. An employee on leave without pay, disaster service volunteer leave, or educational
leave may request permission from the appointing authority to return to work sooner than the original
approved leave expiration date. Employees on leave without pay for more than 30 calendar days, except
for military leave, shall have their pay increase eligibility date adjusted to a later date which reflects the
period of leave without pay.

63.6(2) An employeewho elects to separate from employment for purposes of induction intomilitary
service shall have the right to return to employment in accordance with 38 U.S.C. Sections 4301-4334.
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Upon return, the employee’s pay increase eligibility date and unused sick leave at the time of separation
shall be restored.

63.6(3) At the conclusion of a period of military service, an employee who is on approved military
service leave must notify the appointing authority of the intent to return to employment. Upon return
from military leave, the employee shall have the right to return to employment in accordance with 38
U.S.C. Sections 4301-4334.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

11—63.7(8A) Compensatory leave.   Compensatory leave accrued in accordance with 11—subrule
53.11(5) shall be granted at the request of the employee whenever possible. However, the appointing
authority need not grant a request for compensatory leave if granting the leave would cause an undue
disruption.

11—63.8(8A) Holiday leave.   Holidays shall be granted in accordance with statutory provisions to
employees who are eligible to accrue vacation and sick leave.

63.8(1) The value of a holiday for full-time employees shall be eight hours or the number of hours
the employee is scheduled to work on that day, whichever is greater. The value of a holiday that falls on
a full-time employee’s scheduled day off shall be eight hours. Employees who are normally scheduled to
work full-time shall not have their holiday compensation prorated for time on leave without pay during
the pay period if the employee meets the conditions of subrule 63.8(3).

Compensation for holidays shall be prorated for employees who are normally scheduled to work less
than 80 hours in a pay period. Compensation shall be based on the number of hours in pay status during
the pay period in which the holiday falls plus the hours that would normally be scheduled for the holiday
which shall be included when determining the number of pro-rata holiday hours.

Leave accrued under Iowa Code section 1C.2 as vacation shall be based on the employee’s hours in
pay status.

Compensation for holidays under this rule shall be either in pay or compensatory leave. The decision
to pay or grant compensatory leave shall be made by the appointing authority.

63.8(2) For employees who work Monday through Friday, a holiday falling on Sunday shall be
observed on the following Monday and a holiday falling on Saturday shall be observed on the preceding
Friday. For all other employees, the designated holiday shall be observed on the day it occurs.

63.8(3) To be eligible for holiday compensation an employee must be in pay status the last scheduled
workday before and the first scheduled workday after the holiday.

An employee who separates from employment and whose last day in pay status precedes a holiday
shall not be eligible for payment for that holiday.

63.8(4) When the holiday falls on an overtime-covered employee’s scheduled workday, and the
employee does not get the day off, the employee shall be compensated for the holiday in accordance
with subrule 63.8(1) in addition to a premium rate for time worked. The premium rate shall be paid
for hours worked during the 24-hour period from 12 a.m. through 11:59 p.m. on the holiday. However,
hours compensated at the premium rate shall not be counted as part of the 40 hours when calculating
overtime pay.

When the holiday falls on an overtime-covered employee’s day off, the employee shall be
compensated for the holiday to a maximum of eight hours.

63.8(5) When an overtime exempt employee is required to work on a holiday, the employee may be
compensated for the time worked in addition to regular holiday pay at the discretion of the appointing
authority. When granted, compensation shall be at the employee’s regular rate of pay for all hours
worked.

11—63.9(8A) Military leave.
63.9(1) A nontemporary employee who is a member of the uniformed services, when ordered by

proper authority to serve in the uniformed services, shall be granted leave without loss of pay for 30
days each calendar year. Absences required for military service shall be in accordance with the rules on
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vacation, compensatory leave, or leave without pay, 38 U.S.C. Sections 4301-4333, and 20 CFR Part
1002. Military leave may be utilized for up to 30 days in each calendar year. Any amount of military
leave taken during any part of an employee’s scheduled workday, regardless of the number of hours
actually taken, shall count as one day toward the 30 paid day maximum. If the employee’s work shift
crosses two calendar days, only one day shall count toward the 30 paid day maximum. Work schedule
changes shall not be made for the purpose of avoiding payment for military leave.

63.9(2) A nontemporary employee who is ordered by proper authority to military duty as defined
in Iowa Code section 29A.28 may elect to be placed on leave without pay or be separated and removed
from the payroll.

63.9(3) Nontemporary employees who elect to separate from employment when ordered by proper
authority to military duty shall be given 30 days of regular pay in a lump sum with their last paycheck.
Any previous paid leave days granted for military service in the current calendar year shall be deducted
from this 30 days.

Employees who elect to be placed on leave without pay when ordered by proper authority to military
duty shall continue to receive regular pay and benefits for 30 days. Any previous paid leave days granted
for military service in the current calendar year shall be deducted from this 30 days.

63.9(4) At the conclusion of military service, the employee must notify the employee’s appointing
authority of the intent to exercise return rights pursuant to 38 U.S.C. Sections 4301-4344.

63.9(5) An employee taking military leave may use any vacation or compensatory leave that was
accrued prior to service. Employees who elect to use vacation or compensatory leave shall continue to
receive benefits in accordance with the state of Iowa’s benefits program policies and procedures. Upon
return to employment, the employee’s accrual rate for vacation shall be at the same rate as if the employee
had not taken military leave.

63.9(6) An employee may maintain health and dental insurance coverage while on military leave
for up to 24 months. The employee is responsible for paying the employee’s share of the health and
dental insurance premiums if the period of military service is less than 31 days. If more than 30 days, the
employee shall be required to pay 102 percent of the full premium under the plan to maintain coverage.
Upon return to employment, the employee may elect to have health and dental insurance coverage
become effective either on the first day of the month the employee returns to employment or the first
day of the month following the month in which the employee returned to employment. Coverage under
the plans will not have an exclusion or waiting period upon return to employment. An exclusion or
waiting period may be imposed, however, in connection with any illness or injury determined by the
Secretary of the U.S. Department of Veterans Affairs to have been incurred in, or aggravated during,
performance of service in the uniformed services.

63.9(7) A person reemployed under this rule shall be treated as not having incurred a break in service
with the employer by reason of such person’s period of service in the uniformed services.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

11—63.10(8A) Educational leave.   Educational leave, with or without pay, may be granted at the
discretion of the appointing authority for the purpose of assisting state employees to develop skills
that will improve their ability to perform their present job responsibilities or to provide training and
developmental opportunities for employees that will enable the agency to better meet staffing needs.
Education financial assistance shall be in accordance with rule 11—64.10(8A).

63.10(1) Length of leave. Educational leave shall be requested for a period not to exceed 12
consecutive months. Accrued vacation or compensatory leave need not be exhausted before educational
leave is granted. The determination to require the exhaustion of any or all accrued leave shall rest with
the appointing authority. The appointing authority may grant an extension of the original leave for an
additional 12 months.

63.10(2) Selection of applicants. While the selection of applicants is at the discretion of the
appointing authority, it is the express policy of the state to offer all qualified employees an equal
opportunity to be considered for educational leave within the limitations imposed by agency staffing
requirements.
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63.10(3) Educational institutions. An employee on educational leave may take course work at
any accredited educational institution within the state. Attendance at out-of-state institutions may be
approved provided there are geographical or educational considerations which make attendance at
institutions within the state impractical.

63.10(4) Agency report. The appointing authority shall report to the director and the legislative
council, not later than October 1 of each year, the direct and indirect costs to the agency of educational
leave granted to employees during the preceding fiscal year in a manner prescribed by the director.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

11—63.11(8A) Election leave.   An employee who is not covered by the federal Hatch Act and who
becomes a candidate for paid, partisan elective office shall, upon the employee’s request, be granted
leave 30 calendar days before a contested primary, special, or general election. The employee may
choose to use accrued vacation or compensatory leave, or leave without pay to cover these periods.

An employee who is elected to a paid, partisan office or appointed to an elective paid, partisan office
shall, upon written request to the appointing authority, be granted leave to serve in that office, except
where prohibited by federal law. The use of accrued vacation or compensatory leave, or leave without
pay to cover this period shall be at the discretion of the employee. The leave provided for in this rule
need not exceed six years. An employee shall not be prohibited from returning to employment before
the expiration of the period for which the leave was granted.

11—63.12(8A) Court appearances and jury duty.   When in obedience to a subpoena, summons, or
direction by proper authority, an employee appears as a witness or a jury member in any public or
private litigation in which the employee is not a party to the proceedings, the employee shall be entitled
to time off during regularly scheduled work hours with regular compensation, provided the employee
gives to the appointing authority any payments received for court appearance or jury service, other than
reimbursement for necessary travel or personal expenses. If the employee is directed to appear as a
witness by the appointing authority, all time spent shall be considered to be worktime.

63.12(1) Hours spent on court or jury leave by an employee outside the employee’s scheduled work
hours are not subject to this rule, nor shall any payments received for court appearance or jury service
be remitted to the appointing authority.

63.12(2) The employee shall notify the appointing authority immediately upon receipt of a subpoena,
summons, or direction by proper authority to appear.

63.12(3) An employee may be required to report to work if there will be at least two hours in the
workday, following necessary travel time, during which the employee is not needed for jury service or
as a witness.

63.12(4) Upon return to work, the employee shall present evidence to the appointing authority of
any payments received for court appearance or jury service.

11—63.13(8A) Voting leave.   An employee who is eligible to vote in a public election in the state of Iowa
may request time off from work with regular pay for a period not to exceed three hours for the purpose
of voting. Leave shall be granted only to the extent that the employee’s work hours do not allow a period
of three consecutive hours outside the employee’s scheduled work hours during which the voting polls
are open.

A request for voting leave must be made to the appointing authority on or before the employee’s
last scheduled shift prior to election day. The time to be taken off shall be designated by the appointing
authority.

11—63.14(8A) Disaster service volunteer leave.   Subject to the approval of the appointing authority,
an employee who is a certified disaster service volunteer for the American Red Cross may, at the request
of the American Red Cross, be granted leave with pay to participate in disaster relief services relating to
a disaster in the state of Iowa. Such leave shall be only for hours regularly scheduled to work and shall
not be for more than 15 workdays in a fiscal year. Employees granted such leave shall not lose any rights
or benefits of employment while on such leave. An employee while on leave under this rule shall not be
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deemed to be an employee of the state for the purposes of workers’ compensation or for the purposes of
the Iowa tort claims Act.

11—63.15(8A) Absences due to emergency conditions.   When a proper management authority closes a
state office or building or directs employees to vacate a state office or building premises, employees may
elect to use compensatory leave, vacation, or leave without pay to cover the absence. Employees may,
with the approval of the appointing authority, elect to work their scheduled hours even though the state
office or building is closed to the general public. Employees may, with the approval of the appointing
authority, be permitted to make up lost time within the same workweek.

Employees who are unable to report to work as scheduled or who choose to leave work due to
severe weather or other emergency conditions may, with the approval of the appointing authority, use
compensatory leave, vacation, or leave without pay to cover the absence.

11—63.16(8A) Particular contracts governing.   Where provisions of collective bargaining agreements
differ from the provisions of this chapter, the provisions of the collective bargaining agreements shall
prevail for the employees covered by those agreements.

11—63.17(8A) Examination and interviewing leave.
63.17(1) Employees may be granted leave to take examinations for positions covered by merit

system provisions. Employees may elect to use vacation leave, compensatory leave, or leave without
pay at the discretion of the appointing authority.

63.17(2) Employees may be granted the use of paid work time to attend interviews during scheduled
work hours for jobs within their agency. For agencies that have statewide operations, the appointing
authority may restrict the use of paid time to interviews within the central office, institution, county,
region, or district office. A reasonable time limit for interviews may be designated by the appointing
authority. Employees may be granted leave for interviews outside the agency, central office, institution,
county, region, or district office in which case they may elect to use vacation leave, compensatory leave,
or leave without pay at the discretion of the appointing authority.

63.17(3) Appointing authorities shall post and make known to employees the provisions of this rule.

11—63.18(8A) Service on committees, boards, and commissions.   State employees who are appointed
to serve on committees, boards, commissions, or similar appointments for Iowa state government shall
be entitled to regular compensation for such service. Employees shall be paid in accordance with these
rules for time spent.

Pursuant to Iowa Code section 70A.1, employees shall not be entitled to additional compensation
for such service.

Employees shall have actual and necessary expenses paid.
Employees shall notify the appointing authority at the time of the appointment.

11—63.19(8A) Donated leave for catastrophic illnesses of employees and family
members.   Employees are eligible to donate or receive donated leave hours for catastrophic illnesses of
the employee or an immediate family member. Contributions shall be designated as “donated leave”
and shall be subject to the rules, policies and procedures of the department.

63.19(1) Definitions:
“Catastrophic illness” means a physical or mental illness or injury of the employee, as certified by

a licensed physician, that will result in the inability of the employee to work for more than 30 workdays
on a consecutive or intermittent basis; or that will result in the inability of the employee to report to work
for more than 30 workdays due to the need to attend to an immediate family member on a consecutive
or intermittent basis.

“Donated leave” means vacation leave (hours) donated to employees as a monetary benefit only.
Recipient employees will not accrue vacation or sick leave benefits on donated leave hours.

“Employee” means a full-time or part-time executive branch employee who is eligible to accrue
vacation.
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“Immediate family member” means the employee’s spouse, parent, son, or daughter, as defined in
the federal Family and Medical Leave Act.

63.19(2) Program eligibility for employee illness. In order to receive donated leave for a catastrophic
illness, an employee must:

a. Have a catastrophic illness as defined by subrule 63.19(1); and
b. Have exhausted all paid leave; and
c. Not be supplementing workers’ compensation to the extent that it exceeds more than

100 percent of the employee’s pay for the employee’s regularly scheduled work hours on a
pay-period-by-pay-period basis; and

d. Not be receiving long-term disability benefits; and
e. Be approved for and using or have exhausted Family and Medical Leave Act (FMLA) leave

hours if eligible; and
f. Be on approved leave without pay for medical reasons during any hours for which the employee

will receive donated leave.
63.19(3) Program eligibility for immediate family member illness. In order to receive donated leave

for a catastrophic illness of an immediate family member, the immediate family member must have a
catastrophic illness as defined in subrule 63.19(1). The employee must:

a. Have exhausted all paid leave for which eligible; and
b. Be approved for and using or have exhausted Family and Medical Leave Act leave hours if

eligible; and
c. Be on approved leave without pay for the medical reasons of an immediate family member

during any hours for which the employee will receive donated leave.
63.19(4) Certification requirements. The employee shall submit an application for donated leave

on forms developed by the department. Appointing authorities may, at their department’s expense, seek
second medical opinions or updates from physicians regarding the status of an employee’s or employee’s
immediate family member’s illness or injury. If the employee is receiving FMLA leave, a second opinion
must be obtained from a physician who is not regularly employed by the state.

63.19(5) Program requirements.
a. Vacation hours shall be donated in whole-hour increments; however, they may be credited to

the recipient in other than whole-hour increments. All of the recipient’s accrued leave must be used
before donations will be credited to the recipient. Hours will be credited in increments not to exceed the
employee’s regularly scheduled work hours on a pay-period-by-pay-period basis. Recipients will not
accrue vacation and sick leave on donated leave hours.

b. Approval of use of donated leave shall be for a period not to exceed one year either on an
intermittent or continuous basis for each occurrence.

c. Donated leave shall be irrevocable after it is credited to the recipient. Donated hours not credited
to the recipient will not be deducted from the donor’s vacation leave balance. Donated leave shall be
credited on a first-in/first-out basis.

d. Donated leave for catastrophic illness will not restrict the right to terminate probationary
employees. The period of probationary status and the pay increase eligibility date, if in excess of 30
days, will be extended by the amount of time the employee received donated leave.

e. Appointing authorities shall post a form developed by the department indicating that the
employee is eligible to receive donated leave and the name of the person to contact for the donation. The
appointing authority is not responsible for posting outside the employing department; however, donated
leave hours can be received from executive branch employees outside the employing department.

f. Leave without pay rules and procedures shall apply to the following benefits: health, dental,
life, and long-term disability insurances; pretax; deferred compensation; holiday pay, sick leave and
vacation leave accrual, shift differential pay, longevity pay and cash payments. In addition, employees
receiving donated leave for catastrophic illness for themselves or their immediate familymember will not
be eligible for leadworker pay, extraordinary duty pay or special duty pay. If FMLA leave and donated
leave for a catastrophic illness are used concurrently, the state is obligated to pay its share of health and
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dental insurance premiums. The state also maintains an employee’s basic life and long-term disability
insurances during periods of FMLA leave.

g. Employees may choose to continue or terminate optional deductions (e.g., miscellaneous
insurance, savings bonds, charitable contributions, or credit union deductions) while using donated
leave. Mandatory deductions are taken from gross pay first, then optional deductions as funds are
available and as authorized by the employee. Union dues deductions will continue as long as the
employee has sufficient earnings to cover the dollar amount certified to the employer after deductions
for social security, federal taxes, state taxes, retirement, health and dental insurance, and life insurance.

h. Contributions to the employee’s dependent care account will not be allowed during a period of
leave without pay. Claims will not be paid for dependent care while an employee is on leave without
pay.

i. If an employee applies for and is approved to receive long-term disability, the employee may
continue to receive leave contributions for up to one year on an intermittent or continuous basis or the
effective date of the employee’s long-term disability, whichever comes first. Donated leave hours not
used are not credited to the recipient and are not deducted from the donor’s vacation leave balance.

11—63.20(8A,70A) Bone marrow and organ donation leave.   Employees, excluding employees
covered by a collective bargaining agreement that provides otherwise, shall be granted leave pursuant
to Iowa Code section 70A.39. An employee who is granted a leave of absence under Iowa Code
section 70A.39 shall receive leave without loss of seniority, pay, vacation time, personal days, sick
leave, insurance and health coverage benefits, or earned overtime accumulation. The employee shall
be compensated at the employee’s regular rate of pay for those regular work hours during which the
employee is absent from work. An employee deemed to be on leave under Iowa Code section 70A.39
shall not be deemed to be an employee of the state for purposes of workers’ compensation or for
purposes of the Iowa tort claims Act.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

These rules are intended to implement Iowa Code section 8A.413 and Iowa Code chapter 70A.
[Filed 11/5/70; amended 4/14/71, 5/1/71, 8/18/71, 12/23/71, 5/10/72, 9/13/72,

10/11/72, 8/16/73, 7/26/74, 5/19/75]
[Amendment filed 9/4/75, Notice 7/28/75—published 9/22/75, effective 10/27/75;

emergency amendment filed and effective 10/20/75—published 11/3/75]
[Emergency amendment filed and effective 11/4/75—published 11/3/75]
[Filed 1/19/76, Notice 11/17/75—published 2/9/76, effective 3/15/76]
[Filed 4/23/76, Notice 3/8/76—published 5/17/76, effective 6/21/76]
[Filed 8/2/76, Notice 6/28/76—published 8/9/76, effective 9/13/76]
[Filed 9/16/76, Notice 8/9/76—published 10/6/76, effective 11/10/76]
[Filed 2/1/78, Notice 12/28/77—published 2/22/78, effective 3/29/78]
[Filed 8/2/78, Notice 6/28/78—published 8/23/78, effective 9/27/78]

[Filed 10/17/78, Notice 8/9/78—published 11/15/78, effective 12/20/78]
[Filed 8/1/79, Notice 6/13/79—published 8/22/79, effective 9/26/79]

[Filed 10/12/79, Notice 8/22/79—published 10/31/79, effective 12/5/79]
[Filed 10/26/79, Notice 9/19/79—published 11/14/79, effective 12/20/79]
[Filed 7/6/81, Notice 4/15/81—published 7/22/81, effective 8/26/81]

[Filed 12/3/82, Notice 10/13/82—published 12/22/82, effective 1/26/831]
[Filed emergency 6/29/84—published 7/18/84, effective 7/1/84]

[Filed 8/24/84, Notice 7/18/84—published 9/12/84, effective 10/17/84]
[Filed 11/30/84, Notice 9/26/84—published 12/19/84, effective 1/23/85]
[Filed 3/22/85, Notice 10/24/84—published 4/10/85, effective 5/15/85]
[Filed 7/26/85, Notice 5/22/85—published 8/14/85, effective 9/18/85]
[Filed 12/3/85, Notice 10/9/85—published 12/18/85, effective 1/22/86]
[Filed 12/13/85, Notice 10/9/85—published 1/1/86, effective 2/5/86]

[Filed 10/17/86, Notice 8/13/86—published 11/5/86, effective 12/10/86]
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[Filed 7/24/87, Notice 6/17/87—published 8/12/87, effective 9/16/87]
[Filed 2/18/88, Notice 1/13/88—published 3/9/88, effective 4/13/88]
[Filed 4/29/88, Notice 3/9/88—published 5/18/88, effective 7/1/88]
[Filed 9/2/88, Notice 6/29/88—published 9/21/88, effective 10/26/88]

[Filed 10/27/88, Notice 9/21/88—published 11/16/88, effective 12/21/88]
[Filed 3/29/89, Notice 2/8/89—published 4/19/89, effective 5/26/89]
[Filed 7/7/89, Notice 5/17/89—published 7/26/89, effective 9/1/89]

[Filed 9/29/89, Notice 8/23/89—published 10/18/89, effective 11/24/89]
[Filed 2/1/90, Notice 12/13/89—published 2/21/90, effective 3/30/90]
[Filed 2/1/91, Notice 12/12/90—published 2/20/91, effective 3/29/91]
[Filed 5/23/91, Notice 4/17/91—published 6/12/91, effective 7/19/91]
[Filed 3/26/93, Notice 2/17/93—published 4/14/93, effective 5/19/93]

[Filed emergency 8/5/93—published 9/1/93, effective 8/5/93]
[Filed emergency 7/18/95—published 8/16/95, effective 7/18/95]

[Filed 12/12/96, Notice 10/23/96—published 1/15/97, effective 2/19/97]
[Filed 8/12/99, Notice 6/16/99—published 9/8/99, effective 10/13/99]

[Filed emergency 6/21/01 after Notice 5/16/01—published 7/11/01, effective 6/22/01]
[Filed 12/17/03, Notice 11/12/03—published 1/7/04, effective 2/11/04]
[Filed 10/22/04, Notice 9/15/04—published 11/10/04, effective 12/15/04]
[Filed 5/20/05, Notice 4/13/05—published 6/22/05, effective 7/27/05]
[Filed without Notice 5/5/06—published 5/24/06, effective 7/1/06]

[Filed ARC 8265B (Notice ARC 8115B, IAB 9/9/09), IAB 11/4/09, effective 12/9/09]

1 Effective date of subrule 14.2(12) delayed 70 days by Administrative Rules Review Committee. Delay lifted by Committee on
2/8/83.
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CHAPTER 64
BENEFITS

[Prior to 8/15/86; See Deferred Compensation Program, 270—Ch 4]
[Prior to 1/7/04, see 581—Ch 15]

11—64.1(8A) Health benefits.   The director is authorized by the executive council of Iowa to administer
health benefit programs for employees of the state of Iowa who are covered under Iowa Code chapter
509A. The executive council of Iowa shall determine the amount of the state’s contribution toward each
individual non-contract-covered employee’s premium cost and shall authorize the remaining premium
cost to be deducted from the employee’s pay. The state’s contribution for each contract-covered
employee shall be as provided for in collective bargaining agreements negotiated in accordance with
Iowa Code chapter 20.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

11—64.2(8A) Dental insurance.   The director is authorized by the executive council of Iowa to
administer dental insurance programs for employees of the state of Iowa who are covered under Iowa
Code chapter 509A.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

11—64.3(8A) Life insurance.   The director is authorized by the executive council of Iowa to administer
life insurance programs for employees of the state of Iowa who are covered under Iowa Code chapter
509A, except for employees of the board of regents.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

11—64.4(8A) Long-term disability insurance.   The director is authorized by the executive council of
Iowa to administer long-term disability insurance programs for employees of the state of Iowa who are
covered under Iowa Code chapter 509A, except for employees of the board of regents.

Employees who receive loss of time benefits under the state workers’ compensation program shall
have those benefits, except for benefits designated as medical costs pursuant to Iowa Code section
85.27 and that portion of benefits paid as attorneys’ fees approved pursuant to Iowa Code section 86.39,
deducted from any state long-term disability benefits received where the workers’ compensation injury
or illness was a substantial contributing factor to the award of long-term disability benefits. Disability
benefit payments will be further reduced by primary and family social security payments as determined
at the time social security disability payments commence, railroad retirement disability income, and
any other state-sponsored sickness or disability benefits payable.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

11—64.5(8A) Health benefit appeals.   Amember who disagrees with a group health benefit company’s
decision on the application of group contract benefits may:

1. File a written appeal with the respective company as defined in the group contract, or
2. File a written appeal with the commissioner of insurance at the department of commerce.

11—64.6(8A) Deferred compensation.
64.6(1) Definitions. The following definitions shall apply when used in this rule:
“Account” means any fixed annuity contract, variable annuity contract, life insurance contract,

documents evidencing mutual funds, variable or guaranteed investments, or combination thereof
provided for in the plan.

“Beneficiary” means the person or estate entitled to receive benefits under the plan following the
death of the participant.

“Director” means the director of the Iowa department of administrative services.
“Employee” means a nontemporary (permanent full-time or permanent part-time) employee of the

employer, including full-time elected officials and members of the general assembly, except employees
of the board of regents. For the purposes of enrollment, elected officials-elect and members-elect of
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the general assembly shall be considered employees. Persons in a joint employee relationship with the
employer shall not be considered employees eligible to participate in the plan.

“Employer” means the state of Iowa and any other governmental employer that participates in the
plan. Effective July 1, 2003, “employer” shall also include any governmental entity located within the
state of Iowa that enters into an agreement to allow its employees to participate in the plan.

“Fiduciary”means a person or company that manages money or property for another and that must
exercise the standard of care imposed by law or contract. For the purpose of these rules, “fiduciary”
means the trustee, the plan administrator, investment providers, and the persons they designate to carry
out or help carry out their duties or responsibilities as fiduciaries under the plan.

“Governing body” means the executive council of the state of Iowa.
“Group” means one or more employees.
“Investment provider”means a company authorized under this rule to issue an account or administer

the records of such an account or accounts under the deferred compensation plan authorized by Iowa
Code section 509A.12 and 2003 Iowa Code Supplement section 8A.402.

“Normal retirement age”means 65 years of age, unless an employee declares a different age pursuant
to the plan’s catch-up provision. The age cannot be earlier than a year in which the employee is eligible
to receive retirement benefits without an age reduction penalty from the employer-sponsored retirement
plan.

“Participating employee” or “participant” means any employee or former employee of the
employer who is currently deferring or who has previously deferred compensation under the plan and
who retains the right to benefits under the plan.

“Plan”means the state of Iowa employee contribution plan for deferred compensation as authorized
by Internal Revenue Code Section 457, Iowa Code section 509A.12, and 2003 Iowa Code Supplement
section 8A.434.

“Plan administrator” means the designee of the director who is authorized to administer the plan.
“Plan year” means a calendar year.
“Retirement investors’ club” means the voluntary retirement savings program for employees

designed to increase personal long-term savings. The program contains three plans, the 457 employee
contributions plan, the 401(a) employer contribution plan, and the 403(b) tax-sheltered annuity plan.

“Trust”means the Iowa state employee deferred compensation trust fund created in the state treasury
and under the control of the department.

“Trustee” means the director of the Iowa department of administrative services.
64.6(2) Plan administration.
a. Director’s authorization. The director is authorized by the governing body to administer

a deferred compensation program for eligible employees and to enter into contracts and service
agreements with deferred compensation investment providers for the benefit of eligible employees
and on behalf of the state of Iowa and other eligible employers. This rule shall govern all investment
options and participant activity for the funds placed in the program.

b. Plan modification. The trustee may at any time amend, modify, or terminate the plan without
the consent of the participant (or any beneficiary thereof). The plan administrator shall provide to
participating employees and investment providers sufficient notice of all amendments to the plan. No
amendment shall deprive participants of any of the benefits to which they are entitled under the plan
with respect to deferred amounts credited to their accounts before the effective date of the amendment.
If the plan is curtailed or terminated, or the acceptance of additional deferred amounts is suspended
permanently, the plan administrator shall nonetheless be responsible for the supervision of the payment
of benefits resulting from amounts deferred before the amendment, modification, or termination.
Payment of benefits will be deferred until the participant would otherwise have been entitled to a
distribution pursuant to the provisions of the plan.

c. Location of account documentation. The investment providers shall send the original annuity
policies, contracts or account forms to the plan administrator. Failure to do so may result in termination
of an investment provider’s contract or service agreement. The plan administrator shall keep all such
original documents. Participating employees may review their own documentation during normal work
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hours at the department, but may not under any circumstances remove the documentation from the
premises.

d. Not an employment contract. Participation in this plan by an employee shall not be construed
to give a contract of employment to the participant or to alter or amend an existing employment contract
of the participant, nor shall participation in this plan be construed as affording to the participant any
representation or guarantee regarding the participant’s continued employment.

e. Tax relief not guaranteed. The employer, trustee, and the investment providers do not represent
or guarantee that any particular federal or state of Iowa income, payroll, personal property or other tax
consequences will result because of the participant’s participation in the plan. The participant is obligated
to consult with the participant’s own tax representative regarding all questions of federal or state of Iowa
income, payroll, personal property or other tax consequences arising from participation in the plan.

f. Investment agents. The investment providers shall, subject to the trustee’s consent, have the
power to appoint agents to act for the investment providers in the administration of accounts according
to the terms, conditions, and provisions of their contracts or service agreements with the plan. Investment
providers are responsible for the conduct of their agents, including their adherence to the plan document
and administrative rules. The plan administrator may require an investment provider to remove the
authority of any agent to provide services to the plan or plan participants when cause has been shown
that the agent has violated these rules or state or federal law or regulation related to the governance of
the plan or agent conduct.

g. Plan expenses. Expenses incurred by the plan administrator while administering the
plan, including fees and expenses approved by the plan trustee for investment advisory, custodial,
record-keeping, and other plan administration and communication services, and any other reasonable
and necessary expenses or charges allocable to the plan that have been incurred for the exclusive benefit
of plan participants and that have been approved by the plan trustee may be charged to the short-term
interest that has accrued in the deferred compensation trust fund created by Iowa Code section 8A.434
prior to the allocation of funds to a participant’s chosen investment provider. Such expenses may also
be funded from fees assessed to eligible employers who choose to offer the plan to their employees.

h. Time periods. As necessary or desirable to facilitate the proper administration of the plan
and consistent with the requirements of Section 457 of the Internal Revenue Code (IRC), the plan
administrator may modify the time periods during which a participating employee or beneficiary is
required to make any election under the plan, and the time periods for processing these elections by the
plan administrator, including the making or amending of a deferral agreement, the making or amending
of investment provider selections, the election of distribution commencement dates or distribution
methods.

i. Supplementary information and procedures. Any explanatory brochures, pamphlets, or notices
distributed by the plan shall be distributed for information purposes only and shall not override any
provision of the plan or give any person any claim or right not provided for under the plan. In the event
any form or other document used in administering the plan, including but not limited to enrollment forms
and marketing materials, conflicts with the terms of the plan, the terms of the plan shall prevail.

j. Binding plan. The plan, and any properly adopted amendments, shall be binding on the parties
and their respective heirs, administrators, trustees, successors and assignees and on all beneficiaries of
the participant.

64.6(3) Rights of participating employees.
a. Exclusive benefit. The trustee shall hold the assets and income of the plan for the exclusive

benefit of the participating employee or the participating employee’s beneficiary.
b. Creditors. The accounts of a participating employee under the plan shall not be subject

to creditors of the participating employee or the participant’s beneficiary and shall be exempt from
execution, attachment, prior assignment, or any other judicial relief, or order for the benefit of creditors
or other third persons.

c. Designation of beneficiary. Upon enrollment, a participating employee must designate a
beneficiary or beneficiaries. An employee who has an open account with an investment provider that is
no longer able to open new accounts may change the employee’s designated beneficiary or beneficiaries
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at any time thereafter by providing the plan administrator with written notice of the change on the
form prescribed by the plan administrator. An employee who has an open account with an investment
provider that is able to open new accounts may change the employee’s designated beneficiary or
beneficiaries at any time thereafter by completing the investment provider’s beneficiary change form.

d. Assignment. Neither a participating employee, nor the participating employee’s beneficiary,
nor any other designee shall have the right to commute, sell, assign, transfer, borrow, alienate, use as
collateral or otherwise convey the right to receive any payments.

64.6(4) Trust provisions.
a. Investment options. The trustee shall adopt various investment options for the investment of

deferred amounts by participating employees or their beneficiaries and shall monitor and evaluate the
appropriateness of the investment options offered by the plan.

b. Designation of fiduciaries. The trustee, the plan administrator, and the persons they designate
to carry out or help carry out their duties or responsibilities are fiduciaries under the plan. Each fiduciary
has only those duties or responsibilities specifically assigned to fiduciaries under the plan, contractual
relationship, trust, or as delegated to fiduciaries by another fiduciary. Each fiduciary may assume that any
direction, information, or action of another fiduciary is proper and need not inquire into the propriety
of any such action, direction, or information. No fiduciary will be responsible for the malfeasance,
misfeasance, or nonfeasance of any other fiduciary, except where the fiduciary participated in such
conduct, or knew or should have known of such conduct in the discharge of the fiduciary’s duties under
the plan and did not take reasonable steps to compel the cofiduciary to redress the wrong.

c. Fiduciary standards.
(1) All fiduciaries shall discharge their duties with respect to the plan and trust solely in the

interest of the participating employees and their beneficiaries and in accordance with Iowa Code
section 633.123. Such duties shall be discharged for the exclusive purpose of providing benefits to the
participating employees and beneficiaries and, if determined applicable, defraying expenses of the plan.

(2) The investment providers shall discharge their duties with the care, skill, prudence, and
diligence under the circumstances then prevailing that a prudent person acting in a like capacity and
familiar with such matters would use in the conduct of an enterprise of a like character and with like
aims and as defined by applicable Iowa law.

d. Trustee powers and duties. The trustee may exercise all rights or privileges granted by the
provisions of the plan and trust and may agree to any alteration, modification or amendment of the
plan. The trustee may take any action respecting the plan or the benefits provided under the plan that
the trustee deems necessary or advisable. Persons dealing with the trustee shall not be required to
inquire into the authority of the trustee with regard to any dealing in connection with the plan. The
trustee may employ persons, including attorneys, auditors, investment advisors or agents, even if they
are associated with the trustee, to advise or assist, and may act without independent investigation upon
their recommendations. Instead of acting personally, the trustee may employ one or more agents to
perform any act of administration, whether or not discretionary.

e. Trust exemption. This trust is intended to be exempt from taxation under IRCSection 501(a) and
is intended to comply with IRC Section 457(g). The trustee shall be empowered to submit or designate
appropriate agents to submit the plan and trust to the IRS for a determination of the eligibility of the
plan under IRC Section 457, and the exempt status of the trust under IRC Section 501(a), if the trustee
concludes that such a determination is desirable.

f. Held in trust. Notwithstanding any contrary provision of the plan, in accordance with IRC
Section 457(g), all amounts of compensation deferred pursuant to the plan, all property and rights
purchased with such amounts, and all income attributable to such amounts, property, or rights shall be
held in trust for the exclusive benefit of participants and beneficiaries under the plan. Any trust under
the plan shall be established pursuant to a written agreement that constitutes a valid trust under the law
of the state of Iowa. All plan assets shall be held under one or more of the following methods:

(1) Compensation deferred under the plan shall be transferred to a trust established under the plan
within a period that is not longer than is reasonable for the proper administration of the accounts of
participants. To comply with this requirement, compensation deferred under the plan shall be transferred
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to a trust established under the plan not later than 15 business days after the end of the month in which
the compensation would otherwise have been paid to the employee.

(2) Notwithstanding any contrary provision of the plan, including any annuity contract issued under
the plan, in accordance with IRC Section 457(g), compensation deferred pursuant to the plan, all property
and rights purchased with such amounts, and all income attributable to such amounts, property, or rights
shall be held in one or more annuity contracts, as defined in IRC Section 401(g), issued by an insurance
company qualified to do business in the state where the contract was issued, for the exclusive benefit of
participants and beneficiaries under the plan or held in a custodial account as described in subparagraph
(3) below. For this purpose, the term “annuity contract” does not include a life, health or accident,
property, casualty, or liability insurance contract. Amounts of compensation deferred under the plan
shall be transferred to an annuity contract described in IRC Section 401(f) within a period that is not
longer than is reasonable for the proper administration of the accounts of participants. To comply with
this requirement, amounts of compensation deferred under the plan shall be transferred to a contract
described in IRC Section 401(f) not later than 15 business days after the end of the month in which the
compensation would otherwise have been paid to the employee.

(3) Notwithstanding any contrary provision of the plan, in accordance with IRC Section 457(g),
compensation deferred pursuant to the plan, all property and rights purchased with such amounts, and all
income attributable to such amounts, property, or rights shall be held in one or more custodial accounts
for the exclusive benefit of participants and beneficiaries under the plan or held in an annuity contract as
described in subparagraph (2) above. For purposes of this subparagraph, the custodian of any custodial
account created pursuant to the plan must be a bank, as described in IRC Section 408(n), or a person who
meets the nonbank trustee requirements of Treasury Regulations Section 1.408-2(e)(2) to (6) relating to
the use of nonbank trustees.

Amounts of compensation deferred under the plan shall be transferred to a custodial account
described in IRC Section 401(f) within a period that is not longer than is reasonable for the proper
administration of the accounts of participants. To comply with this requirement, amounts of
compensation deferred under the plan shall be transferred to a custodial account described in IRC
Section 401(f) not later than 15 business days after the end of the month in which the compensation
would otherwise have been paid to the employee.

64.6(5) Absolute safeguards of the employer, trustee, their employees, and agents.
a. Questions of fact. The trustee and the plan administrator are authorized to resolve any questions

of fact necessary to decide the participating employee’s rights under the plan. An appeal of a decision
of the plan administrator shall be made to the trustee, who shall render a final decision on behalf of the
plan.

b. Plan construction. The trustee and the plan administrator are authorized to construe the plan and
to resolve any ambiguity in the plan and to apply reasonable and fair procedures for the administration
of the plan. An appeal of a decision of the plan administrator shall be made to the trustee, who shall
render a final decision on behalf of the plan.

c. No liability for loss. The participating employee specifically agrees that the employer, the plan,
the trustee, the plan administrator, or any other employee or agent of the employer shall not be liable
for any loss sustained by the participating employee or the participating employee’s beneficiary for the
nonperformance of duties, negligence, or any other misconduct of the above-named persons except that
this paragraph shall not excuse malicious or wanton misconduct.

d. Payments suspended. The trustee, plan administrator, investment providers, their employees
and agents, if in doubt concerning the correctness of their actions in making a payment of a benefit, may
suspend the payment until satisfied as to the correctness of the payment or the identity of the person to
receive the payment, or until the filing of an administrative appeal under Iowa Code chapter 17A, and
thereafter in any state court of competent jurisdiction, a suit in such form as they consider appropriate
for a legal determination of the benefits to be paid and the persons to receive them.

e. Court costs. The employer, the plan, the trustee, the plan administrator, their employees and
agents are hereby held harmless from all court costs and all claims for the attorneys’ fees arising from
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any action brought by the participating employee, or any beneficiary thereof, under the plan or to enforce
their rights under the plan, including any amendments of the plan.

64.6(6) Eligibility. Except employees of the board of regents, any nontemporary executive, judicial
or legislative branch employee, or employee of a governmental employer that enters into an agreement
to join the plan, who is regularly scheduled for 20 or more hours of work per week or who has a fixed
annual salary is eligible to defer compensation under this rule. An elected official-elect and elected
members-elect of the general assembly are also eligible provided that deductions meet the requirements
set forth in the plan. Final determination on eligibility shall rest with the plan administrator.

64.6(7) Communications.
a. Forms. All enrollments, elections, designations, applications and other communications by or

from an employee, participant, beneficiary, or legal representative of any such person regarding that
person’s rights under the plan shall be made in the form and manner established by the plan administrator
and shall be deemed to have been made and delivered only upon actual receipt by the person designated
to receive such communication. The employer or the plan shall not be required to give effect to any such
communication that is not made on the prescribed form and in the prescribed manner and that does not
contain all information called for on the prescribed form.

b. Notices mailed. All notices, statements, reports, and other communications from the plan to any
employee, participant, beneficiary, or legal representative of any such person shall be deemed to have
been duly given when delivered to, or when mailed by first-class mail to, such person at that person’s
last mailing address appearing on the plan records.

64.6(8) Disposition of funds while employed.
a. Unforeseeable emergency. A participating employee may request that the plan administrator

allow the withdrawal of some or all of the funds held in the participating employee’s account based
on an unforeseeable emergency. Forms must be completed and returned to the plan administrator for
review in order to consider a withdrawal request. The plan administrator shall determine whether the
participating employee’s request meets the definition of an unforeseeable emergency as provided for in
federal regulations. In addition to being extraordinary and unforeseeable, an unforeseeable emergency
must not be reimbursable:

(1) By insurance or otherwise;
(2) By liquidation of the participating employee’s assets, to the extent the liquidation of such assets

would not itself cause severe financial hardship; or
(3) By cessation of deferrals under the plan.

Upon the plan administrator’s approval of an unforeseeable emergency distribution, the participating
employee will be required to stop current deferrals for a period of no less than six months.

A participating employee who disagrees with the initial denial of a request to withdraw funds on the
basis of an unforeseeable emergency may request that the trustee reconsider the request by submitting
additional written evidence of qualification or reasons why the request for withdrawal of funds from the
plan should be approved.

b. Voluntary in-service distribution. A participant who is an active employee of an eligible
employer shall receive a distribution of the total amount payable to the participant under the plan if the
following requirements are met:

(1) The total amount payable to the participant under the plan does not exceed $5,000 (or the dollar
limit under IRC Section 411(a)(11), if greater);

(2) The participant has not previously received an in-service distribution of the total amount
payable to the participant under the plan;

(3) No amount has been deferred under the plan with respect to the participant during the two-year
period ending on the date of the in-service distribution; and

(4) The participant elects to receive the distribution.
The plan administrator may also elect to distribute the accumulated account value of a participant’s

account without consent, if the above criteria are met.



IAC 11/4/09 Administrative Services[11] Ch 64, p.7

This provision is available only once in the lifetime of the participating employee. If funds are
distributed under this provision, the participating employee is not eligible under the plan to utilize this
provision at any other time in the future.

c. Transfers under domestic relations orders.
(1) To the extent required under a final judgment, decree, or order (including approval of a property

settlement agreement) made pursuant to a state domestic relations law, any portion of a participating
employee’s account may be paid or set aside for payment to a spouse, former spouse, or child of the
participating employee. The plan will determine whether the judgment, decree, or order is valid and
binding on the plan and whether it is issued by a court or agency with jurisdiction over the plan. The
judgment, decree or order must specify which of the participating employee’s accounts are to be paid or
set aside, the valuation date of the accounts and, to the extent possible, the exact value of the accounts.
Where necessary to carry out the terms of such an order, a separate account shall be established with
respect to the spouse, former spouse, or child who shall be entitled to choose investment providers in
the same manner as the participating employee. Unless otherwise subsequently suspended or altered
by federal law, all applicable taxes shall be withheld and paid from this lump sum distribution. The
provisions of this subparagraph shall not be construed to authorize any amount to be distributed under
the plan at a time or in a form that is not permitted under IRC Section 457.

(2) A right to receive benefits under the plan shall be reduced to the extent that any portion of a
participating employee’s account has been paid or set aside for payment to a spouse, former spouse,
or child pursuant to these rules or to the extent that the employer or the plan is otherwise subject to a
binding judgment, decree, or order for the attachment, garnishment, or execution of any portion of any
account or of any distributions therefrom. The participating employee shall be deemed to have released
the employer and the plan from any claim with respect to such amounts in any case in which:

1. The department, the retirement investors’ club, or the plan has been served with legal process
or otherwise joined in a proceeding relating to such amounts,

2. The participating employee has been notified of the pendency of such proceeding in the manner
prescribed by the law of the jurisdiction in which the proceeding is pending for service of process or
by mail from the employer or a plan representative to the participating employee’s last-known mailing
address, and

3. The participating employee fails to obtain an order of the court in the proceeding relieving the
employer and the plan from the obligation to comply with the judgment, decree, or order.

(3) The department, the retirement investors’ club or the plan shall not be obligated to incur any
cost to defend against or set aside any judgment, decree, or order relating to the division, attachment,
garnishment, or execution of the participating employee’s account or of any distribution therefrom.

64.6(9) Investment providers.
a. Participation. The investment providers under the plan are authorized to offer new accounts and

investment products to employees only if awarded a contract or service agreement through a competitive
bid process. A list of active investment providers shall be provided, upon request, to any employee or
other interested party. Inactive investment providers shall participate to the extent necessary to fully
discharge their duties under the applicable federal and state laws and regulations, the plan, their service
agreements or contracts with the employer, and their investment accounts or contracts with participating
employees.

b. Investment products. Investment products shall be limited to those that have been approved by
the plan administrator. No new accounts shall be available to employees for life insurance under the
plan.

c. Reports and consolidated statements. The investment providers will provide various reports
to the plan administrator as well as consolidated statements, newsletters, and performance reports to
participants as specified in the service agreements or contracts with investment providers.

d. Dividends and interest. The only dividend or interest options available on policies or funds are
those where the dividend or interest remains within the account to increase the value of the account.
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e. Minimum contract requirements. In addition to meeting selection requirements, an investment
provider must meet and maintain the requirements set forth in its contract or service agreement with the
state of Iowa.

f. Removal from participation. Failure to comply with the provisions of these rules, the
investment provider contract or service agreement with the employer, or the terms and conditions of the
investment provider account with the participating employee may result in termination of an investment
provider contract or service agreement, and all rights therein shall be exercised by the employer.

64.6(10) Marketing and education.
a. Orientation and information meetings. Employers may hold orientation and information

meetings for the benefit of their employees during normal work hours using materials developed and
approved by the plan administrator. Active investment providers may make authorized presentations
upon approval of individual agency or department authorities during nonwork hours. There shall be no
solicitation of employees by investment providers at an employee’s workplace during the employee’s
working hours, except as authorized in writing by the plan administrator.

b. General requirements for solicitation.
(1) An active investment provider may solicit business from participants and employees through

representatives, the mail, or direct presentations.
(2) Active investment providers and representatives may solicit business at an employer’s work

site only with the prior permission of the agency director or other appropriate authority.
(3) Investment providers or representativesmay not conduct any activity with respect to a registered

investment option unless the appropriate license has been obtained.
(4) An investment provider or representative may not make a representation about an investment

option that is contrary to any attribute of the option or that is misleading with respect to the option.
(5) An investment provider or representative may not state, represent, or imply that its investment

options are endorsed or recommended by the plan administrator, the employing agency, the state of Iowa,
or an employee of the foregoing.

(6) An investment provider or representative may not state, represent, or imply that its investment
option is the only option available under the plan.

c. Disclosure.
(1) Enrollment. When soliciting business for an investment product, an active investment provider

or representative shall provide each participating employee or eligible employee with a copy of the
approved disclosure for that option. If a variable annuity product has several alternative investment
choices, the participantmust receive disclosures concerning all investment choices. An active investment
provider shall notify the plan administrator in writing if the investment provider will be marketing its
investment options through representatives. The notificationmust contain a complete identification of the
representatives who will be marketing the options. Every representative and agent who enrolls eligible
employees in the plan and is authorized by the investment provider to sign plan forms must be included
on this notification.

(2) Disbursement methods and account values. When discussing distribution methods for an
investment option, investment providers or representatives shall disclose to each participating employee
or eligible employee all potential distribution methods and the potential income derived from each
method for that option.

d. Approval of a disclosure form.
(1) An investment provider shall complete and submit to the plan administrator a disclosure form

for each approved investment product. If a variable annuity product has several investment choices,
the plan administrator must receive all disclosures related to those investment choices. An investment
provider shall complete a disclosure form on each investment product that has participating employee
funds (including those no longer offered).

(2) If changes occur during the plan year, any changes must be submitted to the plan administrator
for approval prior to their implementation. Disclosure forms will be updated quarterly. Even if no
changes occur, an investment provider shall resubmit its disclosure form to the plan administrator for
approval every year.
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(3) If an investment provider or representative materially misstates a required disclosure or fails to
provide disclosure, the plan administrator may sanction the investment provider or bind the investment
provider to the disclosure as stated on the form.

e. Confidentiality. The plan administrator may provide to all active investment providers any
information that can be made available under the department’s rules. Notwithstanding any rule of the
department to the contrary, the plan administrator shall make available to all active investment providers
the names and home addresses of all state employees. The plan administrator may assess reasonable
costs to the active investment providers to defray the expense of producing any requested information.
All information obtained under the plan shall be confidential and used exclusively for purposes relating
to the plan and as expressly contemplated by the service agreement or contract entered into by the
investment provider.

f. Number of investment providers. Only investment providers that are selected through a
competitive bid process, that are subsequently awarded a contract or service agreement, and that are
authorized to do business in the state of Iowa may sell annuities, mutual funds or other approved
products under the plan, and then only if the investment providers agree to the terms, conditions, and
provisions of the contract or service agreement.

64.6(11) Investment option removal/replacement. The plan administrator may determine that an
investment option offered under the plan is no longer acceptable for inclusion in the plan. If the plan
administrator decides to remove an investment option from the plan as the result of the option’s failure
to meet the established evaluation criteria and according to the recommendations of consultants or
advisors, the option shall be removed or phased out of the plan. Employees newly enrolling in the plan
shall be informed in writing that investment options that do not meet the evaluation criteria are not open
to new enrollments.

a. Notice to participant. Any participating employees already deferring to the investment option
being phased out shall be informed in writing that they need to redirect future deferrals from this option
to an alternative investment option offered under the plan by notifying the investment provider, unless
otherwise directed, of their new investment choice.

b. Automatic transfer. If any participating employee has failed to move a remaining account
balance from the investment option being phased out, the plan administrator shall instruct an investment
provider to automatically move that participating employee’s account balance into another designated
alternative investment option offered under the plan.

c. Reexamination. At any time during this process, the plan administrator may reexamine the
performance of the investment option being phased out and the recommendations of consultants and
advisors to determine if continued inclusion of the investment option in the plan is justified.

64.6(12) Demutualization of investment providers. 
a. Ballots. An investment provider that is amutual company and that provides any annuity product

or life insurance product held under the plan shall provide the plan administrator with a ballot(s) for
official vote registration. The ballot(s) shall be completed and returned to the company according to the
specified deadline in the instructions. The ballot(s) shall include the owner’s name, policy numbers of
affected contracts, name of annuitant or insured, number of shares anticipated, and the control number
for the group of shares.

b. Policyholder booklet. The company shall provide the plan administrator with a policyholder
booklet, as well as instructions and guide information, prior to or in conjunction with the delivery of the
ballot(s). Notices of progress, time frames and meetings will also be provided to the plan administrator
as such information becomes available.

c. Method of compensation. Compensation will be provided in cash according to the terms of the
demutualization plan. In the event that stocks are issued in lieu of cash, the company shall provide
a listing which includes participants’ names, social security numbers, policy numbers, and number of
shares pro rata.

d. Liquidation of stock. An arrangement will be entered into between the plan administrator and
a stockbroker as soon as administratively possible in order to liquidate the stock for cash. The broker
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shall retain commission fees according to the arrangement entered into from the value obtained at the
time of sale. The employer will not realize a tax liability nor will the participating employees.

e. Deposit of proceeds. The proceeds of the sale of the stock, less the broker commission, and any
dividends issued prior to the sale of the stock, shall be made payable to the plan. Cash shall be deposited
into the plan’s trust fund until payment instructions are received from the participant or the participant’s
beneficiary.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

11—64.7(8A) Dependent care.   The director administers the dependent care flexible spending account
plan for employees of the state of Iowa. The plan is permitted under IRC Section 125. The plan is also
a dependent care assistance plan under IRC Section 129. Administration of the plan shall comply with
all applicable federal regulations, the Plan Document, and the Summary Plan Description. For purposes
of this rule, the plan year is a calendar year.

64.7(1) Employee eligibility. All nontemporary employees who work at least 1040 hours per
calendar year are eligible to participate in the dependent care flexible spending plan. Temporary
employees are not eligible to participate in this plan.

64.7(2) Enrollment. An open enrollment period, as designated by the director, shall be held for
employees who wish to participate in the plan. New employees may enroll within 30 calendar days
following their date of hire. Employees alsomay enroll or change their existing dependent care deduction
amounts during the plan year provided that they have a qualifying change in family status as defined in the
Plan Document and the Summary Plan Description. To continue participation, employees shall reenroll
each year during the open enrollment period.

64.7(3) Termination of participation in the plan. An employee may terminate participation in the
plan provided that the employee has a qualifying change in status as defined in the Summary Plan
Description. Employees who terminate state employment and are rehired within 30 days must resume
their participation in the plan. Employees who terminate state employment and are rehired more than 30
days after termination may reenroll in the plan.

11—64.8(8A) Premium conversion plan (pretax program).   The director administers the premium
conversion plan for employees of the state of Iowa. The plan is permitted under IRC Section 125.
Pursuant to IRC Section 105, the plan is also an insured health care plan to the extent that participants
use salary reduction to pay for health or dental insurance premiums. In accordance with IRC Section
79, the plan is also a group term life insurance plan to the extent that salary reduction is used for life
insurance premiums. Administration of the plan shall comply with all federal regulations and the Plan
Document. For purposes of this rule, the plan year is January 1 to December 31 of each year.

64.8(1) Employee eligibility. All nontemporary employees who work at least 1040 hours per
calendar year are eligible to participate in the pretax conversion plan. Temporary employees are not
eligible to participate in the plan.

64.8(2) Enrollment. An enrollment and change period, as designated by the director, shall be held for
employees who wish to make changes in their current pretax status. New employees will automatically
be enrolled in the plan after satisfying any waiting period requirements for group insurance unless an
election form is submitted. Employees also may change their existing pretax status during the plan year
if they have a qualifying change in status as defined in the Plan Document.

64.8(3) Termination of participation in the plan. An employee may terminate participation in the
plan during an open enrollment period. Otherwise, an employee may terminate participation if the
employee has a qualifying change in status as defined in the Plan Document.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

11—64.9(8A) Interviewing and moving expense reimbursement.
64.9(1) Interviewing expenses. If reimbursement is approved by the appointing authority, a person

who interviews for state employment shall be reimbursed for expenses incurred in order to interview.
Reimbursement shall be at the same rate at which an employee is reimbursed for expenses incurred
during the performance of state business.
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64.9(2) Moving expenses for reassigned employees. A state employee who is reassigned at the
direction of the appointing authority shall be reimbursed for moving and related expenses in accordance
with the policies of the department of administrative services or the applicable collective bargaining
agreement. Eligibility for reimbursement shall occur when all of the following conditions exist:

a. The employee is reassigned at the direction of the appointing authority;
b. The reassignment requires a permanent change in duty station beyond 25 miles;
c. The employee must change the employee’s place of personal residence beyond 25 miles unless

the department of administrative services has given prior written approval; and
d. The reassignment is for the primary benefit of the state.
64.9(3) Moving expenses for newly hired or promoted employees. If reimbursement is approved by

the appointing authority, a person newly hired or promoted may be reimbursed for moving and related
expenses. Reimbursement shall be at the same rates used for the reimbursement of a current employee
who has been reassigned. Reimbursement shall not occur until the employee is on the payroll.

64.9(4) Temporary living expenses. An employee may be reimbursed for up to 90 days of temporary
living expenses. Such reimbursement shall be included as part of the total amount reimbursable under
the relocation policy.

64.9(5) Repayment. As a condition of receiving reimbursement for moving expenses, the recipient
must sign an agreement to continue employment with the appointing authority for a period following
the date of receipt of reimbursement that is deemed by the appointing authority to be commensurate
with the amount of reimbursement received. In the event that the recipient leaves the department of the
appointing authority for any reason, the recipient will repay to the appointing authority a proportionate
fraction of the amount received for each month remaining in the period provided for in the agreement.
If the recipient continues employment with the state, then the repayment will be subject to a repayment
schedule approved by the director. If the recipient leaves state government, then the repayment will be
recouped out of the final paycheck. Recoupment must be coordinated with the accounting enterprise of
the department of administrative services to ensure proper tax reporting.

11—64.10(8A) Education financial assistance.   Education financial assistance may be granted for
the purpose of assisting employees in developing skills that will improve their ability to perform job
responsibilities. Assistance may be in the form of direct payment to the organization or institution or
by reimbursement to the employee as provided for in subrule 64.10(4).

64.10(1) Employee eligibility. Any nontemporary employee may be considered for education
financial assistance.

64.10(2) Workshop, seminar, or conference attendance. The appointing authority may approve
education financial assistance for an employee attending a workshop, seminar, or conference conducted
by a professional, educational, or governmental organization or institution when attendance by the
employee would not require a reduction in job responsibilities.

a. Assistance may be approved for meeting continuing education requirements when necessary to
maintain a professional registration, certification, or license related to the duties and responsibilities of
the employee’s position.

b. Payment of registration fees and other costs, such as lodging, meals, and travel, shall be in
accordance with the policies and procedures of the department of administrative services.

c. If attendance is outside the state of Iowa, travel must first be authorized by the executive council
pursuant to 2003 Iowa Code Supplement section 8A.512.

64.10(3) Educational institution coursework. Education financial assistance to an employee taking
academic courses at an educational institution, with or without educational leave, shall require the
preapproval of the appointing authority and the director. Requests for reimbursement shall be on forms
prescribed by the director.

a. An employee may take academic courses at any accredited educational institution (university,
college, area community college) within the state. Attendance at an out-of-state institution may be
approved provided that there are geographical or educational considerations which make attendance
within the state impractical.



Ch 64, p.12 Administrative Services[11] IAC 11/4/09

b. Reimbursement requests shall be made to the director before the employee takes the courses.
If the director does not approve the request, the employee shall not be reimbursed.

c. Reimbursement may be approved for courses taken to meet continuing education requirements
when necessary to maintain a professional registration, certification, or license when the courses relate
to the duties and responsibilities of the employee’s position.

d. An employee receiving other financial assistance, such as scholarship aid or Veterans
Administration assistance, shall be eligible to receive education financial assistance only to the extent
that the total of all methods of reimbursement does not exceed 100 percent of the payment of expenses.

e. In order for the employee to be reimbursed, the employee’s department shall submit to
the department of administrative services the employee’s original paid receipt from the educational
institution, the approved education financial assistance form, and proof of the employee’s successful
completion of the courses as follows:

(1) Undergraduate courses shall require at least a “C-” grade.
(2) Graduate courses shall require at least a “B-” grade.
(3) Successful completion of vocational or correspondence courses or continuing education courses

shall require an official certificate, diploma or notice.
64.10(4) Repayment. As a condition of applying for reimbursement for education expenses, the

recipient must sign an agreement to continue employment with the appointing authority. The agreement
must be signed prior to approval and will stipulate the period of time deemed by the appointing authority
to be commensurate with the amount of reimbursement received. The period of time commences
upon successful completion of the course. In the event that the recipient leaves the department of the
appointing authority for any reason, the recipient will repay to the appointing authority an appropriate
fraction of the amount received for each month remaining in the period provided for in the agreement.
If the recipient continues employment with the state, then the repayment will be subject to a repayment
schedule approved by the director. If the recipient leaves state government, then the repayment will be
recouped out of the final paycheck. Recoupment must be coordinated with the accounting enterprise of
the department of administrative services to ensure proper tax reporting.

64.10(5) Annual report. The appointing authority shall report to the director and legislative council,
not later thanOctober 1 of each year, the direct and indirect costs to the department for education financial
assistance granted to employees during the preceding fiscal year in a manner prescribed by the director.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

11—64.11(8A) Particular contracts governing.   Where provisions of collective bargaining agreements
differ from the provisions of this chapter, the provisions of the collective bargaining agreement shall
prevail for employees covered by the collective bargaining agreements.

11—64.12(8A) Tax-sheltered annuities (TSAs).
64.12(1) Administration. The director is authorized by 2003 Iowa Code Supplement section 8A.402

to administer a tax-sheltered annuity program for eligible employees.
64.12(2) Definitions. The following definitions shall apply when used in this rule:
“Company” means any life insurance company or mutual fund provider that issues a policy under

the tax-sheltered annuity plan authorized under Iowa Code section 8A.438.
“Employee” means an employee of the state of Iowa, including employees of the board of regents

administrative staff on the centralized payroll system, or an employee of a participating employer.
“Employer” means the state of Iowa, a public school district in the state of Iowa, an area education

agency in the state of Iowa, or a community college in the state of Iowa.
“Participating employee” means an employee participating in the plan.
“Participating employer”means an employer that has elected to join the state’s tax-sheltered annuity

plan.
“Plan” means the tax-sheltered annuity plan authorized in Iowa Code section 8A.438.
“Plan administrator” means the designee of the director who is authorized to administer the

tax-sheltered annuity plan.
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“Plan year” means a calendar year.
“Policy” means any retirement annuity, variable annuity, family of mutual funds or combination

thereof provided by IRC Section 403(b) and Iowa Code section 8A.438.
“Salary reduction form”means the tax-sheltered annuity form signed by the participating employee

to begin or change payroll deductions.
64.12(3) Eligibility.
a. Initial eligibility. Any employee who works for the department of education, the board

of regents administrative office, or a participating employer is eligible to participate in this plan.
Participating employers may establish different eligibility requirements, as long as the requirements
conform to IRC Section 403(b) and the applicable federal regulations. Final determination on eligibility
shall rest with the plan administrator.

b. Eligibility after terminating reduction of compensation. Any employee who terminates
the reduction of compensation may choose to reenroll in the plan in accordance with paragraphs
64.12(4)“a” and “b” and 64.12(6)“a.”

64.12(4) Enrollment and termination.
a. Enrollment. State employees may enroll in the plan at any time. Participating employers may

establish different enrollment periods, as long as the periods conform to IRC Section 403(b) and the
applicable federal regulations. The salary reduction form must be submitted to the employing agency’s
personnel assistant or payroll office for approval.

b. Forms submission. State personnel assistants shall provide the plan administrator with the
salary reduction form in a timely manner.

c. Termination of salary reductions. A participating employee may terminate salary reductions by
providing to the employing agency’s personnel assistant or payroll office written notification on a form
required by the plan administrator.

d. Availability of forms. It is the responsibility of each employee interested in participating in the
plan to obtain the necessary forms from the investment provider.

64.12(5) Tax status.
a. FICA and IPERS. The amount of compensation reduced under the salary reduction form shall

be included in the gross wages subject to FICA and IPERS until the maximum taxable wages established
by law have been reached.

b. Federal and state income taxes. The amount of earned compensation reduced under the form
is exempt from federal and state income taxes until such time as the funds are paid or made available as
provided in IRC Section 403(b).

64.12(6) Reductions from earnings.
a. Salary reduction amount changes. Participating employees may increase or decrease their

salary reduction amount by providing to their personnel assistant or payroll office written notice on a
form required by the plan administrator. Salary reduction amounts may be changed to permit a one-time
lump sum contribution from the last paycheck due to termination of employment.

b. Maximum salary reduction limits. Employees’ salary reductions may not exceed the maximum
limit set forth in federal law.

c. Minimum salary reduction amount. Participating employers may establish a minimum amount
as long as the minimum conforms to IRC Section 403(b) and the applicable federal regulations.

64.12(7) Companies.
a. Time of payment. Participating employers shall transmit amounts within 15 business days after

the end of the calendar month.
b. Cooperation with third-party administrator.  Companies are required to cooperate with the

plan’s third-party administrator, including the provision of daily account information as well as any other
data or information required for administration of the plan.

c. Annual status report. Each company shall provide to the participating employee at the
employee’s home address an annual status report stating the value of each participant’s policy. This
practice shall be continued even after the participating employee terminates or stops contributions to the
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plan. These annual reports are required as long as a value exists in the contract or any activity occurs
during the year.

d. Crediting of accounts. Companies must minimize crediting errors and provide timely and
reasonable credit resolution.

e. Solicitation. There shall be no solicitation of employees by companies at the employees’
workplace during employees’ work hours, except as authorized by the plan administrator or participating
employer.

f. Dividends. The only dividend options available on cash value policies are those where the
dividend remains with the company to increase the value of the policy.

g. Removal from participation. Failure to comply with the provisions of these rules will result in
permanent removal as a participating company and may require that the monthly ongoing deferrals to
existing contracts be discontinued, as determined by the director.

64.12(8) Disposition of funds.
a. Distribution eligibility. An employee is eligible for a distribution of funds based upon any of the

following circumstances: severance of employment; reaching age 59½; becoming disabled; qualifying
for a financial hardship; or becoming eligible for a reservist distribution. Distribution will be made in
accordance with applicable IRS regulations.

b. Financial hardship. A participating employee may request to withdraw some or all of the salary
reduction contributions to the policy, but not the income earned thereon, based on a financial hardship
and in accordance with 401(k) regulations. New contributions to the plan will not be allowed after the
receipt of a distribution based on financial hardship until such time as allowed by law.

c. Federal and state withholding taxes. It is the company’s responsibility, when making payments
to an employee, to withhold the required federal and state income tax, to timely remit the tax to the
proper government agency, and to file all necessary reports as required by federal and state regulations,
including IRS Form 1099-R.

d. Federal penalties. Under IRC Section 72(t), an additional tax of 10 percent of the amount
includable in gross income applies to early withdrawal for qualified plans as defined in IRC Section
4974(c). An IRC Section 403(b) contract is a qualified plan for these purposes.

64.12(9) General.
a. Orientation and information meetings. Employers may hold orientation and information

meetings for the benefit of their employees using materials developed or approved by the plan
administrator, but there shall be no solicitation of employees by companies allowed at such meetings
without employer approval.

b. Company changes.
(1) If a participating employee wishes to redirect contributions to another company, the employee

shall submit a form to the personnel assistant or payroll office in accordance with paragraph 64.12(6)“a.”
(2) The funds accumulated under the old policy may be transferred in total to the new policy or to

another existing policy, if allowed under the participating employer’s plan elections, in accordance with
the plan’s policies and applicable IRC Section 403(b) provisions.

c. Deferred compensation or tax-sheltered annuity participation—maximum contribution. State
employees who, under the laws of the state of Iowa, are eligible for both deferred compensation and
tax-sheltered annuities shall be allowed to contribute to one plan or the other, but not to both at the same
time.

d. Direct transfer/rollover.
(1) Effective January 1, 2002, a former employee may request a direct transfer/rollover to an

eligible retirement plan as defined in IRC Section 402(c)(8)(B). Eligible rollover amounts that are
received by a former employee are subject to mandatory federal and state withholding as required by
law.

(2) An employeemay request a trustee-to-trustee transfer of funds to a defined benefit governmental
plan for the purchase of permissive service credit.

64.12(10) Forfeiture. IRC Section 403(b)(1)(C) provides that an employee’s interest in an IRC
Section 403(b) contract is nonforfeitable, except for failure to pay future premiums.
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64.12(11) Nontransferability. The employee’s interest in the contract is nontransferable within the
meaning of IRC Section 401(g). The contract may not be sold, assigned, discounted, or pledged as
collateral for a loan or as security for the performance of an obligation or for any other purpose.
[ARC 8265B, IAB 11/4/09, effective 12/9/09]

11—64.13(8A) Health flexible spending account.   The director administers the health flexible spending
account plan for employees of the state of Iowa. The program is permitted under IRC Section 125.
Administration of the plan shall comply with all applicable federal regulations and the Plan Document.
To the extent that the provisions of the Plan Document or administrative rule conflict with IRC Section
125, the provisions of IRC Section 125 shall govern. For purposes of this rule, the plan year is a calendar
year.

64.13(1) Employee eligibility. All nontemporary employees who work at least 1040 hours per
calendar year are eligible to participate in the health flexible spending account plan. Temporary
employees are not eligible to participate in this plan. Employees subject to a collective bargaining
agreement shall have their eligibility determined by the collective bargaining agreement.

64.13(2) Enrollment. An open enrollment period, as designated by the director, shall be held for
employees who wish to participate in the plan. New employees may enroll within 30 calendar days
following their date of hire. Employees also may enroll or change their existing health flexible spending
account salary reduction amounts during the plan year, provided they have a qualifying change in status
as defined in the Plan Document, and as permitted under IRC Section 125. To continue participation,
employees shall reenroll each year during the open enrollment period.

64.13(3) Modification or termination of participation in the plan. An employee may modify or
terminate participation in the plan, provided the employee has a qualifying change in status as defined
in the Plan Document, and as permitted under IRC Section 125. Employees who have terminated state
employment and are rehired within 30 days must resume their participation in the plan. Employees who
terminate state employment and are rehired more than 30 days after termination may reenroll in the plan.

64.13(4) Continuation of coverage. The health flexible spending account plan shall provide the
opportunity to continue coverage as required by applicable state and federal laws.

64.13(5) Eligible health care expenses. The types of expenses eligible for reimbursement shall be
consistent with medical expenses as defined under IRC Section 213.

64.13(6) Acceptable proof of eligible expense. Only those expenses for which appropriate
documentation is submitted shall be eligible for reimbursement. Such documentation shall include the
date upon which the expense was incurred; sufficient evidence that the expense is an eligible health care
expense; evidence that the expense has been incurred and will not be reimbursed under an otherwise
qualified health plan authorized by IRC Sections 105 and 106; and the amount of such expense.

64.13(7) Appeal process. In the event that a participant disagrees with a determination as to
reimbursement from the health flexible spending account plan, a formal appeals mechanism is hereby
provided. The participant may submit a formal appeal in writing to the director (or designee). Such
appeal must be accompanied by a previous written request for favorable consideration to the designated
administrator of the plan, along with evidence as to an unfavorable determination in response to
this request. Upon receipt of a qualified appeal, the director (or designee) shall provide a written
determination within 30 days of receipt. Such determination shall be final and binding. This appeal
process is not a contested case proceeding as defined by Iowa Code chapter 17A.

64.13(8) Third-party administrator. The director may contract with a third-party administrator to
perform such actions as are reasonably necessary to administer the health flexible spending account plan.

11—64.14(8A) Deferred compensation match plan.   The director is authorized by the governing body
to administer a deferred compensation match plan for employees of the state of Iowa and employees
of other eligible participating governmental employers. The plan shall be qualified under IRC Section
401(a) and Iowa Code section 509A.12. The assets and income of the plan shall be held in trust for
the exclusive benefit of the participating employee or the participating employee’s beneficiary. The
trustee shall be the director of the department of administrative services. The director shall adopt various
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investment options for the investment of plan funds by participating employees or their beneficiaries and
shall monitor and evaluate the appropriateness of the investment options offered by the plan.

The plan shall match eligible participant contributions to the deferred compensation plan
with contributions by the employer. Eligibility of participants and the rate of employer matching
contributions shall be subject to determination by the trustee and the governing body. The only
voluntary contributions by participants that the plan shall accept are eligible rollover contributions.

11—64.15(8A) Insurance benefit eligibility.
64.15(1) Full-time and part-time employees with probationary or permanent status who work 20 or

more hours a week are eligible for health and dental insurance coverage. For employees working 20 to
29 hours per week, the state’s share of the premium is one-half the amount paid for full-time employees
(30 to 40 hours per week). Temporary employees are not eligible for health or dental insurance.

64.15(2) Full-time employees with probationary or permanent status who work 30 or more hours
a week are eligible for life and long-term disability insurance coverage. Temporary employees are not
eligible for life and long-term disability insurance.

11—64.16(8A) Sick leave insurance program.   The director is authorized to establish a sick leave
insurance program (program) for employees not covered by a collective bargaining agreement. The
program shall allow eligible employees to convert a portion of their sick leave balance at retirement into
a sick leave bank with which the state will pay the state’s share of retiree health insurance. Employees
of the department of natural resources or department of public safety who are classified as peace officers
and are not covered by a collective bargaining agreement shall receive benefits at retirement consistent
with the provisions of the negotiated collective bargaining agreement with the State Police Officers
Council. The benefits for sick leave banks earned by all department of public safety peace officer
employees shall be administered by the department of public safety.

64.16(1) To be eligible to participate in the program, the employee must be employed on or after
July 1, 2006, and must retire under a retirement system in the state maintained in whole or in part by
public contributions or payment prior to reaching Medicare eligibility.

a. Participation in the program ceases when any one of the following occurs:
(1) The employee’s sick leave balance is exhausted;
(2) The employee reaches Medicare eligibility;
(3) The employee terminates participation in the state’s group insurance program;
(4) The employee returns to permanent employment with the state;
(5) The employee fails to pay any required amount; or
(6) The employee dies.
b. Adeceased employee’s sick leave bank is not transferable to another person, including a spouse.
64.16(2) Upon a participating employee’s termination of employment, the employee’s sick leave

hours are multiplied by the employee’s regular hourly wage. The employee receives up to $2,000 of
this amount on the employee’s final paycheck. The remainder is multiplied by a conversion factor, and
that amount is placed into the employee’s sick leave bank. The conversion factors are as follows: If an
employee has up to 750 hours, the rate is 60 percent; if an employee has over 750 hours and up to 1,500
hours, the rate is 80 percent; and if the employee has more than 1,500 hours, the rate is 100 percent. The
employee’s sick leave balance before payment of up to $2,000 is used to determine the number of hours
an employee has for conversion purposes. The amounts placed into the employee’s sick leave bank have
no cash value, other than for purposes of paying the state’s share of retiree health insurance premiums
under this program. The value of sick leave hours for peace officer employees of the department of
natural resources and the department of public safety shall be calculated in the same manner as for those
employees covered by the collective bargaining agreement with the State Police Officers Council.

64.16(3) An employee who retires and participates in the program and becomes reemployed by the
state in a permanent position is no longer eligible for the program and shall not be eligible for the program
upon successive termination of employment.
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64.16(4) To participate in the program, an employee must complete a sick leave insurance program
enrollment form upon retirement. Upon commencement of participation in the program, the employee
may choose to continue the employee’s current health insurance plan selection or may choose any other
state group health plan whose total cost is the same or lower than the total cost of the current plan
selection. Except for employees eligible for benefits negotiated consistent with the collective bargaining
agreement negotiated with the State Police Officers Council, employees may not apply the sick leave
balance to a private insurance plan.

These rules are intended to implement Iowa Code sections 8A.402, 8A.433 to 8A.438, and 8A.454
and Iowa Code chapter 509A.

[Filed 6/26/75; amended 8/4/75]
[Filed 9/13/76, Notice 6/14/76—published 10/6/76, effective 11/15/76]
[Filed 8/14/80, Notice 7/9/80—published 9/3/80, effective 10/8/80]
[Filed 7/16/82, Notice 6/9/82—published 8/4/82, effective 9/30/82]
[Filed 5/19/83, Notice 4/13/83—published 6/8/83, effective 7/13/83]

[Filed 12/27/85, Notice 11/20/85—published 1/15/86, effective 2/19/86]
[Filed emergency 8/15/86—published 9/10/86, effective 8/15/86]

[Filed 10/17/86, Notice 8/13/86—published 11/5/86, effective 12/10/86]
[Filed 7/24/87, Notice 6/17/87—published 8/12/87, effective 9/16/87]
[Filed 2/18/88, Notice 1/13/88—published 3/9/88, effective 4/13/88]
[Filed 4/29/88, Notice 3/9/88—published 5/18/88, effective 7/1/88]

[Filed 10/27/88, Notice 9/21/88—published 11/16/88, effective 12/21/88]
[Filed emergency 12/14/88—published 1/11/89, effective 12/21/88]
[Filed 3/29/89, Notice 2/8/89—published 4/19/89, effective 5/26/89]

[Filed 9/29/89, Notice 8/23/89—published 10/18/89, effective 11/24/89]
[Filed 2/1/90, Notice 12/13/89—published 2/21/90, effective 3/30/90]
[Filed 11/20/91, Notice 8/21/91—published 12/11/91, effective 1/17/92]
[Filed 3/27/92, Notice 2/5/92—published 4/15/92, effective 5/20/92]
[Filed 3/26/93, Notice 2/17/93—published 4/14/93, effective 5/19/93]
[Filed emergency 12/17/93—published 1/5/94, effective 12/17/93]
[Filed emergency 6/16/95—published 7/5/95, effective 7/1/95]
[Filed emergency 3/15/96—published 4/10/96, effective 3/15/96]

[Filed 12/12/96, Notice 10/23/96—published 1/15/97, effective 2/19/97]
[Filed emergency 8/8/97—published 8/27/97, effective 8/8/97]

[Filed 3/20/98, Notices 8/27/97, 2/11/98—published 4/8/98, effective 5/13/98]
[Filed 12/23/98, Notice 11/18/98—published 1/13/99, effective 2/17/99]

[Filed emergency 8/12/99—published 9/8/99, effective 8/12/99]
[Filed emergency 10/29/99 after Notice 9/22/99—published 11/17/99, effective 11/17/99]

[Filed 10/29/99, Notice 9/8/99—published 11/17/99, effective 12/22/99]
[Filed emergency 6/29/00—published 7/26/00, effective 7/1/00]

[Filed 12/17/03, Notice 11/12/03—published 1/7/04, effective 2/11/04]
[Filed 10/22/04, Notice 9/15/04—published 11/10/04, effective 12/15/04]

[Filed without Notice 5/5/06—published 5/24/06, effective 7/1/06]
[Filed without Notice 12/23/08—published 1/14/09, effective 2/18/09]
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INSURANCE DIVISION[191]
[Prior to 10/22/86, see Insurance Department[510], renamed Insurance Division[191] under the “umbrella”

of Department of Commerce by the 1986 Iowa Acts, Senate File 2175]

ORGANIZATION AND PROCEDURES

CHAPTER 1
ORGANIZATION OF DIVISION

1.1(502,505) Organization
1.2(502,505) Location and contact information
1.3(22,502,505) Public information and inspection of records
1.4(505) Service of process

CHAPTER 2
DECLARATORY ORDERS

2.1(17A) Petition for declaratory order
2.2(17A) Notice of petition
2.3(17A) Intervention
2.4(17A) Briefs
2.5(17A) Inquiries
2.6(17A) Service and filing of petitions and other papers
2.7(17A) Consideration
2.8(17A) Action on petition
2.9(17A) Refusal to issue order
2.10(17A) Contents of declaratory order—effective date
2.11(17A) Copies of orders
2.12(17A) Effect of a declaratory order

CHAPTER 3
CONTESTED CASES

3.1(17A) Scope and applicability
3.2(17A) Definitions
3.3(17A) Time requirements
3.4(17A) Requests for contested case proceeding
3.5(17A) Commencement of hearing; notice
3.6(17A) Presiding officer
3.7(17A) Waiver of procedures
3.8(17A) Telephone proceedings
3.9(17A) Disqualification
3.10(17A) Consolidation—severance
3.11(17A) Pleadings
3.12(17A) Service and filing of pleadings and other papers
3.13(17A) Discovery
3.14(17A) Subpoenas
3.15(17A) Motions
3.16(17A) Prehearing conference
3.17(17A) Continuances
3.18(17A) Withdrawals
3.19(17A) Intervention
3.20(17A) Hearing procedures
3.21(17A) Evidence
3.22(17A) Default
3.23(17A) Ex parte communication
3.24(17A) Recording costs
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3.25(17A) Interlocutory appeals
3.26(17A) Final decision
3.27(17A) Appeals and review
3.28(17A) Applications for rehearing
3.29(17A) Stay of agency action
3.30(17A) No factual dispute contested cases
3.31(17A) Emergency adjudicative proceedings
3.32(502,505,507B) Summary cease and desist orders
3.33(17A,502,505) Informal settlement
3.34(17A,502,505) Witness fees

CHAPTER 4
AGENCY PROCEDURE FOR RULE MAKING AND WAIVER OF RULES

DIVISION I
AGENCY PROCEDURE FOR RULE MAKING

4.1(17A) Applicability
4.2(17A) Advice on possible rules before notice of proposed rule adoption
4.3(17A) Public rule-making docket
4.4(17A) Notice of proposed rule making
4.5(17A) Public participation
4.6(17A) Regulatory analysis
4.7(17A,25B) Fiscal impact statement
4.8(17A) Time and manner of rule adoption
4.9(17A) Variance between adopted rule and rule proposed in Notice of Intended Action
4.10(17A) Exemptions from public rule-making procedures
4.11(17A) Concise statement of reasons
4.12(17A) Contents, style, and form of rule
4.13(17A) Agency rule-making record
4.14(17A) Filing of rules
4.15(17A) Effectiveness of rules prior to publication
4.16(17A) General statements of policy
4.17(17A) Review of rules by division
4.18(17A) Petition for rule making
4.19 and 4.20 Reserved

DIVISION II
WAIVER AND VARIANCE RULES

4.21(17A) Definition
4.22(17A) Scope
4.23(17A) Applicability of Division II of Chapter 4
4.24(17A) Criteria for waiver or variance
4.25(17A) Filing of petition
4.26(17A) Content of petition
4.27(17A) Additional information
4.28(17A) Notice
4.29(17A) Hearing procedures
4.30(17A) Ruling
4.31(17A) Public availability
4.32(17A) Summary reports
4.33(17A) Cancellation of a waiver
4.34(17A) Violations
4.35(17A) Defense
4.36(17A) Judicial review
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REGULATION OF INSURERS

CHAPTER 5
REGULATION OF INSURERS—GENERAL PROVISIONS

5.1(507) Examination reports
5.2(505,507) Examination for admission
5.3(507,508,515) Submission of quarterly financial information
5.4(505,508,515,520) Surplus notes
5.5(505,515,520) Maximum allowable premium volume
5.6(505,515,520) Treatment of various items on the financial statement
5.7(505) Ordering withdrawal of domestic insurers from states
5.8(505) Monitoring
5.9(505) Rate and form filings
5.10(511) Life companies—permissible investments
5.11(511) Investment of funds
5.12(515) Collateral loans
5.13(508,515) Loans to officers, directors, employees, etc.
5.14 Reserved
5.15(508,512B,514,514B,515,520) Accounting practices and procedures manual and annual statement

instructions
5.16 to 5.19 Reserved
5.20(508) Computation of reserves

UNEARNED PREMIUM RESERVES ON MORTGAGE GUARANTY INSURANCE POLICIES
5.21(515C) Unearned premium reserve factors
5.22(515C) Contingency reserve
5.23(507C) Standards
5.24(507C) Commissioner’s authority
5.25(505) Annual audited financial reports
5.26(508,515) Participation in the NAIC Insurance Regulatory Information System
5.27(508,515,520) Asset valuation
5.28(508,515,520) Risk-based capital and surplus
5.29(508,515) Actuarial certification of reserves
5.30(515) Single maximum risk—fidelity and surety risks
5.31(515) Reinsurance contracts
5.32(511,515) Investments in medium grade and lower grade obligations
5.33(510) Credit for reinsurance
5.34(508) Actuarial opinion and memorandum
5.35 to 5.39 Reserved
5.40(515) Premium tax
5.41(508) Tax on gross premiums—life companies
5.42(432) Cash refund of premium tax
5.43(510) Managing general agents

DISCLOSURE OF MORTGAGE LOAN APPLICATIONS
5.44 to 5.49 Reserved
5.50(535A) Purpose
5.51(535A) Definitions
5.52(535A) Filing of reports
5.53(535A) Form and content of reports
5.54(535A) Additional information required
5.55(535A) Written complaints
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CHAPTER 6
ORGANIZATION OF DOMESTIC INSURANCE COMPANIES

6.1(506) Definitions
6.2(506) Promoters contributions
6.3(506) Escrow
6.4(506) Alienation
6.5(506) Sales to promoters
6.6(506) Options
6.7(506) Qualifications of management
6.8(506) Chief executive
6.9(506) Directors

CHAPTER 7
DOMESTIC STOCK INSURERS PROXIES

PROXY REGULATIONS
7.1(523) Application of regulation
7.2(523) Proxies, consents and authorizations
7.3(523) Disclosure of equivalent information
7.4(523) Definitions
7.5(523) Information to be furnished to stockholders
7.6(523) Requirements as to proxy
7.7(523) Material required to be filed
7.8(523) False or misleading statements
7.9(523) Prohibition of certain solicitations
7.10(523) Special provisions applicable to election contests

SCHEDULE A
INFORMATION REQUIRED IN PROXY STATEMENT

SCHEDULE B
INFORMATION TO BE INCLUDED IN STATEMENTS FILED BY OR ON BEHALF
OF A PARTICIPANT (OTHER THAN THE INSURER) IN A PROXY SOLICITATION

IN AN ELECTION CONTEST
POLICYHOLDER PROXY SOLICITATION

7.11(523) Application
7.12(523) Conditions—revocation
7.13(523) Filing proxy
7.14(523) Solicitation by agents—use of funds
7.15 to 7.19 Reserved

STOCK TRANSACTION REPORTING
7.20(523) Statement of changes of beneficial ownership of securities

CHAPTER 8
BENEVOLENT ASSOCIATIONS

8.1 and 8.2 Reserved
8.3(512A) Organization
8.4(512A) Membership
8.5(512A) Fees, dues and assessments
8.6(512A) Reserve fund
8.7(512A) Certificates
8.8(512A) Beneficiaries
8.9(512A) Mergers
8.10(512A) Directors and officers
8.11(512A) Stockholders
8.12(512A) Bookkeeping and accounts
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CHAPTER 9
Reserved

INSURANCE AGENTS

CHAPTER 10
LICENSING OF INSURANCE PRODUCERS

DIVISION I
LICENSING OF INSURANCE PRODUCERS

10.1(522B) Purpose and authority
10.2(522B) Definitions
10.3(522B) Requirement to hold a license
10.4(522B) Licensing of resident producers
10.5(522B) Licensing of nonresident producers
10.6(522B) Issuance of license
10.7(522B) License lines of authority
10.8(522B) License renewal
10.9(522B) License reinstatement
10.10(522B) Reinstatement or reissuance of a license after suspension, revocation or forfeiture

in connection with disciplinary matters; and forfeiture in lieu of compliance
10.11(522B) Temporary licenses
10.12(522B) Change in name, address or state of residence
10.13(522B) Reporting of actions
10.14(522B) Commissions and referral fees
10.15(522B) Appointments
10.16(522B) Appointment renewal
10.17(522B) Appointment terminations
10.18(522B) Licensing of a business entity
10.19(522B) Use of senior-specific certifications and professional designations in the sale of life

insurance and annuities
10.20(522B) Violations and penalties
10.21(252J) Suspension for failure to pay child support
10.22(261) Suspension for failure to pay student loan
10.23(82GA,SF2428) Suspension for failure to pay state debt
10.24(522B) Administration of examinations
10.25(522B) Forms
10.26(522B) Fees
10.27 to 10.50 Reserved

DIVISION II
LICENSING OF CAR RENTAL COMPANIES AND EMPLOYEES

10.51(522A) Purpose
10.52(522A) Definitions
10.53(522A) Requirement to hold a license
10.54(522A) Limited licensee application process
10.55(522A) Counter employee licenses
10.56(522A) Duties of limited licensees
10.57(522A) License renewal
10.58(522A) Limitation on fees
10.59(522A) Change in name or address
10.60(522A) Violations and penalties



Analysis, p.6 Insurance[191] IAC 11/4/09

CHAPTER 11
CONTINUING EDUCATION FOR

INSURANCE PRODUCERS
11.1(505,522B) Statutory authority—purpose—applicability
11.2(505,522B) Definitions
11.3(505,522B) Continuing education requirements for producers
11.4(505,522B) Proof of completion of continuing education requirements
11.5(505,522B) Course approval
11.6(505,522B) Topic guidelines
11.7(505,522B) CE course renewal
11.8(505,522B) Appeals
11.9(505,522B) CE provider approval
11.10(505,522B) CE provider’s responsibilities
11.11(505,522B) Prohibited conduct—CE providers
11.12(505,522B) Outside vendor
11.13(505,522B) CE course audits
11.14(505,522B) Fees and costs

CHAPTER 12
PORT OF ENTRY REQUIREMENTS

12.1(508,515) Purpose
12.2(508,515) Trust and other admission requirements
12.3(508,515) Examination and preferred supervision
12.4(508,515) Surplus required
12.5(508,515) Investments

CHAPTER 13
Reserved

UNFAIR TRADE PRACTICES

CHAPTER 14
LIFE INSURANCE ILLUSTRATIONS MODEL REGULATION

14.1(507B) Purpose
14.2(507B) Authority
14.3(507B) Applicability and scope
14.4(507B) Definitions
14.5(507B) Policies to be illustrated
14.6(507B) General rules and prohibitions
14.7(507B) Standards for basic illustrations
14.8(507B) Standards for supplemental illustrations
14.9(507B) Delivery of illustration and record retention
14.10(507B) Annual report; notice to policyowners
14.11(507B) Annual certifications
14.12(507B) Penalties
14.13(507B) Separability
14.14(507B) Effective date

CHAPTER 15
UNFAIR TRADE PRACTICES

DIVISION I
SALES PRACTICES

15.1(507B) Purpose
15.2(507B) Definitions
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15.3(507B) Advertising
15.4(507B) Life insurance cost and benefit disclosure requirements
15.5(507B) Health insurance sales to individuals 65 years of age or older
15.6(507B) Preneed funeral contracts or prearrangements
15.7(507B) Twisting prohibited
15.8(507B) Producer responsibilities
15.9(507B) Right to return a life insurance policy or annuity (free look)
15.10(507B) Uninsured/underinsured automobile coverage—notice required
15.11(507B) Unfair discrimination
15.12(507B) Testing restrictions of insurance applications for the human immunodeficiency

virus
15.13(507B) Records maintenance
15.14(505,507B) Enforcement section—cease and desist and penalty orders
15.15 to 15.30 Reserved

DIVISION II
CLAIMS

15.31(507B) General claims settlement guidelines
15.32(507B) Prompt payment of certain health claims
15.33(507B) Audit procedures for medical claims
15.34 to 15.40 Reserved
15.41(507B) Claims settlement guidelines for property and casualty insurance
15.42(507B) Acknowledgment of communications by property and casualty insurers
15.43(507B) Standards for settlement of automobile insurance claims
15.44(507B) Standards for determining replacement cost and actual cost values
15.45(507B) Guidelines for use of aftermarket crash parts in motor vehicles
15.46 to 15.50 Reserved

DIVISION III
DISCLOSURE FOR SMALL FACE AMOUNT LIFE INSURANCE POLICIES

15.51(507B) Purpose
15.52(507B) Definition
15.53(507B) Exemptions
15.54(507B) Disclosure requirements
15.55(507B) Insurer duties
15.56 to 15.60 Reserved

DIVISION IV
ANNUITY DISCLOSURE REQUIREMENTS

15.61(507B) Purpose
15.62(507B) Applicability and scope
15.63(507B) Definitions
15.64(507B) Standards for delivery of disclosure document and Buyer’s Guide
15.65(507B) Content of disclosure documents
15.66(507B) Report to contract owners
15.67(507B) Severability

DIVISION V
SUITABILITY IN ANNUITY TRANSACTIONS

15.68(507B) Purpose
15.69(507B) Applicability and scope
15.70(507B) Definitions
15.71(507B) Duties of insurers and of insurance producers
15.72(507B) Mitigation of responsibility
15.73(507B) Record keeping
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15.74 to 15.79 Reserved

DIVISION VI
INDEXED PRODUCTS TRAINING REQUIREMENT

15.80(507B,522B) Purpose
15.81(507B,522B) Definitions
15.82(507B,522B) Special training required
15.83(507B,522B) Conduct of training course
15.84(507B,522B) Insurer duties
15.85(507B,522B) Verification of training
15.86(507B,522B) Penalties
15.87(507B,522B) Compliance date

CHAPTER 16
REPLACEMENT OF LIFE INSURANCE AND ANNUITIES

DIVISION I
16.1 to 16.20 Reserved

DIVISION II
16.21(507B) Purpose
16.22(507B) Definitions
16.23(507B) Exemptions
16.24(507B) Duties of producers
16.25(507B) Duties of all insurers that use producers on or after January 1, 2001
16.26(507B) Duties of replacing insurers that use producers
16.27(507B) Duties of the existing insurer
16.28(507B) Duties of insurers with respect to direct-response solicitations
16.29(507B) Violations and penalties
16.30(507B) Severability

CHAPTER 17
LIFE AND HEALTH REINSURANCE AGREEMENTS

17.1(508) Authority and purpose
17.2(508) Scope
17.3(508) Accounting requirements
17.4(508) Written agreements
17.5(508) Existing agreements

CHAPTER 18
CEMETERIES

18.1(523I,566A) Perpetual care cemeteries
18.2(523I,566A) Administration
18.3(523I,566A) Public access to hearings
18.4 Reserved
18.5(523I,566A) Forms—content
18.6(523I,566A) Annual report by perpetual care cemeteries
18.7(523I,566A) Annual reports and perpetual care cemetery permits

CHAPTER 19
Reserved
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PROPERTY AND CASUALTY INSURANCE

CHAPTER 20
PROPERTY AND CASUALTY INSURANCE RATE AND FORM FILING PROCEDURES

DIVISION I
FORM AND RATE REQUIREMENTS

20.1(505,509,514A,515,515A,515F) General filing requirements
20.2(505) Objection to filing
20.3 Reserved
20.4(505,509,514A,515,515A,515F) Policy form filing
20.5(515A) Rate or manual rule filing
20.6(515A) Exemption from filing requirement
20.7 Reserved
20.8(515A) Rate filings for crop-hail insurance
20.9 and 20.10 Reserved
20.11(515) Exemption from form and rate filing requirements
20.12 to 20.40 Reserved

DIVISION II
IOWA FAIR PLAN ACT

20.41(515,515F) Purpose
20.42(515,515F) Scope
20.43(515,515F) Definitions
20.44(515,515F) Eligible risks
20.45(515,515F) Membership
20.46(515,515F) Administration
20.47(515,515F) Duties of the governing committee
20.48(515,515F) Annual and special meetings
20.49(515,515F) Application for insurance
20.50(515,515F) Inspection procedure
20.51(515,515F) Procedure after inspection and receipt of application
20.52(515,515F) Reasonable underwriting standards for property coverage
20.53(515,515F) Reasonable underwriting standards for liability coverage
20.54(515,515F) Cancellation; nonrenewal and limitations; review of eligibility
20.55(515,515F) Assessments
20.56(515,515F) Commission
20.57(515,515F) Public education
20.58(515,515F) Cooperation and authority of producers
20.59(515,515F) Review by commissioner
20.60(515,515F) Indemnification

CHAPTER 21
REQUIREMENTS FOR EXCESS AND SURPLUS LINES,

RISK RETENTION GROUPS AND PURCHASING GROUPS
21.1(515) Definitions
21.2(515) Qualified surplus lines carriers’ duties
21.3(515) Producers’ duties
21.4(515) Producers’ duty to insured; evidence of coverage
21.5(515) Procedures for qualification and renewal of a nonadmitted insurer as a qualified

surplus lines carrier
21.6(515E) Risk retention groups
21.7(515E) Procedures for qualification as a risk retention group
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21.8(515E) Procedures for qualification as a purchasing group
21.9(515,515E) Failure to comply; penalties

CHAPTER 22
FINANCIAL GUARANTY INSURANCE

22.1(515C) Definitions
22.2(515) Financial requirements and reserves

CHAPTER 23
MOTOR VEHICLE SERVICE CONTRACTS

23.1(516E) Purpose
23.2(516E) Applicability and scope
23.3(516E) Application of insurance laws
23.4(516E) Administration
23.5(516E) Public access to hearings
23.6(516E) Public access to records
23.7(516E) Filing procedures
23.8(516E) Fees
23.9(516E) Forms
23.10(516E) Prohibited acts—unfair discrimination or trade practices
23.11(516E) Prohibited acts—unfair or deceptive trade practices involving used or rebuilt parts
23.12(516E) Violations
23.13(516E) Procedures for public complaints

CHAPTER 24
IOWA RETIREMENT FACILITIES

24.1(523D) Purpose
24.2(523D) Title
24.3(523D) Definitions
24.4(523D) Administration
24.5(523D) Misrepresentations
24.6(523D) Complaints
24.7(523D) Address for filings
24.8(523D) Fees
24.9(523D) Forms
24.10(523D) Financial statements, studies, and forecasts
24.11(523D) Amendments to the disclosure statement
24.12(523D) Standards for the disclosure statement

CHAPTER 25
MILITARY SALES PRACTICES

25.1(505) Purpose and authority
25.2(505) Scope
25.3(505) Exemptions
25.4(505) Definitions
25.5(505) Practices declared false, misleading, deceptive or unfair on a military installation
25.6(505) Practices declared false, misleading, deceptive or unfair regardless of location
25.7(505) Reporting requirements
25.8(505) Violation and penalties
25.9(505) Severability

CHAPTER 26
Reserved
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CHAPTER 27
PREFERRED PROVIDER ARRANGEMENTS

27.1(514F) Purpose
27.2(514F) Definitions
27.3(514F) Preferred provider arrangements
27.4(514F) Health benefit plans
27.5(514F) Preferred provider participation requirements
27.6(514F) General requirements
27.7(514F) Civil penalties
27.8(514F) Health care insurer requirements

CHAPTER 28
CREDIT LIFE AND CREDIT

ACCIDENT AND HEALTH INSURANCE
28.1(509) Purpose
28.2(509) Definitions
28.3(509) Rights and treatment of debtors
28.4(509) Policy forms and related material
28.5(509) Determination of reasonableness of benefits in relation to premium charge
28.6 Reserved
28.7(509) Credit life insurance rates
28.8(509) Credit accident and health insurance
28.9(509) Refund formulas
28.10(509) Experience reports and adjustment of prima facie rates
28.11(509) Use of rates—direct business only
28.12(509) Supervision of credit insurance operations
28.13(509) Prohibited transactions
28.14(509) Disclosure and readability
28.15(509) Severability
28.16(509) Effective date
28.17(509) Fifteen-day free examination

CHAPTER 29
CONTINUATION RIGHTS UNDER GROUP ACCIDENT

AND HEALTH INSURANCE POLICIES
29.1(509B) Definitions
29.2(509B) Notice regarding continuation rights
29.3(509B) Qualifying events for continuation rights
29.4(509B) Interplay between chapter 509B and COBRA
29.5(509B) Effective date for compliance

LIFE AND HEALTH INSURANCE

CHAPTER 30
LIFE INSURANCE POLICIES

30.1(508) Purpose
30.2(508) Scope
30.3(508) Definitions
30.4(508) Prohibitions, regulations and disclosure requirements
30.5(508) General filing requirements
30.6(508) Back dating of life policies
30.7(508,515) Expiration date of policy vs. charter expiration date
30.8(509) Electronic delivery of group life insurance certificates
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CHAPTER 31
LIFE INSURANCE COMPANIES—VARIABLE ANNUITIES CONTRACTS

31.1(508) Definitions
31.2(508) Insurance company qualifications
31.3(508) Filing, policy forms and provision
31.4(508) Separate account or accounts and investments
31.5(508) Required reports
31.6(508) Producers
31.7(508) Foreign companies

CHAPTER 32
DEPOSITS BY A DOMESTIC LIFE COMPANY IN A
CUSTODIAN BANK OR CLEARING CORPORATION

32.1(508) Purpose
32.2(508) Definitions
32.3(508) Requirements upon custodial account and custodial agreement
32.4(508) Requirements upon custodians
32.5(508,511) Deposit of securities

CHAPTER 33
VARIABLE LIFE INSURANCE MODEL REGULATION

33.1(508A) Authority
33.2(508A) Definitions
33.3(508A) Qualification of insurer to issue variable life insurance
33.4(508A) Insurance policy requirements
33.5(508A) Reserve liabilities for variable life insurance
33.6(508A) Separate accounts
33.7(508A) Information furnished to applicants
33.8(508A) Applications
33.9(508A) Reports to policyholders
33.10(508A) Foreign companies
33.11 Reserved
33.12(508A) Separability article

CHAPTER 34
NONPROFIT HEALTH SERVICE CORPORATIONS

34.1(514) Purpose
34.2(514) Definitions
34.3(514) Annual report requirements
34.4(514) Arbitration
34.5(514) Filing requirements
34.6(514) Participating hospital contracts
34.7(514) Composition, nomination, and election of board of directors

CHAPTER 35
ACCIDENT AND HEALTH INSURANCE

BLANKET ACCIDENT AND SICKNESS INSURANCE
35.1(509) Purpose
35.2(509) Scope
35.3(509) Definitions
35.4(509) Required provisions
35.5(509) Application and certificates not required
35.6(509) Facility of payment
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35.7(509) General filing requirements
35.8(509) Electronic delivery of accident and health group insurance certificates
35.9 to 35.19 Reserved
35.20(509A) Life and health self-funded plans
35.21(509) Review of certificates issued under group policies

LARGE GROUP HEALTH INSURANCE COVERAGE
35.22(509) Purpose
35.23(509) Definitions
35.24(509) Eligibility to enroll
35.25(509) Special enrollments
35.26(509) Group health insurance coverage policy requirements
35.27(509) Methods of counting creditable coverage
35.28(509) Certificates of creditable coverage
35.29(509) Notification requirements
35.30 Reserved
35.31(509) Disclosure requirements
35.32(514C) Treatment options
35.33(514C) Emergency services
35.34(514C) Provider access
35.35(509) Reconstructive surgery

CONSUMER GUIDE
35.36(514K) Purpose
35.37(514K) Information filing requirements
35.38(514K) Limitation of information published
35.39(514C) Contraceptive coverage

CHAPTER 36
INDIVIDUAL

ACCIDENT AND HEALTH—MINIMUM STANDARDS
36.1(514D) Purpose
36.2(514D) Applicability and scope
36.3(514D) Effective date
36.4(514D) Policy definitions
36.5(514D) Prohibited policy provisions
36.6(514D) Accident and sickness minimum standards for benefits
36.7(514D) Required disclosure provisions
36.8(507B) Requirements for replacement
36.9(514D) Filing requirements
36.10(514D) Loss ratios
36.11(514D) Certification
36.12(514D) Severability

CHAPTER 37
MEDICARE SUPPLEMENT INSURANCE

DIVISION I
MEDICARE SUPPLEMENT INSURANCE MINIMUM STANDARDS

37.1(514D) Purpose
37.2(514D) Applicability and scope
37.3(514D) Definitions
37.4(514D) Policy definitions and terms
37.5(514D) Policy provisions
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37.6(514D) Minimum benefit standards for prestandardized Medicare supplement benefit plan
policies or certificates issued for delivery prior to January 1, 1992

37.7(514D) Benefit standards for 1990 standardized Medicare supplement benefit plan policies
or certificates issued for delivery on or after January 1, 1992, and with an effective
date for coverage prior to June 1, 2010

37.8(514D) Benefit standards for 2010 standardized Medicare supplement benefit plan policies
or certificates issued for delivery with an effective date for coverage on or after
June 1, 2010

37.9(514D) Standard Medicare supplement benefit plans for 1990 standardized Medicare
supplement benefit plan policies or certificates with an effective date for coverage
prior to June 1, 2010

37.10(514D) Standard Medicare supplement benefit plans for 2010 standardized Medicare
supplement benefit plan policies or certificates with an effective date for coverage
on or after June 1, 2010

37.11(514D) Medicare Select policies and certificates
37.12(514D) Open enrollment
37.13(514D) Standards for claims payment
37.14(514D) Loss ratio standards and refund or credit of premium
37.15(514D) Filing and approval of policies and certificates and premium rates
37.16(514D) Permitted compensation arrangements
37.17(514D) Required disclosure provisions
37.18(514D) Requirements for application forms and replacement coverage
37.19(514D) Standards for marketing
37.20(514D) Appropriateness of recommended purchase and excessive insurance
37.21(514D) Reporting of multiple policies
37.22(514D) Prohibition against preexisting conditions, waiting periods, elimination periods

and probationary periods in replacement policies or certificates
37.23(514D) Prohibition against use of genetic information and requests for genetic testing
37.24(514D) Prohibition against using SHIIP prepared materials
37.25(514D) Guaranteed issue for eligible persons
37.26(514D) Severability
37.27 to 37.49 Reserved

DIVISION II
MEDICARE SUPPLEMENT ADVERTISING

37.50(507B,514D) Purpose
37.51(507B,514D) Applicability
37.52(507B,514D) Definitions
37.53(507B,514D) Form and content of advertisements
37.54(507B,514D) Testimonials or endorsements by third parties
37.55(507B,514D) Use of statistics; jurisdictional licensing; status of insurer
37.56(507B,514D) Identity of insurer
37.57(507B,514D) Introductory, initial or special offers
37.58(507B,514D) Enforcement procedures—certificate of compliance
37.59(507B,514D) Filing for prior review

CHAPTER 38
COORDINATION OF BENEFITS

DIVISION I
38.1(509,514) Purpose
38.2(509,514) Applicability
38.3(509,514) Definitions
38.4(509,514) Model COB contract provision
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38.5(509,514) Order of benefits
38.6(509,514) Reduction in a plan’s benefits when it is secondary—general
38.7(509,514) Reasonable cash value of services
38.8(509,514) Excess and other nonconforming provisions
38.9(509,514) Allowable expense
38.10(509,514) Subrogation
38.11(509,514) Effective date—existing contracts

DIVISION II
38.12(509,514) Purpose and applicability
38.13(509,514) Definitions
38.14(509,514) Use of model COB contract provision
38.15(509,514) Rules for coordination of benefits
38.16(509,514) Procedure to be followed by secondary plan to calculate benefits and pay a claim
38.17(509,514) Notice to covered persons
38.18(509,514) Miscellaneous provisions
38.19(509,514) Effective date for existing contracts

CHAPTER 39
LONG-TERM CARE INSURANCE

DIVISION I
39.1(514G) Purpose
39.2(514G) Authority
39.3(514G) Applicability and scope
39.4(514G) Definitions
39.5(514G) Policy definitions
39.6(514G) Policy practices and provisions
39.7(514G) Required disclosure provisions
39.8(514G) Prohibition against postclaims underwriting
39.9(514D,514G) Minimum standards for home health care benefits in long-term care insurance

policies
39.10(514D,514G) Requirement to offer inflation protection
39.11(514D,514G) Requirements for application forms and replacement coverage
39.12(514G) Reserve standards
39.13(514D) Loss ratio
39.14(514G) Filing requirement
39.15(514D,514G) Standards for marketing
39.16(514D,514G) Suitability
39.17(514G) Prohibition against preexisting conditions and probationary periods in replacement

policies or certificates
39.18(514G) Standard format outline of coverage
39.19(514G) Requirement to deliver shopper’s guide
39.20(514G) Policy summary and delivery of life insurance policies with long-term care riders
39.21(514G) Reporting requirement for long-term care benefits funded through life insurance by

acceleration of the death benefit
39.22(514G) Unintentional lapse
39.23(514G) Denial of claims
39.24(514G) Incontestability period
39.25(514G) Required disclosure of rating practices to consumers
39.26(514G) Initial filing requirements
39.27(514G) Reporting requirements
39.28(514G) Premium rate schedule increases



Analysis, p.16 Insurance[191] IAC 11/4/09

39.29(514G) Nonforfeiture
39.30(514G) Standards for benefit triggers
39.31(514G) Additional standards for benefit triggers for qualified long-term care insurance

contracts
39.32(514G) Penalties
39.33 to 39.40 Reserved

DIVISION II
INDEPENDENT REVIEW OF BENEFIT TRIGGER DETERMINATIONS

39.41(514G) Purpose
39.42(514G) Effective date
39.43(514G) Definitions
39.44(514G) Notice of benefit trigger determination and content
39.45(514G) Notice of internal appeal decision and right to independent review
39.46(514G) Independent review request
39.47(514G) Certification process
39.48(514G) Selection of independent review entity
39.49(514G) Independent review process
39.50(514G) Decision notification
39.51(514G) Insurer information
39.52(514G) Certification of independent review entity
39.53(514G) Additional requirements
39.54(514G) Toll-free telephone number
39.55(514G) Insurance division application and reports
39.56 to 39.74 Reserved

DIVISION III
LONG-TERM CARE PARTNERSHIP PROGRAM

39.75(514H,83GA,HF723) Purpose
39.76(514H,83GA,HF723) Effective date
39.77(514H,83GA,HF723) Definitions
39.78(514H,83GA,HF723) Eligibility
39.79(514H,83GA,HF723) Discontinuance of partnership program
39.80(514H,83GA,HF723) Required disclosures
39.81(514H,83GA,HF723) Form filings
39.82(514H,83GA,HF723) Exchanges
39.83(514H,83GA,HF723) Required policy terms and disclosures
39.84(514H,83GA,HF723) Standards for marketing and suitability
39.85(514H,83GA,HF723) Required reports

CHAPTER 40
HEALTH MAINTENANCE ORGANIZATIONS

(Health and Insurance—Joint Rules)
40.1(514B) Definitions
40.2(514B) Application
40.3(514B) Inspection of evidence of coverage
40.4(514B) Governing body and enrollee representation
40.5(514B) Quality of care
40.6(514B) Change of name
40.7(514B) Change of ownership
40.8(514B) Termination of services
40.9(514B) Complaints
40.10(514B) Cancellation of enrollees
40.11(514B) Application for certificate of authority
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40.12(514B) Net worth
40.13(514B) Fidelity bond
40.14(514B) Annual report
40.15(514B) Cash or asset management agreements
40.16 Reserved
40.17(514B) Reinsurance
40.18(514B) Provider contracts
40.19(514B) Producers’ duties
40.20(514B) Emergency services
40.21(514B) Reimbursement
40.22(514B) Health maintenance organization requirements
40.23(514B) Disclosure requirements
40.24(514B) Provider access
40.25(514B) Electronic delivery of accident and health group insurance certificates

CHAPTER 41
LIMITED SERVICE ORGANIZATIONS

41.1(514B) Definitions
41.2(514B) Application
41.3(514B) Inspection of evidence of coverage
41.4(514B) Governing body and enrollee representation
41.5(514B) Quality of care
41.6(514B) Change of name
41.7(514B) Change of ownership
41.8(514B) Complaints
41.9(514B) Cancellation of enrollees
41.10(514B) Application for certificate of authority
41.11(514B) Net equity and deposit requirements
41.12(514B) Fidelity bond
41.13(514B) Annual report
41.14(514B) Cash or asset management agreements
41.15(514B) Reinsurance
41.16(514B) Provider contracts
41.17(514B) Producers’ duties
41.18(514B) Emergency services
41.19(514B) Reimbursement
41.20(514B) Limited service organization requirements
41.21(514B) Disclosure requirements

CHAPTER 42
GENDER-BLENDED MINIMUM NONFORFEITURE

STANDARDS FOR LIFE INSURANCE
42.1(508) Purpose
42.2(508) Definitions
42.3(508) Use of gender-blended mortality tables
42.4(508) Unfair discrimination
42.5(508) Separability
42.6(508) 2001 CSO Mortality Table
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CHAPTER 43
ANNUITY MORTALITY TABLES FOR USE IN

DETERMINING RESERVE LIABILITIES FOR ANNUITIES
43.1(508) Purpose
43.2(508) Definitions
43.3(508) Individual annuity or pure endowment contracts
43.4(508) Group annuity or pure endowment contracts
43.5(508) Application of the 1994 GAR Table
43.6(508) Separability

CHAPTER 44
SMOKER/NONSMOKER MORTALITY TABLES

FOR USE IN DETERMINING MINIMUM RESERVE LIABILITIES
AND NONFORFEITURE BENEFITS

44.1(508) Purpose
44.2(508) Definitions
44.3(508) Alternate tables
44.4(508) Conditions
44.5(508) Separability
44.6(508) 2001 CSO Mortality Table

INSURANCE HOLDING COMPANY SYSTEMS

CHAPTER 45
INSURANCE HOLDING COMPANY SYSTEMS

45.1(521A) Purpose
45.2(521A) Definitions
45.3(521A) Subsidiaries of domestic insurers
45.4(521A) Control acquisition of domestic insurer
45.5(521A) Registration of insurers
45.6(521A) Alternative and consolidated registrations
45.7(521A) Exemptions
45.8(521A) Disclaimers and termination of registration
45.9(521A) Transactions subject to prior notice—notice filing
45.10(521A) Extraordinary dividends and other distributions

CHAPTER 46
MUTUAL HOLDING COMPANIES

46.1(521A) Purpose
46.2(521A) Definitions
46.3(521A) Application—contents—process
46.4(521A) Plan of reorganization
46.5(521A) Duties of the commissioner
46.6(521A) Regulation—compliance
46.7(521A) Reorganization of domestic mutual insurer with mutual insurance holding company
46.8(521A) Reorganization of foreign mutual insurer with mutual insurance holding company
46.9(521A) Mergers of mutual insurance holding companies
46.10(521A) Stock offerings
46.11(521A) Regulation of holding company system
46.12(521A) Reporting of stock ownership and transactions
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CHAPTER 47
VALUATION OF LIFE INSURANCE POLICIES

(Including New Select Mortality Factors)
47.1(508) Purpose
47.2(508) Application
47.3(508) Definitions
47.4(508) General calculation requirements for basic reserves and premium deficiency

reserves
47.5(508) Calculation of minimum valuation standard for policies with guaranteed nonlevel

gross premiums or guaranteed nonlevel benefits (other than universal life policies)
47.6(508) Calculation of minimum valuation standard for flexible premium and fixed

premium universal life insurance policies that contain provisions resulting in the
ability of a policyowner to keep a policy in force over a secondary guarantee
period

47.7(508) 2001 CSO Mortality Table

VIATICAL AND LIFE SETTLEMENTS

CHAPTER 48
VIATICAL AND LIFE SETTLEMENTS

48.1(508E) Purpose and authority
48.2(508E) Definitions
48.3(508E) License requirements
48.4(508E) Disclosure statements
48.5(508E) Contract requirements
48.6(508E) Filing of forms
48.7(508E) Reporting requirements
48.8(508E) Examination or investigations
48.9(508E) Requirements and prohibitions
48.10(508E) Penalties; injunctions; civil remedies; cease and desist
48.11(252J) Suspension for failure to pay child support
48.12(261) Suspension for failure to pay student loan
48.13(272D) Suspension for failure to pay state debt
48.14(508E) Severability

CHAPTER 49
FINANCIAL INSTRUMENTS USED IN HEDGING TRANSACTIONS

49.1(511) Purpose
49.2(511) Definitions
49.3(511) Guidelines and internal control procedures
49.4(511) Documentation requirements
49.5(511) Trading requirements

SECURITIES

CHAPTER 50
REGULATION OF SECURITIES OFFERINGS AND THOSE WHO ENGAGE

IN THE SECURITIES BUSINESS

DIVISION I
DEFINITIONS AND ADMINISTRATION

50.1(502) Definitions
50.2(502) Cost of audit or inspection
50.3(502) Interpretative opinions or no-action letters
50.4 to 50.9 Reserved
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DIVISION II
REGISTRATION OF BROKER-DEALERS AND AGENTS

50.10(502) Broker-dealer registrations, renewals, amendments, succession, and withdrawals
50.11(502) Principals
50.12(502) Agent and issuer registrations, renewals and amendments
50.13(502) Agent continuing education requirements
50.14(502) Broker-dealer record-keeping requirements
50.15(502) Broker-dealer minimum financial requirements and financial reporting

requirements
50.16(502) Dishonest or unethical practices in the securities business
50.17(502) Rules of conduct
50.18(502) Limited registration of Canadian broker-dealers and agents
50.19(502) Brokerage services by national and state banks
50.20(502) Broker-dealers having contracts with national and state banks
50.21(502) Brokerage services by credit unions, savings banks, and savings and loan

institutions
50.22(502) Broker-dealers having contracts with credit unions, savings banks, and savings and

loan institutions
50.23 to 50.29 Reserved

DIVISION III
REGISTRATION OF INVESTMENT ADVISERS,
INVESTMENT ADVISER REPRESENTATIVES,

AND FEDERAL COVERED INVESTMENT ADVISERS
50.30(502) Electronic filing with designated entity
50.31(502) Investment adviser applications and renewals
50.32(502) Application for investment adviser representative registration
50.33(502) Examination requirements
50.34(502) Notice filing requirements for federal covered investment advisers
50.35(502) Withdrawal of investment adviser registration
50.36(502) Investment adviser disclosure statement
50.37(502) Cash solicitation
50.38(502) Dishonest or unethical business practices of investment advisers and investment

adviser representatives, or fraudulent or deceptive conduct by federal covered
investment advisers

50.39(502) Custody of client funds or securities by investment advisers
50.40(502) Minimum financial requirements for investment advisers
50.41(502) Bonding requirements for investment advisers
50.42(502) Record-keeping requirements for investment advisers
50.43(502) Financial reporting requirements for investment advisers
50.44(502) Solely incidental services by certain professionals
50.45 to 50.49 Reserved

DIVISION IV
RULES COVERING ALL REGISTERED PERSONS

50.50(502) Internet advertising by broker-dealers, investment advisers, broker-dealer agents,
investment adviser representatives, and federal covered investment advisers

50.51(502) Consent to service
50.52(252J) Denial, suspension or revocation of agent or investment adviser representative

registration for failure to pay child support
50.53(261) Denial, suspension or revocation of agent or investment adviser representative

registration for failure to pay debts owed to or collected by the college student aid
commission

50.54(502) Use of senior-specific certifications and professional designations
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50.55 to 50.59 Reserved

DIVISION V
REGISTRATION OF SECURITIES

50.60(502) Notice filings for investment company securities offerings
50.61(502) Registration of small corporate offerings
50.62(502) Streamlined registration for certain equity securities
50.63(502) Registration of multijurisdictional offerings
50.64(502) Form of financial statements
50.65(502) Reports contingent to registration by qualification
50.66(502) NASAA guidelines and statements of policy
50.67(502) Amendments to registration by qualification
50.68(502) Delivery of prospectus
50.69(502) Advertisements
50.70 to 50.79 Reserved

DIVISION VI
EXEMPTIONS

50.80(502) Uniform limited offering exemption
50.81(502) Notice filings for Rule 506 offerings
50.82(502) Notice filings for agricultural cooperative associations
50.83(502) Unsolicited order exemption
50.84(502) Solicitation of interest exemption
50.85(502) Internet offers exemption
50.86(502) Denial, suspension, revocation, condition, or limitation of limited offering

transaction exemption
50.87(502) Nonprofit securities exemption
50.88(502) Transactions with specified investors
50.89 to 50.99 Reserved

DIVISION VII
FRAUD AND OTHER PROHIBITED CONDUCT

50.100(502) Fraudulent practices
50.101(502) Rescission offers
50.102(502) Fraudulent, deceptive or manipulative act, practice, or course of business in

providing investment advice
50.103(502) Investment advisory contracts
50.104 to 50.109 Reserved

DIVISION VIII
VIATICAL SETTLEMENT INVESTMENT CONTRACTS

50.110(502) Application by viatical settlement investment contract issuers and registration of
agents to sell viatical settlement investment contracts

50.111(502) Risk disclosure
50.112(502) Advertising of viatical settlement investment contracts
50.113(502) Duty to disclose

CHAPTERS 51 to 53
Reserved

CHAPTER 54
RESIDENTIAL SERVICE CONTRACTS

54.1(523C) Purpose
54.2(523C) Definitions
54.3(523C) Title
54.4(523C) Scope
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54.5(523C) Application of insurance laws
54.6(523C) Exemptions
54.7 to 54.9 Reserved
54.10(523C) Administration
54.11(523C) Misrepresentations of government approval
54.12(523C) Public access to hearings
54.13(523C) Public access to records
54.14(523C) Procedure for public complaints
54.15(523C) Fees
54.16(523C) Forms
54.17 to 54.19 Reserved
54.20(523C) Service company licenses
54.21(523C) Suspension or revocation of license
54.22(523C) Licenses not transferable
54.23 to 54.29 Reserved
54.30(523C) Forms of contracts
54.31 to 54.39 Reserved
54.40(523C) Cessation of business—records
54.41(523C) Records
54.42(523C) Annual reports
54.43 to 54.49 Reserved
54.50(523C) Prohibited acts or practices
54.51(523C) Orders
54.52(523C) Investigations and subpoenas
54.53(523C) Audits

CHAPTER 55
LICENSING OF PUBLIC ADJUSTERS

55.1(82GA,HF499) Purpose
55.2(82GA,HF499) Definitions
55.3(82GA,HF499) License required to operate as public adjuster
55.4(82GA,HF499) Application for license
55.5(82GA,HF499) Issuance of resident license
55.6(82GA,HF499) Public adjuster examination
55.7(82GA,HF499) Exemptions from examination
55.8(82GA,HF499) Nonresident license reciprocity
55.9(82GA,HF499) Terms of licensure
55.10(82GA,HF499) Evidence of financial responsibility
55.11(82GA,HF499) Continuing education
55.12(82GA,HF499) License denial, nonrenewal or revocation
55.13(82GA,HF499) Reinstatement or reissuance of a license after suspension, revocation or

forfeiture in connection with disciplinary matters; and forfeiture in lieu of
compliance

55.14(82GA,HF499) Contract between public adjuster and insured
55.15(82GA,HF499) Escrow accounts
55.16(82GA,HF499) Record retention
55.17(82GA,HF499) Standards of conduct of public adjuster
55.18(82GA,HF499) Public adjuster fees
55.19(82GA,HF499) Penalties
55.20(82GA,HF499) Fees
55.21(82GA,HF499) Severability
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CHAPTER 56
WORKERS’ COMPENSATION GROUP SELF-INSURANCE

56.1(87,505) General provisions
56.2(87,505) Definitions
56.3(87,505) Requirements for self-insurance
56.4 Reserved
56.5(87,505) Excess insurance
56.6(87,505) Rates and reporting of rates
56.7(87,505) Special provisions
56.8(87,505) Certificate of approval; termination
56.9(87,505) Examinations
56.10(87,505) Board of trustees—membership, powers, duties, and prohibitions
56.11(87,505) Association membership; termination; liability
56.12(87,505) Requirements of sales agents
56.13(87,505) Requirements for continued approval
56.14(87,505) Misrepresentation prohibited
56.15(87,505) Investments
56.16(87,505) Refunds
56.17(87,505) Premium payment; reserves
56.18(87,505) Deficits and insolvencies
56.19(87,505) Grounds for nonrenewal or revocation of a certificate of relief from insurance
56.20(87,505) Hearing and appeal
56.21(87,505) Existing approved self-insurers
56.22(87,505) Severability clause

CHAPTER 57
WORKERS’ COMPENSATION SELF-INSURANCE FOR INDIVIDUAL EMPLOYERS

57.1(87,505) General provisions
57.2(87,505) Definitions
57.3(87,505) Requirements for self-insurance
57.4(87,505) Additional security requirements
57.5(87,505) Application for an individual self-insurer
57.6 Reserved
57.7(87,505) Excess insurance
57.8(87,505) Insolvency
57.9(87,505) Renewals
57.10(87,505) Periodic examination
57.11(87,505) Grounds for nonrenewal or revocation of a certificate of relief from insurance
57.12(87,505) Hearing and appeal
57.13(87,505) Existing approved self-insurers
57.14(87,505) Severability clause

CHAPTER 58
THIRD-PARTY ADMINISTRATORS

58.1(510) Purpose
58.2(510) Definitions
58.3(510) Application
58.4(510) Application by corporation, association or benefit society
58.5(510) Surety bond
58.6(510) Waiver procedure
58.7(510) Change of information
58.8(510) Inquiry by commissioner
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58.9(510) Renewal procedure
58.10(510) Periodic examination
58.11(510) Grounds for denial, nonrenewal, suspension or revocation of certificate
58.12(510) Hearing and appeal
58.13(510) Severability clause

CHAPTER 59
PHARMACY BENEFITS MANAGERS

59.1(510B) Purpose
59.2(510B) Definitions
59.3(510B) Timely payment of pharmacy claims
59.4(510B) Study
59.5(510B) Complaints
59.6(510B) Auditing practices
59.7(510B) Termination of pharmacy contracts

CHAPTER 60
WORKERS' COMPENSATION INSURANCE RATE FILING PROCEDURES

60.1(515A) Purpose
60.2(515A) Definitions, scope, authority
60.3(515A) General filing requirements
60.4(515A) Rate or manual rule filing
60.5(515A) Violation and penalties
60.6(515A) Severability
60.7(515A) Effective date

CHAPTERS 61 to 69
Reserved

MANAGED HEALTH CARE

CHAPTER 70
UTILIZATION REVIEW

70.1(505,514F) Purpose
70.2(505,514F) Definitions
70.3(505,514F) Application
70.4(505,514F) Standards
70.5(505,514F) Retroactive application
70.6(505,514F) Variances allowed
70.7(505,514F) Confidentiality
70.8(76GA,ch1202) Utilization review of postdelivery benefits and care
70.9(505,507B,514F) Enforcement
70.10(514F) Credentialing—retrospective payment

HEALTH BENEFIT PLANS

CHAPTER 71
SMALL GROUP HEALTH BENEFIT PLANS

71.1(513B) Purpose
71.2(513B) Definitions
71.3(513B) Applicability and scope
71.4(513B) Establishment of classes of business
71.5(513B) Transition for assumptions of business from another carrier
71.6(513B) Restrictions relating to premium rates
71.7(513B) Requirement to insure entire groups
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71.8(513B) Case characteristics
71.9(513B) Application to reenter state
71.10(513B) Creditable coverage
71.11(513B) Rules related to fair marketing
71.12(513B) Status of carriers as small employer carriers
71.13(513B) Restoration of coverage
71.14(513B) Basic health benefit plan and standard health plan policy forms
71.15(513B) Methods of counting creditable coverage
71.16(513B) Certificates of creditable coverage
71.17(513B) Notification requirements
71.18(513B) Special enrollments
71.19(513B) Disclosure requirements
71.20(514C) Treatment options
71.21(514C) Emergency services
71.22(514C) Provider access
71.23(513B) Reconstructive surgery
71.24(514C) Contraceptive coverage
71.25(513B) Suspension of the small employer health reinsurance program
71.26(513B) Uniform health insurance application form

CHAPTER 72
LONG-TERM CARE ASSET PRESERVATION PROGRAM

72.1(249G) Purpose
72.2(249G) Applicability and scope
72.3(249G) Definitions
72.4(249G) Qualification of long-term care insurance policies and certificates
72.5(249G) Standards for marketing
72.6(249G) Minimum benefit standards for qualifying policies and certificates
72.7(249G) Required policy and certificate provisions
72.8(249G) Prohibited provisions in certified policies or certificates
72.9(249G) Reporting requirements
72.10(249G) Maintaining auditing information
72.11(249G) Reporting on asset protection
72.12(249G) Preparing a service summary
72.13(249G) Plan of action
72.14(249G) Auditing and correcting deficiencies in issuer record keeping
72.15(249G) Separability

CHAPTER 73
HEALTH INSURANCE PURCHASING COOPERATIVES

73.1(75GA,ch158) Purpose
73.2(75GA,ch158) Applicability and scope
73.3(75GA,ch158) Definitions
73.4(75GA,ch158) Division duties—application—filing requirements—license—audits and

examinations
73.5(75GA,ch158) Fidelity bond—letter of credit
73.6(75GA,ch158) Annual report
73.7(75GA,ch158) Business plan
73.8(75GA,ch158) Participants
73.9(75GA,ch158) Health insurance purchasing cooperative—product offerings—exemptions
73.10(75GA,ch158) Insurance risk
73.11(75GA,ch158) Rates
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73.12(75GA,ch158) Election—disclosure and confidentiality
73.13(75GA,ch158) Structure—merger and consolidation
73.14(75GA,ch158) Conflict of interest
73.15(75GA,ch158) Nondiscrimination and retaliatory protections
73.16(75GA,ch158) Annual health insurance or health care benefits plan selection
73.17(75GA,ch158) License subject to conditions—waivers
73.18(75GA,ch158) Procedures
73.19(75GA,ch158) Data collection—quality evaluation
73.20(75GA,ch158) Examination—costs
73.21(75GA,ch158) Trade practices
73.22(75GA,ch158) Grounds for denial, nonrenewal, suspension or revocation of certificate
73.23(75GA,ch158) Hearing and appeal
73.24(75GA,ch158) Solvency

CHAPTER 74
HEALTH CARE ACCESS

74.1(505) Purpose
74.2(505) Applicability and scope
74.3(505) Definitions
74.4(505) Access to health care or health insurance for an employee
74.5(505) Employer participation
74.6(505) Violation of chapter

CHAPTER 75
IOWA INDIVIDUAL HEALTH BENEFIT PLANS

75.1(513C) Purpose
75.2(513C) Definitions
75.3(513C) Applicability and scope
75.4(513C) Establishment of blocks of business
75.5(513C) Transition for assumptions of business from another carrier or ODS
75.6(513C) Restrictions relating to premium rates
75.7(513C) Availability of coverage
75.8(513C) Disclosure of information
75.9(513C) Standards to ensure fair marketing
75.10(513C) Basic health benefit plan and standard health benefit plan policy forms
75.11(513C) Maternity benefit rider
75.12(513C) Disclosure requirements
75.13(514C) Treatment options
75.14(514C) Emergency services
75.15(514C) Provider access
75.16(514C) Diabetic coverage
75.17(513C) Reconstructive surgery
75.18(514C) Contraceptive coverage

CHAPTER 76
EXTERNAL REVIEW

76.1(514J) Purpose
76.2(514J) Applicable law
76.3(514J) Notice of coverage decision and content
76.4(514J) External review request
76.5(514J) Certification process
76.6(514J) Expedited review
76.7(514J) Decision notification
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76.8(514J) Carrier information
76.9(514J) Certification of independent review entity

CHAPTER 77
MULTIPLE EMPLOYER WELFARE ARRANGEMENTS

77.1(507A) Certificate of registration
77.2(507A) Application for certificate of registration
77.3(507A) Financial requirements
77.4(507A) Policy or contract
77.5(507A) Disclosure
77.6(507A) Filing fee
77.7(507A) Agreements and management contracts
77.8(507A) Examination
77.9(507A) Trade practices
77.10(507A) Insolvency
77.11(507A) Suspension or revocation of certificate

CHAPTER 78
UNIFORM PRESCRIPTION DRUG INFORMATION CARD

78.1(514L) Purpose
78.2(514L) Definitions
78.3(514L) Implementation

CHAPTER 79
Reserved

INSURANCE COVERAGE FOR
PEDIATRIC PREVENTIVE SERVICES

CHAPTER 80
WELL-CHILD CARE

80.1(505,514H) Purpose
80.2(505,514H) Applicability and scope
80.3(505,514H) Effective date
80.4(505,514H) Policy definitions
80.5(505,514H) Benefit plan

CHAPTER 81
POSTDELIVERY BENEFITS AND CARE

81.1(514C) Purpose
81.2(514C) Applicability and scope
81.3(514C) Postdelivery benefits

CHAPTERS 82 to 89
Reserved

CHAPTER 90
FINANCIAL AND HEALTH INFORMATION REGULATION

90.1(505) Purpose and scope
90.2(505) Definitions

DIVISION I
RULES FOR FINANCIAL INFORMATION

90.3(505) Initial privacy notice to consumers required
90.4(505) Annual privacy notice to customers required
90.5(505) Information to be included in privacy notices



Analysis, p.28 Insurance[191] IAC 11/4/09

90.6(505) Form of opt-out notice to consumers and opt-out methods
90.7(505) Revised privacy notices
90.8(505) Delivery of notice
90.9(505) Limits on disclosure of nonpublic personal financial information to nonaffiliated

third parties
90.10(505) Limits on redisclosure and reuse of nonpublic personal financial information
90.11(505) Limits on sharing account number information for marketing purposes
90.12(505) Exception to opt-out requirements for disclosure of nonpublic personal financial

information for service providers and joint marketing
90.13(505) Exceptions to notice and opt-out requirements for disclosure of nonpublic personal

financial information for processing and servicing transactions
90.14(505) Other exceptions to notice and opt-out requirements for disclosure of nonpublic

personal financial information
90.15(505) Notice through a Web site
90.16(505) Licensee exception to notice requirement

DIVISION II
RULES FOR HEALTH INFORMATION

90.17(505) Disclosure of nonpublic personal health information
90.18(505) Authorizations
90.19(505) Delivery of authorization request
90.20(505) Relationship to federal rules
90.21(505) Relationship to state laws
90.22(505) Protection of Fair Credit Reporting Act
90.23(505) Nondiscrimination
90.24(505) Severability
90.25(505) Penalties
90.26(505) Effective dates
90.27 to 90.36 Reserved

DIVISION III
SAFEGUARDING CUSTOMER INFORMATION

90.37(505) Information security program
90.38(505) Examples of methods of development and implementation
90.39(505) Penalties
90.40(505) Effective date

CHAPTER 91
2001 CSO MORTALITY TABLE

91.1(508) Purpose
91.2(508) Definitions
91.3(508) 2001 CSO Mortality Table
91.4(508) Conditions
91.5(508) Applicability of the 2001 CSO Mortality Table to 191—Chapter 47, Valuation of

Life Insurance Policies
91.6(508) Gender-blended table
91.7(508) Separability

CHAPTER 92
UNIVERSAL LIFE INSURANCE

92.1(508) Purpose and authority
92.2(508) Definitions
92.3(508) Scope
92.4(508) Valuation
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92.5(508) Nonforfeiture
92.6(508) Mandatory policy provisions
92.7(508) Disclosure requirements
92.8(508) Periodic disclosure to policyowner
92.9(508) Interest-indexed universal life insurance policies
92.10(508) Applicability

CHAPTER 93
CONDUIT DERIVATIVE TRANSACTIONS

93.1(511,521A) Purposes
93.2(511,521A) Definitions
93.3(511,521A) Provisions not applicable
93.4(511,521A) Standards for conduit derivative transactions
93.5(511,521A) Internal controls
93.6(511,521A) Reporting requirements for conduit derivative transactions
93.7(511,521A) Conduit ownership
93.8(511,521A) Exemption from applicability

CHAPTER 94
PREFERRED MORTALITY TABLES FOR USE

IN DETERMINING MINIMUM RESERVE LIABILITIES
94.1(508) Purpose
94.2(508) Definitions
94.3(508) 2001 CSO Preferred Class Structure Mortality Table
94.4(508) Conditions
94.5(508) Separability

CHAPTER 95
DETERMINING RESERVE LIABILITIES FOR PRENEED LIFE INSURANCE

95.1(508) Authority
95.2(508) Scope
95.3(508) Purpose
95.4(508) Definitions
95.5(508) Minimum valuation mortality standards
95.6(508) Minimum valuation interest rate standards
95.7(508) Minimum valuation method standards
95.8(508) Transition rules
95.9(508) Effective date

CHAPTER 96
Reserved

CHAPTER 97
ACCOUNTING FOR CERTAIN DERIVATIVE INSTRUMENTS USED TO HEDGE

THE GROWTH IN INTEREST CREDITED FOR INDEXED INSURANCE PRODUCTS
AND ACCOUNTING FOR THE INDEXED INSURANCE PRODUCTS RESERVE

97.1(508) Authority
97.2(508) Purpose
97.3(508) Definitions
97.4(508) Asset accounting
97.5(508) Indexed annuity product reserve calculation methodology
97.6(508) Indexed life product reserve calculation methodology
97.7(508) Other requirements
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CHAPTER 98
ANNUAL FINANCIAL REPORTING REQUIREMENTS

98.1(505) Authority
98.2(505) Purpose
98.3(505) Definitions
98.4(505) General requirements related to filing and extensions for filing of annual audited

financial reports and audit committee appointment
98.5(505) Contents of annual audited financial report
98.6(505) Designation of independent certified public accountant
98.7(505) Qualifications of independent certified public accountant
98.8(505) Consolidated or combined audits
98.9(505) Scope of audit and report of independent certified public accountant
98.10(505) Notification of adverse financial condition
98.11(505) Communication of Internal Control Related Matters Noted in an Audit
98.12(505) Definition, availability and maintenance of independent certified public

accountants’ work papers
98.13(505) Requirements for audit committees
98.14(505) Conduct of insurer in connection with the preparation of required reports and

documents
98.15(505) Management’s Report of Internal Control Over Financial Reporting
98.16(505) Exemptions
98.17(505) Letter to insurer with accountant’s qualifications
98.18(505) Canadian and British companies
98.19(505) Severability provision
98.20(505) Effective date

CHAPTER 99
Reserved

REGULATED INDUSTRIES
SALES OF CEMETERY MERCHANDISE, FUNERAL MERCHANDISE AND FUNERAL SERVICES

CHAPTER 100
GENERAL PROVISIONS

100.1(523A) Purpose
100.2(523A) Definitions
100.3(523A) Contact and correspondence
100.4(523A) Fees

CHAPTER 101
TRUST DEPOSITS AND TRUST FUNDS

101.1(523A) Trust income withdrawals
101.2(523A) Amount of trust income withdrawn
101.3(523A) Allocation of trust income to purchasers’ accounts
101.4(523A) Credit for trust income withdrawn
101.5(523A) Time period during which trust income may be withdrawn
101.6(523A) Application of contract law
101.7(523A) Consumer price index adjustment
101.8(523A) Cancellation refunds

CHAPTER 102
WAREHOUSED MERCHANDISE

102.1(523A) Funeral and cemetery merchandise delivered to the purchaser or warehoused
102.2(523A) Storage facilities



IAC 11/4/09 Insurance[191] Analysis, p.31

CHAPTER 103
LICENSING OF PRENEED SELLERS AND SALES AGENTS

103.1(523A) Requirement for a preneed seller license or a sales agent license
103.2(523A) Application and licensing of preneed seller or sales agent
103.3(523A) Change of ownership or sale of business of preneed seller
103.4(523A) License renewal
103.5(523A) Denial of license applications or of applications for renewal
103.6(523A) Reinstatement or reissuance of a license after suspension, revocation or forfeiture

in connection with disciplinary matters; and forfeiture in lieu of compliance
103.7(252J) Suspension for failure to pay child support
103.8(261) Suspension for failure to pay student loan

CHAPTER 104
CONTINUING EDUCATION FOR SALES AGENTS

104.1(523A) Continuing education requirements
104.2(523A) Acceptable areas of continuing education
104.3(523A) Academic coursework
104.4(523A) Effective date
104.5(523A) Compliance period
104.6(523A) Denial of sales agent license renewal application
104.7(523A) Disqualification and replacement of credits
104.8(523A) Current mailing address
104.9(523A) Proof of completion of continuing education requirements
104.10(523A) Standards for continuing education activities
104.11(523A) Qualifications of presenters and proof of attendance
104.12(523A) Reviews
104.13(523A) Exemption

CHAPTER 105
STANDARDS OF CONDUCT AND PROHIBITED PRACTICES

105.1(523A) Purpose
105.2(523A) Numbering purchase agreements
105.3(523A) Records maintenance
105.4(523A) Annual reports
105.5(523A) Fidelity bond or insurance
105.6(523A) Grounds for discipline
105.7(523A) Prohibition on sales activities and practices without a license or without an

appointment

CHAPTER 106
DISCIPLINARY PROCEDURES

106.1(523A) Investigations
106.2(17A,523A) Penalties
106.3(17A,523A) Administrative procedures
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CHAPTER 39
LONG-TERM CARE INSURANCE

DIVISION I

191—39.1(514G) Purpose.   The purpose of this chapter is to implement Iowa Code chapter 514G,
to promote the availability of long-term care insurance coverage, to protect applicants for long-term
care insurance, as defined, from unfair or deceptive sales or enrollment practices, to facilitate public
understanding and comparison of long-term care insurance coverages, and to facilitate flexibility and
innovation in the development of long-term care insurance.

191—39.2(514G) Authority.   This chapter is issued pursuant to the authority vested in the commissioner
under Iowa Code section 514G.7 in accordance with the procedures set forth in Iowa Code chapter 17A.

191—39.3(514G) Applicability and scope.   Except as otherwise specifically provided, this chapter
applies to all long-term care insurance policies and long-term care coverage arrangements delivered
or issued for delivery in this state on or after the effective date hereof, by insurers, fraternal benefit
societies, nonprofit health, hospital and medical service corporations, prepaid health plans, health
maintenance organizations and all similar organizations.

191—39.4(514G) Definitions.   For the purpose of these rules, the terms “Group long-term care
insurance,” “Commissioner,” “Applicant,” “Policy,” “Preexisting condition” and “Certificate” shall
have the meanings set forth in Iowa Code chapter 514G, “Long-Term Care Insurance Act.”

“Long-term care insurance” means an insurance policy, insurance contract, insurance certificate,
or rider, which is advertised, marketed, offered, or designed to provide coverage for not less than 12
consecutive months for each covered person on an expense-incurred, indemnity, prepaid, or other basis;
for one or more necessary or medically necessary diagnostic, preventive, therapeutic, rehabilitative,
maintenance, or personal care service provided in a setting other than an acute care unit of a hospital.
This definition also encompasses group and individual annuities and life insurance policies or riders that
provide directly for or supplement long-term care insurance as well as a policy or rider providing for
payment of benefits based upon cognitive impairment or the loss of functional capacity.

Long-term care insurance may be issued by insurers, fraternal benefit societies, nonprofit health,
hospital, and medical service corporations, prepaid health plans, health maintenance organizations or
any similar organizations to the extent they are otherwise authorized to issue life or health insurance.

Long-term care insurance shall not include any insurance policy which is offered primarily to provide
basic Medicare Supplement coverage, basic hospital expense coverage, basic medical-surgical expense
coverage, disability income or related asset-protection coverage, or accident-only coverage, specific
disease or specified accident coverage, or limited benefit health coverage. The definition does not include
life insurance policies which accelerate the death benefit specifically for one or more of the qualifying
events of terminal illness, medical conditions requiring extraordinary medical intervention, or permanent
institutional confinement, and which provide the option of a lump-sum payment for those benefits and
in which neither the benefits nor eligibility for those benefits is conditional upon the receipt of long-term
care. Notwithstanding any other provision contained herein, any product advertised, marketed, or offered
as long-term care insurance shall be subject to the provisions of 191—Chapter 39.

“Long-term care coverage arrangement” is a promise that long-term care will be delivered to a
person upon need and the meeting of certain contractual requirements. The arrangement is offered to
the general public or a sector of the general public at a cost determined by the use of sound actuarial
principles based upon the probability of use. This definition does not include self-insurance.

“Qualified long-term care insurance contract” or “federally tax-qualified long-term care insurance
contract” means an individual or group insurance contract that meets the requirements of Section
7702B(b) of the Internal Revenue Code of 1986, as follows:

1. The only insurance protection provided under the contract is coverage of qualified long-term
care services. A contract shall not fail to satisfy the requirements of this paragraph by reason of payments
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being made on a per diem or other periodic basis without regard to the expenses incurred during the
period to which the payments relate;

2. The contract does not pay or reimburse expenses incurred for services or items to the extent that
the expenses are reimbursable under Title XVIII of the Social Security Act or would be so reimbursable
but for the application of a deductible or coinsurance amount. The requirements of this paragraph do not
apply to expenses that are reimbursable under Title XVIII of the Social Security Act only as a secondary
payor. A contract shall not fail to satisfy the requirements of this paragraph by reason of payments being
made on a per diem or other periodic basis without regard to the expenses incurred during the period to
which the payments relate;

3. The contract is guaranteed renewable, within the meaning of Section 7702B(b)(1)(C) of the
Internal Revenue Code of 1986;

4. The contract does not provide for a cash surrender value or other money that can be paid,
assigned, pledged as collateral for a loan, or borrowed;

5. All refunds of premiums, and all policyholder dividends or similar amounts, under the contract
are to be applied as a reduction in future premiums or to increase future benefits, except that a refund on
the event of death of the insured or a complete surrender or cancellation of the contract cannot exceed
the aggregate premiums paid under the contract; and

6. The contract meets the consumer protection provisions set forth in Section 7702B(g) of the
Internal Revenue Code of 1986.

“Qualified long-term care insurance contract” or “federally tax-qualified long-term care insurance
contract” also means the portion of a life insurance contract that provides long-term care insurance
coverage by rider or as part of the contract and that satisfies the requirements of Sections 7702B(b)
and (e) of the Internal Revenue Code of 1986.

191—39.5(514G) Policy definitions.   No long-term care insurance policy delivered or issued for
delivery in this state shall use the terms set forth below, unless the terms are defined in the policy and
the definitions satisfy the following requirements:

39.5(1) “Medicare” shall be defined as “The Health Insurance for the Aged Act, Title XVIII of
the Social Security Amendments of 1965 as Then Constituted or Later Amended,” or “Title I, Part I
of Public Law 89-97, as Enacted by the Eighty-ninth Congress of the United States of America and
popularly known as the Health Insurance for the Aged Act, as then constituted and any later amendments
or substitutes thereof,” or words of similar import.

39.5(2) “Mental or nervous disorder” shall not be defined to include more than neurosis,
psychoneurosis, psychopathy, psychosis, or mental or emotional disease or disorder.

39.5(3) Nursing care.
a. “Skilled nursing care” shall not be defined more restrictively than one or more professional

services performed for the benefit of the insured on a daily basis, by or under the supervision of a
registered nurse, prescribed by a physician, appropriate and consistent with the diagnosis and conditions
requiring care.

b. “Intermediate nursing care” shall not be defined more restrictively than care which meets all
of the above when professional nursing services are delivered on a regular basis but less often than daily.

c. “Custodial nursing care” shall not be defined more restrictively than that level of care required
to assist an individual in activities of daily living when, due to age complicated by sickness or injury, such
care is required. This level of care can be performed by persons without professional skills or training.

39.5(4) “Nursing facility” shall be defined in relation to its status, facilities, and available services.
a. A definition of such home or facility shall not be more restrictive than one requiring that it:
(1) Be operated pursuant to law; be appropriately licensed or certified;
(2) Be primarily engaged in providing, in addition to room and board accommodations, skilled or

intermediate nursing care under the supervision of a duly licensed physician;
(3) Provide nursing service by or under the supervision of a registered nurse (R.N.); and
(4) Maintain a daily medical record of each patient.
b. The definition of such home or facility may provide that the term shall not include:



IAC 11/4/09 Insurance[191] Ch 39, p.3

(1) Any home, facility or part thereof used primarily for rest;
(2) A home or facility for the aged or for the care of drug addicts or alcoholics; or
(3) A home or facility primarily used for the care and treatment of mental diseases, or disorders,

or custodial or educational care.
39.5(5) “Acute condition” means that the individual is medically unstable. Such an individual

requires frequent monitoring by medical professionals, such as physicians and registered nurses, in
order to maintain the individual’s health status.

39.5(6) “Home health care services” means medical and nonmedical services, provided to ill,
disabled or infirm persons in their residences. Such services may include homemaker services,
assistance with activities of daily living and respite care services.

39.5(7) “Activities of daily living” means at least bathing, continence, dressing, eating, toileting and
transferring.

39.5(8) “Adult day care” means a program for six or more individuals of social and health-related
services provided during the day in a community group setting for the purpose of supporting frail,
impaired elderly or other disabled adults who can benefit from care in a group setting outside the home.

39.5(9) “Bathing” means washing oneself by sponge bath or in either a tub or shower, including the
task of getting into or out of the tub or shower.

39.5(10) “Cognitive impairment” means a deficiency in a person’s short- or long-term memory,
orientation as to person, place and time, deductive or abstract reasoning, or judgment as it relates to
safety awareness.

39.5(11) “Continence” means the ability to maintain control of bowel and bladder function or,
when unable to maintain control of bowel or bladder function, the ability to perform associated personal
hygiene (including caring for catheter or colostomy bag).

39.5(12) “Dressing” means putting on and taking off all items of clothing and any necessary braces,
fasteners or artificial limbs.

39.5(13) “Eating” means feeding oneself by getting food into the body from a receptacle (such as
a plate, cup or table) or by a feeding tube or intravenously.

39.5(14) “Exceptional increase” means only those increases filed by an insurer as exceptional
for which the commissioner determines that the need for the premium rate increase is justified due to
changes in laws or regulations applicable to long-term care coverage in this state or due to increased
and unexpected utilization that affects the majority of insurers of similar products. Except as provided
in rule 191—39.28(514G), exceptional increases are subject to the same requirements as other premium
rate schedule increases.

The commissioner may request a review by an independent actuary or a professional actuarial body
of the basis for a request that an increase be considered an exceptional increase. The commissioner, in
determining that the necessary basis for an exceptional increase exists, shall also determine any potential
offsets to higher claims costs.

39.5(15) “Hands-on assistance” means physical assistance (minimal, moderate or maximal)
without which the individual would not be able to perform the activities of daily living.

39.5(16) “Incidental,” as used in subrule 39.28(10), means that the value of the long-term care
benefits provided is less than 10 percent of the total value of the benefits provided over the life of the
policy. These values shall be measured as of the date of issue.

39.5(17) “Personal care” means the provision of hands-on services to assist an individual with
activities of daily living.

39.5(18) “Qualified actuary” means a member in good standing of the American Academy of
Actuaries.

39.5(19) “Similar policy forms” means all of the long-term care insurance policies and certificates
issued by an insurer in the same long-term care benefit classification as the policy form being considered.
Certificates of groups that meet the definition in Iowa Code section 514G.4(4) are not considered similar
to certificates or policies otherwise issued as long-term care insurance, but are similar to other comparable
certificates with the same long-term care benefit classifications. For purposes of determining similar
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policy forms, long-term care benefit classifications are defined as follows: institutional long-term care
benefits only, noninstitutional long-term care benefits only, or comprehensive long-term care benefits.

39.5(20) “Toileting” means getting to and from the toilet, getting on and off the toilet, and
performing associated personal hygiene.

39.5(21) “Transferring” means moving into or out of a bed, chair or wheelchair.

191—39.6(514G) Policy practices and provisions.
39.6(1) Renewability. The terms “guaranteed renewable” and “noncancellable” shall not be used

in any individual long-term care insurance policy without further explanatory language in accordance
with the disclosure requirements of this chapter. No such policy issued to an individual shall contain
renewal provisions other than “guaranteed renewable” or “noncancellable.”

a. The term “guaranteed renewable”may be used only when the insured has the right to continue
the long-term care insurance in force by the timely payment of premiums and when the insurer has no
unilateral right to make any change in any provision of the policy or rider while the insurance is in force
and cannot decline to renew. Rates may be revised by the insurer on a class basis.

b. The term “noncancellable” may be used only when the insured has the right to continue the
long-term care insurance in force by the timely payment of premiums during which period the insurer
has no right to unilaterally make any change in any provision of the insurance or in the premium rate.

c. Notwithstanding the provisions in 191—subrule 36.5(4), long-term care insurance policies may
contain a return of premium or cash value benefit so long as:

(1) The return of premium or cash value benefit is not reduced by an amount greater than the
aggregate of any claims paid under the policy; and

(2) The insurer demonstrates in its filings that the reserve basis for the policies is adequate.
Any advertisement or sales presentation of a long-term care insurance policy with a return of

premium or cash value benefit provision shall include a side-by-side comparison of premiums for the
same policy with and without the return of premium or cash value benefit provision.

d. The term “level premium” may be used only when the insurer does not have the right to change
the premium.

e. In addition to the other requirements of this subrule, a qualified long-term care insurance
contract shall be guaranteed renewable, within the meaning of Section 7702B(b)(1)(C) of the Internal
Revenue Code of 1986.

39.6(2) Limitations and exclusions.
a. No policy may be delivered or issued for delivery in this state as long-term care insurance if

such policy limits or excludes coverage by type of illness, treatment, medical condition or accident,
except as follows:

(1) Preexisting conditions or disease;
(2) Mental or nervous disorders (however, this shall not permit exclusion or limitation of benefits

on the basis of Alzheimer’s disease or similar forms of irreversible dementia nor limit coverage for
Alzheimer’s disease to the skilled or intermediate level of care);

(3) Alcoholism and drug addiction;
(4) Illness, treatment or medical condition arising out of:
1. War or act of war (whether declared or undeclared);
2. Participation in a felony, riot or insurrection;
3. Service in the armed forces or units auxiliary thereto;
4. Attempted suicide (sane or insane) or intentional self-inflicted injury;
5. Aviation (this exclusion applies only to non-fare-paying passengers).
(5) Treatment provided in a government facility (unless otherwise required by law), services for

which benefits are available underMedicare or other governmental program (except Medicaid), any state
or federal workers’ compensation, employer’s liability or occupational disease law, or any motor vehicle
no-fault law, services provided by a member of the covered person’s immediate family and services for
which no charge is normally made in the absence of insurance;
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(6) Expenses for services or items available or paid under another long-term care insurance or
health insurance policy;

(7) In the case of a qualified long-term care insurance contract, expenses for services or items to
the extent that the expenses are reimbursable under Title XVIII of the Social Security Act or would be
so reimbursable but for the application of a deductible or coinsurance amount.

Paragraph “a” is not intended to prohibit exclusions and limitations by type of provider or territorial
limitations.

b. Unless otherwise provided in the policy or certificate, a preexisting condition, regardless of
whether it is disclosed on the application, need not be covered until the waiting period described in Iowa
Code section 514G.7(3)“b” expires. No long-term care insurance policy or certificate may exclude or
use waivers or riders of any kind to exclude, limit or reduce coverage or benefits for specifically named
or described preexisting diseases or physical conditions beyond the waiting period described in Iowa
Code section 514G.7(3)“b.”

c. No long-term care insurance policy may be delivered or issued for delivery in this state if the
policy conditions eligibility for any benefits other than waiver of premium, postconfinement, postacute
care or recuperative benefits on a prior institutionalization requirement.

39.6(3) Extension of benefits. Termination of long-term care insurance shall be without prejudice to
any benefits payable for institutionalization if such institutionalization began while the long-term care
insurance was in force and continues without interruption after termination. Such extension of benefits
beyond the period the long-term care insurance was in force may be limited to the duration of the benefit
period, if any, or to payment of the maximum benefits and may be subject to any policy waiting period,
and all other applicable provisions of the policy.

39.6(4) Continuation or conversion.
a. Group long-term care insurance issued in this state on or after January 1, 1992, shall provide

covered individuals with a basis for continuation or conversion of coverage.
b. For the purposes of this rule, “a basis for continuation of coverage” means a policy provision

which maintains coverage under the existing group policy when such coverage would otherwise
terminate and which is subject only to the continued timely payment of premium when due. Group
policies which restrict provision of benefits and services to, or contain incentives to use, certain
providers or facilities may provide continuation benefits which are substantially equivalent to the
benefits of the existing group policy. The commissioner shall make a determination as to the substantial
equivalency of benefits, and in doing so, shall take into consideration the differences between managed
care and nonmanaged care plans including, but not limited to, provider system arrangements, service
availability, benefit levels and administrative complexity.

c. For the purposes of this rule, “a basis for conversion of coverage”means a policy provision that
an individual whose coverage under the group policy would otherwise terminate or has been terminated
for any reason, including discontinuance of the group policy in its entirety or with respect to an insured
class, and who has been continuously insured under the group policy (and any group policy which it
replaced), for at least six months immediately prior to termination, shall be entitled to the issuance of a
converted policy by the insurer under whose group policy the individual is covered, without evidence of
insurability.

d. For the purposes of this rule, “converted policy” means an individual policy of long-term care
insurance providing benefits identical to or benefits determined by the commissioner to be substantially
equivalent to or in excess of those provided under the group policy from which conversion is made.
Where the group policy from which conversion is made restricts provision of benefits and services to, or
contains incentives to use, certain providers or facilities, the commissioner, in making a determination as
to the substantial equivalency of benefits, shall take into consideration the differences between managed
care and nonmanaged care plans including, but not limited to, provider system arrangements, service
availability, benefit levels and administrative complexity.

e. Written application for the converted policy shall be made and the first premium due, if any,
shall be paid as directed by the insurer not later than 31 days after termination of coverage under the
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group policy. The converted policy shall be issued effective on the day following the termination of
coverage under the group policy, and shall be renewable annually.

f. Unless the group policy from which conversion is made replaced previous group coverage, the
premium for the converted policy shall be calculated on the basis of the insured’s age at inception of
coverage under the group policy from which conversion is made. Where the group policy from which
conversion is made replaced previous group coverage, the premium for the converted policy shall be
calculated on the basis of the insured’s age at inception of coverage under the group policy replaced.

g. Continuation of coverage or issuance of a converted policy shall be mandatory, except where:
(1) Termination of group coverage resulted from an individual’s failure to make any required

payment of premium or contribution when due; or
(2) The terminating coverage is replaced not later than 31 days after termination, by group

coverage, effective on the day following termination of coverage, that provides benefits identical to or
benefits determined by the commissioner to be substantially equivalent to or in excess of those provided
by the terminating coverage, and for which the premium is calculated in a manner consistent with the
requirements of paragraph “f” of this subrule.

h. Notwithstanding any other provision of this rule, a converted policy issued to an individual
who at the time of conversion is covered by another long-term care insurance policy which provides
benefits on the basis of incurred expenses, may contain a provision which results in a reduction of
benefits payable if the benefits provided under the additional coverage, together with the full benefits
provided by the converted policy, would result in payment of more than 100 percent of incurred expenses.
Such provision shall only be included in the converted policy if the converted policy also provides for a
premium decrease or refund which reflects the reduction in benefits payable.

i. The converted policy may provide that the benefits payable under the converted policy, together
with the benefits payable under the group policy from which conversion is made, shall not exceed those
that would have been payable had the individual’s coverage under the group policy remained in force
and effect.

j. Notwithstanding any other provision of this rule, any insured individual whose eligibility for
long-term care coverage is based upon the individual’s relationship to another person shall be entitled
to continuation of coverage under the group policy upon termination of the qualifying relationship by
death or dissolution of marriage.

k. For the purpose of this rule: a “Managed-Care Plan” is a health care or assisted living
arrangement designed to coordinate patient care or control costs through utilization review, case
management or use of specific provider networks.

39.6(5) Discontinuance and replacement. If a group long-term care policy is replaced by another
group long-term care policy issued to the same policyholder, the succeeding insurer shall offer coverage
to all persons covered under the previous group policy on its date of termination. Coverage provided or
offered to individuals by the insurer and premiums charged to persons under the new group policy:

a. Shall not result in any exclusion for preexisting conditions that would have been covered under
the group policy being replaced; and

b. Shall not vary or otherwise depend on the individual’s health or disability status, claim
experience, or use of long-term care services.

39.6(6) Premiums.
a. The premiums charged to an insured for long-term care insurance shall not increase due to

either:
(1) The increasing age of the insured at ages beyond 65; or
(2) The duration the insured has been covered under the policy.
b. The purchase of additional coverage shall not be considered a premium rate increase, but for

purposes of the calculation required under subrule 39.29(6), the portion of the premium attributable to
the additional coverage shall be added to and considered part of the initial annual premium.

c. A reduction in benefits shall not be considered a premium change, but for purposes of the
calculation required under subrule 39.29(6), the initial annual premium shall be based on the reduced
benefits.
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39.6(7) Electronic enrollment for group policies. In the case of a group defined in Iowa Code section
514G.4(4), any requirement that a signature of an insured be obtained by a producer or insurer shall be
deemed satisfied if:

a. The consent is obtained by telephonic or electronic enrollment by the group policyholder or
insurer. A verification of enrollment information shall be provided to the enrollee;

b. The telephonic or electronic enrollment provides necessary and reasonable safeguards to ensure
the accuracy, retention and prompt retrieval of records; and

c. The telephonic or electronic enrollment provides necessary and reasonable safeguards to ensure
that the confidentiality of individually identifiable information and privileged information is maintained.

The insurer shall make available, upon request of the commissioner, records that will demonstrate
the insurer’s ability to confirm enrollment and coverage amounts.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.7(514G) Required disclosure provisions.
39.7(1) Renewability.
a. Individual long-term care insurance policies shall contain a renewability provision. Such

provision shall be appropriately captioned, shall appear on the first page of the policy, and shall clearly
state the duration of the term of coverage for which the policy is issued and for which it may be
renewed. This provision shall not apply to policies which do not contain a renewability provision, and
under which the right to nonrenew is reserved solely to the policyholder.

b. A long-term care insurance policy or certificate, other than one in which the insurer does not
have the right to change the premium, shall include a statement that premium rates may change.

39.7(2) Riders and endorsements. Except for riders or endorsements bywhich the insurer effectuates
a request made in writing by the insured or exercises a specifically reserved right under an individual
long-term care insurance policy, no riders or endorsements may be added to an individual long-term care
insurance policy after date of issue or at reinstatement or renewal which reduce or eliminate benefits or
coverage in the policy. After the date of policy issue, any rider or endorsement which increases benefits
or coverage with a concomitant increase in premium during the policy term must be agreed to in writing
signed by the insured, except if the increased benefits or coverage is required by law. Where a separate
additional premium is charged for benefits provided in connection with riders or endorsements, such
premium charge shall be set forth in the policy, rider or endorsement.

39.7(3) Payment of benefits. A long-term care insurance policy which provides for the payment
of benefits based on standards described as “usual and customary,” “reasonable and customary” or
words of similar import shall include a definition of such terms and an explanation of such terms in its
accompanying outline of coverage.

39.7(4) Limitations. If a long-term care insurance policy or certificate contains any limitations with
respect to preexisting conditions, such limitation shall appear as a separate paragraph of the policy or
certificate and shall be labeled as “Preexisting Condition Limitations.”

39.7(5) Other limitations or conditions on eligibility for benefits. A long-term care insurance policy
or certificate containing any limitations or conditions for eligibility, other than those prohibited in Iowa
Code section 514G.7(4)“b,” shall set forth a description of the limitations or conditions, including any
required number of days of confinement, in a separate paragraph of the policy or certificate and shall
label such paragraph “Limitations or Conditions on Eligibility for Benefits.”

39.7(6) Disclosure of tax consequences. With regard to life insurance policies which provide an
accelerated benefit for long-term care, a disclosure statement is required at the time of application for
the policy or rider and at the time the accelerated benefit payment request is submitted that receipt of these
accelerated benefits may be taxable, and that assistance should be sought from a personal tax advisor.
The disclosure statement shall be prominently displayed on the first page of the policy or rider and any
other related documents. This subrule shall not apply to qualified long-term care insurance contracts.

39.7(7) Benefit triggers. Activities of daily living and cognitive impairment shall be used to measure
an insured’s need for long-term care and shall be described in the policy or certificate in a separate
paragraph and shall be labeled “Eligibility for the Payment of Benefits.” Any additional benefit triggers
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shall also be explained in this paragraph. If these triggers differ for different benefits, explanation of
the trigger shall accompany each benefit description. If an attending physician or other specified person
must certify a certain level of the insured’s functional dependency in order for the insured to be eligible
for benefits, this too shall be specified.

39.7(8) Qualified long-term care contracts. A qualified long-term care insurance contract shall
include a disclosure statement in the policy and in the outline of coverage that the policy is intended to
be a qualified long-term care insurance contract under Section 7702B(b) of the Internal Revenue Code
of 1986.

39.7(9) Nonqualified long-term care contracts. A nonqualified long-term care insurance contract
shall include a disclosure statement in the policy and in the outline of coverage that the policy is not
intended to be a qualified long-term care insurance contract.

191—39.8(514G) Prohibition against postclaims underwriting.
39.8(1) All applications for long-term care insurance policies or certificates except those which are

guaranteed issue shall contain clear and unambiguous questions designed to ascertain the health condition
of the applicant.

39.8(2) If an application for long-term care insurance contains a question which asks whether
the applicant has had medication prescribed by a physician, it must also ask the applicant to list the
medication that has been prescribed.

If the medications listed in such application were known by the insurer, or should have been known at
the time of application, to be directly related to a medical condition for which coverage would otherwise
be denied, then the policy or certificate shall not be rescinded for that condition.

39.8(3) Except for policies or certificates which are guaranteed issue:
a. The following language shall be set out conspicuously and in close conjunction with the

applicant’s signature block on an application for a long-term care insurance policy or certificate:
Caution: If your answers on this application are incorrect or untrue, [company] has the right to deny

benefits or rescind your policy.
b. The following language, or language substantially similar to the following, shall be set out

conspicuously on the long-term care insurance policy or certificate at the time of delivery:
Caution: The issuance of this long-term care insurance [policy] [certificate] is based upon your

responses to the questions on your application. A copy of your [application] [enrollment form] [is
enclosed] [was retained by you when you applied]. If your answers are incorrect or untrue, the company
has the right to deny benefits or rescind your policy. The best time to clear up any questions is now,
before a claim arises! If, for any reason, any of your answers are incorrect, contact the company at this
address: [insert address]

39.8(4) A copy of the completed application or enrollment form (whichever is applicable) shall be
delivered to the insured no later than at the time of delivery of the policy or certificate.

39.8(5) Every insurer or other entity selling or issuing long-term care insurance benefits shall
maintain a record of all policy or certificate rescissions, both state and countrywide, except those
which the insured voluntarily effectuated and shall annually furnish this information to the insurance
commissioner in the format prescribed by the National Association of Insurance Commissioners.

191—39.9(514D,514G) Minimum standards for home health care benefits in long-term care
insurance policies.

39.9(1) A long-term care insurance policy or certificate may not, if it provides benefits for home
health care services, limit or exclude benefits:

a. By requiring that the insured/claimant would need skilled care in a nursing facility if home
health care services were not provided;

b. By requiring that the insured/claimant first or simultaneously receive nursing or therapeutic
services in a home or community setting before home health care services are covered;

c. By limiting eligible services to services provided by registered nurses or licensed practical
nurses;
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d. By requiring that a nurse or therapist provide services covered by the policy that can be provided
by a home health aide, or other licensed or certified home care worker acting within the scope of the
provider’s licensure or certification;

e. By requiring that the insured/claimant have an acute condition before home health care services
are covered;

f. By limiting benefits to services provided by Medicare-certified agencies or providers;
g. By excluding coverage for personal care services provided by a home health aide;
h. By requiring that the provision of home health care services be at a level of certification or

licensure greater than that required by the eligible service;
i. By excluding coverage for adult day care services.
39.9(2) Home health care coverage may be applied to the nonhome health care benefits provided in

the policy or certificate when determining maximum coverage under the terms of the policy or certificate.
This rule is intended to implement Iowa Code section 514D.9 and chapter 514G.

191—39.10(514D,514G) Requirement to offer inflation protection.
39.10(1) No insurer may offer a long-term care insurance policy unless the insurer also offers to

the policyholder, in addition to any other inflation protection offers, the option to purchase a policy
that provides for benefit levels to increase with benefit maximums or reasonable durations which are
meaningful to account for reasonably anticipated increases in the costs of long-term care services covered
by the policy. Insurers must offer to each policyholder, at the time of purchase, the option to purchase a
policy with an inflation protection feature no less favorable than one of the following:

a. Increases benefit levels annually in a manner so that the increases are compounded annually at
a rate not less than 5 percent;

b. Guarantees the insured individual the right to periodically increase benefit levels without
providing evidence of insurability or health status so long as the option for the previous period has not
been declined. The amount of the additional benefit shall be no less than the difference between the
existing policy benefit and that benefit compounded annually at a rate of at least 5 percent for the period
beginning with the purchase of the existing benefit and extending until the year in which the offer is
made; or

c. Covers a specified percentage of actual or reasonable charges and does not include a maximum
specified indemnity amount or limit.

39.10(2) Where the policy is issued to a group, the required offer in subrule 39.10(1) shall be
made to the group policyholder; except, if the policy is issued to a group defined in Iowa Code section
514G.4(5)“d,” other than to a continuing care retirement community, the offering shall be made to each
proposed certificate holder.

39.10(3) The offer in subrule 39.10(1) shall not be required of life insurance policies or riders
containing accelerated long-term care benefits.

39.10(4) Insurers shall include the following information in or with the outline of coverage:
a. A graphic comparison of the benefit levels of a policy that increases benefits over the policy

period with a policy that does not increase benefits. The graphic comparison shall show benefit levels
over at least a 20-year period.

b. Any expected premium increases or additional premiums to pay for automatic or optional
benefit increases. If premium increases or additional premiums will be based on the attained age of
the applicant at the time of the increase, the insurer shall also disclose the magnitude of the potential
premiums the applicant would need to pay at ages 75 and 85 for benefit increases.

An insurer may use a reasonable hypothetical, or a graphic demonstration, for the purposes of this
disclosure.

39.10(5) Inflation protection benefit increases under a policy which contains these benefits shall
continue without regard to an insured’s age, claim status or claim history, or the length of time the person
has been insured under the policy.
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39.10(6) An offer of inflation protection that provides for automatic benefit increases shall include an
offer of a premiumwhich the insurer expects to remain constant. The offer shall disclose in a conspicuous
manner that the premium may change in the future unless the premium is guaranteed to remain constant.

39.10(7) Inflation protection as provided in this subrule shall be included in a long-term care
insurance policy unless an insurer obtains a rejection of inflation protection signed by the policyholder
as required in this subrule. The rejection may be either in the application or on a separate form. The
rejection shall be considered a part of the application and shall state:
I have reviewed the outline of coverage and the graphs that compare the benefits and premiums
of this policy with and without inflation protection. Specifically, I have reviewed Plans ______,
and I reject inflation protection.
This rule is intended to implement Iowa Code section 514D.9 and chapter 514G.

191—39.11(514D,514G) Requirements for application forms and replacement coverage.
39.11(1) Application forms shall include the following questions designed to elicit information

whether, as of the date of the application, the applicant has another long-term care insurance policy
or certificate in force or whether a long-term care policy or certificate is intended to replace any other
accident and sickness or long-term care policy or certificate presently in force. A supplementary
application or other form to be signed by the applicant and producer, except where the coverage is sold
without a producer, containing such questions may be used. With regard to a replacement policy issued
to a group defined by Iowa Code section 514G.4(5)“a,” the following questions may be modified only
to the extent necessary to elicit information about health or long-term care insurance policies other than
the group policy being replaced; provided, however, that the certificate holder has been notified of the
replacement.

a. Do you have another long-term care insurance policy or certificate in force (including health
care service contract, health maintenance organization contract)?

b. Did you have another long-term care insurance policy or certificate in force during the last 12
months?

(1) If so, with which company?
(2) If that policy lapsed, when did it lapse?
c. Are you covered by Medicaid?
d. Do you intend to replace any of your medical or health insurance coverage with this policy

[certificate]?
39.11(2) Producers shall list any other health insurance policies they have sold to the applicant.
a. List policies sold which are still in force.
b. List policies sold in the past five years which are no longer in force.
39.11(3) Solicitations other than direct response. Upon determining that a sale will involve

replacement, an insurer, other than an insurer using direct response solicitation methods, or its producer,
shall furnish the applicant, prior to issuance or delivery of the individual long-term care insurance
policy, a notice regarding replacement of accident and sickness or long-term care coverage. One copy
of such notice shall be retained by the applicant and an additional copy signed by the applicant shall be
retained by the insurer. The required notice shall be provided in the following manner:

NOTICE TO APPLICANT REGARDING REPLACEMENT
OF INDIVIDUAL ACCIDENT AND SICKNESS OR LONG-TERM CARE INSURANCE

[Insurance company’s name and address]
SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE

According to [your application] [information you have furnished], you intend to lapse or otherwise
terminate existing accident and sickness or long-term care insurance and replace it with an individual
long-term care insurance policy to be issued by [company name]. Your new policy provides ten days
within which you may decide, without cost, whether you desire to keep the policy. For your own
information and protection, you should be aware of and seriously consider certain factors which may
affect the insurance protection available to you under the new policy.
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You should review this new coverage carefully, comparing it with all accident and sickness or
long-term care insurance coverage you now have, and terminate your present policy only if, after due
consideration, you find that purchase of this long-term care coverage is a wise decision.

STATEMENT TO APPLICANT BY PRODUCER
[BROKER OR OTHER REPRESENTATIVE]:

(Use additional sheets, as necessary.)
I have reviewed your current medical or health insurance coverage. I believe the replacement of

insurance involved in this transaction materially improves your position. My conclusion has taken into
account the following considerations, which I call to your attention.

1. Health conditions which you may presently have (preexisting conditions) may not be
immediately or fully covered under the new policy. This could result in denial or delay in payment of
benefits under the new policy, whereas a similar claim might have been payable under your present
policy.

2. State law provides that your replacement policy or certificate may not contain new preexisting
conditions or probationary periods. The insurer will waive any time periods applicable to preexisting
conditions or probationary periods in the new policy (or coverage) for similar benefits to the extent such
time was spent (depleted) under the original policy.

3. If you are replacing existing long-term care insurance coverage, you may wish to secure the
advice of your present insurer or its producer regarding the proposed replacement of your present policy.
This is not only your right, but it is also in your best interest to make sure you understand all the relevant
factors involved in replacing your present coverage.

4. If, after due consideration, you still wish to terminate your present policy and replace it with
new coverage, be certain to truthfully and completely answer all questions on the application concerning
your medical health history. Failure to include all material medical information on an application may
provide a basis for the company to deny any future claims and to refund your premium as though your
policy had never been in force. After the application has been completed and before you sign it, reread
it carefully to be certain that all information has been properly recorded.

(Signature of Producer, Broker or Other Representative)
[Typed Name and Address of Producer or Broker]
The above “Notice to Applicant” was delivered to me on:

(Date)

(Applicant’s Signature)
39.11(4) Direct response solicitations. Insurers using direct response solicitation methods shall

deliver a notice regarding replacement of accident and sickness or long-term care coverage to the
applicant upon issuance of the policy. The required notice shall be provided in the following manner:

NOTICE TO APPLICANT REGARDING REPLACEMENT
OF ACCIDENT AND SICKNESS OR LONG-TERM CARE INSURANCE

[Insurance company’s name and address]
SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE

According to [your application] [information you have furnished], you intend to lapse or otherwise
terminate existing accident and sickness or long-term care insurance and replace it with the long-term
care insurance policy delivered herewith issued by [company name]. Your new policy provides 30 days
within which you may decide, without cost, whether you desire to keep the policy. For your own
information and protection, you should be aware of and seriously consider certain factors which may
affect the insurance protection available to you under the new policy.

You should review this new coverage carefully, comparing it with all accident and sickness or
long-term care insurance coverage you now have, and terminate your present policy only if, after due
consideration, you find that purchase of this long-term care coverage is a wise decision.
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1. Health conditions which you may presently have (preexisting conditions) may not be
immediately or fully covered under the new policy. This could result in denial or delay in payment of
benefits under the new policy, whereas a similar claim might have been payable under your present
policy.

2. State law provides that your replacement policy or certificate may not contain new preexisting
conditions or probationary periods. Your insurer will waive any time periods applicable to preexisting
conditions or probationary periods in the new policy (or coverage) for similar benefits to the extent such
time was spent (depleted) under the original policy.

3. If you are replacing existing long-term care insurance coverage, you may wish to secure the
advice of your present insurer or its producer regarding the proposed replacement of your present policy.
This is not only your right, but it is also in your best interest to make sure you understand all the relevant
factors involved in replacing your present coverage.

4. [To be included only if the application is attached to the policy.] If, after due consideration,
you still wish to terminate your present policy and replace it with new coverage, read the copy of
the application attached to your new policy and be sure that all questions are answered fully and
correctly. Omissions or misstatements in the application could cause an otherwise valid claim to be
denied. Carefully check the application and write to [company name and address] within 30 days if
any information is not correct and complete, or if any past medical history has been left out of the
application.

(Company Name)
39.11(5) Where replacement is intended, the replacing insurer shall notify, in writing, the existing

insurer of the proposed replacement. The existing policy shall be identified by the insurer, name of the
insured and policy number or address including zip code. Such notice shall be made within five working
days from the date the application is received by the insurer or the date the policy is issued, whichever
is sooner.

39.11(6) Life insurance policies that accelerate benefits for long-term care shall comply with this
subrule if the policy being replaced is a long-term care insurance policy. If the policy being replaced
is a life insurance policy, the insurer shall comply with the replacement requirements of 191—Chapter
16. If a life insurance policy that accelerates benefits for long-term care is replaced by another such
policy, the replacing insurer shall comply with both the long-term care and the life insurance replacement
requirements.

This rule is intended to implement Iowa Code section 514D.9 and chapter 514G.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.12(514G) Reserve standards.
39.12(1) When long-term care benefits are provided through the acceleration of benefits under group

or individual life policies or riders to such policies, policy reserves for such benefits shall be determined
in accordance with Iowa Code section 508.36(3)“a”(7). Claim reserves must also be established when
such policy or rider is in claim status.

Reserves for policies and riders subject to this subrule should be based on the multiple decrement
model utilizing all relevant decrements except for voluntary termination rates. Single decrement
approximations are acceptable if the calculation produces essentially similar reserves, if the reserve is
clearly more conservative, or if the reserve is immaterial. The calculations may take into account the
reduction in life insurance benefits due to the payment of long-term care benefits. However, in no event
shall the reserves for the long-term care benefit and the life insurance benefit be less than the reserves
for the life insurance benefit assuming no long-term care benefit.

In the development and calculation of reserves for policies and riders subject to the subrule, due
regard shall be given to the applicable policy provisions, marketing methods, administrative procedures
and all other considerations which have an impact on projected claim costs, including, but not limited
to, the following:

a. Definition of insured events;
b. Covered long-term care facilities;
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c. Existence of home convalescence care coverage;
d. Definition of facilities;
e. Existence or absence of barriers to eligibility;
f. Premium waiver provision;
g. Renewability;
h. Ability to raise premiums;
i. Marketing method;
j. Underwriting procedures;
k. Claims adjustment procedures;
l. Waiting period;
m. Maximum benefit;
n. Availability of eligible facilities;
o. Margins in claim costs;
p. Optional nature of benefit;
q. Delay in eligibility for benefit;
r. Inflation protection provisions; and
s. Guaranteed insurability option.
Any applicable valuation morbidity table shall be certified as appropriate as a statutory valuation

table by a member of the American Academy of Actuaries.
39.12(2) When long-term care benefits are provided other than as in subrule 39.12(1), reserves shall

be determined in accordance with sound actuarial standards, applied consistently and accepted by the
commissioner of insurance.

191—39.13(514D) Loss ratio.
39.13(1) Applicability. This rule shall apply to all long-term care insurance policies or certificates

except those covered under rules 191—39.26(514G) and 191—39.28(514G).
39.13(2) Minimum loss ratio. Benefits under long-term care insurance policies shall be deemed

reasonable in relation to premiums provided the expected loss ratio is at least 60 percent, calculated in
a manner which provides for adequate reserving of the long-term care insurance risk. In evaluating the
expected loss ratio, due consideration shall be given to all relevant factors including:

a. Statistical credibility of incurred claims experience and earned premiums.
b. The period for which rates are computed to provide coverage.
c. Experienced and projected trends.
d. Concentration of experience within early policy duration.
e. Expected claim fluctuation.
f. Experience refunds, adjustments or dividends.
g. Renewability features.
h. All appropriate expense factors.
i. Interest.
j. Experimental nature of the coverage.
k. Policy reserves.
l. Mix of business by risk classification.
m. Product features such as long elimination periods, high deductibles and high maximum limits.
39.13(3) Accelerated benefits. Subrule 39.13(2) shall not apply to life insurance policies that

accelerate benefits for long-term care. A life insurance policy that funds long-term care benefits entirely
by accelerating the death benefit is considered to provide reasonable benefits in relation to premiums
paid, if the policy complies with all of the following provisions:

a. The interest credited internally to determine cash value accumulations, including long-term
care, if any, is guaranteed not to be less than the minimum guaranteed interest rate for cash value
accumulations without long-term care set forth in the policy;

b. The portion of the policy that provides life insurance benefits meets the nonforfeiture
requirements of Iowa Code section 508.37;
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c. The policy meets the disclosure requirements of rules 191—39.20(514G) and
191—39.21(514G);

d. The policy illustration meets the applicable requirements of 191—Chapter 14 regarding
illustrations; and

e. An actuarial memorandum is filed with the insurance division that includes:
(1) A description of the basis on which the long-term care rates were determined;
(2) A description of the basis for the reserves;
(3) A summary of the type of policy, benefits, renewability, general marketing method, and limits

on ages of issuance;
(4) A description and a table of each actuarial assumption used. For expenses, an insurer must

include percent of premium dollars per policy and dollars per unit of benefits, if any;
(5) A description and a table of the anticipated policy reserves and additional reserves to be held

in each future year for active lives;
(6) The estimated average annual premium per policy and the average issue age;
(7) A statement as to whether underwriting is performed at the time of application. The statement

shall indicate whether underwriting is used and, if used, the statement shall include a description of the
type or types of underwriting used, such as medical underwriting or functional assessment underwriting.
Concerning a group policy, the statement shall indicate whether the enrollee or any dependent will be
underwritten and when underwriting occurs; and

(8) A description of the effect of the long-term care policy provision on the required premiums,
nonforfeiture values and reserves on the underlying life insurance policy, both for active lives and those
in long-term care claim status.

191—39.14(514G) Filing requirement.   Prior to an insurer or similar organization’s offering group
long-term care insurance to a resident of this state pursuant to Iowa Code section 514G.4(5)“d,” it shall
file with the commissioner evidence that the group policy or certificate thereunder has been approved
by a state having statutory or regulatory long-term care insurance requirements substantially similar to
those adopted in this state.

191—39.15(514D,514G) Standards for marketing.
39.15(1) Every insurer, health care service plan or other entity marketing long-term care insurance

coverage in this state, directly or through its producers, shall:
a. Establish marketing procedures to ensure that any comparison of policies by its producers or

by other producers will be fair and accurate.
b. Establish marketing procedures to ensure that excessive insurance is not sold or issued.
c. Display prominently by type, stamp or other appropriate means, on the first page of the outline

of coverage and policy, the following:
“Notice to buyer: This policy may not cover all of the costs associated with long-term care

incurred by the buyer during the period of coverage. The buyer is advised to review carefully all policy
limitations.”

d. Inquire and otherwise make every reasonable effort to identify whether a prospective applicant
or enrollee for long-term care insurance already has accident and sickness or long-term care insurance
and the types and amounts of any such insurance.

e. Every insurer or entity marketing long-term care insurance shall establish auditable procedures
for verifying compliance with this subrule.

f. If the state in which the policy or certificate is to be delivered or issued for delivery has a senior
insurance counseling program approved by the commissioner, the insurer shall, at solicitation, provide
written notice to the prospective policyholder and certificate holder that such a program is available and
the name, address and telephone number of the program.

g. For long-term care health insurance policies and certificates, use the terms “noncancellable” or
“level premium” only when the policy or certificate conforms to paragraph 39.6(1)“b.”

h. Provide an explanation of contingent benefit upon lapse provided for in 39.29(6)“c.”
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39.15(2) In addition to the practices prohibited in Iowa Code chapter 507B, the following acts and
practices are prohibited:

a. Twisting. Knowingly making any misleading representation or incomplete or fraudulent
comparison of any insurance policies or insurers for the purpose of inducing, or tending to induce, any
person to lapse, forfeit, surrender, terminate, retain, pledge, assign, borrow on, or convert any insurance
policy or to take out a policy of insurance with another insurer.

b. High-pressure tactics. Employing any method of marketing having the effect of or tending to
induce the purchase of insurance through force, fright, threat, whether explicit or implied, or undue
pressure to purchase or recommend the purchase of insurance.

c. Cold-lead advertising. Making use directly or indirectly of any method of marketing which
fails to disclose in a conspicuous manner that a purpose of the method of marketing is solicitation of
insurance and that contact will be made by an insurance producer or insurance company.

d. Misrepresentation. Misrepresenting a material fact in selling or offering to sell a long-term care
insurance policy.

39.15(3) Association marketing.
a. When a group long-term care insurance policy is issued to an association or a trust or the trustees

of a fund established, created or maintained for the benefit of members of one or more associations, the
association or associations, or the insurer of the association or associations, shall, prior to advertising,
marketing or offering the policy within this state, file evidence with the commissioner that the association
or associations have at the outset a minimum of 100 persons and have been organized and maintained in
good faith for purposes other than that of obtaining insurance; have been in active existence for at least
one year; and have a constitution and bylaws that provide that:

(1) The association or associations hold regular meetings not less than annually to further purposes
of the members;

(2) Except for credit unions, the association or associations collect dues or solicit contributions
from members; and

(3) Themembers have voting privileges and representation on the governing board and committees.
Thirty days after the filing, the association or associations will be deemed to satisfy the organizational

requirements, unless the commissioner makes a finding that the association or associations do not satisfy
those organizational requirements.

b. When a professional, trade, or occupational association is issued a group long-term care policy
for its members or retired members or combination thereof, the association shall have as its primary
responsibility, when endorsing or selling long-term care insurance, to educate its members concerning
long-term care issues in general so that its members can make informed decisions. Associations shall
provide objective information regarding long-term care insurance policies or certificates endorsed or
sold by such associations to ensure that members of such associations receive a balanced and complete
explanation of the features in the policies or certificates that are being endorsed or sold.

(1) The insurer shall file with the insurance division the following material:
1. The policy and certificate;
2. A corresponding outline of coverage; and
3. All advertisements requested by the insurance division.
(2) The association shall disclose in any long-term care insurance solicitation the specific nature

and amount of the compensation arrangements (including all fees, commissions, administrative fees and
other forms of financial support) that the association receives from endorsement or sale of the policy or
certificate to its members; and a brief description of the process under which the policies and the insurer
issuing the policies were selected.

(3) If the association and the insurer have interlocking directorates or trustee arrangements, the
association shall disclose that fact to its members.

(4) The board of directors of associations selling or endorsing long-term care insurance policies or
certificates shall review and approve the insurance policies as well as the compensation arrangements
made with the insurer.

(5) The association shall also:
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1. At the time of the association’s decision to endorse, engage the services of a person with
expertise in long-term care insurance who is not affiliated with the insurer to conduct an examination
of the policies, including its benefits, features, and rates and update the examination thereafter in the
event of material change;

2. Actively monitor the marketing efforts of the insurer and its producers; and
3. Review and approve all marketing materials or other insurance communications used to

promote sales or sent to members regarding the policies or certificates.
Numbered paragraphs “1” through “3” shall not apply to qualified long-term care insurance contracts.
(6) No group long-term care insurance policy or certificate may be issued to an association unless

the insurer files with the insurance division the information required in this subrule.
(7) The insurer shall not issue a long-term care policy or certificate to an association or continue to

market such a policy or certificate unless the insurer certifies annually that the association has complied
with the requirements set forth in this subrule.

(8) Failure to comply with the filing and certification requirements of this subrule constitutes an
unfair trade practice in violation of Iowa Code chapter 507B.

39.15(4) Producer training requirements.
a. Purpose. The purpose of this subrule is to require certain specific minimum training for

insurance producers who wish to sell long-term care insurance or long-term care partnership insurance
in Iowa. This additional training is necessary due to the complex nature of long-term care insurance
and long-term care partnership insurance products. This additional training is also necessary to ensure
that insurance producers are able to determine whether long-term care insurance or long-term care
partnership insurance products are suitable for consumers and that producers are able to adequately
explain to consumers how the long-term care insurance and long-term care partnership insurance
products work. The ultimate goal of this subrule is to ensure that purchasers of long-term care insurance
and long-term care partnership insurance products understand basic features of the products.

(1) This subrule applies to all long-term care insurance and long-term care partnership insurance
products sold on or after January 1, 2010.

(2) For purposes of this subrule, “CE,” “CE provider,” “CE term” and “credit” shall mean the same
as defined in rule 191—11.2(505,522B).

b. Required training.
(1) An individual may not sell, solicit or negotiate long-term care insurance or long-term care

partnership insurance products unless the individual is licensed as an insurance producer with an accident
and health or sickness line of authority and has completed a one-time training course and ongoing training
every CE term thereafter. The training shall meet the requirements set forth in paragraph 39.15(4)“c.”

(2) The training content of paragraph 39.15(4)“c” must be approved as continuing education
courses under 191—Chapter 11, except that the one-time training required under subparagraph
39.15(4)“b”(1) must be classroom training. However, a CE provider may apply directly to the division
and request that a self-study or on-line course be approved as a substitute. Ongoing training may be
by any means allowable under 191—Chapter 11.

c. Training content.
(1) The one-time training required by this subrule shall be no less than eight credits and the ongoing

training required by this subrule shall be no less than four credits, except that producers who have
completed four credits of long-term care insurance training prior to January 1, 2010, shall complete
only four credits of one-time training specifically related to the long-term care partnership program and
Iowa-specific Medicaid requirements.

(2) The training required under subparagraph (1) shall consist of topics related to long-term care
insurance, long-term care services and qualified state long-term care insurance partnership programs,
including, but not limited to:

1. State and federal regulations and requirements and the relationship between qualified state
long-term care insurance partnership programs and other public and private coverage of long-term care
services, including Medicaid requirements;

2. Available long-term care services and providers;
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3. Changes or improvements in long-term care services or providers;
4. Alternatives to the purchase of private long-term care insurance or long-term care partnership

insurance;
5. The effect of inflation on benefits and the importance of inflation protection;
6. Consumer suitability standards and guidelines;
7. The Deficit Reduction Act;
8. Iowa’s laws regarding the long-term care partnership program;
9. The Iowa Medicaid program;
10. Miller trusts;
11. Spousal protection;
12. Transfer of assets;
13. Estate recovery; and
14. Eligibility.
(3) Unless otherwise required by state or federal law, the training required by this subrule shall not

include training that is specific to a single insurer or company product and shall not include any sales or
marketing information, materials, or training, other than those required by state or federal law.

d. Requirements for insurers.
(1) Insurers subject to this chapter shall obtain verification that a producer has received training

required by subparagraph 39.15(4)“b”(1) before a producer is permitted to sell, solicit or negotiate
the insurer’s long-term care insurance or long-term care partnership insurance products; shall make
verifications available to the division upon request; and shall maintain records subject to the state’s
record retention requirements.

(2) Each insurer subject to this chapter shall maintain records with respect to the training of its
producers concerning the distribution of its partnership policies that will allow the division to provide
assurance to the Iowa department of human services that producers have received the training set forth
in subparagraph 39.15(4)“c”(2), numbered paragraph “1,” as required by subparagraph 39.15(4)“b”(1)
and that producers have demonstrated an understanding of the partnership policies and the policies’
relationship to public and private coverage of long-term care, including Medicaid, in this state. These
records shall be maintained in accordance with the state’s record retention requirements and shall be
made available to the division upon request.

e. Training obtained in other states. The satisfaction of the training requirements in any state shall
be deemed to satisfy the training requirements in this state.

f. Requirements for continuing education providers to provide long-term care partnership
insurance training. In addition to having been approved as a CE provider under rule
191—11.9(505,522B), a CE provider intending to provide either the initial training or the ongoing
continuing education required under subrule 39.15(4) shall:

(1) Provide only classroom training for the initial one-time training for providers. However, the CE
provider may apply directly to the division and request that a self-study or on-line course be approved
as a substitute. Ongoing training may be by any means allowable under 191—Chapter 11.

(2) If approved, comply with rules 191—11.10(505,522B) and 191—11.11(505,522B).
This rule is intended to implement Iowa Code section 514D.9 and chapter 514G.

[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.16(514D,514G) Suitability.
39.16(1) This rule shall not apply to life insurance policies that accelerate benefits for long-term

care.
39.16(2) Every insurer, health care service plan or other entity marketing long-term care insurance

(the “issuer”) shall:
a. Develop and use suitability standards to determine whether the purchase or replacement of

long-term care insurance is appropriate for the needs of the applicant;
b. Train its producers in the use of its suitability standards; and
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c. Maintain a copy of its suitability standards and make it available for inspection upon request
by the commissioner.

39.16(3) To determine whether the applicant meets the standards developed by the issuer, the
producer and issuer shall develop procedures that take into consideration the following:

a. The ability to pay for the proposed coverage and other pertinent financial information related
to the purchase of the coverage;

b. The applicant’s goals or needs with respect to long-term care and the advantages and
disadvantages of insurance to meet these goals or needs; and

c. The values, benefits and costs of the applicant’s existing insurance, if any, when compared to
the values, benefits and costs of the recommended purchase or replacement.

39.16(4) The issuer, and, when a producer is involved, the producer, shall make reasonable efforts
to obtain the information set out in subrule 39.16(3). The efforts shall include presentation of the
“Long-Term Care Insurance Personal Worksheet” to the applicant, at the time of or prior to application.
The personal worksheet used by the issuer shall contain, at a minimum, the information in the format
contained in Appendix B, in not less than 12-point type. The issuer may request the applicant to
provide additional information to comply with its suitability standards. A copy of the issuer’s personal
worksheet shall be filed with the commissioner.

A completed personal worksheet shall be returned to the issuer prior to the issuer’s consideration
of the applicant for coverage, except the personal worksheet need not be returned for sales of employer
group long-term care insurance to employees and their spouses.

The sale or dissemination outside the company or agency by the issuer or producer of information
obtained through the personal worksheet in Appendix B is prohibited.

39.16(5) The issuer shall use the suitability standards it has developed pursuant to this rule in
determining whether issuing long-term care insurance coverage to an applicant is appropriate.

39.16(6) Producers shall use the suitability standards developed by the issuer in marketing long-term
care insurance.

39.16(7) At the same time as the personal worksheet is provided to the applicant, the disclosure form
entitled “Things You Should Know Before You Buy Long-Term Care Insurance” shall be provided. The
form shall be in the format contained in Appendix C, in not less than 12-point type.

39.16(8) If the issuer determines that the applicant does not meet its financial suitability standards,
or if the applicant has declined to provide the information, the issuer may reject the application. In the
alternative, the issuer shall send the applicant a letter similar to AppendixD. However, if the applicant has
declined to provide financial information, the issuer may use some other method to verify the applicant’s
intent. Either the applicant’s returned letter or a record of the alternative method of verification shall be
made part of the applicant’s file.

39.16(9) The issuer shall report annually to the commissioner the total number of applications
received from residents of this state, the number of applicants who declined to provide information on
the personal worksheet, the number of applicants who did not meet the suitability standards, and the
number of applicants who chose to confirm after receiving a suitability letter.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.17(514G) Prohibition against preexisting conditions and probationary periods in
replacement policies or certificates.   If a long-term care insurance policy or certificate replaces another
long-term care policy or certificate, the replacing insurer shall waive any time periods applicable to
preexisting conditions and probationary periods in the new long-term care policy for similar benefits to
the extent that similar exclusions have been satisfied under the original policy.

191—39.18(514G) Standard format outline of coverage.   This rule, which is not applicable to life
policies with long-term care riders attached, implements, interprets and makes specific the provisions of
Iowa Code section 514G.7(1) in prescribing a standard format and the content of an outline of coverage.
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39.18(1) An outline of coverage shall be delivered to a prospective applicant for long-term care
insurance at the time of initial solicitation through means which prominently direct the attention of the
recipient to the document and its purpose.

39.18(2) In the case of producer solicitations, a producer must deliver the outline of coverage prior
to the presentation of an application or enrollment form.

39.18(3) In the case of direct response solicitations, the outline of coverage must be presented in
conjunction with any application or enrollment form.

39.18(4) The commissioner shall prescribe the standard format, including style, arrangement, and
overall appearance and content of an outline of coverage.

39.18(5) The outline of coverage shall be a freestanding document, using no smaller than 10-point
type.

39.18(6) The outline of coverage shall contain no material of an advertising nature.
39.18(7) Text which is capitalized or underscored in the standard format outline of coverage may be

emphasized by other means which provide prominence equivalent to such capitalization or underscoring.
39.18(8) Use of the text and sequence of text of the standard format outline of coverage is mandatory,

unless otherwise specifically indicated.
39.18(9) Format for outline of coverage:

[COMPANY NAME]
[ADDRESS — CITY & STATE]

[TELEPHONE NUMBER]
LONG-TERM CARE INSURANCE

OUTLINE OF COVERAGE
[Policy Number or Group Master Policy and Certificate Number]

[Except for policies or certificates which are guaranteed issue, the following caution statement, or
substantially similar language, must appear as follows in the outline of coverage.]

Caution: The issuance of this long-term care insurance [policy] [certificate] is based upon your
responses to the questions on your application. A copy of your [application] [enrollment form] [is
enclosed] [was retained by you when you applied]. If your answers are incorrect or untrue, the company
has the right to deny benefits or rescind your policy. The best time to clear up any questions is now,
before a claim arises! If, for any reason, any of your answers are incorrect, contact the company at this
address: [insert address]

1. This policy is [an individual policy of insurance] [[a group policy] which was issued in the
[indicate jurisdiction in which group policy was issued]].

2. PURPOSE OF OUTLINE OF COVERAGE. This outline of coverage provides a very brief
description of the important features of the policy. You should compare this outline of coverage to
outlines of coverage for other policies available to you. This is not an insurance contract, but only a
summary of coverage. Only the individual or group policy contains governing contractual provisions.
This means that the policy or group policy sets forth in detail the rights and obligations of both you and
the insurance company. Therefore, if you purchase this coverage, or any other coverage, it is important
that you READ YOUR POLICY (OR CERTIFICATE) CAREFULLY!

3. FEDERAL TAX CONSEQUENCES.
This [POLICY] [CERTIFICATE] is intended to be a federally tax-qualified long-term care insurance

contract under Section 7702B(b) of the Internal Revenue Code of 1986.
OR

Federal Tax Implications of this [POLICY] [CERTIFICATE]. This [POLICY] [CERTIFICATE] is
not intended to be a federally tax-qualified long-term care insurance contract under Section 7702B(b)
of the Internal Revenue Code of 1986. Benefits received under the [POLICY] [CERTIFICATE] may be
taxable as income.

4. TERMS UNDER WHICH THE POLICY OR CERTIFICATE MAY BE CONTINUED IN
FORCE OR DISCONTINUED.

(a) [For long-term care health insurance policies or certificates, describe one of the following
permissible policy renewability provisions:
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(1) [Policies and certificates that are guaranteed renewable shall contain the following statement:]
RENEWABILITY: THIS [POLICY] [CERTIFICATE] IS GUARANTEED RENEWABLE. This means
you have the right, subject to the terms of your [policy] [certificate], to continue this policy as long as
you pay your premiums on time. [Company Name] cannot change any of the terms of your policy on its
own, except that, in the future, IT MAY INCREASE THE PREMIUM YOU PAY.

(2) [Policies and certificates that are noncancellable shall contain the following statement:]
RENEWABILITY: THIS [POLICY] [CERTIFICATE] IS NONCANCELLABLE. This means that
you have the right, subject to the terms of your policy, to continue this policy as long as you pay your
premiums on time. [Company Name] cannot change any of the terms of your policy on its own and
cannot change the premium you currently pay. However, if your policy contains an inflation protection
feature where you choose to increase your benefits, [Company Name] may increase your premium at
that time for those additional benefits.

(b) [For group coverage, specifically describe continuation/conversion provisions applicable to the
certificate and group policy;]

(c) [Describe waiver of premium provisions or state that there are not such provisions.]
5. TERMS UNDER WHICH THE COMPANY MAY CHANGE PREMIUMS.
[In bold type larger than the maximum type required to be used for the other provisions of the outline

of coverage, state whether or not the company has a right to change the premium and, if a right exists,
describe clearly and concisely each circumstance under which the premium may change.]

6. TERMS UNDER WHICH THE POLICY OR CERTIFICATE MAY BE RETURNED AND
PREMIUM REFUNDED.

(a) [Provide a brief description of the right to return—“free look” provision of the policy.]
(b) [Include a statement that the policy either does or does not contain provisions providing for a

refund or partial refund of premium upon the death of an insured or surrender of the policy or certificate.
If the policy contains such provisions, include a description of them.]

7. THIS IS NOT MEDICARE SUPPLEMENT COVERAGE. If you are eligible for Medicare,
review the Medicare Supplement Buyer’s Guide available from the insurance company.

(a) [For producers] Neither [insert company name] nor its producers represent Medicare, the federal
government or any state government.

(b) [For direct response] [insert company name] is not representingMedicare, the federal government
or any state government.

8. LONG-TERMCARE COVERAGE. Policies of this category are designed to provide coverage
for one or more necessary or medically necessary diagnostic, preventive, therapeutic, rehabilitative,
maintenance, or personal care services, provided in a setting other than an acute care unit of a hospital,
such as in a nursing home, in the community or in the home.

This policy provides coverage in the form of a fixed dollar indemnity benefit for covered long-term
care expenses, subject to policy [limitations] [waiting periods] and [coinsurance] requirements. [Modify
this paragraph if the policy is not an indemnity policy.]

9. BENEFITS PROVIDED BY THIS POLICY.
(a) [Covered services, related deductibles, waiting periods, elimination periods and benefit

maximums.]
(b) [Institutional benefits, by skill level.]
(c) [Noninstitutional benefits, by skill level.]
(d) Eligibility for Payment of Benefits
[Activities of daily living and cognitive impairment shall be used to measure an insured’s need for

long-term care and must be defined and described as part of the outline of coverage.]
[Any additional benefit triggers must also be explained. If these triggers differ for different benefits,

explanation of the triggers should accompany each benefit description. If an attending physician or
other specified person must certify a certain level of the insured’s functional dependency in order for the
insured to be eligible for benefits, this too must be specified.]

10. LIMITATIONS AND EXCLUSIONS.
[Describe:
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(a) Preexisting conditions;
(b) Noneligible facilities and provider;
(c) Noneligible levels of care (e.g., unlicensed providers, care or treatment provided by a family

member, etc.);
(d) Exclusions and exceptions;
(e) Limitations.]
[This section should provide a brief, specific description of any policy provisions which limit,

exclude, restrict, reduce, delay, or in any other manner operate to qualify payment of the benefits
described in “6” above.]

THIS POLICY MAY NOT COVER ALL THE EXPENSES ASSOCIATED WITH YOUR
LONG-TERM CARE NEEDS.

11. RELATIONSHIP OF COST OF CARE AND BENEFITS. Because the costs of long-term care
services will likely increase over time, you should consider whether and how the benefits of this plan
may be adjusted. [As applicable, indicate the following:

(a) That the benefit level will not increase over time;
(b) Any automatic benefit adjustment provisions;
(c) Whether the insured will be guaranteed the option to buy additional benefits and the basis upon

which benefits will be increased over time if not by a specified amount or percentage;
(d) If there is such a guarantee, include whether additional underwriting or health screening will

be required, the frequency and amounts of the upgrade options, and any significant restrictions or
limitations;

(e) And finally, describe whether there will be any additional premium charge imposed, and how
that is to be calculated.]

12. ALZHEIMER’S DISEASE AND OTHER ORGANIC BRAIN DISORDERS.
[State that the policy provides coverage for insureds clinically diagnosed as having Alzheimer’s

disease or related degenerative and dementing illnesses. Specifically describe each benefit screen or
other policy provision which provides preconditions to the availability of policy benefits for such an
insured.]

13. PREMIUM.
[(a) State the total annual premium for the policy;
(b) If the premium varies with an applicant’s choice among benefit options, indicate the portion of

annual premium which corresponds to each benefit option.]
14. ADDITIONAL FEATURES.
[(a) Indicate if medical underwriting is used;
(b) Describe other important features.]
15. CONTACT THE STATE SENIOR HEALTH INSURANCE INFORMATION PROGRAM

(800-351-4664) IF YOU HAVE GENERAL QUESTIONS REGARDING LONG-TERM CARE
INSURANCE. CONTACT THE INSURANCE COMPANY IF YOU HAVE SPECIFIC QUESTIONS
REGARDING YOUR LONG-TERM CARE INSURANCE POLICY OR CERTIFICATE.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.19(514G) Requirement to deliver shopper’s guide.
39.19(1) A long-term care insurance shopper’s guide in the format developed by the National

Association of Insurance Commissioners, the Blue Cross and Blue Shield Association, the Health
Insurance Association of America or the senior health insurance information program of the insurance
division shall be provided to all prospective applicants of a long-term care insurance policy or certificate
or life insurance policy or certificate that includes a long-term care rider.

a. In the case of producer solicitations, a producer must deliver the shopper’s guide to the applicant
at the time of application.

b. In the case of direct response solicitations, the shopper’s guide must be presented to the
applicant at the time the policy is delivered.
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39.19(2) Insurers offering life insurance policies or riders containing accelerated long-term care
benefits are not required to comply with 39.19(1), but shall furnish the policy summary required under
rule 191—39.20(514G).
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.20(514G) Policy summary and delivery of life insurance policies with long-term care
riders.

39.20(1) If an application for a long-term care insurance contract or certificate is approved, the issuer
shall deliver the contract or certificate of insurance to the applicant no later than 30 days after the date
of approval.

39.20(2) At the time of policy delivery, a policy summary shall be delivered for an individual life
insurance policy which provides long-term care benefits within the policy or by rider. In the case of
direct response solicitations, the insurer shall deliver the policy summary upon the applicant’s request,
but regardless of request shall make such delivery no later than at the time of policy delivery. In addition
to complying with all applicable requirements, the summary shall also include:

a. An explanation of how the long-term care benefit interacts with other components of the policy,
including deductions from death benefits;

b. An illustration of the amount of benefits, the length of benefit, and the guaranteed lifetime
benefits, if any, for each covered person;

c. Any exclusions, reductions, and limitations on benefits of long-term care;
d. If applicable to the policy type, the summary shall also include a disclosure of the effects of

exercising other rights under the policy, a disclosure of guarantees related to long-term care costs of
insurance charges, and current and projected maximum lifetime benefits; and

e. A statement that any long-term care inflation protection option required by rule
191—39.10(514D,514G) is not available under this policy.

The provisions of the policy summary listed above may be incorporated into a basic illustration
required to be delivered in accordance with 191—Chapter 14 or into the life insurance policy summary
which is required to be delivered in accordance with rule 191—15.4(507B).

191—39.21(514G) Reporting requirement for long-term care benefits funded through life
insurance by acceleration of the death benefit.   Any time a long-term care benefit, funded through
life insurance which by the acceleration of the death benefit is in benefit payment status, a monthly
report shall be provided to the policyholder. The report shall include:

1. Any long-term care benefits paid out during the month;
2. An explanation of any changes in the policy, e.g., death benefits or cash values, due to long-term

care benefits being paid out; and
3. The amount of long-term care benefits existing or remaining.

191—39.22(514G) Unintentional lapse.
39.22(1) Notice before lapse or termination. No individual long-term care policy or certificate shall

be issued until the insurer has received from the applicant either: a written designation of at least one
person, in addition to the applicant, who is to receive notice of lapse or termination of the policy or
certificate for nonpayment of premium; or a written waiver dated and signed by the applicant electing
not to designate additional persons to receive notice. The applicant has the right to designate at least
one person who is to receive the notice of termination, in addition to the insured. Designation shall not
constitute acceptance of any liability on the third party for services provided to the insured. The form
used for the written designation must provide space clearly designated for listing at least one person.
The designation shall include each person’s full name and home address. In the case of an applicant who
elects not to designate an additional person, the waiver shall state: “Protection against unintended lapse.
I understand that I have the right to designate at least one person other than myself to receive notice of
lapse or termination of this long-term care insurance policy for nonpayment of premium. I understand
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that notice will not be given until 30 days after a premium is due and unpaid. I elect NOT to designate
any person to receive such notice.”

The insurer shall notify the insured of the right to change this written designation no less often than
once every two years.

39.22(2) When the policyholder or certificate holder pays premium for a long-term care insurance
policy or certificate through a payroll or pension deduction plan, the requirements contained in subrule
39.22(1) need not be met until 60 days after the policyholder or certificate holder is no longer on such a
payment plan. The application or enrollment form for such policies or certificates shall clearly indicate
the payment plan selected by the applicant.

39.22(3) Lapse or termination for nonpayment of premium. No individual long-term care policy or
certificate shall lapse or be terminated for nonpayment of premium unless the insurer, at least 30 days
before the effective date of the lapse or termination, has given notice to the insured and to those persons
designated pursuant to subrule 39.22(1) at the address provided by the insured for purposes of receiving
notice of lapse or termination. Notice shall be given by first-class United States mail, postage prepaid;
and notice may not be given until 30 days after a premium is due and unpaid. Notice shall be deemed to
have been given as of five days after the date of mailing.

39.22(4) Reinstatement. In addition to the requirement in subrule 39.22(1), a long-term care
insurance policy or certificate shall include a provision which provides for reinstatement of coverage
in the event of lapse if the insurer is provided proof of cognitive impairment or the loss of functional
capacity. This option shall be available to the insured if requested within five months after termination
and shall allow for the collection of past due premium, where appropriate. The standard of proof
of cognitive impairment or loss of functional capacity shall not be more stringent than the benefit
eligibility criteria on cognitive impairment or the loss of functional capacity, if any, contained in the
policy and certificate.

191—39.23(514G) Denial of claims.   If a claim under a long-term care insurance contract is denied, the
issuer shall, within 60 days of the date of a written request by the policyholder or certificate holder, or
a representative thereof, provide a written explanation of the reasons for the denial; and make available
all information directly related to the denial.

191—39.24(514G) Incontestability period.
39.24(1) For a policy or certificate that has been in force for less than six months, an insurer may

rescind a long-term care insurance policy or certificate or deny an otherwise valid long-term care
insurance claim upon a showing of misrepresentation that is material to the acceptance for coverage.

39.24(2) For a policy or certificate that has been in force for at least six months but less than two
years, an insurer may rescind a long-term care insurance policy or certificate or deny an otherwise
valid long-term care insurance claim upon a showing of misrepresentation that is both material to the
acceptance for coverage and which pertains to the condition for which benefits are sought.

39.24(3) After a policy or certificate has been in force for two years, it is not contestable upon the
grounds of misrepresentation alone; such policy or certificate may be contested only upon a showing that
the insured knowingly and intentionally misrepresented relevant facts relating to the insured’s health.

39.24(4) No long-term care insurance policy or certificate may be field-issued based on medical
or health status. For purposes of this subrule, “field-issued” means a policy or certificate issued by a
producer or a third-party administrator pursuant to the underwriting authority granted to the producer or
third-party administrator by an insurer.

39.24(5) If an insurer has paid benefits under the long-term care insurance policy or certificate,
the benefit payments may not be recovered by the insurer in the event that the policy or certificate is
rescinded.

39.24(6) In the event of the death of the insured, this rule shall not apply to the remaining death
benefit of a life insurance policy that accelerates benefits for long-term care. In this situation, the
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remaining death benefits under these policies shall be governed by Iowa Code section 508.28. In all
other situations, this rule shall apply to life insurance policies that accelerate benefits for long-term care.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.25(514G) Required disclosure of rating practices to consumers.
39.25(1) Applicability. This rule applies to any new long-term care policy or certificate issued in this

state on or after February 1, 2003. For certificates issued under a group long-term care insurance policy
which policy was in force prior to February 1, 2003, the provisions of this rule shall apply on the policy
anniversary following February 1, 2003.

39.25(2) Contents of disclosure. Other than policies for which no applicable premium rate or rate
schedule increases can be made, insurers shall provide all of the information listed in this subrule to the
applicant at the time of application or enrollment, unless the method of application does not allow for
delivery at that time. In such a case, an insurer shall provide all of the information listed in this subrule
to the applicant no later than at the time of delivery of the policy or certificate.

a. A statement that the policy may be subject to rate increases in the future;
b. An explanation of potential future premium rate revisions, and the policyholder’s or certificate

holder’s option in the event of a premium rate revision;
c. The premium rate or rate schedules applicable to the applicant that will be in effect until a

request is made for an increase;
d. Ageneral explanation for applying premium rate or rate schedule adjustments that shall include:
(1) A description of when premium rate or rate schedule adjustments will be effective (e.g., next

anniversary date, next billing date, etc.); and
(2) The right to a revised premium rate or rate schedule as provided in paragraph 39.25(2)“c” if

the premium rate or rate schedule is changed;
e. Information regarding each premium rate increase on this policy form or similar policy forms

over the past ten years for this state or any other state.
(1) The following, at a minimum, shall be included:
1. The policy forms for which premium rates have been increased;
2. The calendar years when the form was available for purchase; and
3. The amount or percent of each increase. The percentage may be expressed as a percentage of

the premium rate prior to the increase, andmay also be expressed asminimum andmaximum percentages
if the rate increase is variable by rating characteristics.

(2) The insurer may, in a fair manner, provide additional explanatory information related to the rate
increases.

(3) An insurer shall have the right to exclude from the disclosure premium rate increases that only
apply to blocks of business acquired from other nonaffiliated insurers or the long-term care policies
acquired from other nonaffiliated insurers when those increases occurred prior to the acquisition.

(4) If an acquiring insurer files for a rate increase on a long-term care policy form acquired from
nonaffiliated insurers or on a block of policy forms acquired from nonaffiliated insurers on or before
the later of February 1, 2003, or the end of a 24-month period following the acquisition of the block
or policies, the acquiring insurer may exclude that rate increase from the disclosure. However, the
non-affiliated selling company shall include the disclosure of that rate increase in accordance with
paragraph “e.”

(5) If the acquiring insurer in subparagraph (4) above files for a subsequent rate increase, even
within the 24-month period, on the same policy form acquired from nonaffiliated insurers or block of
policy forms acquired from nonaffiliated insurers referenced in subparagraph (4), the acquiring insurer
shall make all disclosures required by paragraph “e,” including disclosure of the earlier rate increase
referenced in subparagraph (4).

39.25(3) Acknowledgment. An applicant shall sign an acknowledgment at the time of application,
unless the method of application does not allow for signature at that time, that the insurer made the
disclosure required under 39.25(2)“a” and 39.25(2)“e.” If due to the method of application the applicant
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cannot sign an acknowledgment at the time of application, the applicant shall sign no later than at the
time of delivery of the policy or certificate.

39.25(4) Required format. An insurer shall use the forms in Appendices B and F to comply with the
requirements of this rule.

39.25(5) Notice of rate increase. An insurer shall provide notice of an upcoming premium rate
schedule increase to all policyholders or certificate holders, if applicable, at least 45 days prior to the
implementation of the premium rate schedule increase by the insurer. The notice shall include the
information required by subrule 39.25(2) when the rate increase is implemented.

191—39.26(514G) Initial filing requirements.
39.26(1) Effective date. This rule applies to any long-term care policy issued in this state on or after

February 1, 2003.
39.26(2) Required filing. An insurer shall provide the information listed in this subrule to the

commissioner pursuant to rule 191—20.1(505,509,514A,515,515A,515F) 30 days prior to making a
long-term care insurance form available for sale.

a. A copy of the disclosure documents required in rule 191—39.25(514G); and
b. An actuarial certification consisting of at least the following:
(1) A statement that the initial premium rate schedule is sufficient to cover anticipated costs

under moderately adverse experience and that the premium rate schedule is reasonably expected to be
sustainable over the life of the form with no future premium increases anticipated;

(2) A statement that the policy design and coverage provided have been reviewed and taken into
consideration;

(3) A statement that the underwriting and claims adjudication processes have been reviewed and
taken into consideration;

(4) A complete description of the basis for contract reserves that are anticipated to be held under
the form, to include:

1. Sufficient detail or sample calculations provided so as to have a complete depiction of the
reserve amounts to be held;

2. A statement that the assumptions used for reserves contain reasonable margins for adverse
experience;

3. A statement that the net valuation premium for renewal years does not increase (except for
attained-age rating where permitted); and

4. A statement that the difference between the gross premium and the net valuation premium for
renewal years is sufficient to cover expected renewal expenses; or if such a statement cannot be made, a
complete description of the situations where this does not occur;

● An aggregate distribution of anticipated issues may be used as long as the underlying gross
premiums maintain a reasonably consistent relationship;

● If the gross premiums for certain age groups appear to be inconsistent with this requirement, the
commissioner may request a demonstration under subrule 39.26(3) based on a standard age distribution;
and

(5) A statement that the premium rate schedule is not less than the premium rate schedule for
existing similar policy forms also available from the insurer except for reasonable differences attributable
to benefits; or a comparison of the premium schedules for similar policy forms that are currently available
from the insurer with an explanation of the differences.

39.26(3) Demonstration on request.
a. The commissioner may request an actuarial demonstration that benefits are reasonable in

relation to premiums. The actuarial demonstration shall include either premium and claim experience
on similar policy forms, adjusted for any premium or benefit differences, relevant and credible data
from other studies, or both.

b. In the event the commissioner asks for additional information under this provision, the period
in subrule 39.26(2) does not include the period during which the insurer is preparing the requested
information.
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191—39.27(514G) Reporting requirements.
39.27(1) Every insurer shall maintain for each producer records of that producer’s amount of

replacement sales as a percent of the producer’s total annual sales and the amount of lapses of long-term
care insurance policies sold by the producer as a percent of the producer’s total annual sales.

39.27(2) Every insurer shall report annually by June 30 the 10 percent of its producers with the
greatest percentages of lapses and replacements as measured by subrule 39.27(1) in the format prescribed
in Appendix G.

39.27(3) Reported replacement and lapse rates do not alone constitute a violation of insurance laws
or necessarily imply wrongdoing. The reports are for the purpose of reviewing more closely producer
activities regarding the sale of long-term care insurance.

39.27(4) Every insurer shall report annually by June 30 the number of lapsed policies as a percent of
its total annual sales and as a percent of its total number of policies in force as of the end of the preceding
calendar year in the format prescribed in Appendix G.

39.27(5) Every insurer shall report annually by June 30 the number of replacement policies sold as a
percent of its total annual sales and as a percent of its total number of policies in force as of the preceding
calendar year in the format prescribed in Appendix G.

39.27(6) Every insurer shall report annually by June 30, for qualified long-term care insurance
contracts, the number of claims denied for each class of business, expressed as a percentage of claims
denied in the format prescribed in Appendix E.

39.27(7) For purposes of rule 191—39.27(514G):
a. “Policy” means only long-term care insurance;
b. Subject to paragraph “c” below, “claim” means a request for payment of benefits under an

in-force policy regardless of whether the benefit claimed is covered under the policy or any terms or
conditions of the policy have been met;

c. “Denied” means the insurer refuses to pay a claim for any reason other than for claims not paid
for failure to meet the waiting period or because of an applicable preexisting condition; and

d. “Report” means on a statewide basis.
39.27(8) Reports required under this rule shall be filed with the commissioner. The first reports

under this rule are due June 30, 2004.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.28(514G) Premium rate schedule increases.
39.28(1) This rule applies to any long-term care policy or certificate issued in this state on or after

February 1, 2003. For certificates issued under a group long-term care insurance policy which policy was
in force on February 1, 2003, the provisions of this rule shall apply on the policy anniversary following
July 1, 2003.

39.28(2) An insurer shall provide notice of a pending premium rate schedule increase, including an
exceptional increase, to the commissioner at least 30 days prior to the notice to the policyholders and
shall include:

a. Information required by rule 191—39.25(514G);
b. Certification by a qualified actuary that:
(1) If the requested premium rate schedule increase is implemented and the underlying

assumptions, which reflect moderately adverse conditions, are realized, no further premium rate
schedule increases are anticipated;

(2) The premium rate filing is in compliance with the provisions of this rule;
c. An actuarial memorandum justifying the rate schedule change request that includes:
(1) Lifetime projections of earned premiums and incurred claims based on the filed premium rate

schedule increase; and the method and assumptions used in determining the projected values, including
reflection of any assumptions that deviate from those used for pricing other forms currently available for
sale;

1. Annual values for the five years preceding and the three years following the valuation date shall
be provided separately;
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2. The projections shall include the development of the lifetime loss ratio, unless the rate increase
is an exceptional increase;

3. The projections shall demonstrate compliance with subrule 39.28(3); and
4. For exceptional increases,
● The projected experience should be limited to the increases in claims expenses attributable to

the approved reasons for the exceptional increase; and
● In the event the commissioner determines that offsetsmay exist, the insurer shall use appropriate

net projected experience;
(2) Disclosure of how reserves have been incorporated in this rate increase whenever the rate

increase will trigger contingent benefit upon lapse;
(3) Disclosure of the analysis performed to determine why a rate adjustment is necessary, which

pricing assumptions were not realized and why, and what other actions taken by the company have been
relied on by the actuary;

(4) A statement that policy design, underwriting and claims adjudication practices have been taken
into consideration; and

(5) In the event that it is necessary to maintain consistent premium rates for new certificates and
certificates receiving a rate increase, the insurer will need to file composite rates reflecting projections
of new certificates;

d. A statement that renewal premium rate schedules are not greater than new business premium
rate schedules except for differences attributable to benefits, unless sufficient justification is provided to
the commissioner; and

e. Sufficient information for review of the premium rate schedule increase by the commissioner.
39.28(3) All premium rate schedule increases shall be determined in accordance with the following

requirements:
a. Exceptional increases shall provide that 70 percent of the present value of projected additional

premiums from the exceptional increase will be returned to policyholders in benefits;
b. Premium rate schedule increases shall be calculated such that the sum of the accumulated

value of incurred claims, without the inclusion of active life reserves, and the present value of future
projected incurred claims, without the inclusion of active life reserves, will not be less than the sum of
the following:

(1) The accumulated value of the initial earned premium multiplied by 58 percent;
(2) Eighty-five percent of the accumulated value of prior premium rate schedule increases on an

earned basis;
(3) The present value of future projected initial earned premiums multiplied by 58 percent; and
(4) Eighty-five percent of the present value of future projected premiums not in subparagraph (3)

above on an earned basis;
c. In the event that a policy form has both exceptional and other increases, the values in

subparagraphs 39.28(3)“b”(2) and (4) will also include 70 percent for exceptional rate increase
amounts; and

d. All present and accumulated values used to determine rate increases shall use the maximum
valuation interest rate for contract reserves as recommended by the NAIC Financial Examiners
Handbook. The actuary shall disclose as part of the actuarial memorandum the use of any appropriate
averages.

39.28(4) For each rate increase that is implemented, the insurer shall file for review by the
commissioner updated projections, as defined in subparagraph 39.28(2)“c”(1), annually for the next
three years and include a comparison of actual results to projected values. The commissioner may
extend the period to greater than three years if actual results are not consistent with projected values
from prior projections. For group insurance policies that meet the conditions in subrule 39.28(11),
the projections required by this subrule shall be provided to the policyholder in lieu of filing with the
commissioner.

39.28(5) If any premium rate in the revised premium rate schedule is greater than 200 percent of
the comparable rate in the initial premium schedule, lifetime projections, as defined in subparagraph
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39.28(2)“c”(1), shall be filed for review by the commissioner every five years following the end of the
required period in subrule 39.28(4). For group insurance policies that meet the conditions in subrule
39.28(11), the projections required by this paragraph shall be provided to the policyholder in lieu of
filing with the commissioner.

39.28(6) If the commissioner has determined that the actual experience following a rate increase
does not adequately match the projected experience and that the current projections under moderately
adverse conditions demonstrate that incurred claims will not exceed proportions of premiums specified
in subrule 39.28(3), the commissioner may require the insurer to implement any of the following:

a. Premium rate schedule adjustments; or
b. Other measures to reduce the difference between the projected and actual experience.
In determining whether the actual experience adequately matches the projected experience,

consideration should be given to subparagraph 39.28(2)“c”(5), if applicable.
39.28(7) If the majority of the policies or certificates to which the increase is applicable are eligible

for the contingent benefit upon lapse, the insurer shall file:
a. A plan, subject to commissioner approval, for improved administration or claims processing

designed to eliminate the potential for further deterioration of the policy form requiring further premium
rate schedule increases, or both, or to demonstrate that appropriate administration and claims processing
have been implemented or are in effect; otherwise, the commissionermay impose the condition in subrule
39.28(8); and

b. The original anticipated lifetime loss ratio, and the premium rate schedule increase that would
have been calculated according to subrule 39.28(3) had the greater of the original anticipated lifetime
loss ratio or 58 percent been used in the calculations described in subparagraphs 39.28(3)“b”(1) and (3).

39.28(8) Review of lapse rates.
a. For a rate increase filing that meets the following criteria, the commissioner shall review, for

all policies included in the filing, the projected lapse rates and past lapse rates during the 12 months
following each increase to determine if significant adverse lapsation has occurred or is anticipated:

(1) The rate increase is not the first rate increase requested for the specific policy form or forms;
(2) The rate increase is not an exceptional increase; and
(3) The majority of the policies or certificates to which the increase is applicable are eligible for

the contingent benefit upon lapse.
b. In the event significant adverse lapsation has occurred, is anticipated in the filing or is

evidenced in the actual results as presented in the updated projections provided by the insurer following
the requested rate increase, the commissioner may determine that a rate spiral exists. Following the
determination that a rate spiral exists, the commissioner may require the insurer to offer, without
underwriting, to all in-force insureds subject to the rate increase the option to replace existing coverage
with one or more reasonably comparable products being offered by the insurer or its affiliates.

(1) The offer shall:
1. Be subject to the approval of the commissioner;
2. Be based on actuarially sound principles, but not be based on attained age; and
3. Provide that maximum benefits under any new policy accepted by an insured shall be reduced

by comparable benefits already paid under the existing policy.
(2) The insurer shall maintain the experience of all the replacement insureds separate from the

experience of insureds originally issued the policy forms. In the event of a request for a rate increase on
the policy form, the rate increase shall be limited to the lesser of:

1. The maximum rate increase determined based on the combined experience; and
2. The maximum rate increase determined based only on the experience of the insureds originally

issued the form plus 10 percent.
39.28(9) If the commissioner determines that the insurer has exhibited a persistent practice of filing

inadequate initial premium rates for long-term care insurance, the commissioner may, in addition to the
provisions of subrule 39.28(8), prohibit the insurer from either of the following:

a. Filing and marketing comparable coverage for a period of up to five years; or
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b. Offering all other similar coverages and limiting marketing of new applications to the products
subject to recent premium rate schedule increases.

39.28(10) Subrules 39.28(1) through 39.28(9) shall not apply to policies for which the long-term
care benefits provided by the policy are incidental, as defined in subrule 39.5(16), if the policy complies
with all of the following provisions:

a. The interest credited internally to determine cash value accumulations, including long-term
care, if any, is guaranteed not to be less than the minimum guaranteed interest rate for cash value
accumulations without long-term care set forth in the policy;

b. The portion of the policy that provides insurance benefits other than long-term care coverage
meets the nonforfeiture requirements as applicable in any of the following:

(1) Iowa Code section 508.37, regarding nonforfeiture standards for life insurance;
(2) Iowa Code section 508.38, regarding nonforfeiture standards for individual deferred annuities;

and
(3) Iowa Code section 508A.5 and 191—subrule 31.3(8), regarding variable annuities;
c. The policy meets the disclosure requirements of rules 191—39.20(514G) and

191—39.21(514G);
d. The portion of the policy that provides insurance benefits other than long-term care coverage

meets the requirements as applicable in the following:
(1) Policy illustrations as required by 191—Chapter 14;
(2) Disclosure requirements for annuities as required by the commissioner; and
(3) Disclosure requirements for variable annuities as required by 191—Chapter 31;
e. An actuarial memorandum is filed with the insurance division that includes:
(1) A description of the basis on which the long-term care rates were determined;
(2) A description of the basis for the reserves;
(3) A summary of the type of policy, benefits, renewability, general marketing method, and limits

on ages of issuance;
(4) A description and a table of each actuarial assumption used. For expenses, an insurer must

include percent of premium dollars per policy and dollars per unit of benefits, if any;
(5) A description and a table of the anticipated policy reserves and additional reserves to be held

in each future year for active lives;
(6) The estimated average annual premium per policy and the average issue age;
(7) A statement as to whether underwriting is performed at the time of application. The statement

shall indicate whether underwriting is used and, if underwriting is used, the statement shall include
a description of the type or types of underwriting used, such as medical underwriting or functional
assessment underwriting. Concerning a group policy, the statement shall indicate whether the enrollee
or any dependent will be underwritten and when underwriting occurs; and

(8) A description of the effect of the long-term care policy provision on the required premiums,
nonforfeiture values and reserves on the underlying insurance policy, both for active lives and those in
long-term care claim status.

39.28(11) Subrules 39.28(6) and 39.28(8) shall not apply to group insurance policies where:
a. The policies insure 250 or more persons and the policyholder has 5,000 or more eligible

employees of a single employer; or
b. The policyholder, and not the certificate holders, pays a material portion of the premium, which

shall not be less than 20 percent of the total premium for the group in the calendar year prior to the year
a rate increase is filed.

191—39.29(514G) Nonforfeiture.
39.29(1) Except as provided in subrule 39.29(2), a long-term care insurance policy may not be

delivered or issued for delivery in this state unless the policyholder or certificate holder has been
offered the option of purchasing a policy or certificate including a nonforfeiture benefit. The offer
of a nonforfeiture benefit may be in the form of a rider that is attached to the policy. In the event
the policyholder or certificate holder declines the nonforfeiture benefit, the insurer shall provide a
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contingent benefit upon lapse that shall be available for a specified period of time following a substantial
increase in premium rates.

39.29(2) When a group long-term care insurance policy is issued, the offer required in subrule
39.29(1) shall be made to the group policyholder. However, if the policy is issued as group long-term
care insurance to a group as defined in Iowa Code section 514G.4(4)“d,” other than to a continuing care
retirement community or other similar entity, the offering shall be made to each proposed certificate
holder.

39.29(3) This rule does not apply to life insurance policies or riders containing accelerated long-term
care benefits.

39.29(4) To comply with the requirement to offer a nonforfeiture benefit pursuant to the provisions
of subrule 39.29(1):

a. A policy or certificate offered with nonforfeiture benefits shall have coverage elements,
eligibility, benefit triggers and benefit length that are the same as coverage to be issued without
nonforfeiture benefits. The nonforfeiture benefit included in the offer shall be the benefit described in
subrule 39.29(7); and

b. The offer shall be in writing if the nonforfeiture benefit is not otherwise described in the outline
of coverage or other materials given to the prospective policyholder.

39.29(5) If the offer required to be made under subrule 39.29(1) is rejected, the insurer shall provide
the contingent benefit upon lapse described in this rule.

39.29(6) Benefit triggers.
a. After rejection of the offer required under subrule 39.29(1), for individual and group policies

without nonforfeiture benefits issued after February 1, 2003, the insurer shall provide a contingent benefit
upon lapse.

b. In the event a group policyholder elects to make the nonforfeiture benefit an option to the
certificate holder, a certificate shall provide either the nonforfeiture benefit or the contingent benefit
upon lapse.

c. The contingent benefit upon lapse shall be triggered every time an insurer increases the premium
rates to a level which results in a cumulative increase of the annual premium equal to or exceeding the
percentage of the insured’s initial annual premium set forth below based on the insured’s issue age, and
the policy or certificate lapses within 120 days of the due date of the premium so increased. Unless
otherwise required, policyholders shall be notified at least 30 days prior to the due date of the premium
reflecting the rate increase.

Triggers for a Substantial Premium Increase

Issue Age
Percent Increase

Over Initial Premium
29 and under 200%

30-34 190%
35-39 170%
40-44 150%
45-49 130%
50-54 110%
55-59 90%

60 70%
61 66%
62 62%
63 58%
64 54%
65 50%
66 48%
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Triggers for a Substantial Premium Increase

Issue Age
Percent Increase

Over Initial Premium
67 46%
68 44%
69 42%
70 40%
71 38%
72 36%
73 34%
74 32%
75 30%
76 28%
77 26%
78 24%
79 22%
80 20%
81 19%
82 18%
83 17%
84 16%
85 15%
86 14%
87 13%
88 12%
89 11%

90 and over 10%

d. On or before the effective date of a substantial premium increase as defined in paragraph
39.29(6)“c,” the insurer shall:

(1) Offer to reduce policy benefits provided by the current coverage without the requirement of
additional underwriting so that required premium payments are not increased;

(2) Offer to convert the coverage to a paid-up status with a shortened benefit period in accordance
with the terms of subrule 39.29(7). This option may be elected at any time during the 120-day period
referenced in paragraph 39.29(6)“c”; and

(3) Notify the policyholder or certificate holder that a default or lapse at any time during the 120-day
period referenced in paragraph 39.29(6)“c” shall be deemed to be the election of the offer to convert in
subparagraph (2) above.

39.29(7) Benefits continued as nonforfeiture benefits, including contingent benefits upon lapse, are
described in this subrule.

a. For purposes of this subrule, attained age rating is defined as a schedule of premiums starting
from the issue date which increases age at least 1 percent per year prior to age 50, and at least 3 percent
per year beyond age 50.

b. For purposes of this subrule, the nonforfeiture benefit shall be of a shortened benefit period
providing paid-up long-term care insurance coverage after lapse. The same benefits (amounts and
frequency in effect at the time of lapse but not increased thereafter) will be payable for a qualifying
claim, but the lifetime maximum dollars or days of benefits shall be determined as specified in paragraph
“c.”
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c. The standard nonforfeiture credit will be equal to 100 percent of the sum of all premiums paid,
including the premiums paid prior to any changes in benefits. The insurer may offer additional shortened
benefit period options, as long as the benefits for each duration equal or exceed the standard nonforfeiture
credit for that duration. However, the minimum nonforfeiture credit shall not be less than 30 times the
daily nursing home benefit at the time of lapse. In either event, the calculation of the nonforfeiture credit
is subject to the limitation of subrule 39.29(8).

d. Benefit dates.
(1) The nonforfeiture benefit shall begin not later than the end of the third year following the policy

or certificate issue date. The contingent benefit upon lapse shall be effective during the first three years
as well as thereafter.

(2) Notwithstanding subparagraph (1), for a policy or certificate with attained age rating, the
nonforfeiture benefit shall begin on the earlier of:

1. The end of the tenth year following the policy or certificate issue date; or
2. The end of the second year following the date the policy or certificate is no longer subject to

attained age rating.
e. Nonforfeiture credits may be used for all care and services qualifying for benefits under the

terms of the policy or certificate, up to the limits specified in the policy or certificate.
39.29(8) All benefits paid by the insurer while the policy or certificate is in premium-paying status

and in paid-up status will not exceed the maximum benefits which would be payable if the policy or
certificate had remained in premium-paying status.

39.29(9) There shall be no difference in the minimum nonforfeiture benefits as required under this
rule for group and individual policies.

39.29(10) The requirements set forth in this rule shall become effective July 1, 2003, and shall apply
as follows:

a. Except as provided in paragraph “b,” the provisions of this rule apply to any long-term care
policy issued on or after February 1, 2003.

b. For certificates issued on or after July 1, 2003, under a group long-term care insurance policy
which policy was in force on February 1, 2003, the provisions of this rule shall not apply.

39.29(11) Premiums charged for a policy or certificate containing nonforfeiture benefits
or a contingent benefit on lapse shall be subject to the loss ratio requirements of 39.13(2) or
191—39.28(514G), whichever applies, treating the policy as a whole.

39.29(12) To determine whether contingent nonforfeiture upon lapse provisions are triggered under
paragraph 39.29(6)“c,” a replacing insurer that purchased or otherwise assumed a block or blocks of
long-term care insurance policies from another insurer shall calculate the percentage increase based on
the initial annual premium paid by the insured when the policy was first purchased from the original
insurer.

39.29(13) A nonforfeiture benefit for qualified long-term care insurance contracts that are level
premium contracts shall be offered that meets the following requirements:

a. The nonforfeiture provision shall be appropriately captioned;
b. The nonforfeiture provision shall provide a benefit available in the event of a default in the

payment of any premiums and shall state that the amount of the benefit may be adjusted subsequent to
being initially granted only as necessary to reflect changes in claims, persistency and interest as reflected
in changes in rates for premium-paying contracts approved by the commissioner for the same contract
form; and

c. The nonforfeiture provision shall provide at least one of the following:
(1) Reduced paid-up insurance;
(2) Extended term insurance;
(3) Shortened benefit period; or
(4) Other similar offerings approved by the commissioner.
39.29(14) Notwithstanding subrule 39.29(10), if an insurer requests a premium rate increase on any

long-term care policy issued prior to February 1, 2003, the commissioner shall require as a condition of
approval of such premium rate increase that the insurer provide notice to all affected policyholders and
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certificate holders that, in lieu of the requested premium rate increase, the insured may opt for one of the
following:

a. A reduced benefit. The insurer may limit any reduction in coverage to plans or options available
for that policy form and to those for which benefits will be available after consideration of claims paid
or payable. The age used to determine the premium for the reduced coverage shall be based on the age
used to determine the premiums for the coverage currently in force. The reduced benefit offered may
include one or more of the following:

(1) A reduced daily, weekly, or monthly benefit;
(2) A longer waiting period;
(3) A reduced benefit period or a reduced maximum lifetime benefit; or
(4) Any other benefit or coverage reduction option consistent with the policy or certificate design

or the carrier's administrative processes.
b. A contingent benefit upon lapse as described in subrules 39.29(7), 39.29(8), 39.29(9), and

39.29(12) if the requested premium rate increase results in a cumulative increase of the annual premium
equal to or exceeding the percentage of the insured’s initial annual premium set forth in paragraph
39.29(6)“c.”

c. Any other alternative mechanism filed by the insurer and approved by the commissioner.

191—39.30(514G) Standards for benefit triggers.
39.30(1) A long-term care insurance policy shall condition the payment of benefits on a

determination of the insured’s ability to perform activities of daily living and on cognitive impairment.
Eligibility for the payment of benefits shall not be more restrictive than requiring either a deficiency in
the ability to perform not more than three of the activities of daily living or the presence of cognitive
impairment.

39.30(2) Activities of daily living.
a. Activities of daily living shall include at least the following as defined in rule 191—39.5(514G)

and in the policy:
(1) Bathing;
(2) Continence;
(3) Dressing;
(4) Eating;
(5) Toileting; and
(6) Transferring.
b. Insurers may use other activities of daily living to trigger covered benefits as long as the

activities are defined in the policy.
39.30(3) An insurer may use additional provisions for the determination of when benefits are

payable under a policy or certificate; however, the provisions shall not restrict, and are not in lieu of, the
requirements contained in subrules 39.30(1) and 39.30(2).

39.30(4) For purposes of this rule, the determination of a deficiency shall not be more restrictive
than:

a. Requiring the hands-on assistance of another person to perform the prescribed activities of daily
living; or

b. If the deficiency is due to the presence of a cognitive impairment, supervision or verbal cuing
by another person is needed in order to protect the insured or others.

39.30(5) Assessments of activities of daily living and cognitive impairment shall be performed by
licensed or certified professionals, such as physicians, nurses or social workers.

39.30(6) Long-term care insurance policies shall include a clear description of the process for
appealing and resolving benefit determinations.

39.30(7) The requirements set forth in this rule shall be effective July 1, 2003, and shall apply as
follows:

a. Except as provided in paragraph “b,” the provisions of this rule apply to a long-term care policy
issued in this state on or after February 1, 2003.
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b. For certificates issued on or after July 1, 2003, under a group long-term care insurance policy
as defined in Iowa Code section 514G.4(4)“a” that was in force on February 1, 2003, the provisions of
this rule shall not apply.

191—39.31(514G) Additional standards for benefit triggers for qualified long-term care insurance
contracts.

39.31(1) For purposes of this rule, the following definitions apply:
“Chronically ill individual” has the meaning prescribed for this term by Section 7702B(c)(2) of the

Internal Revenue Code of 1986. Under this provision, a chronically ill individual means any individual
who has been certified by a licensed health care practitioner as:

1. Being unable to perform (without substantial assistance from another individual) at least two
activities of daily living for a period of at least 90 days due to a loss of functional capacity; or

2. Requiring substantial supervision to protect the individual from threats to health and safety due
to severe cognitive impairment.

The term “chronically ill individual” shall not include an individual otherwise meeting these
requirements unless within the preceding 12-month period a licensed health care practitioner has
certified that the individual meets these requirements.

“Licensed health care practitioner”means a physician, as defined in Section 1861(r)(1) of the Social
Security Act, a registered professional nurse, licensed social worker or other individual who meets
requirements prescribed by the Secretary of the Treasury.

“Maintenance or personal care services” means any care the primary purpose of which is the
provision of needed assistance with any of the disabilities as a result of which the individual is a
chronically ill individual (including the protection from threats to health and safety due to severe
cognitive impairment).

“Qualified long-term care services”means services that meet the requirements of Section 7702(c)(1)
of the Internal Revenue Code of 1986, as follows: necessary diagnostic, preventive, therapeutic, curative,
treatment, mitigation and rehabilitative services, and maintenance or personal care services which are
required by a chronically ill individual, and are provided pursuant to a plan of care prescribed by a
licensed health care practitioner.

39.31(2) A qualified long-term care insurance contract shall pay only for qualified long-term care
services received by a chronically ill individual provided pursuant to a plan of care prescribed by a
licensed health care practitioner.

39.31(3) A qualified long-term care insurance contract shall condition the payment of benefits on a
determination of the insured’s inability to perform activities of daily living for an expected period of at
least 90 days due to a loss of functional capacity or to severe cognitive impairment.

39.31(4) Certifications regarding activities of daily living and cognitive impairment required
pursuant to subrule 39.31(3) shall be performed by the following licensed or certified professionals:
physicians, registered professional nurses, licensed social workers, or other individuals who meet
requirements prescribed by the Secretary of the Treasury.

39.31(5) Certifications required pursuant to subrule 39.31(3) may be performed by a licensed health
care professional at the direction of the carrier as is reasonably necessary with respect to a specific claim,
except that when a licensed health care practitioner has certified that an insured is unable to perform
activities of daily living for an expected period of at least 90 days due to a loss of functional capacity
and the insured is in claim status, the certification may not be rescinded and additional certifications may
not be performed until after the expiration of the 90-day period.

39.31(6) Qualified long-term care insurance contracts shall include a clear description of the process
for appealing and resolving disputes with respect to benefit determinations.

191—39.32(514G) Penalties.   Violations of this chapter shall be subject to the penalties imposed under
Iowa Code chapter 507B.

191—39.33 to 39.40    Reserved.
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DIVISION II
INDEPENDENT REVIEW OF BENEFIT TRIGGER DETERMINATIONS

191—39.41(514G) Purpose.   This division is intended to implement Iowa Code chapter 514G as
amended by 2008 Iowa Acts, House File 2694, to provide a uniform process for insureds covered under
long-term care insurance to request an independent review of a denial of coverage based on a benefit
trigger determination.

191—39.42(514G) Effective date.   The rules contained in this division shall apply to all requests for
benefit trigger determinations made on or after January 1, 2009.

191—39.43(514G) Definitions.   For purposes of this division, the definitions found in 2008 Iowa Acts,
House File 2694, section 4, shall apply.

191—39.44(514G) Notice of benefit trigger determination and content.   The notice required by 2008
Iowa Acts, House File 2694, section 10, shall contain the following information:

1. The reason that the insurer determined that the policy benefit trigger has not been met by the
insured.

2. A description of the internal appeal mechanism provided under the long-term care policy.
3. A description of how the insured, after exhausting the insurer’s internal appeal process, has the

right to have the benefit trigger determination reviewed under the independent review process required
by 2008 Iowa Acts, House File 2694, section 11.

191—39.45(514G) Notice of internal appeal decision and right to independent review.   Upon the
conclusion of the internal appeal mechanism specified in 2008 Iowa Acts, House File 2694, section
10, the notice required in 2008 Iowa Acts, House File 2694, section 10, shall contain the following
information:

39.45(1) A description of additional internal appeal rights, if any, offered by the insurer.
39.45(2) A description of how the insured can request independent review of the benefit trigger

determination. Such description must specify the following:
a. The insured must submit a written request within 60 days of the insured's receiving written

notice of the insurer’s internal appeal decision;
b. The request must be made to the Iowa Insurance Division, 330 Maple Street, Des Moines, Iowa

50319;
c. A copy of the insurer’s benefit trigger determination letter must accompany the written request

for an independent review;
d. A $25 filing fee is required unless the insured is requesting that the fee be waived. The check

should be made payable to the Iowa Insurance Division. If a waiver is requested, the request shall include
an explanation for the insured's request that the fee be waived.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.46(514G) Independent review request.
39.46(1) The insured shall send a copy of the insurer’s notice explaining why the benefit trigger has

not been met, with the insured’s request for an independent review, to the insurance commissioner within
60 days of receipt of the benefit trigger determination. The notice shall be sent to the commissioner at
the Iowa Insurance Division, 330 Maple Street, Des Moines, Iowa 50319.

39.46(2) A $25 filing fee shall be enclosed with the independent review request. The commissioner
may waive the fee for good cause.

191—39.47(514G) Certification process.
39.47(1) The commissioner shall provide written notice of the certification decision to the insurer

and the insured within the two-business-day period specified in 2008 IowaActs, House File 2694, section
11.
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39.47(2) The insurer may appeal the commissioner’s certification decision within three business
days after receiving notice of the decision. The commissioner shall review any such appeal and promptly
notify the insured and the insurer of the commissioner’s decision.

191—39.48(514G) Selection of independent review entity.
39.48(1) Within three business days of receiving the commissioner’s certification decision, the

insurer shall:
a. Select an independent review entity from the list certified by the commissioner;
b. Notify the insured in writing of the name, address, and telephone number of the independent

review entity;
c. Notify the independent review entity of its selection and provide the independent review entity

with sufficient information to allow selection of qualified licensed health care professionals to conduct
the independent review;

d. Provide the commissioner with copies of the notices required by this subrule.
39.48(2) Within three business days of receiving the notice specified in subrule 39.48(1), the

independent review entity shall do one of the following:
a. Accept its selection, designate a qualified licensed health care professional to perform the

independent review, and notify the insured and insurer, with a copy to the commissioner, of the
designation, the qualifications of the qualified licensed health care professional, and the reasons why
the licensed health care professional is qualified to conduct the independent review;

b. Decline its selection and provide notice to the commissioner, the insured, and the insurer of the
declination. The insurer shall have three business days after receipt of the declination notice to designate
a different independent review entity pursuant to subrule 39.48(1); or

c. Request that the commissioner grant the independent review entity additional time to have a
qualified licensed health care professional certified and provide notice of such request to the insured,
the insurer, and the commissioner. Within three business days of such a request, the commissioner shall
notify the insured, the insurer, and the independent review entity how to proceed.

39.48(3) Within ten days of receiving the notice specified in paragraph 39.48(1)“b,” an insured may
object to the independent review entity selected by the insurer or the licensed health care professional
selected by the independent review entity. Such an objection shall state the reasons for the objection
with particularity. The objection shall be sent to the commissioner, and a copy shall be sent to the
insurer. The commissioner shall notify the insured, the insurer, and the independent review entity of the
commissioner's decision within two business days of receipt of the objection.

191—39.49(514G) Independent review process.
39.49(1) Within five business days of receiving either the notice provided in paragraph 39.48(1)“b,”

or the denial of an objectionmade pursuant to subrule 39.48(3), whichever is later, the insuredmay submit
any additional information or documentation in support of the insured’s claim to both the independent
review entity and the insurer.

39.49(2) Within 15 days of receiving the notice provided in paragraph 39.48(1)“b,” or within
three business days of receiving notice of the denial of an objection made pursuant to subrule 39.48(3),
whichever is later, an insurer shall:

a. Provide the independent review entity with any information submitted to the insurer by the
insured during the insurer’s internal appeal process relating to the benefit trigger determination that is
the subject of the independent review proceeding;

b. Provide the independent review entity with any other relevant documents used by the insurer
in making its benefit trigger determination; and

c. Provide the commissioner and the insured with confirmation that the information required by
this subrule was submitted to the independent review entity, including the date such information was
submitted.

39.49(3) The independent review entity shall not commence its review of the insurer’s benefit trigger
determination until 15 business days after either the independent review entity receives the notice of its
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selection specified in paragraph 39.48(1)“c” or the resolution of any objection made pursuant to subrule
39.48(3), whichever is later.

39.49(4) During the time period specified in subrule 39.48(3), the insurer may consider any
information provided by the insured pursuant to subrule 39.49(1) and affirm or overturn the insurer’s
benefit trigger determination. If the insurer overturns its benefit trigger determination:

a. The insurer shall provide notice to the independent review entity, the commissioner, and the
insured of the insurer’s decision; and

b. The independent review process shall immediately cease.

191—39.50(514G) Decision notification.
39.50(1) The independent review entity shall immediately notify the insurer, the insured, and the

commissioner of the independent review decision either affirming or overturning the insurer’s benefit
trigger determination. The initial notification shall be delivered by telephone or fax transmission, and
a written copy of the decision notification delivered by regular mail. The written copy of the decision
shall include a description of the basis for the independent review entity’s decision.

39.50(2) If the independent review entity overturns the insurer’s decision, the independent review
entity shall include all of the following in the decision:

a. The precise date that the benefit trigger was deemed to have been met;
b. The specific period of time under review for which the insurer declined eligibility but during

which the independent review entity determined that the benefit trigger was met;
c. For qualified long-term care insurance contracts, a certification made only by a licensed health

care practitioner that the insured is a chronically ill individual.

191—39.51(514G) Insurer information.
39.51(1) No later than January 1, 2009, each insurer delivering or issuing for delivery long-term care

insurance policies in this state on or after July 1, 2008, and each insurer that has active long-term care
policies or riders under which claims for benefits may be made on or after July 1, 2008, shall provide
the commissioner the name or title, telephone and fax numbers and E-mail address of an individual who
shall be the insurer’s contact person for independent review procedures and matters. Any changes in
personnel or communication numbers shall be immediately communicated to the commissioner.

39.51(2) Each insurer shall provide the commissioner a detailed description of the process that
the insurer has in place to ensure compliance with the requirements of this division and of 2008 Iowa
Acts, House File 2694, sections 10 and 11. The description required by this subrule shall be filed in a
format as directed by the commissioner on or before March 1, 2009, and thereafter as requested by the
commissioner. The description shall include:

a. An explanation of how the insurer determines when an insured has qualified for independent
review of the benefit trigger decision and should receive a notice from the insurer,

b. A copy of the notice sent to insureds who fall within the scope of the law, and
c. An explanation of the internal appeal process.

191—39.52(514G) Certification of independent review entity.   The following minimum standards are
required for certification as an independent review entity:

39.52(1) The entity shall ensure that any licensed health care professional on its staff who participates
in an independent review proceeding holds a current unrestricted license or certification to practice a
health care profession in the United States.

39.52(2) The entity shall ensure that any licensed health care professional on its staff who participates
in an independent review proceeding and who is a physician holds a current certification by a recognized
American medical specialty board in a specialty appropriate for determining an insured’s functional or
cognitive impairment.

39.52(3) The entity shall ensure that any licensed health care professional on its staff who
participates in an independent review proceeding and who is not a physician holds a current certification
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in the specialty in which that person is licensed by a recognized American specialty board in a specialty
appropriate for determining an insured’s functional or cognitive impairment.

39.52(4) The entity shall ensure that any licensed health care professionals on its staff who participate
in an independent review proceeding have no history of disciplinary actions or sanctions including, but
not limited to, the loss of staff privileges or any participation restriction taken or pending by any hospital
or state or federal government regulatory agency for wrongdoing by the health care professional.

39.52(5) The entity shall ensure that neither the entity, nor any of its employees, agents, or licensed
health care professionals utilized, receive compensation of any type that is dependent on the outcome of
the review.

39.52(6) The entity shall ensure that neither the entity, nor any of its employees, agents, or licensed
health care professionals utilized, are in anymanner related to, employed by, or affiliated with the insured
or with a person who previously provided medical care to the insured.

39.52(7) The entity shall provide a description of the qualifications of the reviewers retained
to conduct independent review of long-term care insurance benefit trigger decisions, including the
reviewers’ employment histories and practice affiliations for at least the prior ten years, and a description
of past experience with decisions relating to long-term care, functional capacity, and dependency in
activities of daily living, or in assessing cognitive impairment.

39.52(8) The entity shall provide a description of the procedures employed to ensure that reviewers
conducting independent reviews are appropriately: licensed, registered or certified; trained in the
principles, procedures and standards of the independent review entity; knowledgeable about the
functional or cognitive impairments associated with the diagnosis and disease staging processes,
including expected duration of such impairment; and knowledgeable and experienced in diagnosing a
person as a “chronically ill individual” as defined in Section 7702B(c)(2) of the Internal Revenue Code.

39.52(9) The entity shall provide a description of the evaluation tools the entity would use to conduct
a review of a long-term care insurance benefit trigger decision.

39.52(10) The entity shall provide a description of the methods of recruiting and selecting impartial
reviewers and matching such reviewers to specific cases.

39.52(11) The entity shall provide the number of reviewers retained by the independent review
entity and a description of the areas of expertise available from such reviewers and the types of cases
such reviewers are qualified to review (e.g., assessment of cognitive impairment or inability to perform
activities of daily living due to a loss of functional capacity).

39.52(12) The entity shall provide a description of the policies and procedures employed to protect
confidentiality of individual personally identifiable health information in accordance with applicable
state and federal laws.

39.52(13) The entity shall provide a description of the quality assurance program established by the
independent review entity.

39.52(14) The entity shall provide the names of all corporations and organizations owned or
controlled by the independent review entity or which own or control the entity, and the nature and
extent of any such ownership or control. The entity must ensure that neither the entity, nor any of
its employees, agents, or licensed health care professionals utilized, are a subsidiary of, or owned or
controlled by, an insurer or by a trade association of insurers of which the insurer is a member.

39.52(15) The entity shall provide the names and résumés of all directors, officers and executives
of the entity.

39.52(16) The entity shall provide a description of the fees to be charged by the entity for independent
reviews of a long-term care insurance benefit trigger decision.

39.52(17) The entity shall provide the name of the medical director or health professional director
responsible for the supervision and oversight of the independent review procedure.

39.52(18) The entity must have on staff or contract with a licensed health care practitioner who is
qualified to certify that an individual is chronically ill for purposes of a qualified long-term care insurance
contract.
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191—39.53(514G) Additional requirements.   The independent review entity shall develop and
maintain written policies and procedures governing all aspects of the independent review process. The
written policies and procedures include, but are not limited to, the following:

39.53(1) Procedures to ensure that independent reviews are conducted within the time frames
specified in this division and Iowa Code chapter 514G as amended by 2008 Iowa Acts, House File
2694, and that any required notices are provided in a timely manner.

39.53(2) Procedures to ensure the selection of qualified and impartial reviewers. The reviewers shall
be qualified to render impartial determinations relating to the benefit trigger which is the subject of the
benefit trigger decision under review (e.g., assessment of cognitive impairment or inability to perform
activities of daily living due to a loss of functional capacity) and be deemed experts in the assessment of
such benefit trigger.

39.53(3) Procedures to ensure that the insured is notified in writing of the insured's right to object to
the independent review entity selected by the insurer or to the licensed health care professional designated
by the independent review entity to conduct the review by filing a notice of objection, along with the
reasons for the objection, with the commissioner at the Iowa Insurance Division, 330 Maple Street, Des
Moines, Iowa 50319, within ten days of the receipt of a notice from the independent review entity.

39.53(4) Procedures to ensure the confidentiality of protected health information records and review
materials, in accordance with federal and state law.

39.53(5) Procedures to ensure adherence to the requirements of this division and Iowa Code chapter
514G as amended by 2008 Iowa Acts, House File 2694, by any contractor, subcontractor, subvendor,
agent or employee affiliated with the independent review entity.

39.53(6) Policies and procedures establishing a quality assurance program. The program shall
include a written description to be provided to all individuals involved in the program, the organizational
arrangements, and the ongoing procedures for the identification, evaluation, resolution and follow-up of
potential and actual problems in independent reviews performed by the independent review entity and
procedures to ensure the maintenance of program standards pursuant to this requirement.

191—39.54(514G) Toll-free telephone number.   The independent review entity shall establish a
toll-free telephone service to receive information relating to independent reviews pursuant to this
division and Iowa Code chapter 514G as amended by 2008 Iowa Acts, House File 2694. The system
shall include a procedure to ensure the capability of accepting, recording, or providing instruction to
respond to incoming telephone calls during other than normal business hours. The independent review
entity shall also establish a facsimile and electronic mail service.

191—39.55(514G) Insurance division application and reports.   The independent review entity shall
provide the commissioner such data, information, and reports as the commissioner determines necessary
to evaluate the independent review process established under Iowa Code chapter 514G as amended by
2008 Iowa Acts, House File 2694. An application for certification as an independent review entity must
be submitted in duplicate to the Iowa InsuranceDivision, 330Maple Street, DesMoines, Iowa 50319. An
application must be submitted in full to be considered. Every applicant will be notified of the certification
decision. A list of certified independent review entities shall be maintained at the insurance division and
shall be available through the division's Web site, www.iid.state.ia.us.

191—39.56 to 39.74    Reserved.

DIVISION III
LONG-TERM CARE PARTNERSHIP PROGRAM

191—39.75(514H,83GA,HF723) Purpose.
39.75(1) This division is intended to implement Iowa Code chapter 514H as amended by 2009

Iowa Acts, House File 723, and Section 6021 of the federal Deficit Reduction Act of 2005, Public Law
109-171, to establish, in conjunction with the department of human services, a long-term care partnership
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program in Iowa to provide for financing of long-term care through a combination of private insurance
and Iowa Medicaid.

39.75(2) The Iowa long-term care partnership program shall:
a. Provide incentive for individuals to insure against the costs of providing for long-term care

needs;
b. Provide a mechanism for individuals to qualify for coverage under IowaMedicaid while having

certain assets disregarded for eligibility determinations and recovery; and
c. Reduce the financial burden on the state’s Medicaid program by encouraging the pursuit of

private initiatives using qualified long-term care partnership policies or certificates.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.76(514H,83GA,HF723) Effective date.   The rules in this division shall apply to all long-term
care partnership policies or certificates sold or issued for delivery on or after January 1, 2010.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.77(514H,83GA,HF723) Definitions.   For purposes of this division, the definitions in Iowa
Code chapter 514H as amended by 2009 Iowa Acts, House File 723, and the definitions in rule
191—39.4(514G) shall apply. In addition, the following definitions shall apply:

“Asset disregard” means, with regard to the state’s Medicaid program, disregarding assets in an
amount equal to the insurance benefit payments that are made to or on behalf of an individual who is a
beneficiary under a qualified long-term care partnership policy.

“Division” means the Iowa insurance division.
“Iowa long-term care partnership policy” or “partnership policy” means an insurance policy that

meets the following requirements:
1. The policy covers an insured who, when coverage first became effective under the policy, was

a resident of Iowa or was an individual eligible under subrule 39.78(2).
2. The policy is a qualified long-term care insurance policy as defined in Section 7702B(b) of the

Internal Revenue Code of 1986 and was issued no earlier than January 1, 2010.
3. The policy meets all of the applicable requirements of this chapter and Iowa Code chapter 514H

as amended by 2009 Iowa Acts, House File 723.
4. The division has certified the policy as meeting the requirements of the following: Section

1917(b) of the Social Security Act, 42 U.S.C. 1396p; Section 6021 of the federal Deficit Reduction Act
of 2005, Public Law 109-171; and any applicable federal regulations or guidelines.

5. The policy provides the following inflation protections:
● For a person who is less than 61 years of age as of the date of purchase of the policy or date of

issuance of the certificate, the policy provides either annual compounded inflation protection of not less
than 3 percent or annual compounded inflation protection of not less than a rate based on changes in the
consumer price index. “Consumer price index” means consumer price index for all urban consumers,
U.S. city average, all items, as determined by the Bureau of Labor Statistics of the United States
Department of Labor.

● For a person who is at least 61 years of age but less than 76 years of age as of the date of
purchase of the policy or date of issuance of the certificate, the policy provides either an inflation feature
that meets the requirements of this definition, paragraph “5,” first bulleted paragraph, or an automatic
inflation feature that provides annual simple inflation increases at a rate of not less than 3 percent.

● For a person who is at least 76 years of age as of the date of purchase of the policy or date of
issuance of the certificate, an inflation protection feature may be included in the policy but is not required.

“Long-term care partnership program”means a qualified state long-term care insurance partnership
as defined in Section 1917(b) of the Social Security Act, 42 U.S.C. 1396p; Section 6021 of the federal
Deficit Reduction Act of 2005, Public Law 109-171; and Iowa Code chapter 514H as amended by 2009
Iowa Acts, House File 723.
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“Medicaid” means the program of medical assistance operated by the Iowa department of human
services under Title XIX of the federal Social Security Act, 42 U.S.C. 1396 et seq., and amendments
thereto.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.78(514H,83GA,HF723) Eligibility.
39.78(1) An individual who is a beneficiary of an Iowa long-term care partnership policy or

certificate may be eligible for assistance under the state’s Medicaid program using the asset disregard
as provided under Iowa Code chapter 514H as amended by 2009 Iowa Acts, House File 723.

39.78(2) An individual who is a beneficiary of a long-term care partnership policy or certificate
issued in another state which grants reciprocity to an Iowan whomoves to that state is eligible for benefits
under Iowa’s Medicaid program using the asset disregard as provided in Iowa Code chapter 514H as
amended by 2009 Iowa Acts, House File 723. For purposes of this subrule, “reciprocity” means the
granting of all the benefits by one state to an individual who becomes a resident of that state but who
purchased a long-term care partnership policy while residing in another state.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.79(514H,83GA,HF723) Discontinuance of partnership program.   If the Iowa long-term care
partnership program established by this division and Iowa Code chapter 514H as amended by 2009 Iowa
Acts, House File 723, is discontinued, any individual who purchased an Iowa long-term care partnership
policy or certificate before the date the program was discontinued shall be eligible to receive asset
disregard if allowed as provided by Title VI, Section 6021 of the federal Deficit Reduction Act of 2005,
Public Law 109-171.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.80(514H,83GA,HF723) Required disclosures.
39.80(1) An insurer or a producer soliciting or offering to sell a partnership policy shall provide to

each prospective applicant a Partnership Program Notice. The notice must be substantially similar to
Appendix H of this chapter. The Partnership Program Notice shall be provided with the required outline
of coverage.

39.80(2) An insurer or a producer soliciting or offering to sell a partnership policy shall provide to
each prospective applicant a copy of the Iowa Long-Term Care Partnership Program Consumer Guide.
The Iowa Long-Term Care Partnership Program Consumer Guide form may be found on the division’s
Web site, www.iid.state.ia.us.

39.80(3) A partnership policy or certificate issued or issued for delivery in Iowa shall be
accompanied by a Partnership Status Disclosure Notice (Appendix I). A similar notice may be used if
filed with and approved by the division.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.81(514H,83GA,HF723) Form filings.
39.81(1) A partnership policy shall not be issued or issued for delivery in Iowa unless filed with

and approved by the division. Any policy submitted for certification as a partnership policy shall be
accompanied by a Partnership Issuer Certification. The Partnership Issuer Certification form may be
found on the division’s Web site, www.iid.state.ia.us. Insurance companies required to file rates or
forms with the division shall submit required rate and form filings and any fees required for the filings
electronically using the System for Electronic Rate and Form Filing (SERFF). Insurance companies must
comply with the division’s requirements, including both the Iowa general instructions and the specific
submission requirements for the type of insurance for which the companies are submitting forms or rates,
as set forth on the SERFF Web site at www.serff.org.

39.81(2) Insurers may request to make use of a previously approved policy form as a qualified state
long-term care partnership policy. Requests shall be filed electronically via SERFF and according to
instructions on the SERFF Web site.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]
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191—39.82(514H,83GA,HF723) Exchanges.
39.82(1) An insurer must offer, on a one-time basis, in writing, to all existing policyholders that

were issued long-term care policies between February 1, 2003, and January 1, 2010, the option to
exchange their existing long-term care policies for an Iowa long-term care partnership policy. The
insurer must make this offer within 18 months of the date the insurer begins the first marketing efforts
for any long-term care partnership insurance product.

39.82(2) Under an exchange program, an insurer must comply with all of the following:
a. The mandatory offer of an exchange shall apply only to products issued by the insurer that are

comparable to the type of policy, such as group policies and individual policies, and to the policy series
that the company has certified as partnership-qualified.

b. An insurer must provide the insured a minimum of 90 days from the date of mailing of the offer
by the insurer to accept or reject the offer.

c. An insurer must make the offer on a nondiscriminatory basis without regard to the age or health
status of the insured. However, the insurer may underwrite if the policy is amended to provide additional
benefits or if the exchange would require the issuance of a new policy, except as described in paragraph
39.82(2)“d” below. Any portion of the policy that was issued prior to the exchange date shall be priced
based on the policyholder’s age when the policy was originally issued. Any portion of the policy that
is added as a result of the exchange may be priced based on the policyholder’s age at the time of the
exchange.

d. If there is no change in coverage that is material to the risk, policies exchanged under this rule
shall not be subject to any medical underwriting.

e. Coverage under the new policy shall not result in any exclusion for preexisting conditions that
would have been covered under the policy or certificate being replaced.

f. Any portion of the policy that was issued prior to the exchange date shall maintain the policy’s
original price based on the policyholder’s age when the policy was originally issued. Any portion of the
policy that is added as a result of the exchange may be priced based on the policyholder’s age at the time
of the exchange.

g. When the policy is issued to a group, the offer required in subrule 39.82(1) shall be made to the
group policyholder.

h. Notwithstanding paragraphs 39.82(2)“a” and “c,” an insurer is not required to offer an
exchange to an individual who is eligible for benefits within an elimination period, who is or who
has been in claim status, or who would not be eligible to apply for coverage due to issue age or plan
design limitations under the new policy. The insurer may require that policyholders meet all eligibility
requirements, including plan design, underwriting, if applicable, and payment of the required premium.

39.82(3) Policies issued pursuant to this rule shall be considered exchanges and not replacements
and are not subject to rule 191—39.11(514D,514G).

39.82(4) A policy received in an exchange after January 1, 2010, is treated as newly issued and is
eligible for long-term care partnership policy status. For purposes of applying theMedicaid rules relating
to Iowa’s long-term care partnership program, the addition of a rider, endorsement or change in schedule
page for a policy may be treated as giving rise to an exchange.

39.82(5) An insurer or a producer offering an exchange shall provide to each prospective applicant
a Partnership Program Notice, as required by subrule 39.80(1), and a copy of the Iowa Long-Term Care
Partnership Program Consumer Guide, as required by subrule 39.80(2). An insurer issuing or issuing
for delivery in Iowa an exchange shall provide the policyholder or certificate holder a Partnership Status
Disclosure Notice, as required by subrule 39.80(3).
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.83(514H,83GA,HF723) Required policy terms and disclosures.
39.83(1) A policy or certificate designed or marketed as a long-term care insurance policy or

certificate must prominently disclose on the schedule page the following statements:
“Some long-term care insurance [policies or certificates] may qualify under the state’s Long-Term

Care Partnership Program. Under this Program the [policyholder or certificate holder] may be able
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to protect some of the [policyholder’s or certificate holder’s] assets from Medicaid spend-down
requirements through a feature known as ‘Asset Disregard.’ Nothing in this [policy or certificate] is a
guarantee of Medicaid eligibility nor is it a guarantee of any ability to disregard assets for purposes of
Medicaid eligibility. If you have questions about whether or not your policy currently qualifies under
the Long-Term Care Partnership Program, please contact [the insurer at ###-###-####] and request a
long-term care partnership program policy summary.”

39.83(2) If a policyholder or certificate holder or that person’s representative requests a long-term
care partnership program policy summary, as provided in subrule 39.83(1), the information the insurer
shall provide and the format of the long-term care partnership program policy summary shall be as
set forth in Appendix J. An insurer may submit a form substantially similar to Appendix J to the
commissioner for approval to use as a substitute for Appendix J.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.84(514H,83GA,HF723) Standards for marketing and suitability.   The standards
for marketing found in rule 191—39.15(514D,514G) and the suitability requirements of rule
191—39.16(514D,514G) shall apply to the marketing and sale of long-term care partnership policies.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—39.85(514H,83GA,HF723) Required reports.
39.85(1) Each issuer of partnership-qualified long-term care insurance in this state shall provide

regular reports to the Secretary of the United States Department of Health and Human Services in
accordance with federal law and regulations and to the Iowa department of human services and the
division as provided in Section 6021 of the federal Deficit Reduction Act of 2005, Public Law 109-171.
The report shall include information as required by the United States Department of Health and Human
Services, Office of the Assistant Secretary for Planning and Evaluation. Submission of the report to the
Iowa department of human services or the division is not required if the issuer files the report through
the Centers for Medicare and Medicaid Services filing system.

39.85(2) When a policyholder or certificate holder begins receiving any benefits under a policy, the
issuer shall begin providing to the policyholder or certificate holder statements of benefits either monthly
or within a reasonable time after benefits have been paid. The statements of benefits shall include, at a
minimum, detailed information regarding benefits paid and dates of service.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

These rules are intended to implement Iowa Code section 514D.9, Iowa Code chapter 514G and
Iowa Code chapter 514H as amended by 2009 Iowa Acts, House File 723.

[Filed 4/28/88, Notice 1/13/88—published 5/18/88, effective 7/1/88]
[Filed 1/19/90, Notice 11/29/89—published 2/7/90, effective 3/14/90]
[Filed 10/25/91, Notice 9/18/91—published 11/13/91, effective 1/1/92]
[Filed 12/3/93, Notice 8/18/93—published 12/22/93, effective 1/26/94]
[Filed 6/5/02, Notice 5/1/02—published 6/26/02, effective 7/31/02]
[Filed 3/9/07, Notice 1/31/07—published 3/28/07, effective 5/2/07]
[Filed 8/10/07, Notice 7/4/07—published 8/29/07, effective 10/3/071]
[Filed emergency 12/12/07—published 1/2/08, effective 12/12/07]

[Filed 10/30/08, Notice 9/24/08—published 11/19/08, effective 1/1/09◊]
[Filed emergency 12/24/08—published 1/14/09, effective 1/1/09]

[Filed ARC 8271B (Notice ARC 8132B, IAB 9/9/09), IAB 11/4/09, effective 12/9/09]

◊ Two or more ARCs
1 Effective date of subrule 39.15(4) delayed 70 days by the Administrative Rules Review Committee at its meeting held September

11, 2007.
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APPENDIX A

RESCISSION REPORTING FORM FOR
LONG-TERM CARE POLICIES
FOR THE STATE OF IOWA

FOR THE REPORTING YEAR 20[ ]

Company Name:
Address:

Phone Number:

Due: March 1 annually
Instructions:
The purpose of this form is to report all rescissions of long-term care insurance policies or certificates.
Those rescissions voluntarily effectuated by an insured are not required to be included in this report.
Please furnish one form per rescission.

Policy
Form #

Policy and
Certificate #

Name of
Insured

Date of
Policy
Issuance

Date/s
Claim/s
Submitted

Date of
Rescission

Detailed reason for rescission:

Signature

Name and Title (please type)

Date
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APPENDIX B

Long-Term Care Insurance
Personal Worksheet

People buy long-term care insurance for many reasons. Some don’t want to use their own assets to pay
for long-term care. Some buy insurance to make sure they can choose the type of care they get. Others
don’t want their family to have to pay for care or don’t want to go on Medicaid. But long-term care
insurance may be expensive, and may not be right for everyone.

By state law, the insurance company must fill out part of the information on this worksheet and ask you
to fill out the rest to help you and the company decide if you should buy this policy.

Premium Information

Policy Form Numbers _____________________

The premium for the coverage you are considering will be [$___________ per month, or $_________
per year] [a one-time single premium of $____________].

Type of Policy (noncancellable/guaranteed renewable):

The Company’s Right to Increase Premiums:

[The company cannot raise your rates on this policy.] [The company has a right to increase premiums
on this policy form in the future, provided it raises rates for all policies in the same class in this state.]
[Insurers shall use appropriate bracketed statement. Rate guarantees shall not be shown on this form.]

Rate Increase History

The company has sold long-term care insurance since [year] and has sold this policy since [year]. [The
company has never raised its rates for any long-term care policy it has sold in this state or any other
state.] [The company has not raised its rates for this policy form or similar policy forms in this state or
any other state in the last 10 years.] [The company has raised its premium rates on this policy form or
similar policy forms in the last 10 years. Following is a summary of the rate increases.]

Drafting Note: A company may use the first bracketed sentence above only if it has never increased
rates under any prior policy forms in this state or any other state. The issuer shall list each premium
increase it has instituted on this or similar policy forms in this state or any other state during the last 10
years. The list shall provide the policy form, the calendar years the form was available for sale, and the
calendar year and the amount (percentage) of each increase. The insurer shall provide minimum and
maximum percentages if the rate increase is variable by rating characteristics. The insurer may provide,
in a fair manner, additional explanatory information as appropriate.

Questions Related to Your Income

How will you pay each year’s premium?
□ From my Income □ From my Savings/Investments □ My Family will Pay
[□ Have you considered whether you could afford to keep this policy if the premiums went up, for
example, by 20%?]
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Drafting Note: The issuer is not required to use the bracketed sentence if the policy is fully paid up or
is a noncancellable policy.

What is your annual income? (check one) □ Under $10,000 □ $[10-20,000] □ $[20-30,000]
□ $[30-50,000] □ Over $50,000

Drafting Note: The issuer may choose the numbers to put in the brackets to fit its suitability standards.

How do you expect your income to change over the next 10 years? (check one)
□ No change □ Increase □ Decrease

If you will be paying premiums with money received only from your own income, a rule of thumb
is that you may not be able to afford this policy if the premiums will be more than 7% of your
income.

Will you buy inflation protection? (check one) □ Yes □ No
If not, have you considered how you will pay for the difference between future costs and your daily
benefit amount?
□ From my Income □ From my Savings/Investments □ My Family will Pay

The national average annual cost of care in [insert year] was [insert $ amount], but this figure
varies across the country. In ten years the national average annual cost would be about [insert
$ amount] if costs increase 5% annually.

Drafting Note: The projected cost can be based on federal estimates in a current year. In the above
statement, the second figure equals 163% of the first figure.

What elimination period are you considering? Number of days ____________ Approximate cost
$____________for that period of care.

How are you planning to pay for your care during the elimination period? (check one)
□ From my Income □ From my Savings/Investments □ My Family will Pay

Questions Related to Your Savings and Investments

Not counting your home, about how much are all of your assets (your savings and investments) worth?
(check one)
□ Under $20,000 □ $20,000-$30,000 □ $30,000-$50,000 □ Over $50,000

How do you expect your assets to change over the next ten years? (check one)
□ Stay about the same □ Increase □ Decrease

If you are buying this policy to protect your assets and your assets are less than $30,000, you may
wish to consider other options for financing your long-term care.
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Disclosure Statement

□ The answers to the questions above describe my financial situation.
Or

□ I choose not to complete this information.
(Check one.)

□ I acknowledge that the carrier and/or its producer (below) has reviewed this form
with me including the premium, premium rate increase history and potential for
premium increases in the future. [For direct mail situations, use the following: I
acknowledge that I have reviewed this form including the premium, premium rate
increase history and potential for premium increases in the future.] I understand
the above disclosures. I understand that the rates for this policy may increase
in the future. (This box must be checked.)

Signed:
(Applicant) (Date)

[□ I explained to the applicant the importance of completing this information.]

Signed:
(Producer) (Date)

Producer’s Printed Name: ]

[In order for us to process your application, please return this signed statement to [name of
company], along with your application.]

[My producer has advised me that this policy does not seem to be suitable for me. However, I
still want the company to consider my application.

Signed:
(Applicant) (Date)

Drafting Note: Choose the appropriate sentences depending on whether this is a direct mail or producer
sale.

The company may contact you to verify your answers.

Drafting Note: When the Long-Term Care Insurance Personal Worksheet is furnished to employees and
their spouses under employer group policies, the text from the heading “Disclosure Statement” to the
end of the page may be removed.
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APPENDIX C

Things You Should Know Before You Buy

Long-Term Care Insurance

Long-Term
Care
Insurance

● A long-term care insurance policy may pay most of the costs
for your care in a nursing home. Many policies also pay for
care at home or other community settings. Since policies can
vary in coverage, you should read this policy and make sure you
understand what it covers before you buy it.

● [You should not buy this insurance policy unless you can afford
to pay the premiums every year.] [Remember that the company
can increase premiums in the future.]

Drafting Note: For single premium policies, delete this bullet; for noncancellable policies, delete the
second sentence only.

● The personal worksheet includes questions designed to help you and
the company determine whether this policy is suitable for your needs.

Medicare ● Medicare does not pay for most long-term care.

Medicaid ● Medicaid will generally pay for long-term care if you have very little
income and few assets. You probably should not buy this policy if
you are now eligible for Medicaid.

● Many people become eligible for Medicaid after they have used up their
own financial resources by paying for long-term care services.

● When Medicaid pays your spouse’s nursing home bills, you are allowed
to keep your house and furniture, a living allowance, and some of your
joint assets.

● Your choice of long-term care services may be limited if you are
receiving Medicaid. To learn more about Medicaid, contact your local
or state Medicaid agency.

Shopper’s
Guide

● Make sure the insurance company or producer gives you a copy of a
booklet called the National Association of Insurance Commissioners’
“Shopper’s Guide to Long-Term Care Insurance.” Read it carefully. If
you have decided to apply for long-term care insurance, you have the
right to return the policy within 30 days and get back any premium
you have paid if you are dissatisfied for any reason or choose not to
purchase the policy.

Counseling ● Free counseling and additional information about long-term care
insurance are available through your state’s insurance counseling
program. Contact your state insurance department or department on
aging for more information about the senior health insurance counseling
program in your state.
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APPENDIX D

Long-Term Care Insurance Suitability Letter

Dear [Applicant]:

Your recent application for long-term care insurance included a “personal worksheet,” which asked
questions about your finances and your reasons for buying long-term care insurance. For your protection,
state law requires us to consider this information when we review your application, to avoid selling a
policy to those who may not need coverage.

[Your answers indicate that long-term care insurance may not meet your financial needs. We suggest
that you review the information provided along with your application, including the booklet “Shopper’s
Guide to Long-Term Care Insurance” and the page titled “Things You Should Know Before Buying
Long-Term Care Insurance.” Your state insurance department also has information about long-term care
insurance and may be able to refer you to a counselor free of charge who can help you decide whether
to buy this policy.]

[You chose not to provide any financial information for us to review.]

Drafting Note: Choose the paragraph that applies.

We have suspended our final review of your application. If, after careful consideration, you still believe
this policy is what you want, check the appropriate box below and return this letter to us within the next
60 days. We will then continue reviewing your application and issue a policy if you meet our medical
standards.

If we do not hear from you within the next 60 days, we will close your file and not issue you a policy.
You should understand that you will not have any coverage until we hear back from you, approve your
application and issue you a policy.

Please check one box and return in the enclosed envelope.

□ Yes, [although my worksheet indicates that long-term care insurance may not be a suitable purchase,]
I wish to purchase this coverage. Please resume review of my application.

Drafting Note: Delete the phrase in brackets if the applicant did not answer the questions about income.

□ No. I have decided not to buy a policy at this time.

APPLICANT’S SIGNATURE DATE

Please return to [issuer] at [address] by [date].



Ch 39, p.50 Insurance[191] IAC 11/4/09

APPENDIX E

Claims Denial Reporting Form
Long-Term Care Insurance

For the State of Iowa
For the Reporting Year of_______________________

Company Name: Due: June 30 annually
Company Address:

Company NAIC Number:
Contact Person: __________________________________ Phone Number:

Line of Business: Individual Group

Instructions

The purpose of this form is to report all long-term care claim denials under in-force long-term care
insurance policies. “Denied” means a claim that is not paid for any reason other than for claims not paid
for failure to meet the waiting period or because of an applicable preexisting condition.

State
Data

Nationwide
Data1

1 Total Number of Long-Term Care Claims Reported
2 Total Number of Long-Term Care Claims Denied/Not Paid
3 Number of Claims Not Paid due to Preexisting Condition

Exclusion
4 Number of Claims Not Paid due to Waiting (Elimination) Period

Not Met
5 Net Number of Long-Term Care Claims Denied for Reporting

Purposes (Line 2 Minus Line 3 Minus Line 4)
6 Percentage of Long-Term Care Claims Denied of Those

Reported (Line 5 Divided By Line 1)
7 Number of Long-Term Care Claims Denied due to:
8 ● Long-Term Care Services Not Covered under the Policy2

9 ● Provider/Facility Not Qualified under the Policy3

10 ● Benefit Eligibility Criteria Not Met4

11 ● Other

1The nationwide data may be viewed as a more representative and credible indicator where the data for claims reported and denied
for your state are small in number.
2 Example—home health care claim filed under a nursing home only policy.
3Example—a facility that does not meet the minimum level of care requirements or the licensing requirements as outlined in the
policy.
4 Examples—a benefit trigger not met, certification by a licensed health care practitioner not provided, no plan of care.
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APPENDIX F

Instructions:

This form provides information to the applicant regarding premium rate schedules, rate schedule
adjustments, potential rate revisions, and policyholder options in the event of a rate increase.

Insurers shall provide all of the following information to the applicant:

Long-Term Care Insurance
Potential Rate Increase Disclosure Form

1. [Premium Rate] [Premium Rate Schedules]: [Premium rate] [Premium rate
schedules] that [is][are] applicable to you and that will be in effect until a request is
made and [filed][approved] for an increase [is][are] [on the application][$_____].

Drafting Note: Use “approved” in states requiring prior approval of rates.

2. The [premium] [premium rate schedule] for this policy [will be shown on the
schedule page of] [will be attached to] your policy.

3. Rate Schedule Adjustments:

The company will provide a description of when premium rate or rate schedule
adjustments will be effective (e.g., next anniversary date, next billing date, etc.) (fill
in the blank): __________________.

4. Potential Rate Revisions:

This policy is Guaranteed Renewable. This means that the rates for this product
may be increased in the future. Your rates can NOT be increased due to your
increasing age or declining health, but your rates may go up based on the experience
of all policyholders with a policy similar to yours.

If you receive a premium rate or premium rate schedule increase in the future,
you will be notified of the new premium amount and you will be able to exercise
at least one of the following options:

● Pay the increased premium and continue your policy in force as is.
● Reduce your policy benefits to a level such that your premiums will not increase. (Subject to

state law minimum standards.)
● Exercise your nonforfeiture option if purchased. (This option is available for purchase for an

additional premium.)
● Exercise your contingent nonforfeiture rights.* (This option may be available if you do not

purchase a separate nonforfeiture option.)

Turn the Page
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*Contingent Nonforfeiture

If the premium rate for your policy goes up in the future and you didn’t buy a nonforfeiture option, you
may be eligible for contingent nonforfeiture. Here’s how to tell if you are eligible:

You will keep some long-term care insurance coverage, if:

● Your premium after the increase exceeds your original premium by the percentage shown (or
more) in the following table; and

● You lapse (not pay more premiums) within 120 days of the increase.

The amount of coverage (i.e., new lifetime maximum benefit amount) you will keep will equal the total
amount of premiums you’ve paid since your policy was first issued. If you have already received benefits
under the policy, so that the remainingmaximumbenefit amount is less than the total amount of premiums
you’ve paid, the amount of coverage will be that remaining amount.

Except for this reduced lifetime maximum benefit amount, all other policy benefits will remain at the
levels attained at the time of the lapse and will not increase thereafter.

Should you choose this Contingent Nonforfeiture option, your policy, with this reducedmaximum benefit
amount, will be considered “paid-up” with no further premiums due.

Example:

● You bought the policy at age 65 and paid the $1,000 annual premium for 10 years, so you have
paid a total of $10,000 in premiums.

● In the eleventh year, you receive a rate increase of 50%, or $500 for a new annual premium of
$1,500, and you decide to lapse the policy (not pay any more premiums).

● Your “paid-up” policy benefits are $10,000 (provided you have at least $10,000 of benefits
remaining under your policy).

Turn the Page
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Contingent Nonforfeiture
Cumulative Premium Increase Over Initial Premium

That Qualifies for Contingent Nonforfeiture

(Percentage increase is cumulative from date of original issue. It does NOT represent a one-time increase.)

Issue Age Percent Increase Over Initial Premium

29 and under 200%

30-34 190%

35-39 170%

40-44 150%

45-49 130%

50-54 110%

55-59 90%

60 70%

61 66%

62 62%

63 58%

64 54%

65 50%

66 48%

67 46%

68 44%

69 42%

70 40%

71 38%

72 36%

73 34%

74 32%

75 30%

76 28%

77 26%

78 24%

79 22%

80 20%

81 19%

82 18%

83 17%

84 16%

85 15%

86 14%

87 13%

88 12%

89 11%

90 and over 10%
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APPENDIX G
Long-Term Care Insurance

Replacement and Lapse Reporting Form

For the State of For the Reporting Year of

Company Name: Due: June 30 annually
Company Address: Company NAIC Number:
Contact Person: Phone Number: (______)

Instructions

The purpose of this form is to report on a statewide basis information regarding long-term care insurance policy replacements and lapses.
Specifically, every insurer shall maintain records for each producer on that producer’s amount of long-term care insurance replacement sales as
a percent of the producer’s total annual sales and the amount of lapses of long-term care insurance policies sold by the producer as a percent of
the producer’s total annual sales. The tables below should be used to report the ten percent (10%) of the insurer’s producers with the greatest
percentages of replacements and lapses.

Listing of the 10% of Producers with the Greatest Percentage of Replacements

Producer’s Name
Number of Policies

Sold By This Producer
Number of Policies

Replaced By This Producer
Number of Replacements

As % of Number Sold By This Producer

Listing of the 10% of Producers with the Greatest Percentage of Lapses

Producer’s Name
Number of Policies

Sold By This Producer
Number of Policies

Lapsed By This Producer
Number of Lapses

As % of Number Sold By This Producer

Company Totals
Percentage of Replacement Policies Sold to Total Annual Sales ____%
Percentage of Replacement Policies Sold to Policies In Force (as of the end of the preceding calendar year) ____%
Percentage of Lapsed Policies to Total Annual Sales _____%
Percentage of Lapsed Policies to Policies In Force (as of the end of the preceding calendar year) _____%
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APPENDIX H
Partnership Program Notice

Important Consumer Information Regarding the
Iowa Long-Term Care Partnership Program

Some long-term care insurance policies or certificates sold in Iowa may qualify for the Iowa
Long-Term Care Partnership Program (the Partnership Program). The Partnership Program is a
partnership between state government and private insurance companies to assist individuals in planning
their long-term care needs. Insurance companies voluntarily agree to participate in the Partnership
Program by offering long-term care insurance coverage that meets certain state and federal requirements.
Long-term care insurance policies or certificates that qualify as partnership policies or certificates may
protect the policyholder’s or certificate holder’s assets through a feature known as “Asset Disregard”
under Iowa’s Medicaid program.

Asset Disregard means that an amount of the policyholder’s or certificate holder’s assets equal to the
amount of long-term care insurance benefits received under a qualified partnership policy or certificate
will be disregarded for the purpose of determining the insured’s eligibility for Medicaid. This generally
allows a person to keep assets equal to the insurance benefits received under a qualified partnership policy
or certificate without affecting the person’s eligibility for Medicaid.

All other Medicaid eligibility criteria will apply, and special rules may apply to persons whose home
equity exceeds $500,000. Asset Disregard is not available under a long-term care insurance policy or
certificate that is not a partnership policy or certificate. Therefore, you should consider if Asset Disregard
is important to you and whether a partnership policy or certificate meets your needs. The purchase of
a partnership policy or certificate does not automatically qualify you for Medicaid. There are other
eligibility requirements you must meet, including resource and income requirements.

What Are the Requirements for a Partnership Policy or Certificate?
In order for a policy or certificate to qualify as a partnership policy or certificate, it must, among

other requirements:
● Be issued to an individual on or after January 1, 2010;
● Be issued to an individual who is an Iowa resident when coverage first becomes effective under

the policy;
● Be a tax-qualified policy under Section 7702B(b) of the Internal Revenue Code of 1986;
● Meet the following inflation protection requirements:

→ For a person less than 61 years of age – provides compound annual inflation protection
→ For a person at least 61 but less than 76 years of age – provides 3 percent inflation protection
→ For a person at least 76 years of age – inflation protection may be offered but is not required

If you apply and are approved for long-term care insurance coverage, [carrier name] will provide
you with written documentation as to whether or not your policy or certificate qualifies as a partnership
policy or certificate.

What Could Disqualify a Policy or Certificate as a Partnership Policy or Certificate?
Certain types of changes to a partnership policy or certificate could affect whether or not such policy

or certificate continues to be a partnership policy or certificate. If you purchase a partnership policy or
certificate and later decide to make any changes, you should first consult with your insurance producer
or insurance company to determine the effect of a proposed change. If you move to a state that does not
have a Partnership Program or does not recognize your policy or certificate as a partnership policy or
certificate, you would not receive beneficial treatment of your policy or certificate under the Medicaid
program of that state. The information contained in this disclosure is based on current Iowa and federal
laws. These laws may be subject to change. Any change in law could reduce or eliminate the beneficial
treatment of your policy or certificate under Iowa’s Medicaid program.

Additional Information
If you have questions regarding the long-term care insurance policies or certificates, please contact

[carrier name]. If you have questions regarding current laws governing Medicaid eligibility, you should
contact the Iowa Department of Human Services (Sally Oudekerk, Medicaid Policy Specialist, Bureau
of Medical Support, telephone number (515)281-3709, E-mail address soudeke@dhs.state.ia.us).
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APPENDIX I

Partnership Status Disclosure Notice
Important Information Regarding Your Policy’s or Certificate’s

Long-Term Care Partnership Status
This disclosure notice is issued in conjunction with your long-term care policy.

Some long-term care insurance policies or certificates sold in Iowa qualify for the Iowa Long-Term
Care Partnership Program. Long-term care insurance policies or certificates that qualify as partnership
policies or certificates may be entitled to special treatment, in particular as “Asset Disregard” under
Iowa’s Medicaid program.

Asset Disregard means that an amount of the policyholder’s or certificate holder’s assets equal to the
amount of long-term care insurance benefits received under a qualified partnership policy or certificate
will be disregarded for the purpose of determining the insured’s eligibility for Medicaid. This generally
allows a person to keep assets equal to the insurance benefits received under a qualified partnership
policy or certificate without affecting the person’s eligibility for Medicaid. All other Medicaid eligibility
criteria will apply, and special rules may apply to persons whose home equity exceeds $500,000. Asset
Disregard is not available under a long-term care insurance policy or certificate that is not a partnership
policy or certificate. The purchase of a partnership policy or certificate does not automatically qualify
you forMedicaid. There are other eligibility requirements youmust meet, including resource and income
requirements.

Partnership Policy or Certificate Status
Your long-term care insurance policy or certificate is intended to qualify as a partnership policy

or certificate under the Iowa Long-Term Care Partnership Program as of your policy’s or certificate’s
effective date.

What Could Disqualify a Policy or Certificate as a Partnership Policy or Certificate?
Certain types of changes to a partnership policy or certificate could affect whether or not such policy

or certificate continues to be a partnership policy or certificate. If you purchase a partnership policy or
certificate and later decide to make any changes, you should first consult with your insurance producer
or your insurance company to determine the effect of a proposed change. If you move to a state that
does not maintain a Partnership Program or does not recognize your policy or certificate as a partnership
policy or certificate, you would not receive beneficial treatment of your policy or certificate under the
Medicaid program of that state. The information contained in this disclosure is based on current Iowa
and federal laws. These laws may be subject to change. Any change on law could reduce or eliminate
the beneficial treatment of your policy or certificate under Iowa’s Medicaid program.

Additional Information
If you have questions regarding the long-term care insurance policies or certificates, please contact

[carrier name]. If you have questions regarding current laws governing Medicaid eligibility, you should
contact the Iowa Department of Human Services (Sally Oudekerk, Medicaid Policy Specialist, Bureau
of Medical Support, telephone number (515)281-3709, E-mail address soudeke@dhs.state.ia.us).
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APPENDIX J

Long-Time Care Partnership Program Policy Summary

1. Name of insured _________________________________
2. Policy/certificate number ___________________________
3. Effective date of coverage __________________________
4. The policy/certificate was issued in the state of ___________
5. Issue age of the insured at the time the coverage was issued _______________
6. The policy/certificate was issued □ With inflation protection coverage

□ Without inflation protection coverage
7. The inflation protection coverage is □ Simple Inflation □ Compound Inflation □ None
8. The inflation protection coverage is currently in effect on the coverage □ Yes □ No

If no, the date inflation protection coverage ceased ____________________
9. The policy is intended to meet the standards of a tax-qualified long-term care policy□ Yes □ No
10. The cumulative dollar amount of insurance benefits paid $__________

(NOTE: The indicated amount does not include any payments for cash surrender, return of
premium death benefits, or waiver of premium, and if joint coverage, the amount is for the
indicated insured only.)

11. The total dollar amount of insurance benefits remaining available under the policy $_______
12. This information is correct as of the date this form was completed, which date

was ________________
13. The name, telephone number and E-mail address of the person completing this form

________________________________________________
Name
________________________________________________
Telephone Number
________________________________________________
E-mail Address





IAC 11/4/09 Insurance[191] Ch 72, p.1

CHAPTER 72
LONG-TERM CARE ASSET PRESERVATION PROGRAM

191—72.1(249G) Purpose.   The purpose of this chapter is to establish minimum standards for
long-term care insurance policies and certificates to qualify for participation in the Iowa long-term
care asset preservation program; establish documentation and reporting requirements for issuers of
policies or certificates to qualify under the Iowa long-term care asset preservation program; provide full
disclosures in the sale of long-term care insurance policies and certificates which qualify under the Iowa
long-term care asset preservation program; and facilitate public understanding regarding long-term care
insurance and long-term care insurance policies and certificates which qualify under the Iowa long-term
care asset preservation program.

191—72.2(249G) Applicability and scope.   The requirements of this chapter apply to any long-term
care insurance policy or certificate authorized for sale by the division of insurance as qualifying under
the Iowa long-term care asset preservation program under Iowa Code chapter 249G. No long-term
care insurance policy or certificate which has been approved by the division of insurance as a certified
long-term care insurance policy or certificate under this chapter may be advertised, solicited, or issued
for delivery in this state after December 31, 2009.
[ARC 8271B, IAB 11/4/09, effective 12/9/09]

191—72.3(249G) Definitions.
“Asset disregard” means a $1 increase in the amount of assets an individual who purchases a

certified long-term care policy may retain, upon qualification for Medicaid, for each $1 of benefit paid
out under the individual’s certified long-term care policy for Medicaid-eligible long-term care services
in determining eligibility for the Medicaid program.

“Asset protection” means the right extended by 441 IAC 75.5(5) to beneficiaries of certified
long-term care insurance policies and certificates to an asset disregard under the Iowa long-term care
asset preservation program.

“Authorized designee” means any person designated in writing to the insurance company by the
policyholder or certificate holder of a certified long-term care policy or certificate for purposes of
notification under paragraph 72.7(1)“h.”

“Average daily private pay rate” means the average statewide cost of nursing facility services to
a private pay resident as determined by the department of human services in 441 IAC 75.23(3). The
average statewide private pay rate is set annually on July 1 for one year by the Iowa department of
human services.

“Case management” includes, but is not limited to, the development of a comprehensive
individualized assessment and care plan and, as needed, coordination of appropriate services and the
monitoring of the delivery of such services.

“Case management agency” means an agency or other entity approved by the Iowa department of
human services as meeting Medicaid case management standards.

“Certificate” means any certificate delivered or issued for delivery in this state under a group
long-term care policy.

“Certificate form”means the form on which the certificate is delivered or issued for delivery by the
issuer.

“Certificate holder” means an owner of a certified long-term care insurance certificate or the
beneficiary of a certified long-term care certificate.

“Certified long-term care insurance policy or certificate” means any long-term care insurance
policy or certificate certified for sale to Iowa residents by the division of insurance as meeting standards
promulgated under rules 191—72.6(249G) and 191—72.7(249G).

“Cognitive impairment” means confusion or disorientation resulting from a deterioration or loss
of intellectual capacity that is not related to or a result of mental illness but which can result from
Alzheimer’s disease or similar forms of senility or irreversible dementia. This deterioration or loss of
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intellectual capacity is established through use of standardized tests that reliably measure impairment in
the following areas:

1. Short-term or long-term memory.
2. Orientation as to person, place, and time.
3. Deductive or abstract reasoning.

Cognitive impairment must result in an individual’s requiring 24-hour-a-day supervision or direct
assistance to maintain the individual’s safety.

“Complex, yet stable medical condition” means that the individual requires 24-hour-a-day
professional nursing observation or professional nursing intervention more than once a day in a setting
other than an acute care wing of a hospital.

“Deficiency in activity of daily living” means that the individual cannot perform one or more of the
following six activities of daily living without direct assistance:

1. Bathing, meaning cleaning the body using a tub, shower or sponge bath, including getting a
basin of water, managing faucets, getting in and out of tub or shower, reaching head and body parts for
soaping, rinsing, and drying.

2. Dressing, meaning putting on and taking off, fastening and unfastening garments and
undergarments and special devices such as back or leg braces, corsets, elastic stockings/garments and
artificial limbs or splints.

3. Toileting, meaning getting on and off toilet or commode and emptying commode, managing
clothing and wiping and cleaning body after toileting, and assistance with using and emptying bedpans
and urinals.

4. Transferring, meaning moving from one sitting or lying position to another sitting or lying
position, e.g., from bed to or from a wheelchair or sofa, coming to a standing position or repositioning
to promote circulation and prevent skin breakdown.

5. Continence, meaning the ability to control bowel and bladder as well as use ostomy or catheter
receptacles and apply diapers and disposable barrier pads.

6. Eating, meaning reaching for, picking up, grasping utensil and cup; getting food on utensil,
bringing food, utensil, cup to mouth; manipulating food on plate; and cleaning face and hands as
necessary following meal.

“Department of human services” means the Iowa division of medical services.
“Direct assistance” means that the individual cannot perform an activity of daily living safely or

appropriately without continual help or oversight. Direct assistance may vary from requiring a person
to physically stand by or set up the activity to the activity being totally performed by others.

“Formal long-term care services” means long-term care service for which the provider is paid.
“Home health care services” means:
1. Part-time or intermittent skilled nursing services by licensed nursing personnel provided by a

home health agency or by a registered nurse or a licensed vocational nurse, when a case management
provider agency has determined that no home health agency exists in the area;

2. Home health aide services provided by a home health agency;
3. Physical therapy, occupational therapy, or speech therapy and audiology services provided by

a home health agency; and
4. Medical social services by a social worker or social work assistant provided by a home health

agency.
“Homemaker services incidental to personal care” means the policyholder or certificate holder is

eligible to receive homemaker services if personal care is being received. Homemaker services incidental
to personal care are limited to the following:

1. Domestic or cleaning services;
2. Laundry services;
3. Reasonable food shopping and errands;
4. Meal preparation and cleanup;
5. Transportation assistance to and from medical appointments; and



IAC 11/4/09 Insurance[191] Ch 72, p.3

6. Heavy cleaning which involves thorough cleaning of the home to remove hazardous debris or
dirt.

A certified long-term care insurance policy or certificate shall not, if it provides homemaker services
incidental to personal care, limit or exclude benefits by requiring that the provision of such services be at
a level of certification or licensure greater than that required by the eligible service or by limiting benefits
to services provided by Medicare-certified agencies or providers.

“Informal long-term care services”means long-term care services for which the provider is not paid.
“Insured event”means the insured is eligible to receive insurance benefits and to have these benefits

qualify for an asset disregard if any one of the following criteria is met:
1. The insured has at least two deficiencies in activities of daily living (ADLs) (to qualify

for home-and community-based services including, but not limited to, home health care, adult day
health/social care, personal care, homemaker services incidental to personal care, respite care and
residential care facility) or three deficiencies in activities of daily living (ADLs) (to qualify for nursing
facility care); or

2. The insured has a cognitive impairment; or
3. The insured has a complex, yet stable medical condition.
“Integrated benefits” means the benefits contained in the policy or certificate can be used

interchangeably among the various covered home- or community-based or nursing facility benefits, and
there is no limit on the use of any specific covered benefit, except for monthly limits that may be set
for home-and community-based care benefits and per diem limits that may be set on nursing facility
services.

“Issuer” means:
1. Insurance companies;
2. Fraternal benefit societies;
3. Prepaid health care delivery plans;
4. Health care service plans;
5. Health maintenance organizations; and
6. Any other entity delivering or issuing for delivery in this state, long-term care policies or

certificates.
“Long-term care asset preservation program” means the program authorized in Iowa Code chapter

249G.
“Medicaid-eligible long-term care services” include:
1. Long-term care services available under Iowa’s stateMedicaid plan, including care in a licensed

nursing facility and home health nursing and home health aide services provided by a home health agency.
2. Long-term care services covered under the Medicaid home- and community-based services

waiver for the aged and disabled, as defined in paragraph 72.7(1)“d.”
“Medicaid waiver” refers to the home- and community-based services waiver for the aged and

disabled approved by theUnited States Department of Health andHuman ServicesHealth Care Financing
Administration under the provisions of Section 1915(c) of the Social Security Act which allows Iowa
to provide certain community and in-home services not covered in the state Medicaid plan, which are
instrumental in the avoidance or delay of institutionalization. Iowa’s Medicaid waiver services include:

1. Case management;
2. Homemaker;
3. Respite care;
4. Attendant care;
5. Adult day care; and
6. Other services which, independent of the preceding home- and community-based services, are

essential to prevent institutionalization.
“Personal care services” means:
1. Ambulation assistance, including help in walking or moving around (e.g., wheelchair) inside

the home, changing locations in a room, moving from room to room to gain access for the purpose of
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engaging in other activities. Ambulation assistance does not include movement solely for the purpose
of exercise.

2. Bathing and grooming including cleaning the body using a tub, shower or sponge bath,
including getting a basin of water, managing faucets, getting in and out of tub or shower, reaching
head and body parts for soaping, rinsing, and drying. Grooming includes hair combing and brushing,
shampooing, oral hygiene, shaving and fingernail and toenail care.

3. Dressing includes putting on and taking off, fastening and unfastening garments and
undergarments and special devices such as back or leg braces, corsets, elastic stockings/garments and
artificial limbs or splints.

4. Bowel, bladder and menstrual care including assisting the person on and off toilet or commode
and emptying commode, managing clothing and wiping and cleaning body after toileting, assistance
with using and emptying bedpans, ostomy or catheter receptacles and urinals, application of diapers and
disposable barrier pads.

5. Reposition, transfer skin care, and range of motion exercises, includingmoving from one sitting
or lying position to another sitting or lying position, e.g., from bed to or from a wheelchair or sofa,
coming to a standing position or rubbing skin and repositioning to promote circulation and prevent
skin breakdown. Motion exercises shall include the carrying out of maintenance programs, i.e., the
performance of the repetitive exercises required to maintain function, improve gait, maintain strength or
endurance, passive exercises to maintain range of motion in paralyzed extremities, and assistive walking.

6. Feeding and hydration assistance including reaching for, picking up, grasping utensil and cup;
getting food on utensil; bringing food, utensil, cup to mouth, and manipulating food on plate; cleaning
face and hands as necessary following meal.

7. Assistance with self-administration of medications.
8. A certified long-term care insurance policy or certificate shall not, if it provides personal

care services, limit or exclude benefits by requiring that the provision of personal care be at a level of
certification or licensure greater than that required by the eligible service, or by limiting benefits to
services provided by Medicare-certified agencies or providers.

“Plan of care” means a written individualized plan of services approved by a case management
provider agency which specifies the type, frequency, and providers of all formal and informal long-term
care services required for the individual and the cost, if any, of any formal long-term care services
prescribed. Changes in the plan of care must be documented to show that such alterations are required
by changes in the client’s medical situation, functional or cognitive abilities, behavioral abilities or the
availability of social supports.

“Preadmission screening program” means the program which requires that each person seeking
admission to a nursing facility must be screened and approved for admission by the Iowa Foundation of
Medical Care in accordance with 441 IAC 81.3(249A).

“Qualified insured” means the following:
1. An individual who by reason of age is eligible for parts “A” and “B” of the Medicare program

(42 U.S.C. 1395 et seq.) who is either:
● The beneficiary of a certified long-term care policy or certificate approved by the division of

insurance; or
● Enrolled in a prepaid health care delivery plan that provides long-term care services and

qualifies under this rule; or
2. An individual who is eligible for an asset disregard under a certified long-term care policy or

certificate. An individual does not have to be a qualified insured to purchase a certified long-term care
policy or certificate.

“Quarterly/annually” refers to periods aligning with the state fiscal year of July 1 to June 30.
“Service summary” means a written summary, prepared by an issuer for a qualified insured, which

identifies the following:
1. The specific certified policy or certificate.
2. The total benefits paid for services to date.
3. The amount of benefits qualifying for asset protection.
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191—72.4(249G) Qualification of long-term care insurance policies and certificates.   No long-term
care insurance policy or certificate shall qualify for participation in the Iowa long-term care asset
preservation program unless the long-term care insurance policy or certificate complies with this
chapter. Long-term care insurance policies and certificates in force on July 1, 1994, may, with the
signed acceptance of the policyholder or certificate holder, be amended to meet the requirements for
qualification.

191—72.5(249G) Standards for marketing.   No long-term care insurance policy or certificate which
does not meet the requirements of this chapter and has not been approved by the division of insurance as a
certified long-term care insurance policy or certificate may be advertised, solicited, or issued for delivery
in this state as a certified long-term care insurance policy or certificate. Each issuer seeking to qualify
a long-term care policy or certificate for participation in the Iowa long-term care asset preservation
program must do the following:

72.5(1) Provide the consumer, prior to presentation of an application for long-term care insurance,
information regarding the availability of consumer information and public education provided by the
Senior Health Insurance Information Program using the form developed by the division.

72.5(2) Use applications to be signed by the applicant which indicate, as described as follows, that
the applicant:

a. Received a complete description of the Iowa long-term care asset preservation program in
a format prescribed by the commissioner, including an explanation of asset protection provided by
the program and how it is achieved and the insurance division’s Senior Health Insurance Information
Program consumer information telephone number.

b. Received a description of the issuer’s certified long-term care policy or certificate benefit option
meeting the requirements of subrule 72.6(2).

c. Received a statement regarding Medicaid eligibility and benefits that shall be in the following
format:

NOTICE TO APPLICANT
REGARDING MEDICAID ELIGIBILITY

I understand that eligibility for Medicaid is not automatic; an application is necessary. My insurance
company will send me quarterly statements showing how much asset protection I have earned. This
permanent asset protection is in addition to any asset exemptions available to any Iowan applying for
Medicaid. I understand that should I wish to apply for public assistance it is my responsibility to apply
for Medicaid. I further understand that before receiving Medicaid I will first have to use any additional
assets I have not protected. I will also need to meet Medicaid’s criteria for medical necessity which
may be different from the eligibility criteria used by my private insurance. Once I become a Medicaid
recipient, I understand that I may have to apply a portion of my income toward the cost of my care,
and that Medicaid services at that time may not be the same services I was receiving under my private
long-term care insurance.

(Signature of Applicant(s))
d. Agrees to the release of information by the issuer to the state as may be needed to evaluate the

Iowa long-term care asset preservation program and document a claim for Medicaid asset protection, in
the following format:

CONSENT AND AUTHORIZATION
TO RELEASE INFORMATION

I hereby agree to the release of all records and information pertaining to this long-term care policy
or certificate by the [insert issuer name] to the Iowa department of human services for the purposes
of documenting a claim for asset protection under the state Medicaid program, evaluating the Iowa
long-term care asset preservation program, and meeting Medicaid audit requirements.
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I understand that the information contained in these records will be used for no purpose other than
those stated above, and will be kept strictly confidential by the state of Iowa.

(Signature of Applicant(s))
e. Received a description regarding mandatory inflation protection that shall be in the following

format:

NOTICE TO APPLICANT REGARDING
MANDATORY INFLATION PROTECTION

In order for this long-term care policy [certificate] to remain certified by the state of Iowa and qualify
to provide asset protection for the state Medicaid program, daily coverage benefits must meet or exceed
standards established by the state of Iowa. Depending on the option you choose to automatically inflate
daily coverage benefits, premiums may rise over the life of the policy [certificate]. [Insert issuer name]
will provide you with a graphic comparison showing the differences in premiums and benefits, over at
least a 20-year period, between a policy that increases benefits over the policy period and a policy that
does not increase benefits. Failure to maintain the required daily coverage benefits will result in the
policy [certificate] losing its certified status and no longer being allowed to provide asset protection. It is
[insert issuer name]’s responsibility to automatically inflate coverage benefit levels in order to maintain
certified status; it is your responsibility to make premium payments in order to maintain certified status.

f. Received a graphic comparison showing the differences in premiums and benefits, over at least
a 20-year period, between a policy or certificate that increases benefits over the policy or certificate
period and a policy or certificate that does not increase benefits.

72.5(3) Report to the commissioner of the division of insurance all sales involving replacement of
existing policies and certificates by certified policies or certificates within 30 days of the issue date of
the newly issued certified policy or certificate. The report shall include the following:

a. The name and address of the insured.
b. The name of the company whose policy or certificate is being replaced.
c. The name of the producer replacing the coverage.

This report shall also include a comparison of the coverage issued with that being replaced, including a
comparison of premiums and an explanation of how the replacement was beneficial to the insured. The
replacing issuer shall not cancel, nonrenew, or rescind a replacement policy or certificate for any reason
other than nonpayment of premium, material misrepresentation, or fraud.

72.5(4) Provide producer training as follows:
a. Provide written evidence to the division of insurance that procedures are in place to ensure that

no producer will be authorized to market, sell, solicit, or otherwise contact any person for the purpose
of marketing a certified long-term care insurance policy or certificate unless the producer has completed
training covering at least the division’s eight-credit outline on the Iowa long-term care asset preservation
program.

b. Issuers shall provide written evidence to the division of insurance that procedures are in place
to ensure that no producer will be authorized to market, sell, solicit, or otherwise contact any person for
the purpose of marketing a certified long-term care insurance policy or certificate unless, on an annual
basis, the producer completes two hours of continuing education training specifically covering the Iowa
long-term care asset preservation program and Medicaid.

c. Issuers shall use only curriculum and instructors approved by the division of insurance.
Coursework must be completed in a classroom setting and may not be completed on a “take-home”
basis.

d. Issuers shall submit training courses used for continuing education for approval to the outside
vendor under contract with the division of insurance at least 30 days prior to the beginning of the course.
Requests received later may be disapproved.

72.5(5) Include a statement on the outline of coverage, the policy or certificate application, and the
front page of the policy or certificate in bold type and in a separate box as follows: “THIS POLICY
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[CERTIFICATE] QUALIFIES UNDER THE IOWA LONG-TERM CARE INSURANCE PROGRAM
FOR MEDICAID ASSET PROTECTION. THIS POLICY [CERTIFICATE] MAY PROVIDE
BENEFITS IN EXCESS OF THE ASSET PROTECTION PROVIDED IN THE IOWA LONG-TERM
CARE ASSET PRESERVATION PROGRAM.”

72.5(6) Long-term care insurance policies or certificates sold after July 1, 1994, that are not
certified under the Iowa long-term care asset preservation program must include a statement on
the outline of coverage, the policy or certificate application, and the front page of the policy or
certificate in bold type and in a separate box as follows: “THIS POLICY [CERTIFICATE] DOES
NOT QUALIFY FOR MEDICAID ASSET PROTECTION UNDER THE IOWA LONG-TERM
CARE ASSET PRESERVATION PROGRAM. HOWEVER, THIS POLICY [CERTIFICATE] IS
AN APPROVED LONG-TERM CARE INSURANCE POLICY [CERTIFICATE] UNDER STATE
INSURANCE REGULATIONS. FOR INFORMATION ABOUT POLICIES AND CERTIFICATES
QUALIFYING UNDER THE IOWA LONG-TERM CARE ASSET PRESERVATION PROGRAM,
CALL THE SENIOR HEALTH INSURANCE INFORMATION PROGRAM OF THE DIVISION OF
INSURANCE AT 1-515-281-5705.”

72.5(7) Provide that no qualified long-term care policy or certificate form shall be sold, transferred,
or otherwise ceded to another issuer without first having obtained approval from the commissioner.

72.5(8) Except as provided in this subrule, an issuer shall continue to make available for purchase
any qualified policy form or certificate form issued that has been approved by the commissioner. A
policy form or certificate form shall not be considered to be available for purchase unless the issuer has
actively offered it for sale in the previous 12 months. The following describe the process and result of
discontinuing the availability of a policy form or certificate form:

An issuer may discontinue the availability of a policy form or certificate form if the issuer provides
the commissioner, in writing, its decision at least 30 days prior to discontinuing the availability of the
form of the policy or certificate. The following shall be considered a discontinuance of the availability
of a policy form or certificate form:

a. The sale or other transfer of a qualified policy form or certificate form to another issuer.
b. A change in the rating structure or methodology unless the issuer complies with the following

requirements.
(1) The issuer provides an actuarial memorandum, in a form and manner prescribed by the

commissioner, describing the manner in which the revised rating methodology and resultant rates differ
from the existing rating methodology and resultant rates.

(2) The issuer does not subsequently put into effect a change of rates or rating factors that would
cause the percentage differential between the discontinued and subsequent rates as described in the
actuarial memorandum to change. The commissioner may approve a change to the differential which is
in the public interest.

(3) An issuer that discontinues the availability of a policy form or certificate form under this subrule
shall not file for approval of a new long-term care policy form or certificate form for a period of five years
after the issuer provides notice to the commissioner of the discontinuance. The period of discontinuance
may be reduced if the commissioner determines that a shorter period is appropriate. This clause does
not apply if: an issuer discontinues a policy form or certificate form as the result of changes to this rule;
or all existing policyholders and certificate holders of a discontinued policy form or certificate form are
given the opportunity to purchase the new policy form or certificate form without regard to health status,
claims experience, or age. Issuers are not required to make this offer to policyholders or certificate
holders receiving benefits under the discontinued policy form or certificate form.

191—72.6(249G) Minimum benefit standards for qualifying policies and certificates.   No long-term
care insurance policy or certificate may be advertised, solicited, or issued for delivery in this state as
a qualified long-term care insurance policy or certificate which does not meet the minimum benefit
standards in this rule, and which has not been approved by the division of insurance as a qualified
long-term care insurance policy or certificate. These minimum standards do not preclude the inclusion
of other provisions or benefits which are not inconsistent with these standards. These standards are in
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addition to all other requirements for long-term care insurance policies or certificates. In order to qualify
for participation in the Iowa long-term care asset preservation program, a long-term care insurance policy
or certificate shall meet the following:

72.6(1) Contain a “benefit amount maximum” equivalent to at least 365 times the minimum daily
nursing facility benefit defined in 72.6(6)“a.”

72.6(2) Offer a maximum benefit amount option equivalent to 365 times the minimum daily nursing
facility benefit defined in 72.6(6)“a.” Issuers may offer other benefit amount options in addition to this
minimum benefit amount option.

72.6(3) Provide that maximum benefits be available in dollars and not in days of care.
72.6(4) Include a provision of inflation protection which satisfies at least one of the following

criteria:
a. The policy or certificate covers at least 80 percent but not more than 110 percent of the average

daily private pay rate.
b. The policy or certificate provides for automatic increases in the per diem dollar level in

accordance with either the consumer price index or at 5 percent each year over the previous year for
each year that the contract is in force.

c. The policy or certificate provides the following:
(1) Annual per diem upgrades on a guaranteed issue basis at premiums based on the age of the

policyholder or certificate holder at the time of the issuance of the qualified policy or certificate.
(2) Unless the insured takes positive action to decline them, these upgrades automatically increase

the level of daily coverage to meet or exceed the minimum inflation adjusted daily benefit. The minimum
inflation adjusted daily benefit is defined as the amount or amounts derived by taking the minimum daily
benefit for nursing facility care at the time of purchase as specified in 72.6(6)“a” and inflating it by the
consumer price index or by at least 5 percent each year over the previous year for each year that the
contract is in force. The schedule of minimum per diem dollar amount increases shall be updated and
maintained at the division of insurance.

(3) The issuer shall notify those policyholders or certificate holders choosing the upgrade option
when the upgrades are automatically effective andwhat the increased premium, if any, will be. The issuer
shall also provide to the policyholder or certificate holder, at the time of the upgrade, the opportunity to
decline the upgrade.

(4) The issuer shall notify the policyholder or certificate holder when the insurance policy or
certificate will lose its qualification status if the annual per diem benefit upgrade is declined. A qualified
policy or certificate containing this inflation protection provision will remain qualified as long as the
insured’s daily benefit amount equals or exceeds the minimum inflation adjusted daily benefit.

72.6(5) Provide that the unused maximum benefit amount of the policy or certificate increase
proportionately with the inflation protection requirements of 72.6(4).

72.6(6) At a minimum, upon the initial effective date, provide the following:
a. A daily nursing facility benefit of at least 80 percent of the average daily private pay rate in

nursing facilities rounded to the next highest $5 increment. No policy or certificate need pay benefits in
excess of the actual charges.

b. A daily home- and community-based benefit of at least 50 percent of the daily nursing facility
benefit contained in the policy or certificate. No policy or certificate need pay benefits in excess of the
actual charges.

c. The daily home- and community-based benefit shall not exceed the daily nursing facility benefit.
72.6(7) If issued on an expense incurred basis, provide benefits which are equal to at least 80 percent

of the per diem cost incurred by the insured.

191—72.7(249G) Required policy and certificate provisions.
72.7(1) All qualified policies and certificates shall meet the following requirements:
a. Have premiums:
(1) Based on the issue age of the applicant; or
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(2) Level for the life of the policy or certificate with an adjustment only for the increased benefits
resulting from the inflation protection requirements of subrule 72.6(4). Nothing in this rule shall preclude
an issuer from reducing premiums of a policy or certificate or using a policy form or certificate form in
which the premiums are no longer required to be paid after a specified period of time.

b. Not have premiums based on the attained age of the insured.
c. Include a provision that the policy or certificate will utilize the “insured event” criteria, defined

in 72.3(249G) for determining eligibility for benefits and for determining the amount of asset disregard.
Approval for admission to a nursing facility under the “preadmission screening program,” as defined in
72.3(249G) shall be deemed sufficient but not necessary to meet this insured event criteria.

d. Include a provision that policy or certificate benefits can be used to purchase nursing facility care
or home- and community-based care. Home- and community-based care shall include, at a minimum,
but not be limited to, the following:

(1) Home health nursing.
(2) Home health aide services.
(3) Attendant care.
(4) Respite care.
(5) Adult day care services.

All home- and community-based services shall include case management services delivered by a case
management agency. An asset disregard will be provided for all benefits used by qualified insureds to
purchase “Medicaid-eligible long-term care services” as defined in 72.3(249G).

e. Include a provision which allows for a 30-day period within which coverage may be canceled
by the applicant by delivering or mailing the evidence of coverage to the issuer or the producer through
whom it was effected for a full refund of any premium that was paid. The policy or certificate shall have
a notice prominently printed on the first page of the policy or certificate, or attached thereto, stating in
substance that the policyholder or certificate holder shall have the right to return the policy or certificate to
the issuer or its producer for cancellation within 30 days of its delivery and to have the premium refunded
if, after examination of the policy or certificate, the insured person is not satisfied for any reason.

f. Include a provision which, in the event the qualified policy or certificate is about to lapse or
the policy or certificate is about to lose qualification status under 72.6(4)“c”(4), offers the policyholder
or certificate holder the option to reduce coverage to a lower benefit amount. However, this benefit
amount offer, plus the amount of benefits used to date, cannot be less than the minimum benefit amount
requirement specified in 72.6(1). The issuer need only allow this offer to be exercised one time.
Premiums shall be based on the age of the policyholder or certificate holder at the time of the issuance
of the original qualified policy or certificate.

g. Include a provision which, in the event a policyholder or certificate holder lapses a qualified
policy or certificate and retains a nonforfeiture benefit, the policy or certificate will maintain its
qualification status only so long as the minimum inflation adjusted daily benefit, as defined in
72.6(4)“c”(2), is met or exceeded or the policy or certificate pays at least 80 percent of actual or
reasonable charges, and the total of the benefit amount paid to date and the benefit amount available
is not less than 365 times the minimum inflation adjusted daily benefit. If at any point while in a
nonforfeiture benefit the criteria in this paragraph are not met, the policy or certificate will lose its
qualification status and the issuer shall notify the policyholder or certificate holder and the department
of insurance of the loss of qualification.

h. Include a provision that, upon sale of a qualified long-term care insurance policy or certificate,
the issuer shall do the following:

(1) Offer to collect and store the name and address of an individual designated as an authorized
designee by the purchaser to be notified when a policy or certificate lapse is imminent. The issuer must
obtain a signed statement from purchasers who do not choose to designate an authorized designee that
they have been offered this opportunity and declined. It shall be the issuer’s responsibility to notify
such designee prior to canceling a policy or certificate due to lack of premium payment. The designee
notification shall occur no sooner than 30 days after the beginning of the 30-day grace period for
premium payments. The issuer shall permit the policyholder or certificate holder to periodically update
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the authorized designee. In the case of an applicant who elects not to designate an additional person,
the waiver shall state:

Protection against unintended lapse.
I understand that I have the right to designate at least one authorized designee other than myself to

receive notice of lapse or termination of this long-term care insurance policy for nonpayment of premium.
I understand that notice will not be given until 30 days after a premium is due and unpaid. I elect not to
designate any person to receive the notice.

(2) Provide at least a five-month guaranteed reinstatement period for a policyholder or certificate
holder whose policy or certificate has lapsed due to nonpayment of premium, who has a cognitive
impairment, and who has paid all due and unpaid premiums. The reinstated policy or certificate shall
have the same benefits, terms, and premiums as the policy or certificate which lapsed.

i. Include a provision that benefits shall only be paid after the payment of all other benefits to
which the policyholder or certificate holder is otherwise entitled, excluding Medicaid. The issuer shall
make reasonable efforts to determine whether benefits are available from other policies or certificates or
fromMedicare. An asset disregard will only be provided for benefits the issuer can document were used
to purchase Medicaid-eligible long-term care services as defined in 72.3(249G) for a qualified insured.

j. Include a provision that the policy form shall not be changed or otherwise modified without
the signed acceptance of the policyholder, or include a provision that the certificate form issued under a
group long-term care policy shall not be changed or otherwise modified without the signed acceptance
of the certificate holder.

72.7(2) Reserved.

191—72.8(249G) Prohibited provisions in certified policies or certificates.   The following provisions
may not be included in a certified policy or certificate: a restoration of benefits; a second elimination
period; any cap on the daily (as opposed to monthly) home- and community-based care benefits.

191—72.9(249G) Reporting requirements.   Unless otherwise noted, the requirements of this rule refer
to issuer documentation and reporting requirements for qualified policies and certificates. The reports
shall be submitted for each person entitled to benefits under a qualified policy or certificate. Each issuer
shall do the following:

72.9(1) Maintain a registry and submit on a quarterly basis and in a format specified by the state of
Iowa, a report to the department of human services that will include the following information on all
individuals who purchased a qualified policy or certificate during the reporting period:

a. Name, address, telephone number, date of birth, sex, marital status, and social security number.
b. Policy or certificate identification information, including the following:
(1) The policy or certificate form number.
(2) The policy or certificate number.
(3) The policy or certificate category.
(4) The effective date of coverage.
c. Policy or certificate elimination period in days by type of service.
d. The maximum daily benefit for nursing facility care and for home- and community-based care.
e. Maximum lifetime benefit amounts.
f. Any options and riders in force.
g. Purchase type (upgrade, conversion or new issue).
h. Method used for calculation of the inflation protection benefit.
i. For expense incurred policies or certificates, the percentage of expenses payable.
j. The annual premium for the policy or certificate, the premium mode (monthly, bank draft,

quarterly), and the type of premium calculation (level, issue age, other).
72.9(2) Maintain a registry and submit on a quarterly basis and in a format specified by the state

of Iowa a report to the department of human services that will include the following information on all
individuals who have changed or amended qualified policies or certificates during the reporting period:

a. Name, address, telephone number, and social security number.
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b. Effective date of the policy or certificate change or coverage amendment.
c. A description of the new policy or certificate or amended policy or certificate as described in

72.9(1).
72.9(3) Maintain a registry and submit on a quarterly basis and in a format specified by the state

of Iowa a report to the department of human services that will include the following information on all
individuals who dropped their policies or certificates during the reporting period:

a. Name, address, telephone number, and social security number.
b. The date the policy or certificate was dropped.
c. The reason the policy or certificate was dropped, including any of the following:
(1) Death of insured.
(2) Converted policy or certificate.
(3) Maximum benefits expended.
(4) Recision.
(5) Voluntarily.
(6) Qualification of the policy or certificate lost.
(7) Other.
(8) Unknown.
72.9(4) Maintain a registry and submit on a quarterly basis in a format specified by the state of Iowa a

report to the department of human services that will include the following information on all individuals
who are denied a qualified policy or certificate during the reporting period:

a. Name, address, telephone number, date of birth, sex, marital status and social security number.
b. Reason for denial of the application, including the following:
(1) Application was not complete.
(2) Age was not in allowable range.
(3) Eligibility for Medicaid.
(4) Medical or other reasons.
(5) Other.
72.9(5) Maintain a registry and submit on a quarterly basis and in a format specified by the state

of Iowa a report to the department of human services that will include the following information on all
individuals who were assessed for long-term care and benefit eligibility during the reporting period:

a. Name, address, telephone number, and social security number.
b. Date the assessment was conducted.
c. Name, address, and telephone number of the person or company that performed the assessment

and whether the claimant was found eligible for long-term care services and for asset protection.
d. A listing of the insured event criteria met for all persons assessed, including complex, unstable

medical conditions, deficiencies in activities of daily living, and cognitive impairment.
72.9(6) Maintain a registry and submit on a quarterly basis and in a format specified by the state of

Iowa a report to the department of human services that will include the following information on each
service used and benefits claimed during the reporting period for each insured:

a. Name, address, telephone number, and social security number.
b. Whether the policyholder or certificate holder was currently enrolled in Medicare Parts A and

B (42 U.S.C. 1395 et seq.) and either:
(1) A beneficiary of aMedicare supplement insurance policy or certificate approved by the division

of insurance.
(2) Enrolled in a prepaid health care delivery plan that provides acute care and preventive service;

or
(3) Covered under a contract under Section 1876 or 1833 of the Social Security Act (42 U.S.C.

1395 et seq.).
c. Service or procedure code.
d. Whether the claim for the service was denied or approved.
e. Start and end date for the service.
f. Number of units of service and amount billed.
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g. Amount paid by the policy or certificate and the amount paid which counts toward the asset
protection.

72.9(7) Maintain a registry and submit on a quarterly basis and in a format specified by the state of
Iowa a report to the department of human services that will include the following information on the
following aggregate information for the reporting period:

a. The number of applications for qualified long-term care insurance policies and certificates
received during the quarter.

b. The number of persons denied a qualified policy or certificate and the reason for denial. Reasons
for denial to be specified include the following:

(1) Application was incomplete.
(2) Age was not in allowable range.
(3) Eligibility for Medicaid.
(4) Medical or health reasons.
(5) Other.
c. The number of qualified policies and certificates purchased during the quarter.
d. The number of qualified policyholders and certificate holders who dropped their qualified policy

or certificate during the quarter for any of the following reasons:
(1) Death of insured.
(2) Converted policy or certificate.
(3) Maximum benefits expended.
(4) Recision.
(5) Voluntarily.
(6) Qualification of the policy or certificate lost.
(7) Other.
(8) Unknown.
e. The number of beneficiaries of qualified policies and certificates in force at the end of the

quarter.

191—72.10(249G) Maintaining auditing information.
72.10(1) Each issuer shall maintain information as stipulated in 72.10(6) on all policyholders or

certificate holders who have ever received any benefit under the policy or certificate. Such information
shall be updated at least quarterly. This requirement for updating shall not require the conduct of any
assessment, reassessment, or other evaluation of the policyholder’s or certificate holder’s condition
which is not otherwise required by federal or state statute or regulation.

72.10(2) When a policyholder or certificate holder who has received any benefit dies or lapses the
policy or certificate for any reason, the issuer must retain the stipulated information for a period of at
least five years after the time when the policy was in force. Unless notified by the division of insurance
to the contrary during this period, after the five years, the service summary provided by the issuer will
be deemed to comply with all asset protection reporting, record keeping, and auditing requirements of
this rule. The issuer may use microfiche, microfilm, optical storage media, or any other cost-effective
method of record storage as alternatives to storage of paper copies of stipulated information.

72.10(3) At the time the policy or certificate ceases to be in force, the issuer shall notify the
policyholder or certificate holder of the right to request service records as stipulated in 72.10(6).

72.10(4) The issuer shall also, upon request inwriting, provide such policyholder or certificate holder
or the policyholder’s or certificate holder’s authorized designee, if any, with a copy of the issuer’s service
records as required in 72.10(6) which are necessary to establish the asset disregard. These records shall be
provided to the policyholder or certificate holder or the policyholder’s or certificate holder’s authorized
designee, if requested, within 60 days of the request. The issuer may charge a reasonable fee to cover
the costs of providing each set of requested service record copies.

72.10(5) The issuer shall enclose with the records a statement advising the former policyholder or
certificate holder that it is in the best interest of the former policyholder or certificate holder to retain the
records to establish eligibility for Medicaid.
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72.10(6) The information to be maintained includes the following:
a. Evidence that the insured event has taken place. The occurrence of the insured event may be

documented in any of the following ways:
(1) By case management agency staff, as part of the initial assessment of the client or as part of a

subsequent reassessment.
(2) By an assessment conducted as part of the preadmission screening program of the Iowa

Foundation of Medical Care.
(3) By an assessment of a resident of a nursing facility as required by Section 1919(b)(3) of the

Social Security Act.
(4) For persons for whom subparagraphs (1) through (3) are not available or do not provide the

required information, by an assessment, carried out by or under the supervision of a physician or a
registered nurse, which is substantially comparable to any of the methods in subparagraphs (1) through
(3). These assessmentsmust be based on direct observations and interviews in conjunctionwith amedical
record review. The physician or registered nurse carrying out or supervising the assessmentmust sign and
certify the completion of the assessment. Each individual who completes a portion of such assessment
shall sign and certify as to the accuracy of that portion of the assessment.

b. Description of services provided under the policy or certificate, including the following:
(1) Name, address, telephone number, and license number, if applicable, of provider.
(2) Amount, date, and type of services provided, and whether the services qualify for asset

protection.
(3) Dollar amounts paid by the issuer, whether on an indemnity, expense incurred, or other basis.
(4) The charges of the service providers, including copies of invoices for all services counting

toward asset protection.
(5) Identification of the case management agency, if applicable, and copies of all assessments and

reassessments.
(6) Determination of whether the policyholder or certificate holder was a qualified insured at the

time of benefit payment. The issuer may rely on written representation by the policyholder or certificate
holder as to whether the required coverages were held.

c. In order for home- and community-based services to qualify for asset protection, these services
must be in accord with a plan of care developed by a case management agency. If the policyholder or
certificate holder has received any benefits delivered as part of a plan of care, the issuer must retain the
following:

(1) A copy of the original plan of care.
(2) A copy of any changes made in the plan of care. The plan of care must document that the

changes are required by changes in the client’s medical situation, cognitive abilities, behavioral abilities,
or the availability of social supports. Such services shall count toward asset protection after the case
management agency adds the documented need for and description of the new services to the plan of
care. In cases when the service must begin before the revisions to the plan of care are made, the new
services will only count toward asset protection if the revisions to the plan of care are made within ten
business days of the commencement of the new services. Issuers must maintain initial assessments and
subsequent reassessments as part of insured event documentation.

191—72.11(249G) Reporting on asset protection.
72.11(1) Each issuer shall send an asset protection report at least quarterly to each policyholder

or certificate holder who has received any benefits since the last asset protection report sent to the
policyholder or certificate holder. Each asset protection report shall include the following information:

a. The amount of asset protection for which the policyholder or certificate holder had qualified
prior to the quarter covered by the report.

b. The total benefits paid by the issuer for services rendered during the quarter.
c. A statement of the amount of benefits paid by the issuer for services rendered during the quarter

which qualify for asset protection.
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d. A summary total of the amount paid to date under the policy or certificate which qualifies for
asset protection.

72.11(2) Asset protection reports shall be subject to audit by the division of insurance under the same
requirements as specified in 72.13(1)“b.”

191—72.12(249G) Preparing a service summary.
72.12(1) Each issuer shall prepare a service summary at the client’s request specifically for the

policyholder or certificate holder applying for Medicaid. The issuer shall also prepare a service summary
when the policyholder or certificate holder has exhausted benefits under the policy or certificate or when
the policy or certificate ceases to be in force for a reason other than the death of the policyholder or
certificate holder, whichever occurs first.

72.12(2) The service summary shall identify the following:
a. The specific qualified policy or certificate.
b. The total benefits paid for services rendered to date.
c. The amount qualifying for asset protection.

This service summary is separate and in addition to any other information requirement in this chapter.

191—72.13(249G) Plan of action.
72.13(1) Each issuer shall, prior to qualification by the division of insurance, submit to

the department of human services a plan for complying with the information maintenance and
documentation requirements set forth in rules 72.9(249G) and 72.10(249G). No policy or certificate
shall be qualified until the department of human services has approved the issuer’s documentation plan
for the policy or certificate. The documentation plan will include the following:

a. The location where records will be kept. Records required for purposes of the Iowa long-term
care asset preservation program must be available at no more than three locations, each of which shall
be easily accessible to the division of insurance.

b. The issuer shall agree to give the commissioner access to all information described in rule
72.10(249G) on an aggregate basis for all policyholders or certificate holders and on an individual basis
for all policyholders or certificate holders who have ever received any benefits. Access to information on
persons who have not applied for Medicaid is required in order for the commissioner to determine if an
issuer’s system for documenting asset protection is functioning correctly. The commissioner shall have
the final decision concerning the frequency of access to the data and the size of samples for auditing or
other purposes.

c. The name, job title, address, and telephone number of the person primarily responsible for the
maintenance of the information required and for acting as liaison with the department of human services
and the division of insurance concerning the information.

d. Methods for determining when insurance benefits or prepaid benefits qualify for asset
protection, including the following:

(1) Documentation of the insured event.
(2) Description of services.
(3) Documentation of charges and benefits paid.
(4) Documentation of plans of care, when required.
e. Description of electronic and manual systems which will be used in maintaining the required

information.
f. Information that will be retained which is needed to comply with this rule.
g. Copies of forms and descriptions of standard procedures for maintaining and reporting the

information required, including the specific electronic medium which will be used to report required
information and a description of the relevant files.

72.13(2) After the department of human services reviews a plan of action, that department shall
advise the division of insurance and the issuer in writing whether the department of human services
approves the plan of action. If the department of human services disapproves a plan of action, that
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department shall advise the division of insurance and the issuer of the shortcomings in the plan of action
and shall instruct the issuer of the methods necessary to resolve them.

191—72.14(249G) Auditing and correcting deficiencies in issuer record keeping.
72.14(1) Within one year of the first date that any policyholder or certificate holder of a particular

issuer’s policy or certificate has met the criteria for the insured event, and as often as the commissioner of
insurance or department of human services deems necessary thereafter, the commissioner of insurance or
department of human services shall conduct a systems audit of that company’s records. The issuer shall
be responsible for advising the department of human services and the division of insurance when this
one-year period has begun. The commissioner or department of human services shall promptly inform
each issuer of inaccuracies and other potential problems discovered in its systems audits and shall instruct
the issuer of the methods necessary to correct any problems in the issuer’s methods of operation.

72.14(2) The department of human services shall periodically reconcile a sample of individual
applications to Medicaid of persons who have submitted documentation for qualification for asset
protection with the reports submitted by issuers. The department of human services shall have the
final decision concerning sample sizes and other auditing methods. The department of human services
shall promptly advise issuers of any problems discovered and shall instruct the issuer of the methods
necessary to correct any problems in the issuer’s method of operation. The department of human
services shall also notify the issuer of any obligations described in this subrule to hold clients harmless.

72.14(3) The department of human services may enter into voluntary arrangements with issuers
of qualified long-term care insurance policies and certificates under which the department of human
services would issue binding determinations as to whether or not services qualify for asset protection.
Policyholders or certificate holders may submit requests for information and advice through their issuer
or case management agency. When the following procedures are followed in all material respects, the
written determinations of the department of human services concerning whether services qualify for
asset protection shall be binding upon the department of human services in all subsequent actions, and
the department of human services shall not make any assertion contradicting these determinations in any
action arising in this subrule:

a. All requests for determinations as to whether or not services qualify for asset protection shall
be submitted to the department of human services in writing. These requests may include, but are not
limited to, requests for determinations in the following areas:

(1) Whether the insured event has occurred and has been adequately documented.
(2) Whether a care plan is required.
(3) Whether a revision of a care plan is required.
(4) Whether a service or services are in accord with the care plan.
(5) Whether a service is of such a nature as to qualify for asset protection.
(6) Whether the applicable amount is the amount paid by the issuer or the amount charged for the

service.
b. The department of human services or one of its other authorized individuals may require issuers

and case management agencies submitting requests for determination to provide all records and other
information necessary for making a determination. The records and other information may include, but
are not limited to, the following:

(1) Assessments.
(2) Care plans.
(3) Invoices for services rendered.

The party providing the records and other information shall be responsible for their accuracy. If any
records or other information is later determined to be materially inaccurate, the determination based on
the inaccurate information shall be void and not be binding on the department of human services or any
other person or entity in subsequent actions. In the case of a policyholder or certificate holder for whom
a determination has been invalidated because information provided was determined to be inaccurate,
the provisions of 72.14(6) and 72.14(7) will apply in the same manner as for any other policyholder or
certificate holder.
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c. The department of human services or its authorized individual shall render a determination on
each request in writing. Each determination of the department of human services or its other authorized
individual shall state the reason for the determination, including the following:

(1) Relevant facts.
(2) Documentation of facts.
(3) Statutes.
(4) Regulations.
(5) Policies.
d. A copy of all determinations of the department of human services or its authorized individual

shall be kept on file at the department of human services, together with the related records and
information. The original of the determination shall be sent to the issuer or the case management agency
who originally requested it. The recipient of the original determination shall be responsible for notifying
the policyholder or certificate holder or the policyholder’s or certificate holder’s authorized producer.

72.14(4) When an audit or other review by the department of human services or the division of
insurance reveals deficiencies in the record-keeping procedures of an issuer, the department of human
services or the division of insurance will notify the issuer of the deficiencies and establish a reasonable
deadline for correction. If an issuer fails to correct deficiencies discovered by the department of human
services within a reasonable period of time, the department of human services will notify the division
of insurance of the deficiencies. If an issuer fails to correct deficiencies discovered by the division of
insurance within a reasonable period of time, the division will notify the department of human services
of the deficiencies.

72.14(5) The commissioner of insurance shall reserve the right to remove qualification status of
long-term care insurance policies and certificates when deemed necessary. If the division of insurance
removes qualification status from a long-term care insurance policy or certificate, a policyholder or
certificate holder who purchased a policy or certificate while the policy or certificate was qualified
will retain the right to asset protection. A policyholder or certificate holder who purchases a policy or
certificate after the removal of qualification status will have no right to asset protection.

72.14(6) If an issuer prepares a service summary which is used in a Medicaid application for a
policyholder or certificate holder and the client is found eligible for Medicaid, and the policyholder or
certificate holder after receivingMedicaid services is found to be ineligible forMedicaid solely by reason
of errors in the issuer’s service summary or documentation of services, the department of human services
may require the issuer to pay for services counting toward asset protection required by the policyholder
or certificate holder until the issuer has paid an amount equal to the amount of the issuer’s errors after
which the policyholder or certificate holder, if otherwise eligible, could qualify for Medicaid coverage.

72.14(7) If the department of human services determines that an issuer’s records pertaining to a
policyholder or certificate holder who has received Medicaid benefits are in such condition that the
department of human services cannot determine whether the policyholder or certificate holder qualifies
for asset protection, the department of human services may require the issuer to pay for services counting
toward asset protection required by the policyholder or certificate holder until the issuer has paid an
amount equal to the amount of the issuer’s error; after which the policyholder or certificate holder, if
otherwise eligible, could qualify for Medicaid coverage.

72.14(8) The commissioner of insurance and the department of human services shall consult on all
audits and examinations that may be required to determine compliance with this rule.

72.14(9) Compliance with 72.14(6) and 72.14(7) is a requirement for a policy or certificate to retain
qualification.

191—72.15(249G) Separability.   If any provision of this chapter or the application thereof to any person
or circumstance is for any reason held to be invalid or unenforceable, the remainder of the chapter and
the application of such provision to other persons or circumstances shall not be affected thereby.

These rules are intended to implement Iowa Code Supplement chapter 249G.
[Filed 4/8/94, Notice 2/22/94—published 4/27/94, effective 7/1/941]
[Filed 3/1/02, Notice 10/17/01—published 3/20/02, effective 4/24/02]
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[Filed ARC 8271B (Notice ARC 8132B, IAB 9/9/09), IAB 11/4/09, effective 12/9/09]

1 Effective date delayed 70 days by the Administrative Rules Review Committee at its meeting held May 11, 1994; delay lifted by
Committee July 12, 1994, effective July 13, 1994.
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CHAPTER 7
OFFICES AND MANAGEMENT

[Prior to 9/4/02, see 193E—Ch 1 and 193E—2.14(543B) to 193E—2.17(543B)]

193E—7.1(543B) Real estate offices and licenses required.
7.1(1) Every Iowa resident real estate firm or self-employed broker shall maintain an office for the

transaction of business in the state of Iowa, which shall be open to the public during business hours or
by appointment.

A nonresident Iowa real estate broker or firm is not required to maintain a definite place of business
within Iowa, provided the nonresident broker or firm maintains an active place of business within the
state or jurisdiction of domicile as provided in Iowa Code section 543B.22.

7.1(2) Sharing office space. It shall be acceptable for more than one broker to operate in an office
at the same address if each broker maintains all records and trust accounts separate from all the others.
Each broker shall operate under a business name, which clearly identifies the broker as an individual
within the group of brokers.

7.1(3) Branch office. A resident Iowa real estate firm or proprietor maintaining a branch office shall
display two branch office licenses in that location. One branch office license is issued in the name of the
firm or proprietor and one is issued in the name of the designated broker or broker associate assigned
to supervise the branch office. (EXCEPTION: A sole-proprietor broker who is the designated broker for
a branch office location and not the main office location is required to display only one branch office
license in that location.) The main office and every branch office shall be directly supervised by a broker
or broker associate assigned to that location as the designated broker. No broker or broker associate shall
be the designated broker of more than one location.

7.1(4) When a real estate brokerage firm closes, the principal broker or a designated representative
shall follow procedures as provided in 193E—Chapter 8.

7.1(5) A licensed officer of a corporation or partnership may be licensed as an officer or partner of
more than one corporation or partnership. The main or primary license for which the full license fee was
paid must be maintained in active status to keep any additional licenses that were issued at a reduced fee
active and in effect.

Continuing education is required only for renewal of the main or primary license.
7.1(6) When the designated broker of a branch office transfers to a different office, terminates

employment, or otherwise ceases to be in charge of the branch location, the branch office license must
be returned to the commission. A new designated broker for the branch must be assigned before a
new branch license can be issued. If the branch office is assigned to a corporation or partnership,
the corporation or partnership license displayed in the branch office must also be returned to the
commission.

7.1(7) A broker associate employed or engaged to be in charge of the branch office shall have the
same responsibilities of supervision of the licensees working from that location as are imposed on the
employing, sponsoring, or affiliated broker.

7.1(8) Each actively licensed broker associate and salesperson shall be licensed under a broker.
7.1(9) A broker associate or salesperson shall not be licensed under more than one broker during the

same period of time.

193E—7.2(543B) Notification required.
7.2(1) Partnerships, associations, and corporations are required to obtain a license before acting as a

real estate broker. Failure of a broker to inform the commission within five working days that the broker
has formed a new partnership, association or corporation, or has changed the type of the business, is
prima facie evidence of a violation of Iowa Code section 543B.1.

7.2(2) Failure of a broker to inform the commission in writing within five working days of a change
in type of license as proprietor, partner, officer or broker associate is prima facie evidence of a violation
of Iowa Code sections 543B.1 and 543B.29(1).
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7.2(3) Failure of a broker to inform the commission in writing within five working days of a change
of address of a proprietorship, partnership, or corporation is prima facie evidence of a violation of Iowa
Code section 543B.32.

7.2(4) Failure of a broker to return a license or make a reasonable effort to deliver or mail, preferably
by certified mail, a license to the commission office to ensure that it is received within 72 hours after
a salesperson or broker associate is discharged or terminates employment is prima facie evidence of a
violation of Iowa Code section 543B.33.

7.2(5) Each real estate broker who returns a license to the commission office shall include the
last-known permanent mailing address of the licensee.

7.2(6) Failure of a licensee to inform the commission in writing within five working days of a change
of residence address or mailing address is prima facie evidence of a violation of Iowa Code sections
543B.16 and 543B.18.

7.2(7) When a broker is notified that a license is inactive, suspended, revoked, or canceled, the
broker shall return the license or mail the license, preferably by certified mail, to the commission office
and make every reasonable effort to ensure that the license is received by the commission within 72
hours after notification.

193E—7.3(543B) Suspended and revoked licenses.   A suspended or revoked license must be returned
to the commission as provided in Iowa Code section 543B.33 and subrule 7.2(7).

7.3(1) As of the effective date of a suspended or revoked license, the licensee shall not engage in
any activity that requires a real estate license as defined in Iowa Code chapter 543B.

7.3(2) When a broker, corporation or partnership license is suspended or revoked, all licensees
associated with or assigned to that broker, corporation or partnership shall automatically be placed on
inactive status for the duration of the suspension or revocation, unless transferred to another broker.

a. The broker whose license is suspended or revoked shall return, before or immediately upon
the effective date of the suspension or revocation, all licenses that are assigned to or associated with the
broker or the firm as provided in Iowa Code section 543B.33 and subrule 7.2(7).

b. When a suspension or revocation is determined, the commission shall also determine if the
corporation or partnership license shall be automatically placed on inactive status or canceled.

c. If the broker whose license is suspended or revoked is also the designated broker of a firm or
branch office, that firm or branch office shall automatically be placed on inactive status until a new broker
is designated.

d. If the broker whose license is suspended or revoked is the only licensed officer of a corporation,
the corporation license will automatically be placed on inactive status.

7.3(3) A licenseewhose license is suspended or revokedmay receive compensation during the period
of suspension or revocation only for those acts performed and for which compensation was earned when
the person was actively licensed prior to the effective date of the suspension or revocation.

This rule does not determine if a licensee is entitled to compensation; such entitlement would depend
upon the licensee’s written employment or association agreement with the former affiliated broker and
a matter of contract law.

7.3(4) All listings and property management agreements must be canceled by the broker whose
license is suspended or revoked upon receipt of the order of revocation or suspension and prior to the
effective date of the order.

a. The seller or landlord, or buyer or tenant, shall be advised that the seller or landlord, or buyer
or tenant, may enter into a listing or brokerage agreement with another broker of choice.

b. A broker whose license is suspended or revoked may not sell or assign listings or management
agreements to another broker without the written consent of the owner of the property, and any sale or
assignment of listings or management agreements must be completed prior to the effective date of the
order.

7.3(5) A broker whose license is suspended or revoked may not finalize any pending closings. This
responsibility must be given to another broker, an attorney, a financial institution, or an escrow company.
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a. Transfer of this responsibility shall be done with the written approval of all parties to the
transaction.

b. All parties to the transaction shall be advised of the facts concerning the situation and shall be
provided the name, address, and telephone number of the responsible entity where all trust and escrow
moneys will be held, with the written approval of all parties.

7.3(6) A broker whose license is suspended or revoked is prohibited from advertising real estate in
any manner as a broker. All advertising, including but not limited to signs, must be removed or covered
within ten calendar days after the effective date of the suspension or revocation.

The real estate brokerage telephone must not be answered in any manner to indicate the broker is
active in the real estate business.

193E—7.4(543B) Prohibited practices.   For purposes of this rule only the term “real estate licensee”
shall mean “real estate broker or real estate salesperson” as defined in Iowa Code chapter 543B. A
licensee participating in any of the practices described in this rule shall be deemed to be engaging in
unethical conduct and a practice harmful or detrimental to the public within the meaning of Iowa Code
section 543B.29(1).

7.4(1) An arrangement in which a real estate licensee requires or conditions, in connection with the
sale of a lot, that the real estate licensee receive from the homebuilder an exclusive right to sell or list
the house to be constructed on the lot.

7.4(2) An arrangement in which a real estate licensee agrees to sell lots on behalf of a developer on
the condition that the developer require each homebuilder purchasing such a lot to list the house to be
constructed with the real estate licensee.

7.4(3) An arrangement in which a real estate licensee, in connection with the sale of a lot to a
consumer or homebuilder, requires the consumer or homebuilder to pay a commission on the value of
the house to be constructed on the lot.

7.4(4) Any arrangement pursuant to which the sale of real estate to a prospective purchaser is
conditioned upon the listing of real estate owned by the prospective purchaser with the real estate
licensee.

7.4(5) An arrangement in which a real estate licensee, in connection with the sale of a lot to a
consumer, requires the consumer to use a specified homebuilder to build the house to be constructed
on the lot.

7.4(6) Any arrangement in which a real estate licensee enters into an agreement with a mortgage
broker, bank, savings and loan, or other financial institution pursuant to which the making of a loan is
directly or indirectly conditioned upon payment of a real estate commission to the real estate licensee.

7.4(7) Any arrangement pursuant to which a real estate licensee who is affiliated with a mortgage
broker, bank, savings and loan association or other financial institution benefits from the practice by the
affiliated financial institution of granting mortgage loans or any other loan or financial services or the
availability of other benefits directly or indirectly conditioned upon the use of the real estate services of
the affiliated licensee.

7.4(8) Any arrangement prohibited by Iowa Code section 543B.60A. An Iowa licensee is prohibited
from participating in any such marketing plan with a person who is licensed or otherwise authorized to
engage in the real estate business in another state or foreign country.

This rule is intended only to regulate the licensing of real estate licensees in the state of Iowa. This
rule is not intended nor should it be interpreted to supplant IowaCode chapter 553 (The IowaCompetition
Law) or as authorizing or approving business practices which are not specifically prohibited in this rule.
The commission, upon receipt of any formal written complaint filed against a licensee alleging a violation
of this rule, shall, in addition to evaluating such complaint for license revocation or suspension under
Iowa Code chapter 543B, forward a copy of such complaint to the attorney general of the state of Iowa
and to the United States Attorney for investigation and appropriate action.

193E—7.5(543B) Loan finder fees.   The acceptance of a fee or anything of value by a real estate licensee
from a lender or financing company for the referral or steering of a client to the lender for a loan shall



Ch 7, p.4 Real Estate[193E] IAC 11/4/09

be considered not in the best interest of the public and shall constitute a violation of Iowa Code sections
543B.29(3) and 543B.34(8).

193E—7.6(543B) Lotteries prohibited.   Licensees shall not engage in lotteries and schemes of sales
involving selling of certificates, chances or other devices, whereby the purchaser is to receive property
to be selected in an order to be determined by chance or by some means other than the order of prior
sale, or whereby property more or less valuable will be secured according to chance or the amount of
sales made, or whereby the price will depend upon chance or the amount of sales made, or whereby the
buyer or tenant may or may not receive, rent, or lease any property. Such activities are declared to be
methods by reason of which the public interests are endangered.

193E—7.7(543B) Broker required to furnish progress report.   After an offer to buy has been made
by a buyer and accepted by a seller, either party may demand at reasonable intervals and the broker shall
furnish a detailed statement showing the current status of the transaction.

193E—7.8(543B) Disclosure of licensee interest, acting as a principal, and status as a licensee.   A
licensee shall not act in a transaction on the licensee’s own behalf, on behalf of the licensee’s immediate
family, including but not limited to a spouse, parent, child, grandparent, grandchild, brother, or sister, or
on behalf of the brokerage, or on behalf of an organization or business entity in which the licensee has an
interest, including an affiliated business arrangement as defined in 7.9(1), unless the licensee provides
written disclosure of that interest to all parties to the transaction. Disclosure required under this rule
must be made at the time of or prior to the licensee’s providing specific assistance to the party or parties
to the transaction. Copies of the disclosure may be provided in person or by mail, as soon as reasonably
practical. If no specific assistance is provided, disclosure shall be provided prior to the parties’ forming
a legally binding contract, either prior to an offer made by the buyer or tenant or prior to an acceptance
by the seller or landlord, whichever comes first.

7.8(1) Licensee acting as a principal. A licensee shall not acquire any interest in any property,
directly or indirectly, nor shall the licensee sell any interest in which the licensee, directly or indirectly,
has an interest without first making written disclosure of the licensee’s true position clear to the other
party. Satisfactory proof of this disclosure must be produced by the licensee upon request of the
commission. Whenever a licensee is in doubt as to whether an interest, relationship, association, or
affiliation requires disclosure under this rule, the safest course of action is to make the written disclosure.

7.8(2) Status as a licensee. Before buying, selling, or leasing real estate as described above, the
licensee shall disclose in writing any ownership, or other interest, which the licensee has or will have
and the licensee’s status to all parties to the transaction. An inactive status license shall not exempt a
licensee from providing the required disclosure.

7.8(3) Dual capacity. The licensee shall not act in a dual capacity of agent and undisclosed principal
in any transaction.

193E—7.9(543B) Financial interest disclosure required.   A licensee must disclose to a client any
financial interest the licensee or brokerage has in any business entity to which the licensee or brokerage
refers a client for any service or product related to the transaction. A licensee who has any affiliated
business arrangement or relationship with any provider of settlement services, as defined below, and
directly or indirectly refers business to that provider or affirmatively influences the selection of that
provider shall disclose the arrangement and any financial interest to the person whose business is being
referred or influenced. The required disclosure shall be acknowledged by the separate signatures of the
person or persons whose business is being referred or influenced. The disclosure shall be given and
signed before or at substantially the same time that the business is referred or the provider is selected.
If the disclosure is made on a separate form, the licensee shall retain a copy of the signed disclosure in
the transaction file for a period of five years after the execution.
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7.9(1) An affiliated business arrangement shall mean an arrangement in which a real estate licensee,
or an associate of a real estate licensee, has either an affiliate relationship with or a direct or beneficial
ownership interest of more than 1 percent in the business entity providing the service or product.

a. An associate means one who has one or more of the following relationships with a real estate
licensee:

(1) A spouse, parent, or child of a real estate licensee;
(2) A corporation or business entity that controls, is controlled by, or is under common control with

a real estate licensee;
(3) An employee, officer, director, partner, franchiser or franchisee of a real estate licensee; or
(4) Anyone who has an agreement, arrangement or understanding with a real estate licensee or

brokerage, the purpose or substantial effect of which is to enable the real estate licensee to refer for any
service, settlement service, or business or product related to the transaction and to benefit financially
from the referral of that business.

b. Settlement services include services in connection with a real estate transaction including,
but not limited to, the following: mortgage or other financing; title searches; title examinations; the
provisions of title certificates, title insurance, hazard insurance; services rendered by an attorney; the
preparation of documents; property surveys; the rendering of credit reports or appraisals; pest, fungus,
mechanical or other inspections; services rendered by a real estate agent or broker; and the handling of
the processing and closing of settlement.

c. An affiliated business arrangement shall not include an arrangement in which a real estate
licensee, or an associate of a real estate licensee, gives or pays an undisclosed commission in a transaction
to any other licensee for a referral to provide real estate brokerage services, including franchise affiliates,
if there is no direct or beneficial ownership interest of more than 1 percent in the business entity providing
the service. Referral fees or commissions paid by a licensee to another licensee under these conditions
are exempted from the disclosure requirement.

7.9(2) No particular language is required for the disclosure. To assist real estate licensees and the
public, the commission recommends the following sample language:

DISCLOSURE OF REFERRAL OF BUSINESS

I understand that ___(name of real estate licensee)____ has an affiliate relationship with or owns an
interest in ____(name of company to which business is being referred)___ and is also recommending
that I employ this company for _______________(type of service)_______________.

I understand that ____(name of real estate licensee)_____ may earn financial benefits from my use
of this company. I understand that I am not obligated to use this company, and may select a different
company if I wish to do so. This form has been fully explained to me and I have received a copy.

(Date) (Signature of person whose business is being referred)

7.9(3) The term “franchise” shall have the samemeaning as set forth in 24 CFRChapter XX, Section
3500.15(c) as of April 1995.

7.9(4) The term “affiliate relationship” means the relationship among business entities where one
entity has effective control over the other by virtue of a partnership or other agreement or is under
common control with the other by a third entity or where an entity is a corporation related to another
corporation as parent to subsidiary by an identity of stock ownership.

7.9(5) The term “beneficial ownership” means the effective ownership of an interest in a provider
of settlement services or the right to use and control the ownership interest involved even though legal
ownership or title may be held in another person’s name.
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7.9(6) The term “direct ownership” means the holding of legal title to an interest in a provider of
settlement services except where title is being held for the beneficial owner.

7.9(7) The term “control” as used in the definition of “affiliate relationship” means that a person:
a. Is a general partner, officer, director, or employer of another person;
b. Directly or indirectly or acting in concert with others, or through one or more subsidiaries,

owns, holds with power to vote, or holds proxies representing more than 20 percent of the voting interests
of another person;

c. Affirmatively influences in any manner the election of a majority of the directors of another
person; or

d. Has contributed more than 20 percent of the capital of the other person.

193E—7.10(543B) Agency-designated broker responsibilities.   The following conditions and
circumstances, together with the education and experience of licensed and unlicensed employees and
independent contractors, shall be considered when determining whether or not the designated broker
has met the supervisory responsibilities as set forth by Iowa Code section 543B.62, subsection (3),
paragraph “b.”

7.10(1) When making a determination, the commission may consider, but is not limited to
consideration of, the following:

a. Availability of the designated broker/designee to assist and advise regarding brokerage-related
activities;

b. General knowledge of brokerage-related staff activities;
c. Availability of quality training programs and materials to licensed and unlicensed employees

and independent contractors;
d. Supervisory policies and practices in the review of competitive market analysis, listing

contracts, sales contracts and other contracts or information prepared for clients and customers;
e. Frequency and content of staff meetings;
f. Written company policy manuals for licensed and unlicensed employees and independent

contractors;
g. Ratio of supervisors to licensed employees and independent contractors; and
h. Assignment of an experienced licensee to work with new licensees.
7.10(2) The designated broker shall disseminate, in a timely manner, to licensed employees and

independent contractors all regulatory information received by the brokerage pertaining to the practice
of real estate brokerage.

193E—7.11(543B) Supervision required.   An employing or affiliated broker is responsible for
providing supervision of any salesperson or broker associate employed by or otherwise associated with
the broker as a representative of the broker. The existence of an independent contractor relationship
or any other special compensation arrangement between the broker and the salesperson or broker
associate shall not relieve either the broker or the salesperson or broker associate of duties, obligations
or responsibilities required by law.

7.11(1) Each salesperson and broker associate shall keep the broker fully informed of all activities
being conducted on behalf of the broker and any other activities that might impact the broker’s
responsibilities. However, the failure of the salesperson or broker associate to keep the broker fully
informed shall not relieve the broker of duties, obligations or responsibilities required by law.

7.11(2) The activities of a salesperson or broker associate acting as a principal in the sale, lease,
rental, or exchange of property owned by the licensee could impact the salesperson’s or broker associate’s
license and the license of the employing or affiliated broker.

a. When a licensee is acting as a principal, the licensee shall keep the employing or affiliated
broker fully informed of all activities.

b. While this rule does not require that a licensee list property owned by the licensee with the
employing or affiliated broker, the broker may require as a condition of employment or affiliation that
the licensee list the property with the employing or affiliated broker or pay a commission.
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7.11(3) A broker associate, as defined in Iowa Code section 543B.5(5) and rule 193E—2.1(543B), is
a broker employed by or otherwise associated with another broker as a salesperson. A broker associate is
subject to the provisions of Iowa Code sections 543B.24 and 543B.33 and commission rules pertaining
to salespersons during the time the broker remains a broker associate.

7.11(4) A broker who sponsors a salesperson during the salesperson’s first year of licensure must
be able to demonstrate that the broker has the time available and experience necessary to adequately
supervise an inexperienced salesperson.

193E—7.12(543B) Commission controversies.   The commission will not and is not authorized by
law to consider or conduct hearings involving disputes over fees or commissions between cooperating
brokers, salespersons, and other brokers.

7.12(1) A former employing or affiliated broker may pay a commission directly to a broker associate
or salesperson who is presently assigned to another broker or firm, or whose license is inactive, expired,
suspended or revoked, only if the commission was earned while the broker associate or salesperson was
actively licensed and assigned to the former broker. Whether or not a commission was earned while the
broker associate or salesperson was licensed with the former broker depends upon the licensee’s written
agreement with the former broker. The commission will not determine if a commission is earned or if a
commission is to be paid.

7.12(2) If the licensee is presently assigned to another broker or firm, the former broker shall not
pay the commission to the new employing or affiliated broker or firm.

7.12(3) An Iowa real estate broker may pay a commission or fee to or receive a commission or fee
from a nonresident broker who is actively licensed in the broker’s resident state but not licensed in Iowa.
The nonresident broker shall take no part in the listing, showing, negotiating offers or any other functions
of a broker in Iowa unless actively licensed in Iowa.

7.12(4) Upon the termination of association or employment with the affiliated broker or firm, the
broker associate or salesperson shall not take or use any written listing or brokerage agreements secured
during the association or employment. Said listings and brokerage agreements shall remain the property
of the broker or firm and may be canceled only by the broker and the seller, unless the terms of the listing
or brokerage agreement state otherwise.

193E—7.13(543B) Support personnel for licensees; permitted and prohibited activities.   Whenever
a licensee affiliated with a broker engages support personnel to assist the affiliated licensee in the
activities of the real estate brokerage business, both the firm or sponsoring broker and the affiliated
licensee are responsible for supervising the acts or activities of the personal assistant; however, the
affiliated licensee shall have the primary responsibility for supervision. Unless the support person holds
a real estate license, the support person may not perform any activities, duties, or tasks of a real estate
licensee as identified in Iowa Code sections 543B.3 and 543B.6 and may perform only ministerial
duties that do not require discretion or the exercise of the licensee’s own judgment. Personal assistants
shall be considered support personnel.

7.13(1) Individuals actively licensed with one firm or broker may not work as support personnel for
a licensee affiliated with another firm or broker. Individuals with an inactive status license may work as
support personnel for a licensee, but shall not participate in any activity that requires a real estate license.

7.13(2) Any real estate brokerage firm or broker that allows an affiliated licensee to employ, or
engage under an independent contractor agreement, support personnel to assist the affiliated licensee in
carrying out brokerage activities must comply with the following:

a. Implement a written company policy authorizing the use of support personnel by licensees;
b. Specify in the written company policy, which may incorporate the duties listed in 7.13(4), any

duties that the support personnel may perform on behalf of the affiliated licensee;
c. Ensure that the affiliated licensee and the support personnel receive copies of the duties that

support personnel may perform.
7.13(3) Broker supervision and improper use of license and office. While individual and designated

brokers shall be responsible for supervising the real estate-related activities of all support personnel, an
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affiliated licensee employing a personal assistant shall have the primary responsibility for supervision of
that personal assistant. A broker shall not be held responsible for inadequate supervision if:

a. The unlicensed person violated a provision of Iowa Code chapter 543B or of commission rules
that is in conflict with the supervising broker’s specific written policies or instructions;

b. Reasonable procedures have been established to verify that adequate supervision was being
provided;

c. The broker, upon hearing of the violation, attempted to prevent or mitigate the damage;
d. The broker did not participate in the violation; and
e. The broker did not attempt to avoid learning of the violation.
7.13(4) In order to provide reasonable assistance to licensees and their support personnel, but without

defining every permitted activity, the commission has identified certain tasks that unlicensed support
personnel under the direct supervision of a licensee affiliated with a firm or broker may and may not
perform.

a. Permitted activities include, but are not limited to, the following:

(1) Answer the telephone, provide information about a listing to other licensees, and forward
calls from the public to a licensee;

(2) Submit data on listings to a multiple listing service;
(3) Check on the status of loan commitments after a contract has been negotiated;
(4) Assemble documents for closings;
(5) Secure documents that are public information from the courthouse and other sources

available to the public;
(6) Have keys made for company listings;
(7) Write advertisements and promotional materials for the approval of the licensee and

supervising broker;
(8) Place advertisements in magazines, newspapers, and other media as directed by the

supervising broker;
(9) Record and deposit earnest money, security deposits, and advance rents, and perform

other bookkeeping duties;
(10) Type contract forms as directed by the licensee or the supervising broker;
(11) Monitor personnel files;
(12) Compute commission checks;
(13) Place signs on property;
(14) Order items of routine repair as directed by a licensee;
(15) Act as courier for such purposes as delivering documents or picking up keys. The licensee

remains responsible for ensuring delivery of all executed documents required by Iowa
law and commission rules;

(16) Schedule appointments with the seller or the seller’s agent in order for a licensee to show a
listed property;

(17) Arrange dates and times for inspections;
(18) Arrange dates and times for the mortgage application, the preclosing walk-through, and

the closing;
(19) Schedule an open house;
(20) Perform physical maintenance on a property; or
(21) Accompany a licensee to an open house or a showing and perform the following functions

as a host or hostess:
1. Open the door and greet prospects as they arrive;
2. Hand out or distribute prepared printed material;
3. Have prospects sign a register or guest book to record names, addresses and

telephone numbers;
4. Accompany prospects through the home for security purposes and not answer any

questions pertaining to the material aspects of the house or its price and terms.
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b. Prohibited activities include, but are not limited to, the following:

(1) Making cold calls by telephone or in person or otherwise contacting the public for the
purpose of securing prospects for listings, leasing, sale, exchanges, or property management;

(2) Independently hosting open houses, kiosks, home show booths, or fairs;
(3) Preparing promotion materials or advertisements without the review and approval of

licensee and supervising broker;
(4) Showing property independently;
(5) Answering any questions on title, financing, or closings (other than time and place);
(6) Answering any questions regarding a listing except for information on price and amenities

expressly provided in writing by the licensee;
(7) Discussing or explaining a contract, listing, lease, agreement, or other real estate document

with anyone outside the firm;
(8) Negotiating or agreeing to any commission, commission split, management fee, or referral

fee on behalf of a licensee;
(9) Discussing with the owner of real property the terms and conditions of the real property

offered for sale or lease;
(10) Collecting or holding deposit moneys, rent, other moneys or anything of value received from

the owner of real property or from a prospective buyer or tenant;
(11) Providing owners of real property or prospective buyers or tenants with any advice,

recommendations or suggestions as to the sale, purchase, exchange, rental, or leasing of real
property that is listed, to be listed, or currently available for sale or lease; or

(12) Holding one’s self out in any manner, orally or in writing, as being licensed or affiliated with
a particular firm or real estate broker as a licensee.

193E—7.14(543B) Information provided by nonlicensed support personnel restricted.   Nonlicensed
support personnel may, on behalf of the employer licensee, provide information concerning the sale,
exchange, purchase, rental, lease, or advertising of real estate only to another licensee. Support personnel
shall provide information only to another licensee that has been provided to the personnel by the employer
licensee either verbally or in writing.

193E—7.15(543B) Presenting purchase agreements.   All written offers to purchase received by a
listing broker or listing agent shall be promptly presented to the seller for formal acceptance or rejection.
The formal acceptance or rejection of the offer shall be promptly communicated to the prospective
buyers. Unless there is written agreement between the seller and the listing broker directing otherwise,
the listing broker shall be required to present back-up offers until the transaction has closed.

7.15(1) A customer’s agent seeking compensation from the listing broker shall not prepare an offer
to purchase on the property without first obtaining authorization and agreement from the listing broker.

7.15(2) A real estate licensee shall not induce another to seek to alter, modify, or change another
licensee’s fee or commission for real estate brokerage services without that licensee’s prior written
consent.

7.15(3) Immediately upon receiving an offer to purchase signed and dated by the buyer with
consideration, if any, the listing agent shall provide a copy of the offer to purchase to the buyer as a
receipt.

7.15(4) A customer’s agent or representative shall not negotiate directly or indirectly with a seller
or buyer, or landlord or tenant, if the agent knows, or acting in a reasonable manner should have known,
that the seller or buyer, or landlord or tenant, has a written unexpired listing or brokerage agreement for
services on an exclusive basis.

7.15(5) A listing agent shall not refuse to permit a customer’s agent or representative to be present at
any step in a real estate transaction including, but not limited to, viewing a property, seeking information
about a property, or negotiating directly or indirectly with an agent about a property listed by such agent;
and no agent shall refuse to show a property listed by that agent or otherwise deal with a represented
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customer who requests that the customer’s agent or representative be present at any step in the real estate
transaction, except as provided in this subrule.

a. The customer’s agent or representative does not have the right to be present at any discussion
of confidential matters or evaluation of the offer by the seller and the listing agent.

b. Unless the seller provides written instructions to the listing agent to exclude a customer’s agent
or representative from being present when the offer is presented, it is not unlawful for the customer’s
agent or representative to be present.

c. Compliance with this rule does not require or obligate a listing broker to share any commission
or to otherwise compensate a customer’s agent.

These rules are intended to implement Iowa Code chapters 17A, 272C and 543B.
[Filed May 25, 1953; amended June 11, 1953, May 31, 1957, January 15, 1963,

May 10, 1966, July 13, 1967, August 10, 1973, December 11, 1973, May 13, 1975]
[Filed 9/3/76, Notice 7/12/76—published 9/22/76, effective 10/27/76]
[Filed 6/8/78, Notice 5/3/78—published 6/28/78, effective 8/2/78]
[Filed 5/30/79, Notice 3/21/79—published 6/27/79, effective 8/1/79]

[Filed 3/27/81, Notices 8/20/80, 2/18/81—published 4/15/81, effective 5/20/81]
[Filed emergency 5/22/81—published 6/10/81, effective 7/1/81]

[Filed 8/28/81, Notice 4/29/81—published 9/16/81, effective 10/22/81]
[Filed 10/7/81, Notice 8/19/81—published 10/28/81, effective 12/2/81]
[Filed 12/4/81, Notice 10/28/81—published 12/23/81, effective 1/27/82]
[Filed 2/12/82, Notice 12/23/81—published 3/3/82, effective 4/7/82]
[Filed without Notice 2/26/82—published 3/17/82, effective 4/21/82]
[Filed 5/6/82, Notice 3/17/82—published 5/26/82, effective 6/30/82]
[Filed 6/3/82, Notices 4/28/82—published 6/23/82, effective 7/29/82]

[Filed emergency 7/2/82—published 7/21/82, effective 7/2/82]
[Filed 9/10/82, Notice 5/26/82—published 9/29/82, effective 11/3/82]
[Filed 9/10/82, Notice 7/21/82—published 9/29/82, effective 11/3/82]
[Filed 3/23/83, Notice 1/5/83—published 4/13/83, effective 7/1/83]
[Filed 6/17/83, Notice 1/5/83—published 7/6/83, effective 8/10/83]
[Filed 8/26/83, Notice 7/6/83—published 9/14/83, effective 10/20/83]
[Filed 12/15/83, Notice 10/26/83—published 1/4/84, effective 2/9/84]
[Filed 3/8/84, Notice 1/4/84—published 3/28/84, effective 5/2/841]
[Filed without Notice 6/15/84—published 7/4/84, effective 8/8/84]

[Filed emergency after Notice 5/1/85, Notice 2/13/85—published 5/22/85, effective 5/1/85]
[Filed emergency 7/19/85—published 8/14/85, effective 7/19/85]

[Filed without Notice 8/23/85—published 9/11/85, effective 10/16/85]
[Filed 9/18/86, Notice 7/16/86—published 10/8/86, effective 11/12/86]

[Filed emergency after Notice 10/1/87, Notice 8/26/87—published 10/21/87, effective 10/2/87]
[Filed 10/2/87, Notice 8/26/87—published 10/21/87, effective 11/25/87]
[Filed 5/26/88, Notice 3/9/88—published 6/15/88, effective 7/20/88]
[Filed 4/25/89, Notice 3/8/89—published 5/17/89, effective 6/21/89]
[Filed 12/4/92, Notice 9/30/92—published 12/23/92, effective 1/27/93]

[Filed emergency 1/29/93—published 2/17/93, effective 1/29/93]
[Filed 6/4/93, Notice 3/31/93—published 6/23/93, effective 7/29/932]
[Filed 4/4/94, Notice 2/16/94—published 4/27/94, effective 6/1/94]
[Filed 2/6/95, Notice 12/7/94—published 3/1/95, effective 4/5/95]

[Filed 12/1/95, Notice 10/25/95—published 12/20/95, effective 1/24/96]
[Filed 5/2/96, Notice 3/13/96—published 5/22/96, effective 6/26/96]
[Filed 8/23/96, Notice 7/17/96—published 9/11/96, effective 10/16/96]
[Filed 8/22/97, Notice 7/2/97—published 9/10/97, effective 10/15/97]
[Filed 12/11/98, Notice 8/12/98—published 12/30/98, effective 2/3/99]
[Filed 12/11/98, Notice 9/23/98—published 12/30/98, effective 2/3/99]
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[Filed 5/28/99, Notice 3/24/99—published 6/16/99, effective 7/21/99]
[Filed 3/2/00, Notice 1/12/00—published 3/22/00, effective 4/26/003]

[Filed emergency 6/8/00—published 6/28/00, effective 6/9/00]
[Filed 8/9/02, Notice 6/26/02—published 9/4/02, effective 10/9/02]

[Filed 12/16/05, Notice 10/26/05—published 1/18/06, effective 2/22/06]
[Editorial change: IAC Supplement 11/4/09]

1 Effective date of amendment to rule 1.21 delayed 70 days by the Administrative Rules Review Committee.
2 Effective date of 1.31(543B) delayed 70 days by the Administrative Rules Review Committee at its meeting held July 8, 1993.
3 Effective date of 1.1, definition of “referral fee”; 1.41, introductory paragraph; and subrules 1.41(3) and 1.41(7) delayed 70 days by

the Administrative Rules Review Committee at its meeting held April 7, 2000; rescinded IAB 6/28/00, effective 6/9/00.





IAC 11/4/09 Iowa Finance Authority[265] Ch 12, p.1

CHAPTER 12
LOW-INCOME HOUSING TAX CREDITS

265—12.1(16) Qualified allocation plan.   The qualified allocation plan entitled Iowa Finance Authority
Low-Income Housing Tax Credit Program 2010 Qualified Allocation Plan shall be the qualified
allocation plan for the allocation of 2010 low-income housing tax credits consistent with IRC Section
42 and the applicable Treasury regulations and Iowa Code section 16.52. The qualified allocation
plan includes the plan, application, and the application instructions. The qualified allocation plan
is incorporated by reference pursuant to Iowa Code section 17A.6 and 265—subrules 17.4(2) and
17.12(2). The qualified allocation plan does not include any amendments or editions created subsequent
to October 7, 2009.
[ARC 8266B, IAB 11/4/09, effective 12/9/09]

265—12.2(16) Location of copies of the plan.   The qualified allocation plan can be reviewed and
copied in its entirety on the authority’s Web site at http://www.iowafinanceauthority.gov. Copies of the
qualified allocation plan, application, and all related attachments and exhibits shall be deposited with
the administrative rules coordinator and at the state law library and shall be available on the authority’s
Web site. The plan incorporates by reference IRC Section 42 and the regulations in effect as of October
7, 2009. Additionally, the plan incorporates by reference Iowa Code section 16.52. These documents
are available from the state law library, and information about these statutes, regulations and rules is
on the authority’s Web site.
[ARC 8266B, IAB 11/4/09, effective 12/9/09]

265—12.3(16) Compliance manual.   The Low Income Housing Tax Credit Program Compliance
Monitoring Manual, dated January 31, 2009, is incorporated by reference pursuant to Iowa Code section
17A.6 and 265—subrules 17.4(2) and 17.12(2).
[ARC 7700B, IAB 4/8/09, effective 3/19/09; ARC 7891B, IAB 7/1/09, effective 8/5/09]

265—12.4(16) Location of copies of the manual.   The compliance manual can be reviewed and copied
in its entirety on the authority’s Web site at www.iowafinanceauthority.gov. Copies of the compliance
manual shall be deposited with the administrative rules coordinator and at the state law library. The
compliance manual incorporates by reference IRC Section 42 and the regulations in effect as of February
27, 2009. Additionally, the compliance manual incorporates by reference Iowa Code section 16.52.
These documents are available from the state law library, and links to these statutes, regulations and
rules are on the authority’s Web site. Copies are available from the authority upon request at no charge.
[ARC 7700B, IAB 4/8/09, effective 3/19/09; ARC 7891B, IAB 7/1/09, effective 8/5/09]

These rules are intended to implement Iowa Code section 16.52.
[Filed 6/23/88, Notice 12/30/87—published 7/13/88, effective 8/17/88]
[Filed 3/19/91, Notice 10/17/90—published 4/3/91, effective 5/8/91]

[Filed emergency 10/6/99 after Notice 8/11/99—published 11/3/99, effective 10/6/99]
[Filed emergency 7/14/00 after Notice 5/3/00—published 8/9/00, effective 7/14/00]

[Filed 10/12/00, Notice 8/23/00—published 11/1/00, effective 12/6/00]
[Filed 10/12/01, Notice 6/27/01—published 10/31/01, effective 12/5/01]
[Filed 8/15/02, Notice 6/26/02—published 9/4/02, effective 10/9/02]
[Filed 8/13/03, Notice 6/25/03—published 9/3/03, effective 10/8/03]
[Filed 9/9/04, Notice 8/4/04—published 9/29/04, effective 11/3/04]
[Filed 8/12/05, Notice 6/22/05—published 8/31/05, effective 10/5/05]
[Filed 8/23/06, Notice 7/5/06—published 9/13/06, effective 10/18/06]
[Filed 8/9/07, Notice 7/4/07—published 8/29/07, effective 10/3/07]
[Filed 5/13/08, Notice 3/26/08—published 6/4/08, effective 7/9/08]
[Filed 7/10/08, Notice 6/4/08—published 7/30/08, effective 9/3/08]
[Filed emergency 8/19/08—published 9/10/08, effective 9/3/08]

[Filed emergency 10/14/08—published 11/5/08, effective 10/14/08]
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[Filed 12/10/08, Notice 11/5/08—published 12/31/08, effective 2/4/09]
[Filed Emergency ARC 7700B, IAB 4/8/09, effective 3/19/09]

[Filed ARC 7891B (Notice ARC 7701B, IAB 4/8/09), IAB 7/1/09, effective 8/5/09]
[Filed ARC 8266B (Notice ARC 8071B, IAB 8/26/09), IAB 11/4/09, effective 12/9/09]
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CHAPTER 13
ISSUANCE OF TEACHER LICENSES AND ENDORSEMENTS

[Prior to 1/14/09, see Educational Examiners Board[282] Ch 14]

282—13.1(272) All applicants desiring Iowa licensure.   Licenses are issued upon application filed on
a form provided by the board of educational examiners and upon completion of the following:

13.1(1) National criminal history background check.  An initial applicant will be required to submit
a completed fingerprint packet that accompanies the application to facilitate a national criminal history
background check. The fee for the evaluation of the fingerprint packet will be assessed to the applicant.

13.1(2) Iowa division of criminal investigation background check. An Iowa division of criminal
investigation background check will be conducted on initial applicants. The fee for the evaluation of the
DCI background check will be assessed to the applicant.

13.1(3) Temporary permits. The executive director may issue a temporary permit to an applicant for
any type of license, certification, or authorization issued by the board, after receipt of a fully completed
application, including certification from the applicant of completion of the Praxis II examination, if
required; determination that the applicant meets all applicable prerequisites for issuance of the license,
certification, or authorization; and satisfactory evaluation of the Iowa criminal history background check.
The temporary permit shall serve as evidence of the applicant’s authorization to hold a position in Iowa
schools, pending the satisfactory completion of the national criminal history background check and the
board’s receipt of verification of completion of the Praxis II examination. The temporary permit shall
expire upon issuance of the requested license, certification, or authorization or 90 days from the date of
issuance of the permit, whichever occurs first, unless the temporary permit is extended upon a finding of
good cause by the executive director.

282—13.2(272) Applicants from recognized Iowa institutions.   An applicant for initial licensure
shall complete either the teacher, administrator, or school service personnel preparation program from
a recognized Iowa institution or an alternative program recognized by the Iowa board of educational
examiners. A recognized Iowa institution is one which has its program of preparation approved by the
state board of education according to standards established by said board, or an alternative program
recognized by the state board of educational examiners. Applicants shall complete the requirements
set out in rule 282—13.1(272) and shall also have the recommendation for the specific license and
endorsement(s) or the specific endorsement(s) from the designated recommending official at the
recognized education institution where the preparation was completed.

282—13.3(272) Applicants from recognized non-Iowa institutions.   An applicant for initial licensure
who completes the teacher, administrator, or school service personnel preparation program from a
recognized non-Iowa institution shall verify the requirements of either subrule 13.18(4) or 13.18(5).

13.3(1) Requirements for an alternative preparation license for out-of-state candidates. An
applicant who holds a valid license from another state and whose preparation was completed through a
state-approved alternative teacher preparation program must:

a. Hold a baccalaureate degree with a minimum cumulative grade point average of 2.50 on a 4.0
scale from a regionally accredited institution.

b. Provide a valid out-of-state teaching license based on a state-approved alternative preparation
program.

c. Provide a recommendation from a regionally accredited institution, department of education,
or a state’s standards board indicating the completion of an approved alternative teacher preparation
program.

d. Provide an official institutional transcript(s) to be analyzed for the requirements necessary for
full Iowa licensure based on 13.9(4)“a”(1) to (7) and 13.9(4)“c”(1) to (5).

e. If the applicant has completed fewer than three years of teaching experience, provide
verification from the state licensing agency/department in the state where the alternative preparation
program was completed indicating that the applicant has successfully passed that state’s mandated tests.
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f. Verify three years of teaching experience, which will waive the student teaching requirement.
13.3(2) A recognized non-Iowa teacher preparation institution is one that is state-approved and is

accredited by the regional accrediting agency for the territory in which the institution is located.
[ARC 8139B, IAB 9/9/09, effective 10/14/09]

282—13.4(272) Applicants from foreign institutions.   An applicant for initial licensure whose
preparation was completed in a foreign institution must obtain a course-by-course credential evaluation
report completed by one of the board-approved credential evaluation services and then file this report
with the board of educational examiners for a determination of eligibility for licensure.

282—13.5(272) Teacher licenses.   A license may be issued to applicants who fulfill the general
requirements set out in subrule 13.5(1) and the specific requirements set out for each license.

13.5(1) General requirements. The applicant shall:
a. Have a baccalaureate degree from a regionally accredited institution.
b. Have completed a state-approved teacher education program which meets the requirements of

the professional education core.
c. Have completed an approved human relations component.
d. Have completed the exceptional learner component.
e. Have completed the requirements for one of the basic teaching endorsements.
f. Meet the recency requirement of subrule 13.10(3).
13.5(2) Renewal requirements. Renewal requirements for teacher licenses are set out in

282—Chapter 20.

282—13.6(272) Specific requirements for an initial license.   An initial license valid for two years may
be issued to an applicant who meets the general requirements set forth in subrule 13.5(1).

282—13.7(272) Specific requirements for a standard license.   A standard license valid for five years
may be issued to an applicant who:

1. Meets the general requirements set forth in subrule 13.5(1), and
2. Shows evidence of successful completion of a state-approved mentoring and induction program

by meeting the Iowa teaching standards as determined by a comprehensive evaluation and two years’
successful teaching experience. In lieu of completion of an Iowa state-approvedmentoring and induction
program, the applicant must provide evidence of three years’ successful teaching experience in an Iowa
nonpublic school or three years’ successful teaching experience in an out-of-state K-12 educational
setting.

282—13.8(272) Specific requirements for a master educator’s license.   A master educator’s license
is valid for five years and may be issued to an applicant who:

1. Is the holder of or is eligible for a standard license as set out in rule 282—13.7(272), and
2. Verifies five years of successful teaching experience, and
3. Completes one of the following options:
● Master’s degree in a recognized endorsement area, or
● Master’s degree in curriculum, effective teaching, or a similar degree program which has a

focus on school curriculum or instruction.

282—13.9(272) Teacher intern license.
13.9(1) Authorization. The teacher intern is authorized to teach in grades 7 to 12.
13.9(2) Term. The term of the teacher intern license will be one year from the date of issuance. This

license is nonrenewable. The fee for the teacher intern license is in 282—Chapter 12.
13.9(3) Teacher intern requirements. A teacher intern license shall be issued upon application

provided that the following requirements have been met. The applicant shall:
a. Hold a baccalaureate degree with a minimum cumulative grade point average of 2.50 on a 4.0

scale from a regionally accredited institution.
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b. Meet the requirements of at least one of the board’s secondary (5-12) teaching endorsements
listed in rule 282—13.28(272).

c. Possess a minimum of three years of postbaccalaureate work experience. An authorized official
at a college or university with an approved teacher intern program will evaluate this experience.

d. Successfully complete the teacher intern program requirements listed in subrule 13.9(4) and
approved by the state board of education.

e. Successfully pass a basic skills test at the level approved by the teacher education institution.
13.9(4) Program requirements. The teacher intern shall:
a. Complete the following requirements prior to the internship year:
(1) Learning environment/classroom management. The intern uses an understanding of individual

and group motivation and behavior to create a learning environment that encourages positive social
interaction, active engagement in learning, and self-motivation.

(2) Instructional planning. The intern plans instruction based upon knowledge of subject matter,
students, the community, curriculum goals, and state curriculum models.

(3) Instructional strategies. The intern understands and uses a variety of instructional strategies to
encourage students’ development of critical thinking, problem solving, and performance skills.

(4) Student learning. The intern understands how students learn and develop and provides learning
opportunities that support intellectual, career, social, and personal development.

(5) Diverse learners. The intern understands how students differ in their approaches to learning
and creates instructional opportunities that are equitable and are adaptable to diverse learners.

(6) Collaboration, ethics and relationships. The intern fosters relationships with parents, school
colleagues, and organizations in the larger community to support students’ learning and development.

(7) Assessment. The intern understands and uses formal and informal assessment strategies to
evaluate the continuous intellectual, social, and physical development of the learner.

(8) Field experiences that provide opportunities for interaction with students in an environment
that supports learning in context. These experiences shall total at least 50 contact hours in the field prior
to the beginning of the academic year of the candidate’s initial employment as a teacher intern.

b. Complete four semester hours of a teacher intern seminar during the teacher internship year to
include support and extension of coursework from the teacher intern program.

c. Complete the coursework and competencies in the following areas:
(1) Foundations, reflection, and professional development. The intern continually evaluates the

effects of the practitioner’s choices and actions on students, parents, and other professionals in the
learning community and actively seeks out opportunities to grow professionally.

(2) Communication. The intern uses knowledge of effective verbal, nonverbal, and media
communication techniques, and other forms of symbolic representation, to foster active inquiry and
collaboration and to support interaction in the classroom.

(3) Exceptional learner program, which must include preparation that contributes to the education
of individuals with disabilities and the gifted and talented.

(4) Preparation in the integration of reading strategies into the content area.
(5) Computer technology related to instruction.
(6) An advanced study of the items set forth in 13.9(4)“a”(1) to (7) above.
13.9(5) Local school district requirements. The local school district shall:
a. Provide an offer of employment to an individual who has been evaluated by a college or

university for eligibility or acceptance in the teacher intern program.
b. Participate in a mentoring and induction program.
c. Provide a district mentor for the teacher intern.
d. Provide other support and supervision, as needed, to maximize the opportunity for the teacher

intern to succeed.
e. Not overload the teacher intern with extracurricular duties not directly related to the teacher

intern’s teaching assignment.
f. Provide evidence to the board from a licensed evaluator that the teacher intern is participating

in a mentoring and induction program.
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g. At the board’s request, provide information including, but not limited to, the teacher intern
selection and preparation program, institutional support, local school district mentor, and local school
district support.

13.9(6) Requirements to convert the teacher intern license to the initial license.
a. An initial license shall be issued upon application provided that the teacher intern has met all

of the following requirements:
(1) Successful completion of the coursework and competencies in the teacher intern program

approved by the state board of education.
(2) Verification from a licensed evaluator that the teacher intern served successfully for a minimum

of 160 days.
(3) Verification from a licensed evaluator that the teacher intern is participating in a mentoring and

induction program and is being assessed on the Iowa teaching standards.
(4) Recommendation by a college or university offering an approved teacher intern program that

the individual is eligible for an initial license.
(5) At the board’s request, the teacher intern shall provide to the board information including, but

not limited to, the teacher intern selection and preparation program, institutional support, local school
district mentor, and local school district support.

b. The teacher intern year will count as one of the years that is needed for the teacher intern to
convert the initial license to the standard license if the conditions listed in paragraph 13.9(6)“a” have
been met.

13.9(7) Requirements to obtain the initial license if the teacher intern does not complete the
internship year. An initial license shall be issued upon application provided that the teacher intern has
met all of the following requirements:

a. Successful completion of the coursework and competencies in the teacher intern program
approved by the state board of education.

b. Verification by a college or university that the teacher intern successfully completed the
college’s or university’s state-approved student teaching requirements.

c. Recommendation by a college or university offering an approved teacher intern program that
the individual is eligible for an initial license.

d. At the board’s request, the teacher intern shall provide to the board information including, but
not limited to, the teacher intern selection and preparation program, institutional support, local school
district mentor, and local school district support.

282—13.10(272) Specific requirements for a Class A license.   A nonrenewable Class A license valid
for one year may be issued to an individual who has completed a teacher education program under any
one of the following conditions:

13.10(1) Professional core requirements. The individual has not completed all of the required
courses in the professional core, 13.18(4)“a” through “j.”

13.10(2) Human relations component. The individual has not completed an approved human
relations component.

13.10(3) Recency. The individual meets the requirements for a valid license, but has had fewer
than 160 days of teaching experience during the five-year period immediately preceding the date of
application or has not completed six semester hours of college credit from a recognized institution within
the five-year period. To obtain the desired license, the applicant must complete recent credits and, where
recent credits are required, these credits shall be taken in professional education or in the applicant’s
endorsement area(s).

13.10(4) Degree not granted until next regular commencement. Rescinded IAB 9/9/09, effective
10/14/09.

13.10(5) Based on an expired Iowa certificate or license, exclusive of a Class A or Class B
license. The holder of an expired license, exclusive of a Class A or Class B license, shall be eligible
to receive a Class A license upon application. This license shall be endorsed for the type of service
authorized by the expired license on which it is based.
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13.10(6) Based on a mentoring and induction program. An applicant may be eligible for a Class A
license if the school district, after conducting a comprehensive evaluation, recommends and verifies that
the applicant shall participate in the mentoring program for a third year.

13.10(7) Based on an administrative decision. The executive director is authorized to issue a Class
A license to an applicant whose services are needed to fill positions in unique need circumstances.
[ARC 7987B, IAB 7/29/09, effective 9/2/09; ARC 8134B, IAB 9/9/09, effective 10/14/09]

282—13.11(272) Specific requirements for a Class B license.   A Class B license, which is valid for
two years and which is nonrenewable, may be issued to an individual under the following conditions:

13.11(1) Endorsement in progress. The individual has a valid license and one or more endorsements,
but is seeking to obtain some other endorsement. A Class B license may be issued if requested by
an employer and if the individual seeking to obtain some other endorsement has completed at least
two-thirds of the requirements, or one-half of the content requirements in a state-designated shortage
area, leading to completion of all requirements for the endorsement.

13.11(2) Program of study for special education endorsement. The college or universitymust outline
the program of study necessary to meet the special education endorsement requirements. This program
of study must be attached to the application.

13.11(3) Request for exception. A school district administrator may file a written request with the
board for an exception to the minimum content requirements on the basis of documented need and benefit
to the instructional program. The board will review the request and provide a written decision either
approving or denying the request.

13.11(4) Provisional occupational license. If an individual is eligible for a provisional occupational
license but has not met all of the experience requirements, a Class B license may be issued while the
individual earns the necessary experience.

13.11(5) Expiration. This license will expire on June 30 of the fiscal year in which it was issued plus
one year.
[ARC 7987B, IAB 7/29/09, effective 9/2/09; ARC 8133B, IAB 9/9/09, effective 10/14/09]

282—13.12(272) Specific requirements for a Class C license.   Rescinded IAB 7/29/09, effective
9/2/09.

282—13.13(272) Specific requirements for a Class D occupational license.   Rescinded IAB 7/29/09,
effective 9/2/09.

282—13.14(272) Specific requirements for a Class E license.   A nonrenewable license valid for one
year may be issued to an individual as follows:

13.14(1) Expired license. Based on an expired Class A, Class B, or teacher exchange license, the
holder of the expired license shall be eligible to receive a Class E license upon application and submission
of all required materials.

13.14(2) Application. The application process will require transcripts of coursework completed
during the term of the expired license, a program of study indicating the coursework necessary to obtain
full licensure, and registration for coursework to be completed during the term of the Class E license.
The Class E license will be denied if the applicant has not completed any coursework during the term
of the Class A or Class B license unless extenuating circumstances are verified.
[ARC 7987B, IAB 7/29/09, effective 9/2/09]

282—13.15(272) Specific requirements for a Class G license.   A nonrenewable Class G license valid
for one year may be issued to an individual who must complete a school guidance counseling practicum
or internship in an approved program in preparation for the school guidance counselor endorsement. The
Class G license may be issued under the following limited conditions:

1. Verification of a baccalaureate degree from a regionally accredited institution.
2. Verification from the institution that the individual is admitted and enrolled in an approved

school guidance counseling program.
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3. Verification that the individual has completed the coursework and competencies required prior
to the practicum or internship.

4. Written documentation of the requirements listed in “1” to “3” above, provided by the official
at the institution where the individual is completing the approved school guidance counseling program
and forwarded to the Iowa board of educational examiners with the application form for licensure.

282—13.16(272) Specific requirements for a substitute teacher’s license.
13.16(1) Substitute teacher requirements. A substitute teacher’s license may be issued to an

individual who:
a. Has been the holder of, or presently holds, a license in Iowa; or holds or held a regular teacher’s

license or certificate in another state, exclusive of temporary, emergency, or substitute certificate or
license, or a certificate based on an alternative certification program; or

b. Has successfully completed all requirements of an approved teacher education program and
is eligible for the initial license, but has not applied for and been issued this license, or who meets all
requirements for the initial license with the exception of the degree but whose degree will be granted at
the next regular commencement; or

c. Has successfully completed all requirements of an approved Iowa teacher education program,
but did not apply for an Iowa teacher’s license at the time of completion of the approved program.

13.16(2) Validity. A substitute license is valid for five years and for not more than 90 days of teaching
in one assignment during any one school year. A school district administrator may file a written request
with the board for an extension of the 90-day limit in one assignment on the basis of documented need
and benefit to the instructional program. The board will review the request and provide a written decision
either approving or denying the request.

13.16(3) Authorization. The holder of a substitute license is authorized to teach in any school system
in any position in which a regularly licensed teacher was employed to begin the school year. In addition
to the authority inherent in the initial, standard, master educator, professional administrator, two-year
exchange, and permanent professional licenses and the endorsement(s) held, the holder of one of these
regular licenses may substitute on the same basis as the holder of a substitute license while the regular
license is in effect.

282—13.17(272) Specific requirements for exchange licenses.   An applicant seeking Iowa licensure
who completes the teacher preparation program from a recognized non-Iowa institution shall verify the
requirements of subrules 13.18(4) and 13.18(5) through traditional course-based preparation program
and transcript review. A recognized non-Iowa teacher preparation institution is one that is state-approved
and is accredited by the regional accrediting agency for the territory in which the institution is located.

13.17(1) One-year teacher exchange license.
a. A one-year nonrenewable exchange license may be issued to an applicant under the following

conditions:
(1) The applicant has completed a state-approved, regionally accredited teacher education program;

and
(2) The applicant has the recommendation for the specific license and endorsement(s) from the

designated recommending official at the recognized non-Iowa institution where the preparation was
completed; and

(3) The applicant holds and submits a copy of a valid regular certificate or license in the state
in which the preparation was completed, exclusive of a temporary, emergency or substitute license or
certificate; and

(4) If the applicant has fewer than three years of teaching experience or is being recommended for
a K-6 elementary education endorsement, the applicant must verify successful completion of mandated
tests in the state in which the applicant is currently licensed; and

(5) Each exchange license shall be limited to the area(s) and level(s) of instruction as determined
by an analysis of the application, the transcripts and the license or certificate held in the state in which the
basic preparation for licensure was completed or of the application and the credential evaluation report.
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The applicant must have completed at least 50 percent of the endorsement requirements through a two-
or four-year institution in order for the endorsement to be included on the exchange license; and

(6) The applicant is not subject to any pending disciplinary proceedings in any state or country; and
(7) The applicant complies with all requirements with regard to application processes and payment

of licensure fees.
b. After the term of the exchange license has expired, the applicant may apply to be fully licensed

if the applicant has completed all requirements and is eligible for full licensure.
13.17(2) Two-year nonrenewable school counseling exchange license.  
a. A two-year nonrenewable school counseling exchange license may be issued to an individual,

provided that the individual:
(1) Has completed a regionally accredited master’s degree program in school guidance counseling.
(2) Holds a valid school counseling certificate or license issued by an examining board which issues

certificates or licenses based on requirements which are substantially equivalent to those of the board of
educational examiners.

(3) Meets the qualifications in Iowa Code section 272.6.
(4) Is not subject to any pending disciplinary proceeding in any state.
b. Each exchange license shall be limited to the area(s) and level(s) of counseling as determined

by an analysis of the application, the transcripts, and the license or certificate held in the state in which
the basic preparation for the school counseling license was completed.

c. Each applicant for the exchange license shall comply with all requirements with regard to
application processes and payment of licensure fees.

d. Each individual receiving the two-year exchange license must complete any identified licensure
deficiencies in order to be eligible for a regular educational license in Iowa.

e. Individuals licensed under this provision are subject to the administrative rules of the board.
13.17(3) International teacher exchange license.
a. A nonrenewable international exchange license may be issued to an applicant under the

following conditions:
(1) The applicant has completed a teacher education program in another country; and
(2) The applicant is not subject to any pending disciplinary proceedings in any state or country; and
(3) The applicant complies with all requirements with regard to application processes and payment

of licensure fees; and
(4) The applicant is a participant in a teacher exchange program administered through the Iowa

department of education.
b. Each exchange license shall be limited to the area(s) and level(s) of instruction as determined

by an analysis of the application and the credential evaluation report.
c. This license shall not exceed three years.
d. After the term of the exchange license has expired, the applicant may apply to be fully licensed

if the applicant has completed all requirements and is eligible for full licensure.
[ARC 8138B, IAB 9/9/09, effective 10/14/09]

282—13.18(272) General requirements for an original teaching subject area
endorsement.   Following are the general requirements for the issuance of a license with an
endorsement.

13.18(1) Baccalaureate degree from a regionally accredited institution.
13.18(2) Completion of an approved human relations component.
13.18(3) Completion of the exceptional learner program, which must include preparation that

contributes to the education of individuals with disabilities and the gifted and talented.
13.18(4) Professional education core. Completed coursework or evidence of competency in:
a. Student learning. The practitioner understands how students learn and develop, and provides

learning opportunities that support intellectual, career, social and personal development.
b. Diverse learners. The practitioner understands how students differ in their approaches to

learning and creates instructional opportunities that are equitable and are adaptable to diverse learners.
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c. Instructional planning. The practitioner plans instruction based upon knowledge of subject
matter, students, the community, curriculum goals, and state curriculum models.

d. Instructional strategies. The practitioner understands and uses a variety of instructional
strategies to encourage students’ development of critical thinking, problem solving, and performance
skills.

e. Learning environment/classroom management. The practitioner uses an understanding of
individual and group motivation and behavior to create a learning environment that encourages positive
social interaction, active engagement in learning, and self-motivation.

f. Communication. The practitioner uses knowledge of effective verbal, nonverbal, and media
communication techniques, and other forms of symbolic representation, to foster active inquiry,
collaboration, and support interaction in the classroom.

g. Assessment. The practitioner understands and uses formal and informal assessment strategies
to evaluate the continuous intellectual, social, and physical development of the learner.

h. Foundations, reflection and professional development. The practitioner continually evaluates
the effects of the practitioner’s choices and actions on students, parents, and other professionals in the
learning community, and actively seeks out opportunities to grow professionally.

i. Collaboration, ethics and relationships. The practitioner fosters relationships with parents,
school colleagues, and organizations in the larger community to support students’ learning and
development.

j. Computer technology related to instruction.
k. Completion of pre-student teaching field-based experiences.
l. Methods of teaching with an emphasis on the subject and grade level endorsement desired.
m. Student teaching in the subject area and grade level endorsement desired.
n. Preparation in reading programs, including reading recovery, and integration of reading

strategies into content area methods coursework.
13.18(5) Content/subject matter specialization. The practitioner understands the central concepts,

tools of inquiry, and structure of the discipline(s) the practitioner teaches and creates learning experiences
that make these aspects of subject matter meaningful for students. This is evidenced by completion of
a 30-semester-hour teaching major which must minimally include the requirements for at least one of
the basic endorsement areas, special education teaching endorsements, or secondary level occupational
endorsements.

282—13.19(272) NCATE-accredited programs.   Rescinded IAB 6/17/09, effective 7/22/09.

282—13.20    Reserved.

282—13.21(272) Human relations requirements for practitioner licensure.   Preparation in human
relations shall be included in programs leading to teacher licensure. Human relations study shall include
interpersonal and intergroup relations and shall contribute to the development of sensitivity to and
understanding of the values, beliefs, lifestyles and attitudes of individuals and the diverse groups found
in a pluralistic society.

13.21(1) Beginning on or after August 31, 1980, each applicant for an initial practitioner’s license
shall have completed the human relations requirement.

13.21(2) On or after August 31, 1980, each applicant for the renewal of a practitioner’s license shall
have completed an approved human relations requirement.

13.21(3) Credit for the human relations requirement shall be given for licensed persons who can
give evidence that they have completed a human relations program which meets board of educational
examiners criteria (see rule 282—13.24(272)).

282—13.22(272) Development of human relations components.   Human relations components shall
be developed by teacher preparation institutions. In-service human relations components may also be
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developed by educational agencies other than teacher preparation institutions, as approved by the board
of educational examiners.

13.22(1) Advisory committee. Education agencies developing human relations components shall
give evidence that in the development of their programs they were assisted by an advisory committee.
The advisory committee shall consist of equal representation of various minority and majority groups.

13.22(2) Standards for approved components. Human relations components will be approved by
the board of educational examiners upon submission of evidence that the components are designed to
develop the ability of participants to:

a. Be aware of and understand the values, lifestyles, history, and contributions of various
identifiable subgroups in our society.

b. Recognize and deal with dehumanizing biases such as sexism, racism, prejudice, and
discrimination and become aware of the impact that such biases have on interpersonal relations.

c. Translate knowledge of human relations into attitudes, skills, and techniques which will result
in favorable learning experiences for students.

d. Recognize the ways in which dehumanizing biases may be reflected in instructional materials.
e. Respect human diversity and the rights of each individual.
f. Relate effectively to other individuals and various subgroups other than one’s own.
13.22(3) Evaluation. Educational agencies providing the human relations components shall indicate

the means to be utilized for evaluation.

282—13.23 to 13.25    Reserved.

282—13.26(272) Requirements for elementary endorsements.   
13.26(1) Teacher—prekindergarten-kindergarten.
a. Authorization. The holder of this endorsement is authorized to teach at the prekindergarten/

kindergarten level.
b. Program requirements.
(1) Degree—baccalaureate, and
(2) Completion of an approved human relations program, and
(3) Completion of the professional education core. See subrule 13.18(3).
c. Content.
(1) Human growth and development: infancy and early childhood, unless completed as part of the

professional education core. See subrule 13.18(4).
(2) Curriculum development and methodology for young children.
(3) Child-family-school-community relationships (community agencies).
(4) Guidance of young children three to six years of age.
(5) Organization of prekindergarten-kindergarten programs.
(6) Child and family nutrition.
(7) Language development and learning.
(8) Kindergarten: programs and curriculum development.
13.26(2) Teacher—prekindergarten through grade three.
a. Authorization. The holder of this endorsement is authorized to teach children from birth through

grade three.
b. Program requirements.
(1) Degree—baccalaureate.
(2) Completion of an approved human relations program.
(3) Completion of the professional education core. See subrules 13.18(3) and 13.18(4).
c. Content.
(1) Child growth and development with emphasis on cognitive, language, physical, social, and

emotional development, both typical and atypical, for infants and toddlers, preprimary, and primary
school children (grades one through three), unless combined as part of the professional education core.
See subrule 13.18(4) of the licensure rules for the professional core.
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(2) Historical, philosophical, and social foundations of early childhood education.
(3) Developmentally appropriate curriculum with emphasis on integrated multicultural and

nonsexist content including language, mathematics, science, social studies, health, safety, nutrition,
visual and expressive arts, social skills, higher-thinking skills, and developmentally appropriate
methodology, including adaptations for individual needs, for infants and toddlers, preprimary, and
primary school children.

(4) Characteristics of play and creativity, and their contributions to the cognitive, language,
physical, social and emotional development and learning of infants and toddlers, preprimary, and
primary school children.

(5) Classroom organization and individual interactions to create positive learning environments
for infants and toddlers, preprimary, and primary school children based on child development theory
emphasizing guidance techniques.

(6) Observation and application of developmentally appropriate assessments for infants and
toddlers, preprimary, and primary school children recognizing, referring, and making adaptations for
children who are at risk or who have exceptional educational needs and talents.

(7) Home-school-community relationships and interactions designed to promote and support
parent, family and community involvement, and interagency collaboration.

(8) Family systems, cultural diversity, and factors which place families at risk.
(9) Child and family health and nutrition.
(10) Advocacy, legislation, and public policy as they affect children and families.
(11) Administration of child care programs to include staff and program development and

supervision and evaluation of support staff.
(12) Pre-student teaching field experience with three age levels in infant and toddler, preprimary,

and primary programs, with no less than 100 clock hours, and in different settings, such as rural and
urban, socioeconomic status, cultural diversity, program types, and program sponsorship.

(13) Student teaching experiences with two different age levels, one before kindergarten and one
from kindergarten through grade three.

13.26(3) Teacher—prekindergarten through grade three, including special education.
a. Authorization. The holder of this endorsement is authorized to teach children from birth through

grade three.
b. Program requirements.
(1) Degree—baccalaureate, and
(2) Completion of an approved human relations program, and
(3) Completion of the professional education core. See subrules 13.18(3) and 13.18(4).
c. Content.
(1) Child growth and development.
1. Understand the nature of child growth and development for infants and toddlers (birth through

age 2), preprimary (age 3 through age 5) and primary school children (age 6 through age 8), both typical
and atypical, in areas of cognition, language development, physical motor, social-emotional, aesthetics,
and adaptive behavior.

2. Understand individual differences in development and learning including risk factors,
developmental variations and developmental patterns of specific disabilities and special abilities.

3. Recognize that children are best understood in the contexts of family, culture and society and
that cultural and linguistic diversity influences development and learning.

(2) Developmentally appropriate learning environment and curriculum implementation.
1. Establish learning environments with social support, from the teacher and from other students,

for all children to meet their optimal potential, with a climate characterized by mutual respect,
encouraging and valuing the efforts of all regardless of proficiency.

2. Appropriately use informal and formal assessment to monitor development of children and to
plan and evaluate curriculum and teaching practices to meet individual needs of children and families.
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3. Plan, implement, and continuously evaluate developmentally and individually appropriate
curriculum goals, content, and teaching practices for infants, toddlers, preprimary and primary children
based on the needs and interests of individual children, their families and community.

4. Use both child-initiated and teacher-directed instructional methods, including strategies such as
small and large group projects, unstructured and structured play, systematic instruction, group discussion
and cooperative decision making.

5. Develop and implement integrated learning experiences for home-, center- and school-based
environments for infants, toddlers, preprimary and primary children.

6. Develop and implement integrated learning experiences that facilitate cognition,
communication, social and physical development of infants and toddlers within the context of
parent-child and caregiver-child relationships.

7. Develop and implement learning experiences for preprimary and primary children with focus
on multicultural and nonsexist content that includes development of responsibility, aesthetic and artistic
development, physical development and well-being, cognitive development, and emotional and social
development.

8. Develop and implement learning experiences for infants, toddlers, preprimary, and primary
children with a focus on language, mathematics, science, social studies, visual and expressive arts, social
skills, higher-thinking skills, and developmentally appropriate methodology.

9. Develop adaptations and accommodations for infants, toddlers, preprimary, and primary
children to meet their individual needs.

10. Adapt materials, equipment, the environment, programs and use of human resources to meet
social, cognitive, physical motor, communication, and medical needs of children and diverse learning
needs.

(3) Health, safety and nutrition.
1. Design and implement physically and psychologically safe and healthy indoor and outdoor

environments to promote development and learning.
2. Promote nutritional practices that support cognitive, social, cultural and physical development

of young children.
3. Implement appropriate appraisal and management of health concerns of young children

including procedures for children with special health care needs.
4. Recognize signs of emotional distress, physical and mental abuse and neglect in young children

and understand mandatory reporting procedures.
5. Demonstrate proficiency in infant-child cardiopulmonary resuscitation, emergency procedures

and first aid.
(4) Family and community collaboration.
1. Apply theories and knowledge of dynamic roles and relationships within and between families,

schools, and communities.
2. Assist families in identifying resources, priorities, and concerns in relation to the child’s

development.
3. Link families, based on identified needs, priorities and concerns, with a variety of resources.
4. Use communication, problem-solving and help-giving skills in collaboration with families and

other professionals to support the development, learning and well-being of young children.
5. Participate as an effective member of a team with other professionals and families to develop

and implement learning plans and environments for young children.
(5) Professionalism.
1. Understand legislation and public policy that affect all young children, with and without

disabilities, and their families.
2. Understand legal aspects, historical, philosophical, and social foundations of early childhood

education and special education.
3. Understand principles of administration, organization and operation of programs for children

from birth to age 8 and their families, including staff and program development, supervision and
evaluation of staff, and continuing improvement of programs and services.
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4. Identify current trends and issues of the profession to inform and improve practices and
advocate for quality programs for young children and their families.

5. Adhere to professional and ethical codes.
6. Engage in reflective inquiry and demonstration of professional self-knowledge.
(6) Pre-student teaching field experiences. Complete 100 clock hours of pre-student teaching field

experience with three age levels in infant and toddler, preprimary, and primary programs and in different
settings, such as rural and urban, encompassing differing socioeconomic status, ability levels, cultural
and linguistic diversity and program types and sponsorship.

(7) Student teaching. Complete a supervised student teaching experience of a total of at least 12
weeks in at least two different classrooms which include children with and without disabilities in two of
three age levels: infant and toddler, preprimary, and primary.

13.26(4) Teacher—elementary classroom.
a. Authorization. The holder of this endorsement is authorized to teach in kindergarten and grades

one through six.
b. Program requirements.
(1) Degree—baccalaureate, and
(2) Completion of an approved human relations component, and
(3) Completion of the professional education core. See subrules 13.18(3) and 13.18(4).
c. Content.
(1) Child growth and development with emphasis on the emotional, physical and mental

characteristics of elementary age children, unless completed as part of the professional education core.
See subrule 13.18(4).

(2) Methods and materials of teaching elementary language arts.
(3) Methods and materials of teaching elementary reading.
(4) Elementary curriculum (methods and materials).
(5) Methods and materials of teaching elementary mathematics.
(6) Methods and materials of teaching elementary science.
(7) Children’s literature.
(8) Methods and materials of teaching elementary social studies.
(9) Methods and materials in two of the following areas:
1. Methods and materials of teaching elementary health.
2. Methods and materials of teaching elementary physical education.
3. Methods and materials of teaching elementary art.
4. Methods and materials of teaching elementary music.
(10) Pre-student teaching field experience in at least two different grades.
(11) A field of specialization in a single discipline or a formal interdisciplinary program of at least

12 semester hours.

282—13.27(272) Requirements for middle school endorsements.
13.27(1) Authorization. The holder of this endorsement is authorized to teach in the two

concentration areas in which the specific requirements have been completed as well as in other subject
areas in grades five through eight which are not the core content areas. The holder is not authorized to
teach art, industrial arts, music, reading, physical education and special education.

13.27(2) Program requirements.
a. Be the holder of a currently valid Iowa teacher’s license with either the general elementary

endorsement or one of the subject matter secondary level endorsements set out in rule 282—13.28(272)
or 282—subrules 17.1(1) and 17.1(3).

b. A minimum of 9 semester hours of required coursework in the following:
(1) Coursework in the growth and development of the middle school age child, specifically

addressing the social, emotional, physical and cognitive characteristics and needs of middle school age
children in addition to related studies completed as part of the professional education core in subrule
13.18(4).
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(2) Coursework in middle school design, curriculum, instruction, and assessment including, but
not limited to, interdisciplinary instruction, teaming, and differentiated instruction in addition to related
studies completed as part of the professional education core in subrule 13.18(4).

(3) Coursework to prepare middle school teachers in literacy (reading, writing, listening and
speaking) strategies for students in grades five through eight and in methods to include these strategies
throughout the curriculum.

c. Thirty hours of middle school field experiences included in the coursework requirements listed
in 13.27(2)“b”(1) to (3).

13.27(3) Concentration areas. To obtain this endorsement, the applicant must complete the
coursework requirements in two of the following content areas:

a. Social studies concentration. The social studies concentration requires 12 semester hours of
coursework in social studies to include coursework in United States history, world history, government
and geography.

b. Mathematics concentration. The mathematics concentration requires 12 semester hours in
mathematics to include coursework in algebra.

c. Science concentration. The science concentration requires 12 semester hours in science to
include coursework in life science, earth science, and physical science.

d. Language arts concentration. The language arts concentration requires 12 semester hours in
language arts to include coursework in composition, language usage, speech, young adult literature, and
literature across cultures.

282—13.28(272) Minimum content requirements for teaching endorsements.
13.28(1) Agriculture. 5-12. Completion of 24 semester hours in agriculture to include coursework

in agronomy, animal science, agricultural mechanics, and agricultural economics.
13.28(2) Art. K-8 or 5-12. Completion of 24 semester hours in art to include coursework in art

history, studio art, and two- and three-dimensional art.
13.28(3) Business—all. 5-12. Completion of 30 semester hours in business to include 6 semester

hours in accounting, 3 semester hours in business law to include contract law, 3 semester hours in
computer and technical applications in business, 6 semester hours in marketing to include consumer
studies, 3 semester hours in management, 6 semester hours in economics, and 3 semester hours in
business communications to include formatting, language usage, and oral presentation. Coursework in
entrepreneurship and in financial literacy may be a part of, or in addition to, the coursework listed above.
Individuals who were licensed in Iowa prior to October 1, 1988, and were allowed to teach marketing
without completing the endorsement requirements must complete the endorsement requirements by July
1, 2010, in order to teach or continue to teach marketing. A waiver provision is available through the
board of educational examiners for individuals who have been successfully teaching marketing.

13.28(4) Driver education. 5-12. Completion of 9 semester hours in driver education to
include coursework in accident prevention that includes drug and alcohol abuse; vehicle safety; and
behind-the-wheel driving.

13.28(5) English/language arts.
a. K-8. Completion of 24 semester hours in English and language arts to include coursework

in oral communication, written communication, language development, reading, children’s literature,
creative drama or oral interpretation of literature, and American literature.

b. 5-12. Completion of 24 semester hours in English to include coursework in oral
communication, written communication, language development, reading, American literature, English
literature and adolescent literature.

13.28(6) Language arts. 5-12. Completion of 40 semester hours in language arts to include
coursework in the following areas:

a. Written communication.
(1) Develops a wide range of strategies and appropriately uses writing process elements (e.g.,

brainstorming, free-writing, first draft, group response, continued drafting, editing, and self-reflection)
to communicate with different audiences for a variety of purposes.
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(2) Develops knowledge of language structure (e.g., grammar), language conventions (e.g.,
spelling and punctuation), media techniques, figurative language and genre to create, critique, and
discuss print and nonprint texts.

b. Oral communication.
(1) Understands oral language, listening, and nonverbal communication skills; knows how to

analyze communication interactions; and applies related knowledge and skills to teach students to
become competent communicators in varied contexts.

(2) Understands the communication process and related theories, knows the purpose and function
of communication and understands how to apply this knowledge to teach students to make appropriate
and effective choices as senders and receivers of messages in varied contexts.

c. Language development.
(1) Understands inclusive and appropriate language, patterns and dialects across cultures, ethnic

groups, geographic regions and social roles.
(2) Develops strategies to improve competency in the English language arts and understanding of

content across the curriculum for students whose first language is not English.
d. Young adult literature, American literature, and world literature.
(1) Reads, comprehends, and analyzes a wide range of texts to build an understanding of self as

well as the cultures of the United States and the world in order to acquire new information, to respond
to the needs and demands of society and the workplace, and for personal fulfillment. Among these texts
are fiction and nonfiction, graphic novels, classic and contemporary works, young adult literature, and
nonprint texts.

(2) Reads a wide range of literature from many periods in many genres to build an understanding
of the many dimensions (e.g., philosophical, ethical, aesthetic) of human experience.

(3) Applies a wide range of strategies to comprehend, interpret, evaluate, and appreciate texts.
Draws on prior experience, interactions with other readers and writers, knowledge of word meaning and
of other texts, word identification strategies, and an understanding of textual features (e.g., sound-letter
correspondence, sentence structure, context, graphics).

(4) Participates as a knowledgeable, reflective, creative, and critical member of a variety of literacy
communities.

e. Creative voice.
(1) Understands the art of oral interpretation and how to provide opportunities for students to

develop and apply oral interpretation skills in individual and group performances for a variety of
audiences, purposes and occasions.

(2) Understands the basic skills of theatre production including acting, stage movement, and basic
stage design.

f. Argumentation/debate.
(1) Understands concepts and principles of classical and contemporary rhetoric and is able to plan,

prepare, organize, deliver and evaluate speeches and presentations.
(2) Understands argumentation and debate and how to provide students with opportunities to apply

skills and strategies for argumentation and debate in a variety of formats and contexts.
g. Journalism.
(1) Understands ethical standards and major legal issues including First Amendment rights and

responsibilities relevant to varied communication content. Utilizes strategies to teach students about
the importance of freedom of speech in a democratic society and the rights and responsibilities of
communicators.

(2) Understands the writing process as it relates to journalism (e.g., brainstorming, questioning,
reporting, gathering and synthesizing information, writing, editing, and evaluating the final media
product).

(3) Understands a variety of forms of journalistic writing (e.g., news, sports, features, opinion,
Web-based) and the appropriate styles (e.g., Associated Press, multiple sources with attribution,
punctuation) and additional forms unique to journalism (e.g., headlines, cutlines, and/or visual
presentations).
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h. Mass media production.
(1) Understands the role of the media in a democracy and the importance of preserving that role.
(2) Understands how to interpret and analyze various types of mass media messages in order for

students to become critical consumers.
(3) Develops the technological skills needed to package media products effectively using various

forms of journalistic design with a range of visual and auditory methods.
i. Reading strategies (if not completed as part of the professional education core requirements).
(1) Uses a variety of skills and strategies to comprehend and interpret complex fiction, nonfiction

and informational text.
(2) Reads for a variety of purposes and across content areas.
13.28(7) Foreign language. K-8 and 5-12. Completion of 24 semester hours in each foreign

language for which endorsement is sought.
13.28(8) Health. K-8 and 5-12. Completion of 24 semester hours in health to include coursework in

public or community health, consumer health, substance abuse, family life education, mental/emotional
health, and human nutrition.

13.28(9) Family and consumer sciences—general. 5-12. Completion of 24 semester hours in family
and consumer sciences to include coursework in human development, parenthood education, family
studies, consumer resource management, textiles and apparel, housing, and foods and nutrition.

13.28(10) Industrial technology. 5-12. Completion of 24 semester hours in industrial technology
to include coursework in manufacturing, construction, energy and power, graphic communications and
transportation. The coursework is to include at least 6 semester hours in three different areas.

13.28(11) Journalism. 5-12. Completion of 15 semester hours in journalism to include coursework
in writing, editing, production and visual communications.

13.28(12) Mathematics.
a. K-8. Completion of 24 semester hours in mathematics to include coursework in algebra,

geometry, number theory, measurement, computer programming, and probability and statistics.
b. 5-12. Completion of 24 semester hours in mathematics to include a linear algebra or an

abstract (modern) algebra course, a geometry course, a two-course sequence in calculus, a computer
programming course, a probability and statistics course, and coursework in discrete mathematics.

13.28(13) Music.
a. K-8. Completion of 24 semester hours in music to include coursework in music theory (at least

two courses), music history, and applied music.
b. 5-12. Completion of 24 semester hours in music to include coursework in music theory (at least

two courses), music history (at least two courses), applied music, and conducting.
13.28(14) Physical education.
a. K-8. Completion of 24 semester hours in physical education to include coursework in human

anatomy, human physiology, movement education, adapted physical education, physical education in
the elementary school, human growth and development of children related to physical education, and
first aid and emergency care.

b. 5-12. Completion of 24 semester hours in physical education to include coursework in human
anatomy, kinesiology, human physiology, human growth and development related to maturational
and motor learning, adapted physical education, curriculum and administration of physical education,
assessment processes in physical education, and first aid and emergency care.

13.28(15) Reading.
a. K-8 requirements. Completion of 24 semester hours in reading to include all of the following

requirements:
(1) Foundations of reading. This requirement includes the following competencies:
1. The practitioner demonstrates knowledge of the psychological, sociocultural, and linguistic

foundations of reading and writing processes and instruction.
2. The practitioner demonstrates knowledge of a range of research pertaining to reading, writing,

and learning, including scientifically based reading research, and knowledge of histories of reading.



Ch 13, p.16 Educational Examiners[282] IAC 11/4/09

The range of research encompasses research traditions from the fields of the social sciences and other
paradigms appropriate for informing practice.

3. The practitioner demonstrates knowledge of the major components of reading, such as
phonemic awareness, word identification, phonics, vocabulary, fluency, and comprehension, and
effectively integrates curricular standards with student interests, motivation, and background knowledge.

(2) Reading in the content areas. This requirement includes the following competencies:
1. The practitioner demonstrates knowledge of text structure and the dimensions of content area

vocabulary and comprehension, including literal, interpretive, critical, and evaluative.
2. The practitioner provides content area instruction in reading and writing that effectively uses a

variety of research-based strategies and practices.
(3) Practicum. This requirement includes the following competencies:
1. The practitioner workswith licensed professionals who observe, evaluate, and provide feedback

on the practitioner’s knowledge, dispositions, and performance of the teaching of reading and writing.
2. The practitioner effectively uses reading and writing strategies, materials, and assessments

based upon appropriate reading and writing research and works with colleagues and families in the
support of children’s reading and writing development.

(4) Language development. This requirement includes the following competency: The practitioner
uses knowledge of language development and acquisition of reading skills (birth through sixth grade),
and the variations related to cultural and linguistic diversity to provide effective instruction in reading
and writing.

(5) Oral communication. This requirement includes the following competencies:
1. The practitioner has knowledge of the unique needs and backgrounds of students with language

differences and delays.
2. The practitioner uses effective strategies for facilitating the learning of Standard English by all

learners.
(6) Written communication. This requirement includes the following competency: The practitioner

uses knowledge of reading-writing-speaking connections; the writing process; the stages of spelling
development; the different types of writing, such as narrative, expressive, persuasive, informational and
descriptive; and the connections between oral and written language development to effectively teach
writing as communication.

(7) Reading assessment, diagnosis and evaluation. This requirement includes the following
competencies:

1. The practitioner uses knowledge of a variety of instruments, procedures, and practices that
range from individual to group and from formal to informal to alternative for the identification of
students’ reading proficiencies and needs, for planning and revising instruction for all students, and for
communicating the results of ongoing assessments to all stakeholders.

2. The practitioner demonstrates awareness of policies and procedures related to special programs,
including Title I.

(8) Children’s nonfiction and fiction. This requirement includes the following competency: The
practitioner uses knowledge of children’s literature for:

1. Modeling the reading andwriting of varied genres, including fiction and nonfiction; technology-
and media-based information; and nonprint materials;

2. Motivating through the use of texts at multiple levels, representing broad interests, and
reflecting varied cultures, linguistic backgrounds, and perspectives; and

3. Matching text complexities to the proficiencies and needs of readers.
(9) Reading instructional strategies. This requirement includes the following competency: The

practitioner uses knowledge of a range of research-based strategies and instructional technology for
designing and delivering effective instruction across the curriculum, for grouping students, and for
selecting materials appropriate for learners at various stages of reading and writing development and
from varied cultural and linguistic backgrounds.

b. 5-12 requirements. Completion of 24 semester hours in reading to include all of the following
requirements:
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(1) Foundations of reading. This requirement includes the following competencies:
1. The practitioner demonstrates knowledge of the psychological, sociocultural, and linguistic

foundations of reading and writing processes and instruction.
2. The practitioner demonstrates knowledge of a range of research pertaining to reading, writing,

and learning, including scientifically based reading research, and knowledge of histories of reading.
The range of research encompasses research traditions from the fields of the social sciences and other
paradigms appropriate for informing practice.

3. The practitioner demonstrates knowledge of the major components of reading such as
phonemic awareness, word identification, phonics, vocabulary, fluency, and comprehension, and
integrates curricular standards with student interests, motivation, and background knowledge.

(2) Reading in the content areas. This requirement includes the following competencies:
1. The practitioner demonstrates knowledge of text structure and the dimensions of content area

vocabulary and comprehension, including literal, interpretive, critical, and evaluative.
2. The practitioner provides content area instruction in reading and writing that effectively uses a

variety of research-based strategies and practices.
(3) Practicum. This requirement includes the following competencies:
1. The practitioner workswith licensed professionals who observe, evaluate, and provide feedback

on the practitioner’s knowledge, dispositions, and performance of the teaching of reading and writing.
2. The practitioner effectively uses reading and writing strategies, materials, and assessments

based upon appropriate reading and writing research, and works with colleagues and families in the
support of students’ reading and writing development.

(4) Language development. This requirement includes the following competency: The practitioner
uses knowledge of the relationship of language acquisition and language development with the
acquisition and development of reading skills, and the variations related to cultural and linguistic
diversity to provide effective instruction in reading and writing.

(5) Oral communication. This requirement includes the following competency: The practitioner
demonstrates knowledge of the unique needs and backgrounds of students with language differences and
uses effective strategies for facilitating the learning of Standard English by all learners.

(6) Written communication. This requirement includes the following competency: The practitioner
uses knowledge of reading-writing-speaking connections to teach the skills and processes necessary for
writing narrative, expressive, persuasive, informational, and descriptive texts, including text structures
and mechanics such as grammar, usage, and spelling.

(7) Reading assessment, diagnosis and evaluation. This requirement includes the following
competencies:

1. The practitioner uses knowledge of a variety of instruments, procedures, and practices that
range from individual to group and from formal to informal to alternative for the identification of
students’ reading proficiencies and needs, for planning and revising instruction for all students, and for
communicating the results of ongoing assessments to all stakeholders.

2. The practitioner demonstrates awareness of policies and procedures related to special programs.
(8) Adolescent or young adult nonfiction and fiction. This requirement includes the following

competency: The practitioner uses knowledge of adolescent or young adult literature for:
1. Modeling the reading and writing of varied genres, including fiction and nonfiction; technology

and media-based information; and nonprint materials;
2. Motivating through the use of texts at multiple levels, representing broad interests, and

reflecting varied cultures, linguistic backgrounds and perspectives; and
3. Matching text complexities to the proficiencies and needs of readers.
(9) Reading instructional strategies. This requirement includes the following competency: The

practitioner uses knowledge of a range of research-based strategies and instructional technology for
designing and delivering instruction across the curriculum, for grouping students, and for selecting
materials appropriate for learners at various stages of reading and writing development and from varied
cultural and linguistic backgrounds.
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13.28(16) Reading specialist. K-12. The applicant must have met the requirements for the standard
license and a teaching endorsement, and present evidence of at least one year of experience which
included the teaching of reading as a significant part of the responsibility.

a. Authorization. The holder of this endorsement is authorized to serve as a reading specialist in
kindergarten and grades one through twelve.

b. Program requirements. Degree—master’s.
c. Content. Completion of a sequence of courses and experiences which may have been a part of,

or in addition to, the degree requirements. This sequence is to be at least 27 semester hours to include
the following:

(1) Educational psychology/human growth and development.
(2) Educational measurement and evaluation.
(3) Foundations of reading.
(4) Diagnosis of reading problems.
(5) Remedial reading.
(6) Psychology of reading.
(7) Language learning and reading disabilities.
(8) Practicum in reading.
(9) Administration and supervision of reading programs at the elementary and secondary levels.
13.28(17) Science.
a. Science—basic. K-8.
(1) Required coursework. Completion of at least 24 semester hours in science to include 12 hours

in physical sciences, 6 hours in biology, and 6 hours in earth/space sciences.
(2) Competencies.
1. Understand the nature of scientific inquiry, its central role in science, and how to use the skills

and processes of scientific inquiry.
2. Understand the fundamental facts and concepts in major science disciplines.
3. Be able to make conceptual connections within and across science disciplines, as well as to

mathematics, technology, and other school subjects.
4. Be able to use scientific understanding when dealing with personal and societal issues.
b. Biological science. 5-12. Completion of 24 semester hours in biological science or 30 semester

hours in the broad area of science to include 15 semester hours in biological science.
c. Chemistry. 5-12. Completion of 24 semester hours in chemistry or 30 semester hours in the

broad area of science to include 15 semester hours in chemistry.
d. Earth science. 5-12. Completion of 24 semester hours in earth science or 30 semester hours in

the broad area of science to include 15 semester hours in earth science.
e. General science. 5-12. Completion of 24 semester hours in science to include coursework in

biological science, chemistry, and physics.
f. Physical science. 5-12. Completion of 24 semester hours in physical sciences to include

coursework in physics, chemistry, and earth science.
g. Physics. 5-12. Completion of 24 semester hours in physics or 30 semester hours in the broad

area of science to include 15 semester hours in physics.
h. All science I. 5-8. The holder of this endorsementmust also hold themiddle school endorsement

listed under rule 282—13.27(272).
(1) Required coursework. Completion of at least 24 semester hours in science to include 6 hours

in chemistry, 6 hours in physics or physical sciences, 6 hours in biology, and 6 hours in the earth/space
sciences.

(2) Competencies.
1. Understand the nature of scientific inquiry, its central role in science, and how to use the skills

and processes of scientific inquiry.
2. Understand the fundamental facts and concepts in major science disciplines.
3. Be able to make conceptual connections within and across science disciplines, as well as to

mathematics, technology, and other school subjects.
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4. Be able to use scientific understanding when dealing with personal and societal issues.
i. All science II. 9-12.
(1) Required coursework.
1. Completion of one of the following endorsement areas listed under subrule 13.28(17):

biological science 5-12 or chemistry 5-12 or earth science 5-12 or physics 5-12.
2. Completion of at least 12 hours in each of the other three endorsement areas.
(2) Competencies.
1. Understand the nature of scientific inquiry, its central role in science, and how to use the skills

and processes of scientific inquiry.
2. Understand the fundamental facts and concepts in major science disciplines.
3. Be able to make conceptual connections within and across science disciplines, as well as to

mathematics, technology, and other school subjects.
4. Be able to use scientific understanding when dealing with personal and societal issues.
13.28(18) Social sciences.
a. American government. 5-12. Completion of 24 semester hours in American government or 30

semester hours in the broad area of social sciences to include 15 semester hours in American government.
b. American history. 5-12. Completion of 24 semester hours in American history or 30 semester

hours in the broad area of social sciences to include 15 semester hours in American history.
c. Anthropology. 5-12. Completion of 24 semester hours in anthropology or 30 semester hours in

the broad area of social sciences to include 15 semester hours in anthropology.
d. Economics. 5-12. Completion of 24 semester hours in economics or 30 semester hours in the

broad area of social sciences to include 15 semester hours in economics, or 30 semester hours in the
broad area of business to include 15 semester hours in economics.

e. Geography. 5-12. Completion of 24 semester hours in geography or 30 semester hours in the
broad area of social sciences to include 15 semester hours in geography.

f. History. K-8. Completion of 24 semester hours in history to include at least 9 semester hours
in American history and 9 semester hours in world history.

g. Psychology. 5-12. Completion of 24 semester hours in psychology or 30 semester hours in the
broad area of social sciences to include 15 semester hours in psychology.

h. Social studies. K-8. Completion of 24 semester hours in social studies, to include coursework
from at least three of these areas: history, sociology, economics, American government, psychology and
geography.

i. Sociology. 5-12. Completion of 24 semester hours in sociology or 30 semester hours in the
broad area of social sciences to include 15 semester hours in sociology.

j. World history. 5-12. Completion of 24 semester hours in world history or 30 semester hours in
the broad area of social sciences to include 15 semester hours in world history.

k. All social sciences. 5-12. Completion of 51 semester hours in the social sciences to include
9 semester hours in each of American and world history, 9 semester hours in government, 6 semester
hours in sociology, 6 semester hours in psychology other than educational psychology, 6 semester hours
in geography, and 6 semester hours in economics.

13.28(19) Speech communication/theatre.
a. K-8. Completion of 20 semester hours in speech communication/theatre to include coursework

in speech communication, creative drama or theatre, and oral interpretation.
b. 5-12. Completion of 24 semester hours in speech communication/theatre to include coursework

in speech communication, oral interpretation, creative drama or theatre, argumentation and debate, and
mass media communication.

13.28(20) English as a second language (ESL). K-12.
a. Authorization. The holder of this endorsement is authorized to teach English as a second

language in kindergarten and grades one through twelve.
b. Program requirements.
(1) Degree—baccalaureate, and
(2) Completion of an approved human relations program, and



Ch 13, p.20 Educational Examiners[282] IAC 11/4/09

(3) Completion of the professional education core. See subrules 13.18(3) and 13.18(4).
c. Content. Completion of 18 semester hours of coursework in English as a second language to

include the following:
(1) Knowledge of pedagogy to include the following:
1. Methods and curriculum to include the following:
● Bilingual and ESL methods.
● Literacy in native and second language.
● Methods for subject matter content.
● Adaptation and modification of curriculum.
2. Assessment to include language proficiency and academic content.
(2) Knowledge of linguistics to include the following:
1. Psycholinguistics and sociolinguistics.
2. Language acquisition and proficiency to include the following:
● Knowledge of first and second language proficiency.
● Knowledge of first and second language acquisition.
● Language to include structure and grammar of English.
(3) Knowledge of cultural and linguistic diversity to include the following:
1. History.
2. Theory, models, and research.
3. Policy and legislation.
(4) Current issues with transient populations.
d. Other. Individuals who were licensed in Iowa prior to October 1, 1988, and were allowed to

teach English as a second language without completing the endorsement requirements must complete
the endorsement requirements by July 1, 2012, in order to teach or continue to teach English as a second
language. A waiver provision is available through the board of educational examiners for individuals
who have been successfully teaching English as a second language.

13.28(21) Elementary school teacher librarian.
a. Authorization. The holder of this endorsement is authorized to serve as a teacher librarian in

kindergarten and grades one through eight.
b. Program requirements.
(1) Degree—baccalaureate.
(2) Completion of an approved human relations program.
(3) Completion of the professional education core. See subrules 13.18(3) and 13.18(4).
c. Content. Completion of 24 semester hours in school library coursework to include the

following:
(1) Knowledge of materials and literature in all formats for elementary children.
(2) Selection, utilization and evaluation of library resources and equipment.
(3) Design and production of instructional materials.
(4) Acquisition, cataloging and classification of library materials.
(5) Information literacy, reference services and networking.
(6) Planning, evaluation and administration of school library programs.
(7) Practicum in an elementary school media center/library.
13.28(22) Secondary school teacher librarian.
a. Authorization. The holder of this endorsement is authorized to serve as a teacher librarian in

grades five through twelve.
b. Program requirements.
(1) Degree—baccalaureate.
(2) Completion of an approved human relations program.
(3) Completion of the professional education core. See subrules 13.18(3) and 13.18(4).
c. Content. Completion of 24 semester hours in school library coursework to include the

following:
(1) Knowledge of materials and literature in all formats for adolescents.
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(2) Selection, utilization and evaluation of library resources and equipment.
(3) Design and production of instructional materials.
(4) Acquisition, cataloging and classification of library materials.
(5) Information literacy, reference services and networking.
(6) Planning, evaluation and administration of school library programs.
(7) Practicum in a secondary school media center/library.
13.28(23) School teacher librarian. K-12.
a. Authorization. The holder of this endorsement is authorized to serve as a teacher librarian in

kindergarten and grades one through twelve. The applicant must be the holder of or eligible for the initial
license.

b. Program requirements. Degree—master’s.
c. Content. Completion of a sequence of courses and experiences which may have been part of,

or in addition to, the degree requirements. This sequence is to be at least 30 semester hours in school
library coursework, to include the following:

(1) Planning, evaluation and administration of school library programs.
(2) Curriculum development and teaching and learning strategies.
(3) Instructional development and communication theory.
(4) Selection, evaluation and utilization of library resources and equipment.
(5) Acquisition, cataloging and classification of library materials.
(6) Design and production of instructional materials.
(7) Methods for instruction and integration of information literacy skills into the school curriculum.
(8) Information literacy, reference services and networking.
(9) Knowledge of materials and literature in all formats for elementary children and adolescents.
(10) Reading, listening and viewing guidance.
(11) Utilization and application of computer technology.
(12) Practicum at both the elementary and secondary levels.
(13) Research in library and information science.
13.28(24) Talented and gifted teacher. 
a. Authorization. The holder of this endorsement is authorized to serve as a teacher or a

coordinator of programs for the talented and gifted from the prekindergarten level through grade twelve.
This authorization does not permit general classroom teaching at any level except that level or area for
which the holder is eligible or holds the specific endorsement.

b. Program requirements—content. Completion of 12 undergraduate or graduate semester hours
of coursework in the area of the talented and gifted to include the following:

(1) Psychology of the gifted.
1. Social needs.
2. Emotional needs.
(2) Programming for the gifted.
1. Prekindergarten-12 identification.
2. Differentiation strategies.
3. Collaborative teaching skills.
4. Program goals and performance measures.
5. Program evaluation.
(3) Practicum experience in gifted programs.
NOTE: Teachers in specific subject areas will not be required to hold this endorsement if they teach

gifted students in their respective endorsement areas.
c. Other. Individuals who were licensed in Iowa prior to August 31, 1995, and were allowed to

teach talented and gifted classes without completing the endorsement requirements must complete the
endorsement requirements by July 1, 2012, in order to teach or continue to teach talented and gifted
classes. A waiver provision is provided through the board of educational examiners for individuals who
have been successfully teaching students who are talented and gifted.
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13.28(25) American Sign Language endorsement.
a. Authorization. The holder of this endorsement is authorized to teach American Sign Language

in kindergarten and grades one through twelve.
b. Program requirements.
(1) Degree—baccalaureate.
(2) Completion of an approved human relations program.
(3) Completion of the professional education core.
c. Content. Completion of 18 semester hours of coursework in American Sign Language to

include the following:
(1) Second language acquisition.
(2) Sociology of the deaf community.
(3) Linguistic structure of American Sign Language.
(4) Language teaching methodology specific to American Sign Language.
(5) Teaching the culture of deaf people.
(6) Assessment of students in an American Sign Language program.
d. Other. Be the holder of or be eligible for one other teaching endorsement listed in rules

282—13.26(272) and 282—13.27(272) and this rule.
13.28(26) Elementary counselor. Rescinded IAB 7/29/09, effective 9/2/09.
13.28(27) Secondary counselor. Rescinded IAB 7/29/09, effective 9/2/09.
13.28(28) School nurse endorsement. The school nurse endorsement does not authorize general

classroom teaching, although it does authorize the holder to teach health at all grade levels. Alternatively,
a nurse may obtain a statement of professional recognition (SPR) from the board of educational
examiners, in accordance with the provisions set out in 282—Chapter 16, Statements of Professional
Recognition (SPR).

a. Authorization. The holder of this endorsement is authorized to provide service as a school nurse
at the prekindergarten and kindergarten levels and in grades one through twelve.

b. Program requirements.
(1) Degree—baccalaureate, and
(2) Completion of an approved human relations program, and
(3) Completion of the professional education core. See subrules 13.18(3) and 13.18(4).
c. Content.
(1) Organization and administration of school nurse services including the appraisal of the health

needs of children and youth.
(2) School-community relationships and resources/coordination of school and community

resources to serve the health needs of children and youth.
(3) Knowledge and understanding of the health needs of exceptional children.
(4) Health education.
d. Other. Hold a license as a registered nurse issued by the Iowa board of nursing.
13.28(29) Athletic coach. K-12. An applicant for the coaching endorsement must hold a teacher’s

license with one of the teaching endorsements.
a. Authorization. The holder of this endorsement may serve as a head coach or an assistant coach

in kindergarten and grades one through twelve.
b. Program requirements.
(1) One semester hour college or university course in the structure and function of the human body

in relation to physical activity, and
(2) One semester hour college or university course in human growth and development of children

and youth as related to physical activity, and
(3) Two semester hour college or university course in athletic conditioning, care and prevention of

injuries and first aid as related to physical activity, and
(4) One semester hour college or university course in the theory of coaching interscholastic

athletics.
[ARC 7986B, IAB 7/29/09, effective 9/2/09; ARC 8248B, IAB 11/4/09, effective 10/12/09]
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282—13.29(272) Adding, removing or reinstating a teaching endorsement.
13.29(1) Adding an endorsement. After the issuance of a teaching license, an individual may add

other endorsements to that license upon proper application, provided current requirements for that
endorsement have been met. An updated license with expiration date unchanged from the original or
renewed license will be prepared.

a. Options. To add an endorsement, the applicant must follow one of these options:
(1) Option 1. Receive the Iowa teacher education institution’s recommendation that the current

approved program requirements for the endorsement have been met.
(2) Option 2. Receive verification from the Iowa teacher education institution that the minimum

state requirements for the endorsement have been met in lieu of the institution’s approved program.
(3) Option 3. Receive verification from a state-approved and regionally accredited institution that

the Iowa minimum requirements for the endorsement have been met.
(4) Option 4. Apply for a review of the transcripts by the board of educational examiners’ staff

to determine if all Iowa requirements have been met. The applicant must submit documentation that all
of the Iowa requirements have been met by filing transcripts and supporting documentation for review.
The fee for the transcript evaluation is in 282—Chapter 12. This fee shall be in addition to the fee for
adding the endorsement.

b. Additional requirements for adding an endorsement.
(1) In addition to meeting the requirements listed in rules 282—13.18(272) and 282—13.28(272),

applicants for endorsements shall have completed a methods class appropriate for teaching the general
subject area of the endorsement added.

(2) Practitioners who are adding an elementary or early childhood endorsement and have
not student taught on the elementary or early childhood level shall complete a teaching practicum
appropriate for teaching at the level of the new endorsement.

(3) Practitioners who are adding a secondary teaching endorsement and have not student taught on
the secondary level shall complete a teaching practicum appropriate for teaching at the level of the new
endorsement.

(4) Practitioners holding the K-8 endorsement in the content area of the 5-12 endorsement being
added may satisfy the requirement for the secondary methods class and the teaching practicum by
completing all required coursework and presenting verification of competence. This verification of
competence shall be signed by a licensed evaluator who has observed and formally evaluated the
performance of the applicant at the secondary level. This verification of competence may be submitted
at any time during the term of the Class B license. The practitioner must obtain a Class B license while
practicing with the 5-12 endorsement.

13.29(2) Removal of an endorsement; reinstatement of removed endorsement.
a. Removal of an endorsement. A practitioner may remove an endorsement from the practitioner’s

license as follows:
(1) To remove an endorsement, the practitioner shall meet the following conditions:
1. A practitioner who holds a standard or master educator license is eligible to request removal of

an endorsement from the license if the practitioner has not taught in the subject or assignment area of
the endorsement in the five years prior to the request for removal of the endorsement, and

2. The practitioner must submit a notarized written application form furnished by the board of
educational examiners to remove an endorsement at the time of licensure renewal (licensure renewal is
limited to one calendar year prior to the expiration date of the current license), and

3. The application must be signed by the superintendent or designee in the district in which
the practitioner is under contract. The superintendent’s signature shall serve as notification and
acknowledgment of the practitioner’s intent to remove an endorsement from the practitioner’s license.
The absence of the superintendent’s or designee’s signature does not impede the removal process.

(2) The endorsement shall be removed from the license at the time of application.
(3) If a practitioner is not employed and submits an application, the provisions of

13.29(2)“a”(1)“3” shall not be required.
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(4) If a practitioner submits an application that does not meet the criteria listed in
13.29(2)“a”(1)“1” to “3,” the application will be rendered void and the practitioner will forfeit the
processing fee.

(5) The executive director has the authority to approve or deny the request for removal. Any denial
is subject to the appeal process set forth in rule 282—11.35(272).

b. Reinstatement of a removed endorsement.
(1) If the practitioner wants to add the removed endorsement at a future date, all coursework for the

endorsement must be completed within the five years preceding the application to add the endorsement.
(2) The practitioner must meet the current endorsement requirements when making application.

[ARC 8248B, IAB 11/4/09, effective 10/12/09]

282—13.30(272) Licenses—issue dates, corrections, duplicates, and fraud.
13.30(1) Issue date on original license. A license is valid only from and after the date of issuance.
13.30(2) Correcting licenses. If a licensee notifies board staff of a typographical or clerical error on

the license within 30 days of the date of the board’s mailing of a license, a corrected license shall be
issued without charge to the licensee. If notification of a typographical or clerical error is made more
than 30 days after the date of the board’s mailing of a license, a corrected license shall be issued upon
receipt of the fee for issuance of a duplicate license. For purposes of this rule, typographical or clerical
errors include misspellings, errors in the expiration date of a license, errors in the type of license issued,
and the omission or misidentification of the endorsements for which application was made. A licensee
requesting the addition of an endorsement not included on the initial application must submit a new
application and the appropriate application fee.

13.30(3) Duplicate licenses. Upon application and payment of the fee set out in 282—Chapter 12,
a duplicate license shall be issued.

13.30(4) Fraud in procurement or renewal of licenses. Fraud in procurement or renewal of a license
or falsifying records for licensure purposes will constitute grounds for filing a complaint with the board
of educational examiners.

These rules are intended to implement Iowa Code chapter 272.
Filed 12/23/08, Notice 10/8/08—published 1/14/09, effective 2/18/09]
[Filed 12/24/08, Notice 10/22/08—published 1/14/09, effective 2/18/09]

[Filed ARC 7869B (Notice ARC 7600B, IAB 2/25/09), IAB 6/17/09, effective 7/22/09]
[Filed ARC 7987B (Notice ARC 7751B, IAB 5/6/09), IAB 7/29/09, effective 9/2/09]
[Filed ARC 7986B (Notice ARC 7744B, IAB 5/6/09), IAB 7/29/09, effective 9/2/09]
[Filed ARC 8133B (Notice ARC 7778B, IAB 5/20/09), IAB 9/9/09, effective 10/14/09]
[Filed ARC 8134B (Notice ARC 7860B, IAB 6/17/09), IAB 9/9/09, effective 10/14/09]
[Filed ARC 8138B (Notice ARC 7871B, IAB 6/17/09), IAB 9/9/09, effective 10/14/09]
[Filed ARC 8139B (Notice ARC 7872B, IAB 6/17/09), IAB 9/9/09, effective 10/14/09]

[Filed Emergency ARC 8248B, IAB 11/4/09, effective 10/12/09]
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CHAPTER 14
SPECIAL EDUCATION ENDORSEMENTS
[Prior to 1/14/09, see Educational Examiners Board[282] Ch 15]

282—14.1(272) Special education teaching endorsements.
14.1(1) Program requirements.
a. The applicant must meet the requirement in rules 282—13.1(272) and 282—13.5(272).
b. The applicant must complete pre-student teaching field-based experiences in special education.
c. Student teaching. Each applicant for an Iowa license with a special education instructional

endorsement must file evidence of completing an approved student teaching program in special
education. This experience must be full-time in an approved special education classroom. An approved
special education classroom is one which is recognized by the state in terms of the respective state rules
for special education. This special education student teaching experience shall qualify for each special
education instructional endorsement sought on an original application for Iowa licensure if at the same
grade level.

d. The applicant must meet the requirements to add an endorsement in rule 282—13.29(272).
14.1(2) Adding special education instructional endorsements to Iowa licenses.
a. After the issuance of a practitioner license, an individual may add other special education

instructional endorsements to that license upon proper application provided current requirements for
the specific endorsement(s) have been met.

b. If an applicant is seeking to add a special education instructional endorsement at the same level,
elementary or secondary, as other endorsements held, the student teaching component set out in the rules
for added endorsement areas is not required.

c. If the applicant holds the K-8 special education endorsement for the 5-12 endorsement area
being added, the applicant may satisfy the requirements for the secondary methods class and the student
teaching experience by completing all the required coursework and presenting verification of competence
of teaching a minimum of two years while properly licensed. This verification of competence shall be
signed by a licensed evaluator who has observed and formally evaluated the performance of the applicant
at the secondary level.

d. An updated license with expiration date unchanged from the original or renewed license will
be prepared. Licensure procedures and requirements are set out in 282—Chapter 13.
[ARC 8248B, IAB 11/4/09, effective 10/12/09]

282—14.2(272) Specific requirements.   For each of the following teaching endorsements in special
education, the applicant must have completed 24 semester hours in special education.

14.2(1) Early childhood—special education.
a. This endorsement authorizes instruction at the PK-K level only for instructional special

education programs without regard to the instructional model.
b. The applicant must present evidence of having completed the following program requirements.
(1) Foundations of special education. The philosophical, historical and legal bases for special

education, including the definitions and etiologies of individuals with disabilities, exceptional child,
and including individuals from culturally and linguistically diverse backgrounds.

(2) Characteristics of learners. Preparation which includes an overview of current trends in
educational programming and theories of child development, both typical and atypical; the identification
of pre-, peri-, and postnatal development and factors that affect children’s development and learning.
Identification of specific disabilities, including the etiology, characteristics, and classification of
common disabilities in young children. Application of the knowledge of cultural and linguistic diversity
and the significant sociocultural context for the development of and learning in young children.

(3) Assessment, diagnosis and evaluation. Legal provisions, regulations and guidelines regarding
unbiased assessment and use of psychometric instruments and instructional assessment measures with
individuals with disabilities. Application of assessment results to individualized program development
and management, and the relationship between assessment and placement decisions. Knowledge of
any specialized strategies such as functional behavioral assessment and any specialized terminology
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used in the assessment of various disabling conditions. Assess children’s cognitive, social-emotional,
communication, motor, adaptive, and aesthetic development; and select, adapt, and administer
assessment instruments and procedures for specific sensory and motor disabilities.

(4) Methods and strategies. Methods and strategies which include numerous models to plan and
implement appropriate curricular and instructional practices based on knowledge of individual children,
the family, the community, and curricular goals and content. Select intervention curricula and methods
for children with specific disabilities including motor, sensory, health, communication, social-emotional
and cognitive disabilities. Implement developmentally and functionally appropriate individual and group
activities using a variety of formats; develop and implement an integrated curriculum that focuses on
special education children from birth to age six, and incorporate information and strategies frommultiple
disciplines in the design of intervention strategies. Curricula for the development of cognitive, academic,
social, language and functional life skills for individuals with exceptional learning needs, and related
instructional and remedial methods and techniques, including appropriate assistive technology. This
preparation must include alternatives for teaching skills and strategies to individuals with disabilities
who differ in degree and nature of disability, and the integration of appropriate age- and ability-level
academic instruction.

(5) Managing student behavior and social interaction skills. Preparation in individual behavioral
management, behavioral change strategies, and classroom management theories, methods, and
techniques for individuals with exceptional learning needs. Theories of behavior problems in individuals
with disabilities and the use of nonaversive techniques for the purpose of controlling targeted behavior
and maintaining attention of individuals with disabilities. Design, implement, and evaluate instructional
programs that enhance an individual’s social participation in family, school, and community activities.

(6) Communication and collaborative partnerships. Awareness of the sources of unique services,
networks, and organizations for individuals with disabilities including transitional support. Knowledge
of family systems, family dynamics, parent rights, advocacy, multicultural issues, and communication
to invite and appreciate many different forms of parent involvement. Strategies for working with regular
classroom teachers, support services personnel, paraprofessionals, and other individuals involved in the
educational program. Knowledge of the collaborative and consultative roles of special education teachers
in the integration of individuals with disabilities into the general curriculum and classroom.

(7) Student teaching. Student teaching in a PK-K special education program.
14.2(2) Instructional strategist I: mild and moderate.
a. Option 1—K-8 mild and moderate. This endorsement authorizes instruction in all K-8 mild

and moderate instructional special education programs without regard to the instructional model. An
applicant for this option must complete the following requirement and must hold a regular education
endorsement. See rule 282—13.26(272). The applicant must present evidence of having completed the
following program requirements.

(1) Foundations of special education. The philosophical, historical and legal bases for special
education, including the definitions and etiologies of individuals with disabilities, exceptional child,
and including individuals from culturally and linguistically diverse backgrounds.

(2) Characteristics of learners. Preparation which includes various etiologies of mild and
moderate disabilities, an overview of current trends in educational programming for mild and moderate
disabilities, educational alternatives and related services, and the importance of the multidisciplinary
team in providing more appropriate educational programming, and includes the general developmental,
academic, social, career and functional characteristics of individuals with mild and moderate disabilities
as the characteristics relate to levels of instructional support required, and the psychological and
social-emotional characteristics of individuals with mild and moderate disabilities.

(3) Assessment, diagnosis and evaluation. Legal provisions, regulations and guidelines regarding
unbiased assessment and use of psychometric instruments and instructional assessment measures with
individuals with disabilities. Application of assessment results to individualized program development
and management, and the relationship between assessment and placement decisions. Knowledge of any
specialized strategies such as functional behavioral assessment and any specialized terminology used in
the assessment of various disabling conditions.
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(4) Methods and strategies. Methods and strategies which include numerous models for providing
curricular and instructional methodologies utilized in the education of the mildly and moderately
disabled, and sources of curriculum materials for individuals with disabilities. Curricula for the
development of cognitive, academic, social, language and functional life skills for individuals with
exceptional learning needs, and related instructional and remedial methods and techniques, including
appropriate assistive technology. The focus of these experiences is for students at the K-8 level. This
preparation must include alternatives for teaching skills and strategies to individuals with disabilities
who differ in degree and nature of disability, and the integration of appropriate age- and ability-level
academic instruction.

(5) Managing student behavior and social interaction skills. Preparation in individual behavioral
management, behavioral change strategies, and classroom management theories, methods, and
techniques for individuals with exceptional learning needs. Theories of behavior problems in individuals
with disabilities and the use of nonaversive techniques for the purpose of controlling targeted behavior
and maintaining attention of individuals with disabilities. Design, implement, and evaluate instructional
programs that enhance an individual’s social participation in family, school, and community activities.

(6) Communication and collaborative partnerships. Awareness of the sources of unique services,
networks, and organizations for individuals with disabilities including transitional support. Knowledge
of family systems, family dynamics, parent rights, advocacy, multicultural issues, and communication
to invite and appreciate many different forms of parent involvement. Strategies for working with regular
classroom teachers, support services personnel, paraprofessionals, and other individuals involved in the
educational program. Knowledge of the collaborative and consultative roles of special education teachers
in the integration of individuals with disabilities into the general curriculum and classroom.

(7) Student teaching. Student teaching in a K-8 mild and moderate special education program.
b. Option 2—K-8 mild and moderate. To obtain this endorsement, the applicant must hold a valid

Iowa license with either a K-8 or 5-12 special education instructional endorsement and must meet the
following basic requirements in addition to those set out in paragraph 14.2(2)“a.”

(1) Child growth and development with emphasis on the emotional, physical, and mental
characteristics of elementary age children, unless completed as part of the professional education core.
See rule 282—13.18(272).

(2) Methods and materials for teaching elementary language arts.
(3) Remedial reading.
(4) Elementary curriculum methods and material, unless completed as part of another elementary

level endorsement program (e.g., rule 282—13.26(272) or a similar elementary endorsement program).
(5) Methods and materials for teaching elementary mathematics.
c. Option 1—5-12 mild and moderate. This endorsement authorizes instruction in all 5-12 mild

and moderate instructional special education programs without regard to the instructional model. An
applicant for this option must complete the following requirements and must hold a regular education
endorsement. See rule 282—13.28(272). The applicant must present evidence of having completed the
following program requirements.

(1) Foundations of special education. The philosophical, historical and legal bases for special
education, including the definitions and etiologies of individuals with disabilities, exceptional child,
and including individuals from culturally and linguistically diverse backgrounds.

(2) Characteristics of learners. Preparation which includes various etiologies of mild and
moderate disabilities, an overview of current trends in educational programming for mild and moderate
disabilities, educational alternatives and related services, and the importance of the multidisciplinary
team in providing more appropriate educational programming, and includes the general developmental,
academic, social, career and functional characteristics of individuals with mild and moderate disabilities
as the characteristics relate to levels of instructional support required, and the psychological and
social-emotional characteristics of individuals with mild and moderate disabilities.

(3) Assessment, diagnosis and evaluation. Legal provisions, regulations and guidelines regarding
unbiased assessment and use of psychometric instruments and instructional assessment measures with
individuals with disabilities. Application of assessment results to individualized program development
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and management, and the relationship between assessment and placement decisions. Knowledge of any
specialized strategies such as functional behavioral assessment and any specialized terminology used in
the assessment of various disabling conditions.

(4) Methods and strategies. Methods and strategies which include numerous models for providing
curricular and instructional methodologies utilized in the education of the mildly and moderately
disabled, and sources of curriculum materials for individuals with disabilities. Curricula for the
development of cognitive, academic, social, language and functional life skills for individuals with
exceptional learning needs, and related instructional and remedial methods and techniques, including
appropriate assistive technology. The focus of these experiences is for students at the 5-12 level. This
preparation must include alternatives for teaching skills and strategies to individuals with disabilities
who differ in degree and nature of disability, and the integration of appropriate age- and ability-level
academic instruction.

(5) Managing student behavior and social interaction skills. Preparation in individual behavioral
management, behavioral change strategies, and classroom management theories, methods, and
techniques for individuals with exceptional learning needs. Theories of behavior problems in individuals
with disabilities and the use of nonaversive techniques for the purpose of controlling targeted behavior
and maintaining attention of individuals with disabilities. Design, implement, and evaluate instructional
programs that enhance an individual’s social participation in family, school, and community activities.

(6) Communication and collaborative partnerships. Awareness of the sources of unique services,
networks, and organizations for individuals with disabilities including transitional support. Knowledge
of family systems, family dynamics, parent rights, advocacy, multicultural issues, and communication
to invite and appreciate many different forms of parent involvement. Strategies for working with regular
classroom teachers, support services personnel, paraprofessionals, and other individuals involved in the
educational program. Knowledge of the collaborative and consultative roles of special education teachers
in the integration of individuals with disabilities into the general curriculum and classroom.

(7) Transitional collaboration. Sources of services, organizations, and networks for individuals
with mild and moderate disabilities, including career, vocational and transitional support to postschool
settings with maximum opportunities for decision making and full participation in the community.

(8) Student teaching. Student teaching in a 5-12 mild and moderate special education program.
d. Option 2—5-12 mild and moderate. To obtain this endorsement, the applicant must hold a valid

Iowa license with either a K-8 or 5-12 special education instructional endorsement and must meet the
following basic requirements in addition to those set out in paragraph 14.2(2)“c.”

(1) Adolescent growth and development with emphasis on the emotional, physical, and mental
characteristics of adolescent age children, unless completed as part of the professional education core.
See rule 282—13.18(272).

(2) Adolescent reading or secondary content area reading.
(3) Secondary or adolescent reading diagnosis and remediation.
(4) Methods and materials for teaching adolescents with mathematics difficulties or mathematics

for the secondary level special education teacher.
(5) Secondary methods unless completed as part of the professional education core. See

282—paragraph 13.18(4)“l.”
14.2(3) Instructional strategist II: behavior disorders/learning disabilities. This endorsement

authorizes instruction in programs serving students with behavior disorders and learning disabilities
from age 5 to age 21 (and to a maximum allowable age in accordance with Iowa Code section 256B.8).
The applicant must present evidence of having completed the following program requirements.

a. Foundations of special education. The philosophical, historical and legal bases for special
education, including the definitions and etiologies of individuals with disabilities, exceptional child,
and including individuals from culturally and linguistically diverse backgrounds.

b. Characteristics of learners. Preparation which includes various etiologies of behavior
disorders and learning disabilities, an overview of current trends in educational programming
for students with behavior disorders and learning disabilities, educational alternatives and related
services, and the importance of the multidisciplinary team in providing more appropriate educational



IAC 11/4/09 Educational Examiners[282] Ch 14, p.5

programming from age 5 to age 21. Preparation in the social, emotional and behavioral characteristics of
individuals with behavior disorders and learning disabilities including the impact of such characteristics
on classroom learning as well as associated domains such as social functioning and at-risk behaviors
which may lead to involvement with the juvenile justice or mental health system. Preparation in the
psychological and social-emotional characteristics of individuals with behavior disorders and learning
disabilities must include the major social characteristics of individuals with behavior disorders and the
effects of dysfunctional behavior on learning, and the social and emotional aspects of individuals with
learning disabilities including social imperceptiveness and juvenile delinquency. Physical development,
physical disability and health impairments as they relate to the development and behavior of students
with behavior disorders and the medical factors influencing individuals with learning disabilities,
including intelligence, perception, memory and language development.

c. Assessment, diagnosis and evaluation. Legal provisions, regulations and guidelines regarding
unbiased assessment and use of psychometric instruments and instructional assessment measures with
individuals with disabilities. Application of assessment results to individualized program development
and management, and the relationship between assessment and placement decisions. Knowledge of any
specialized strategies such as functional behavioral assessment and any specialized terminology used in
the assessment of various disabling conditions.

d. Methods and strategies. Methods and strategies which include numerous models for providing
curricular and instructional methodologies utilized in the education of behavior and learning disabled
students, and sources of curriculum materials for individuals with disabilities. Curricula for the
development of cognitive, academic, social, language and functional life skills for individuals with
exceptional learning needs, and related instructional and remedial methods and techniques, including
appropriate assistive technology. The focus of these experiences is for students at all levels from age
5 to age 21. This preparation must include alternatives for teaching skills and strategies to individuals
with disabilities who differ in degree and nature of disability, and the integration of appropriate age-
and ability-level academic instruction.

e. Managing student behavior and social interaction skills. Preparation in individual behavioral
management, behavioral change strategies, and classroom management theories, methods, and
techniques for individuals with exceptional learning needs. Theories of behavior problems in individuals
with disabilities and the use of nonaversive techniques for the purpose of controlling targeted behavior
and maintaining attention of individuals with disabilities. Design, implement, and evaluate instructional
programs that enhance an individual’s social participation in family, school, and community activities.

f. Communication and collaborative partnerships. Awareness of the sources of unique services,
networks, and organizations for individuals with disabilities including transitional support. Knowledge
of family systems, family dynamics, parent rights, advocacy, multicultural issues, and communication
to invite and appreciate many different forms of parent involvement. Strategies for working with regular
classroom teachers, support services personnel, paraprofessionals, and other individuals involved in the
educational program. Knowledge of the collaborative and consultative roles of special education teachers
in the integration of individuals with disabilities into the general curriculum and classroom.

g. Transitional collaboration. Sources of services, organizations, and networks for individuals
with behavior and learning disabilities, including career, vocational and transitional support to postschool
settings with maximum opportunities for decision making and full participation in the community.

h. Student teaching. Student teaching in programs across the age levels of this endorsement. If
the student teaching program has a unique age-level emphasis (e.g., K-8 or 5-12), there must be planned
activities which incorporate interactive experiences at the other age level.

14.2(4) Instructional strategist II: mental disabilities. This endorsement authorizes instruction in
programs serving students with mental disabilities from age 5 to age 21 (and to a maximum allowable
age in accordance with Iowa Code section 256B.8). The applicant must present evidence of having
completed the following program requirements.

a. Foundations of special education. The philosophical, historical and legal bases for special
education, including the definitions and etiologies of individuals with disabilities, exceptional child,
and including individuals from culturally and linguistically diverse backgrounds.
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b. Characteristics of learners. Preparation which includes various etiologies of mental
disabilities, an overview of current trends in educational programming for students with mental
disabilities, educational alternatives and related services, and the importance of the multidisciplinary
team in providing more appropriate educational programming from age 5 to age 21. Preparation
must also provide for an overview of the general developmental, academic, social, career and
functional characteristics of individuals with mental disabilities as the characteristics relate to levels
of instructional support required. This preparation must include the causes and theories of intellectual
disabilities and implications and preventions; the psychological characteristics of students with mental
and developmental disabilities, including cognition, perception, memory, and language development;
medical complications and implications for student support needs, including seizure management,
tube feeding, catheterization and CPR; and the medical aspects of intellectual disabilities and their
implications for learning. The social-emotional aspects of mental disabilities, including adaptive
behavior, social competence, social isolation and learned helplessness.

c. Assessment, diagnosis and evaluation. Legal provisions, regulations and guidelines regarding
unbiased assessment and use of psychometric instruments and instructional assessment measures with
individuals with disabilities. Application of assessment results to individualized program development
and management, and the relationship between assessment and placement decisions. Knowledge of any
specialized strategies such as functional behavioral assessment and any specialized terminology used in
the assessment of various disabling conditions.

d. Methods and strategies. Methods and strategies which include numerous models for providing
curricular and instructional methodologies utilized in the education of mentally disabled students, and
sources of curriculum materials for individuals with disabilities. Curricula for the development of
cognitive, academic, social, language and functional life skills for individuals with exceptional learning
needs, and related instructional and remedial methods and techniques. The focus of these experiences
is for students at all levels from age 5 to age 21. This preparation must include alternatives for teaching
skills and strategies to individuals with disabilities who differ in degree and nature of disability, and
the integration of appropriate age- and ability-level academic instruction. Proficiency in adapting
age-appropriate curriculum to facilitate instruction within the general education setting, to include
partial participation of students in tasks, skills facilitation, collaboration, and support from peers with
and without disabilities; the ability to select and use augmentative and alternative communications
methods and systems. An understanding of the impact of speech-language development on behavior
and social interactions. Approaches to create positive learning environments for individuals with
special needs and approaches to utilize assistive devices for individuals with special needs. The
design and implementation of age-appropriate instruction based on the adaptive skills of students with
mental disabilities; integrate selected related services into the instructional day of students with mental
disabilities. Knowledge of culturally responsive functional life skills relevant to independence in the
community, personal living, and employment. Use of appropriate physical management techniques
including positioning, handling, lifting, relaxation, and range of motion and the use and maintenance of
orthotic, prosthetic, and adaptive equipment effectively.

e. Managing student behavior and social interaction skills. Preparation in individual behavioral
management, behavioral change strategies, and classroom management theories, methods, and
techniques for individuals with exceptional learning needs. Theories of behavior problems in
individuals with mental disabilities and the use of nonaversive techniques for the purpose of controlling
targeted behavior and maintaining attention of individuals with disabilities. Design, implement, and
evaluate instructional programs that enhance an individual’s social participation in family, school, and
community activities.

f. Communication and collaborative partnerships. Awareness of the sources of unique services,
networks, and organizations for individuals with disabilities including transitional support. Knowledge
of family systems, family dynamics, parent rights, advocacy, multicultural issues, and communication
to invite and appreciate many different forms of parent involvement. Strategies for working with regular
classroom teachers, support services personnel, paraprofessionals, and other individuals involved in the
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educational program. Knowledge of the collaborative and consultative roles of special education teachers
in the integration of individuals with disabilities into the general curriculum and classroom.

g. Transitional collaboration. Sources of services, organizations, and networks for individuals
with mental disabilities, including career, vocational and transitional support to postschool settings with
maximum opportunities for decision making and full participation in the community.

h. Student teaching. Student teaching in programs across the age levels of this endorsement. If
the student teaching program has a unique age-level emphasis (e.g., K-8 or 5-12), there must be planned
activities which incorporate interactive experiences at the other age level.

14.2(5) Instructional strategist II: physical disabilities. This endorsement authorizes instruction in
programs serving students with physical disabilities from age 5 to age 21 (and to a maximum allowable
age in accordance with Iowa Code section 256B.8). The applicant must present evidence of having
completed the following program requirements.

a. Foundations of special education. The philosophical, historical and legal bases for special
education, including the definitions and etiologies of individuals with disabilities, exceptional child,
and including individuals from culturally and linguistically diverse backgrounds.

b. Characteristics of learners. Preparation which includes various etiologies and characteristics
of physical disabilities across the life span, secondary health care issues that accompany specific physical
disabilities, an overview of current trends in educational programming for students with physical
disabilities, educational alternatives and related services, and the importance of the multidisciplinary
team in providing more appropriate educational programming from age 5 to age 21. Preparation must
also provide for an overview of the general developmental, academic, social, career and functional
characteristics of individuals with physical disabilities as the characteristics relate to levels of
instructional support required.

c. Assessment, diagnosis and evaluation. Legal provisions, regulations and guidelines regarding
unbiased assessment and use of psychometric instruments and instructional assessment measures with
individuals with disabilities. Application of assessment results to individualized program development
and management, and the relationship between assessment and placement decisions. Knowledge of any
specialized strategies such as functional behavioral assessment and any specialized terminology used in
the assessment of various disabling conditions.

d. Methods and strategies.
(1) Methods and strategies which include numerous models for providing curricular and

instructional methodologies utilized in the education of physically disabled students, and sources of
curriculum materials for individuals with disabilities. Curricula for the development of cognitive,
academic, social, language and functional life skills for individuals with exceptional learning needs,
and related instructional and remedial methods and techniques. The focus of these experiences is for
students at all levels from age 5 to age 21. This preparation must include alternatives for teaching
skills and strategies to individuals with disabilities who differ in degree and nature of disability, and the
integration of appropriate age- and ability-level academic instruction.

(2) Research-supported instructional practices, strategies, and adaptations necessary to
accommodate the physical and communication characteristics of students with physical disabilities,
including appropriate assistive technology and alternative positioning to permit students with physical
disabilities full participation and access to the general curriculum as well as social environments.
Design and implement an instructional program that addresses instruction in independent living skills,
vocational skills, and career education for students with physical disabilities and instructional strategies
for medical self-management procedures by students.

e. Managing student behavior and social interaction skills. Preparation in individual behavioral
management, behavioral change strategies, and classroom management theories, methods, and
techniques for individuals with exceptional learning needs. Theories of behavior problems in individuals
with physical disabilities and the use of nonaversive techniques for the purpose of controlling
targeted behavior and maintaining attention of individuals with disabilities. Design, implement, and
evaluate instructional programs that enhance an individual’s social participation in family, school, and
community activities.



Ch 14, p.8 Educational Examiners[282] IAC 11/4/09

f. Communication and collaborative partnerships. Awareness of the sources of unique services,
networks, and organizations for individuals with disabilities including transitional support. Knowledge
of family systems, family dynamics, parent rights, advocacy, multicultural issues, and communication
to invite and appreciate many different forms of parent involvement. Strategies for working with regular
classroom teachers, support services personnel, paraprofessionals, and other individuals involved in the
educational program. Knowledge of the collaborative and consultative roles of special education teachers
in the integration of individuals with disabilities into the general curriculum and classroom.

g. Transitional collaboration. Sources of services, organizations, and networks for individuals
with physical disabilities, including career, vocational and transitional support to postschool settings
with maximum opportunities for decision making and full participation in the community.

h. Student teaching. Student teaching in programs across the age levels of this endorsement. If
the student teaching program has a unique age-level emphasis (e.g., K-8 or 5-12), there must be planned
activities which incorporate interactive experiences at the other age level.

14.2(6) K-8 mildly disabled endorsement. This endorsement authorizes instruction to mildly
disabled children who require special education program adaptations while assigned to a regular
classroom for basic instructional purposes, or mildly disabled students placed in a special education
class who receive part of their instruction in a regular classroom, or mildly disabled students requiring
specially designed instruction while assigned to a regular classroom for basic instructional purposes.
To fulfill the requirements for this endorsement, the applicant must:

a. Hold a regular education instruction endorsement at the elementary level. For the elementary
level, this is the general elementary classroom endorsement.

b. Hold one of the following endorsements at the elementary level: learning disabilities,
mild to moderate mentally handicapped, behavioral disorders, multicategorical resource room or
multicategorical-special class with integration.

14.2(7) 5-12 mildly disabled endorsement. This endorsement authorizes instruction to mildly
disabled children who require special education program adaptations while assigned to a regular
classroom for basic instructional purposes, or mildly disabled students placed in a special education
class who receive part of their instruction in a regular classroom, or mildly disabled students requiring
specially designed instruction while assigned to a regular classroom for basic instructional purposes.
To fulfill the requirements for this endorsement, the applicant must:

a. Hold a regular education instruction endorsement at the secondary level (grades 5-12).
b. Hold one of the following endorsements at the secondary level: learning disabilities,

mild to moderate mentally handicapped, behavioral disorders, multicategorical resource room or
multicategorical-special class with integration.

NOTE: These endorsements are designed for programs serving primarily mildly disabled students;
the sensory impaired are not included as “mildly disabled.”

14.2(8) Deaf or hard of hearing endorsement.
a. Option 1. This endorsement authorizes instruction in programs serving students with hearing

loss from birth to age 21 (and to a maximum allowable age in accordance with Iowa Code section
256B.8). An applicant for this option must complete the following requirements and must have
completed an approved program in teaching the deaf or hard of hearing from a recognized Iowa or non-
Iowa institution and must hold a regular education endorsement. See 282—Chapter 13.

(1) Foundations of special education. The philosophical, historical and legal bases for special
education, including the definitions and etiologies of individuals with disabilities, and including
individuals from culturally and linguistically diverse backgrounds.

(2) Characteristics of learners. Preparation which includes various etiologies of hearing loss, an
overview of current trends in educational programming for students with hearing loss and educational
alternatives and related services, and the importance of the multidisciplinary team in providing more
appropriate educational programming from birth to age 21. Preparation in the social, emotional and
behavioral characteristics of individuals with hearing loss, including the impact of such characteristics
on classroom learning. Knowledge of the anatomy and physiology of the hearing mechanism and
knowledge of the development of secondary senses when hearing is impaired, effect of hearing loss on
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learning experiences, psychological aspects of hearing loss, and effects of medications on the hearing
system. Preparation in the psychological and social-emotional characteristics of individuals with
hearing loss to include the major social characteristics of individuals with hearing loss and the effects
of this disability on learning, and the social and emotional aspects of individuals with hearing loss.
Physical development and potential health impairments as they relate to the development and behavior
of students with hearing loss. Components of linguistic and nonlinguistic communication used by
individuals who are deaf or hard-of-hearing and communication modes used by and with individuals
who are deaf or hard-of-hearing, including current theories of language development in individuals
who are deaf or hard-of-hearing.

(3) Assessment, diagnosis and evaluation. Legal provisions, regulations and guidelines regarding
unbiased assessment and use of psychometric instruments and instructional assessment measures with
individuals with disabilities, including necessary alternative assessment techniques arising out of the
nature of the disability and medical reports and other related diagnostic information. Application
of assessment results to individualized program development and management, and the relationship
between assessment and placement decisions. Knowledge of any specialized strategies such as
functional behavioral assessment and any specialized terminology used in the assessment of various
disabling conditions.

(4) Methods and strategies. Methods and strategies which include numerous models for providing
curricular and instructional methodologies utilized in the education of students who are deaf or
hard-of-hearing and sources of specialized materials for individuals who are deaf or hard-of-hearing.
These strategies must include knowledge of teaching academic subjects and language and speech to
students who are deaf or hard-of-hearing and have knowledge of American Sign Language. Curricula
for the development of cognitive, academic, social, language and functional life skills for individuals
who are deaf or hard-of-hearing, and related instructional and remedial methods and techniques,
including appropriate assistive technology. The focus of these experiences is for students at all levels
from birth to age 21. This preparation must include alternatives for teaching skills and strategies to
individuals who are deaf or hard-of-hearing who differ in degree and nature of disability, and the
integration of appropriate age- and ability-level academic instruction. Strategies for teaching technology
skills and other instructional aids for students who are deaf or hard-of-hearing.

(5) Managing student behavior and social interaction skills. Preparation in individual behavioral
management, behavioral change strategies, and classroom management theories, methods, and
techniques for individuals with exceptional learning needs. Theories of behavior problems in individuals
with disabilities and the use of nonaversive techniques for the purpose of controlling targeted behavior
and maintaining attention of individuals with disabilities. Design, implement, and evaluate instructional
programs that enhance an individual’s social participation in family, school, and community activities.

(6) Communication and collaborative partnerships. Awareness of the sources of unique services,
networks, and organizations for individuals with disabilities, including transitional support. Knowledge
of family systems, family dynamics, parent rights, advocacy, multicultural issues, and communication
to invite and appreciate many different forms of parent involvement. Strategies for working with regular
classroom teachers, support services personnel, paraprofessionals, and other individuals involved in the
educational program. Knowledge of the collaborative and consultative roles of special education teachers
in the integration of individuals with disabilities into the general curriculum and classroom.

(7) Transitional collaboration. Sources of services, organizations, and networks for individuals
who are deaf or hard-of-hearing, including career, vocational and transitional support to postschool
settings with maximum opportunities for decision making and full participation in the community.

(8) Student teaching. Student teaching in programs across the age levels of this endorsement. If
the student teaching program has a unique age-level emphasis (e.g., K-8 or 5-12), there must be planned
activities which incorporate interactive experiences at the other age level.

b. Option 2. An applicant who holds an endorsement in deaf or hard of hearing issued in another
state or who is eligible for such an endorsement but who does not also hold or is not eligible for a regular
education endorsement in Iowa (see 282—Chapter 13) must meet the following basic requirements in
addition to those set out in paragraph 14.2(8)“a.”
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(1) Child growth and development with emphasis on the emotional, physical, and mental
characteristics of elementary age children unless completed as part of the professional education core.
See 282—Chapter 13.

(2) Methods and materials of teaching elementary language arts.
(3) Methods and materials of teaching elementary reading.
(4) Elementary curriculum methods and materials unless completed as part of another elementary

level endorsement program (e.g., rule 282—13.26(272) or a similar elementary endorsement program).
(5) Methods and materials of teaching elementary mathematics.
(6) Adolescent growth and development with emphasis on the emotional, physical, and mental

characteristics of adolescent age children unless completed as part of the professional education core.
See 282—subrule 13.18(4).

(7) Adolescent literacy or secondary content area reading.
(8) Secondary methods unless completed as part of the professional education core. See 282—

paragraph 13.18(4)“l.”
14.2(9) Visually disabled endorsement.
a. Option 1. This endorsement authorizes instruction in programs serving students with visual

disabilities from birth to age 21 (and to a maximum allowable age in accordance with Iowa Code
section 256B.8). An applicant for this option must complete the following requirements and must have
completed an approved program in visual disabilities from a recognized Iowa or non-Iowa institution
and must hold a regular education endorsement. See 282—Chapter 13.

(1) Foundations of special education. The philosophical, historical and legal bases for special
education, including the definitions and etiologies of individuals with disabilities, and including
individuals from culturally and linguistically diverse backgrounds.

(2) Characteristics of learners. Preparation which includes various etiologies of visual impairment,
an overview of current trends in educational programming for students with visual disabilities and
educational alternatives and related services, and the importance of the multidisciplinary team in
providing more appropriate educational programming from birth to age 21. Preparation in the social,
emotional and behavioral characteristics of individuals with visual disabilities, including the impact of
such characteristics on classroom learning. Development of the human visual system, development
of secondary senses when vision is impaired, effect of visual disability on development, impact of
visual disability on learning and experiences, psychological aspects of visual disability, and effects of
medications on the visual system. Preparation in the psychological and social-emotional characteristics
of individuals with visual disabilities to include the major social characteristics of individuals with
visual disabilities and the effects of this disability on learning, and the social and emotional aspects
of individuals with visual disabilities. Physical development and potential health impairments as they
relate to the development and behavior of students with visual disabilities.

(3) Assessment, diagnosis and evaluation. Legal provisions, regulations and guidelines regarding
unbiased assessment and use of psychometric instruments and instructional assessment measures with
individuals with disabilities, including necessary alternative assessment techniques arising out of the
nature of the disability and medical reports and other related diagnostic information. Application
of assessment results to individualized program development and management, and the relationship
between assessment and placement decisions. Knowledge of any specialized strategies such as
functional behavioral assessment and any specialized terminology used in the assessment of various
disabling conditions.

(4) Methods and strategies. Methods and strategies which include numerous models for providing
curricular and instructional methodologies utilized in the education of visually disabled students
and sources of curriculum materials for individuals with disabilities. These strategies must include
knowledge of teaching Braille reading and writing, the skill in teaching handwriting and signature
writing to individuals with low vision or who are blind, listening and compensatory auditory skills
and typing and keyboarding skills. Curricula for the development of cognitive, academic, social,
language and functional life skills for individuals with visual disabilities, and related instructional
and remedial methods and techniques, including appropriate assistive technology. The focus of these
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experiences is for students at all levels from birth to age 21. This preparation must include alternatives
for teaching skills and strategies to individuals with visual disabilities who differ in degree and nature of
disability, and the integration of appropriate age- and ability-level academic instruction. Strategies for
teaching technology skills, other instructional aids for visually disabled students, strategies for teaching
organization and study skills, tactual and perceptual skills, adapted physical and recreational skills and
strategies for promoting self-advocacy in individuals with visual disabilities and for structured pre-cane
orientation and mobility assessment and instruction.

(5) Managing student behavior and social interaction skills. Preparation in individual behavioral
management, behavioral change strategies, and classroom management theories, methods, and
techniques for individuals with exceptional learning needs. Theories of behavior problems in individuals
with disabilities and the use of nonaversive techniques for the purpose of controlling targeted behavior
and maintaining attention of individuals with disabilities. Design, implement, and evaluate instructional
programs that enhance an individual’s social participation in family, school, and community activities.

(6) Communication and collaborative partnerships. Awareness of the sources of unique services,
networks, and organizations for individuals with disabilities, including transitional support. Knowledge
of family systems, family dynamics, parent rights, advocacy, multicultural issues, and communication
to invite and appreciate many different forms of parent involvement. Strategies for working with regular
classroom teachers, support services personnel, paraprofessionals, and other individuals involved in the
educational program. Knowledge of the collaborative and consultative roles of special education teachers
in the integration of individuals with disabilities into the general curriculum and classroom.

(7) Transitional collaboration. Sources of services, organizations, and networks for individuals
with visual disabilities, including career, vocational and transitional support to postschool settings with
maximum opportunities for decision making and full participation in the community.

(8) Student teaching. Student teaching in programs across the age levels of this endorsement. If
the student teaching program has a unique age-level emphasis (e.g., K-8 or 5-12), there must be planned
activities which incorporate interactive experiences at the other age level.

b. Option 2. An applicant who holds an endorsement for visually disabled issued in another state
or who is eligible for such an endorsement but who does not also hold or is not eligible for a regular
education endorsement in Iowa (see 282—Chapter 13) must meet the following basic requirements in
addition to those set out in paragraph 14.2(9)“a.”

(1) Child growth and development with emphasis on the emotional, physical, and mental
characteristics of elementary age children unless completed as part of the professional education core.
See 282—Chapter 13.

(2) Methods and materials of teaching elementary language arts.
(3) Methods and materials of teaching elementary reading.
(4) Elementary curriculum methods and materials unless completed as part of another elementary

level endorsement program (e.g., rule 282—13.26(272) or a similar elementary endorsement program).
(5) Methods and materials of teaching elementary mathematics.
(6) Adolescent growth and development with emphasis on the emotional, physical, and mental

characteristics of adolescent age children unless completed as part of the professional education core.
See 282—subrule 13.18(4).

(7) Adolescent literacy or secondary content area reading.
(8) Secondary methods unless completed as part of the professional education core. See

282—paragraph 13.18(4)“l.”
These rules are intended to implement Iowa Code chapter 272.

[Filed 12/24/08, Notice 10/22/08—published 1/14/09, effective 2/18/09]
[Filed Emergency ARC 8248B, IAB 11/4/09, effective 10/12/09]
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CHAPTER 18
ISSUANCE OF ADMINISTRATOR LICENSES AND ENDORSEMENTS

[Prior to 1/14/09, see Educational Examiners Board[282] Ch 14]

282—18.1(272) All applicants desiring an Iowa administrator license.   Administrator licenses are
issued upon application filed on a form provided by the board of educational examiners and upon
completion of the following:

18.1(1) National criminal history background check. An initial applicant will be required to submit
a completed fingerprint packet that accompanies the application to facilitate a national criminal history
background check. The fee for the evaluation of the fingerprint packet will be assessed to the applicant.

18.1(2) Iowa division of criminal investigation background check. An Iowa division of criminal
investigation background check will be conducted on initial applicants. The fee for the evaluation of the
DCI background check will be assessed to the applicant.

18.1(3) Temporary permits. The executive director may issue a temporary permit to an applicant for
any type of license, certification, or authorization issued by the board, after receipt of a fully completed
application, including certification from the applicant of completion of the Praxis II examination, if
required; determination that the applicant meets all applicable prerequisites for issuance of the license,
certification, or authorization; and satisfactory evaluation of the Iowa criminal history background check.
The temporary permit shall serve as evidence of the applicant’s authorization to hold a position in Iowa
schools, pending the satisfactory completion of the national criminal history background check and the
board’s receipt of verification of completion of the Praxis II examination. The temporary permit shall
expire upon issuance of the requested license, certification, or authorization or 90 days from the date of
issuance of the permit, whichever occurs first, unless the temporary permit is extended upon a finding of
good cause by the executive director.

282—18.2(272) Applicants from recognized Iowa institutions.   An applicant for initial licensure shall
complete the administrator preparation program from a recognized Iowa institution or an alternative
program recognized by the Iowa board of educational examiners. A recognized Iowa institution is one
which has its program of preparation approved by the state board of education according to standards
established by said board, or an alternative program recognized by the state board of educational
examiners. Applicants shall complete the requirements set out in rule 282—18.1(272) and shall also
have the recommendation for the specific license and endorsement(s) or the specific endorsement(s)
from the designated recommending official at the recognized education institution where the preparation
was completed.

282—18.3(272) Applicants from recognized non-Iowa institutions.   Rescinded IAB 9/9/09, effective
10/14/09.

282—18.4(272) General requirements for an administrator license.
18.4(1) Eligibility. Applicants for the administrator license must first comply with the requirements

for all Iowa practitioners set out in 282—Chapter 13. Additionally, the requirements of rules
282—13.2(272) and 282—13.3(272) and the license-specific requirements set forth under each license
must be met before an applicant is eligible for an administrator license.

18.4(2) Specific requirements for an initial administrator license. An initial administrator license
valid for one year may be issued to an applicant who:

a. Is the holder of or is eligible for a standard license; and
b. Has three years of teaching experience; and
c. Has completed a state-approved PK-12 principal and PK-12 supervisor of special education

program (see subrule 18.9(1)); and
d. Is assuming a position as a PK-12 principal and PK-12 supervisor of special education (see

subrule 18.9(1)) for the first time or has two years of out-of-state or nonpublic administrative experience;
and

e. Has completed an approved human relations component; and
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f. Has completed an exceptional learner component; and
g. Has completed an evaluator approval program.

[ARC 8248B, IAB 11/4/09, effective 10/12/09]

282—18.5(272) Specific requirements for a professional administrator license.   A professional
administrator license valid for five years may be issued to an applicant who:

18.5(1) Completes the requirements in 18.4(2)“a” to “g”; and
18.5(2) Successfully meets each standard listed below:
a. Shared vision. An educational leader promotes the success of all students by facilitating the

development, articulation, implementation, and stewardship of a vision of learning that is shared and
supported by the school community. The administrator:

(1) In collaboration with others, uses appropriate data to establish rigorous, concrete goals in the
context of student achievement and instructional programs.

(2) Uses research and best practices in improving the educational program.
(3) Articulates and promotes high expectations for teaching and learning.
(4) Aligns and implements the educational programs, plans, actions, and resources with the

district’s vision and goals.
(5) Provides leadership for major initiatives and change efforts.
(6) Communicates effectively to various stakeholders regarding progress with school improvement

plan goals.
b. Culture of learning. An educational leader promotes the success of all students by advocating,

nurturing and sustaining a school culture and instructional program conducive to student learning and
staff professional development. The administrator:

(1) Provides leadership for assessing, developing and improving climate and culture.
(2) Systematically and fairly recognizes and celebrates accomplishments of staff and students.
(3) Provides leadership, encouragement, opportunities and structure for staff to continually design

more effective teaching and learning experiences for all students.
(4) Monitors and evaluates the effectiveness of curriculum, instruction and assessment.
(5) Evaluates staff and provides ongoing coaching for improvement.
(6) Ensures that staff members have professional development that directly enhances their

performance and improves student learning.
(7) Uses current research and theory about effective schools and leadership to develop and revise

the administrator’s professional growth plan.
(8) Promotes collaboration with all stakeholders.
(9) Is easily accessible and approachable to all stakeholders.
(10) Is highly visible and engaged in the school community.
(11) Articulates the desired school culture and shows evidence about how it is reinforced.
c. Management. An educational leader promotes the success of all students by ensuring

management of the organization, operations and resources for a safe, efficient and effective learning
environment. The administrator:

(1) Complies with state and federal mandates and local board policies.
(2) Recruits, selects, inducts, and retains staff to support quality instruction.
(3) Addresses current and potential issues in a timely manner.
(4) Manages fiscal and physical resources responsibly, efficiently, and effectively.
(5) Protects instructional time by designing and managing operational procedures to maximize

learning.
(6) Communicates effectively with both internal and external audiences about the operations of the

school.
d. Family and community. An educational leader promotes the success of all students by

collaborating with families and community members, responding to diverse community interests and
needs, and mobilizing community resources. The administrator:
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(1) Engages family and community by promoting shared responsibility for student learning and
support of the education system.

(2) Promotes and supports a structure for family and community involvement in the education
system.

(3) Facilitates the connections of students and families to the health and social services that support
a focus on learning.
[ARC 8248B, IAB 11/4/09, effective 10/12/09]

282—18.6(272) Specific requirements for an administrator exchange license.   An applicant seeking
Iowa licensure who completes an administrator preparation program from a recognized non-Iowa
institution shall verify the requirements of rules 282—18.1(272) and 282—18.4(272) through traditional
course-based preparation program and transcript review. A recognized non-Iowa administrator
preparation institution is one that is state-approved and is accredited by the regional accrediting agency
for the territory in which the institution is located.

18.6(1) Specific requirements. A one-year nonrenewable administrator exchange license may be
issued to an individual who completes the requirements in paragraphs 18.4(2)“a” through “f” and
satisfies the following:

a. Has completed a state-approved, regionally accredited administrator preparation program in
a college or university approved by the state board of education or the state licensing agency in the
individual’s preparation state; and

b. Has the recommendation for the specific license and endorsement(s) from the designated
recommending official at the recognized non-Iowa institution where the preparation was completed; and

c. Holds and submits a copy of a valid regular administrator certificate or license in the state
in which the preparation was completed, exclusive of a temporary, emergency or substitute license or
certificate; and

d. Meets the experience requirements for the administrator endorsement(s). Verified successful
completion of three years of full-time teaching experience in other states, on a valid license, shall
be considered equivalent experience necessary for the principal endorsement. Verified successful
completion of six years of full-time teaching and administrative experience in other states, on a valid
license, shall be considered equivalent experience for the superintendent endorsement provided that at
least three years were as a teacher and at least three years were as a building principal or other PK-12
districtwide administrator; and

e. Is not subject to any pending disciplinary proceedings in any state; and
f. Complies with all requirements with regard to application processes and payment of licensure

fees.
18.6(2) Authorization. Each exchange license shall be limited to the area(s) and level(s) of

administration as determined by an analysis of the application, the transcripts, and the license or
certificate held in the state in which the basic preparation for the administrator licensure was completed.

18.6(3) Conversion. Each individual receiving the one-year exchange license must complete any
identified licensure deficiencies in order to be eligible for a professional administrator license in Iowa.
[ARC 8141B, IAB 9/9/09, effective 10/14/09]

282—18.7(272) Specific requirements for a Class A license.   A nonrenewable Class A license valid
for one year may be issued to an individual who has completed an administrator preparation program
under any one of the following conditions:

18.7(1) Professional core requirements. The individual has not completed all of the required courses
in the professional core, 282—paragraphs 13.18(4)“a” through “j.”

18.7(2) Human relations component. The individual has not completed an approved human relations
component.

18.7(3) Recency. The individual meets the requirement(s) for a valid license, but has had fewer
than 160 days of teaching experience during the five-year period immediately preceding the date of
application or has not completed six semester hours of college credit from a recognized institution within
the five-year period. To obtain the desired license, the applicant must complete recent credits and, where



Ch 18, p.4 Educational Examiners[282] IAC 11/4/09

recent credits are required, these credits shall be taken in professional education or in the applicant’s
endorsement area(s).

18.7(4) Based on an expired Iowa certificate or license, exclusive of a Class A, Class B, Class C, or
Class D license. The holder of an expired license, exclusive of a Class A, Class B, Class C, or Class D
license, shall be eligible to receive a Class A license upon application. This license shall be endorsed for
the type of service authorized by the expired license on which it is based.

18.7(5) Based on an administrative decision. The executive director is authorized to issue a Class
A license to an applicant whose services are needed to fill positions in unique need circumstances.

18.7(6) Based on evaluator requirement. The individual has not completed the approved evaluator
training requirement.

282—18.8(272) Specific requirements for a Class B license.   A nonrenewable Class B license valid for
two years may be issued to an individual under the following conditions:

18.8(1) Endorsement in progress. The individual has a valid Iowa teaching license, but is seeking to
obtain an administrator endorsement. A Class B license may be issued if requested by an employer and
the individual seeking this endorsement has completed at least two-thirds of the requirements leading to
completion of all requirements for this endorsement.

18.8(2) Experience requirement.
a. Principal endorsement. For the principal endorsement, three years of teaching experience must

have been met before application for the Class B license.
b. Superintendent endorsement. For the superintendent endorsement, three years of teaching

experience and three years as a building principal or other PK-12 districtwide or intermediate agency
experience are acceptable for becoming a superintendent, and must have been met before application
for the Class B license.

18.8(3) Request for exception. A school district administrator may file a written request with the
board for an exception to the minimum content requirements on the basis of documented need and benefit
to the instructional program. The board will review the request and provide a written decision either
approving or denying the request.

282—18.9(272) Area and grade levels of administrator endorsements.
18.9(1) PK-12 principal and PK-12 supervisor of special education.
a. Authorization. The holder of this endorsement is authorized to serve as a principal of programs

serving children from birth through grade twelve, a supervisor of instructional special education
programs for children from birth to the age of 21, and a supervisor of support for special education
programs for children from birth to the age of 21 (and to a maximum allowable age in accordance with
Iowa Code section 256B.8).

b. Program requirements.
(1) Degree—master’s.
(2) Content: Completion of a sequence of courses and experiences which may have been a part of,

or in addition to, the degree requirements.
1. Knowledge of early childhood, elementary, early adolescent and secondary level

administration, supervision, and evaluation.
2. Knowledge and skill related to early childhood, elementary, early adolescent and secondary

level curriculum development.
3. Knowledge of child growth and development from birth through adolescence and

developmentally appropriate strategies and practices of early childhood, elementary, and adolescence,
to include an observation practicum.

4. Knowledge of family support systems, factors which place families at risk, child care issues,
and home-school community relationships and interactions designed to promote parent education, family
involvement, and interagency collaboration.

5. Knowledge of school law and legislative and public policy issues affecting children and
families.
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6. Completion of evaluator training component.
7. Knowledge of current issues in special education administration.
8. Planned field experiences in elementary and secondary school administration, including special

education administration.
(3) Competencies: Completion of a sequence of courses and experiences which may have been a

part of, or in addition to, the degree requirements. A school administrator is an educational leader who
promotes the success of all students by accomplishing the following competencies.

1. Facilitates the development, articulation, implementation, and stewardship of a vision of
learning that is shared and supported by the school community.

2. Advocates, nurtures, and sustains a school culture and instructional program conducive to
student learning and staff professional growth.

3. Ensures management of the organization, operations, and resources for a safe, efficient, and
effective learning environment.

4. Collaborates with families and community members, responds to diverse community interests
and needs, and mobilizes community resources.

5. Acts with integrity, fairness, and in an ethical manner.
6. Understands, responds to, and influences the larger political, social, economic, legal, and

cultural context.
c. Other.
(1) The applicant must have had three years of teaching experience at the early childhood through

grade twelve level.
(2) Graduates from out-of-state institutions who are seeking initial Iowa licensure and the PK-12

principal and PK-12 supervisor of special education endorsement must meet the requirements for the
standard license in addition to the experience requirements.

18.9(2) PK-8 principal—out-of-state applicants. This endorsement is only for applicants from
out-of-state institutions.

a. Authorization. The holder of this endorsement is authorized to serve as a principal of programs
serving children from birth through grade eight.

b. Program requirements.
(1) Degree—master’s.
(2) Content: Completion of a sequence of courses and experiences which may have been a part of,

or in addition to, the degree requirements.
1. Knowledge of early childhood, elementary, and early adolescent level administration,

supervision, and evaluation.
2. Knowledge and skill related to early childhood, elementary, and early adolescent level

curriculum development.
3. Knowledge of child growth and development from birth through early adolescence and

developmentally appropriate strategies and practices of early childhood, elementary, and early
adolescence, to include an observation practicum.

4. Knowledge of family support systems, factors which place families at risk, child care issues,
and home-school community relationships and interactions designed to promote parent education, family
involvement, and interagency collaboration.

5. Knowledge of school law and legislative and public policy issues affecting children and
families.

6. Planned field experiences in early childhood and elementary or early adolescent school
administration.

7. Completion of evaluator training component.
(3) Competencies: Completion of a sequence of courses and experiences which may have been a

part of, or in addition to, the degree requirements. A school administrator is an educational leader who
promotes the success of all students by accomplishing the following competencies.

1. Facilitates the development, articulation, implementation, and stewardship of a vision of
learning that is shared and supported by the school community.
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2. Advocates, nurtures, and sustains a school culture and instructional program conducive to
student learning and staff professional growth.

3. Ensures management of the organization, operations, and resources for a safe, efficient, and
effective learning environment.

4. Collaborates with families and community members, responds to diverse community interests
and needs, and mobilizes community resources.

5. Acts with integrity, fairness, and in an ethical manner.
6. Understands, responds to, and influences the larger political, social, economic, legal, and

cultural context.
c. Other. The applicant must have had three years of teaching experience at the early childhood

through grade eight level.
18.9(3) 5-12 principal—out-of-state applicants. This endorsement is only for applicants from

out-of-state institutions.
a. Authorization. The holder of this endorsement is authorized to serve as a principal in grades

five through twelve.
b. Program requirements.
(1) Degree—master’s.
(2) Content: Completion of a sequence of courses and experiences which may have been a part of,

or in addition to, the degree requirements.
1. Knowledge of early adolescent and secondary level administration, supervision, and evaluation.
2. Knowledge and skill related to early adolescent and secondary level curriculum development.
3. Knowledge of human growth and development from early adolescence through early adulthood,

to include an observation practicum.
4. Knowledge of family support systems, factors which place families at risk, and home-school

community relationships and interactions designed to promote parent education, family involvement,
and interagency collaboration.

5. Knowledge of school law and legislative and public policy issues affecting children and
families.

6. Planned field experiences in early adolescence or secondary school administration.
7. Completion of evaluator training component.
(3) Competencies: Completion of a sequence of courses and experiences which may have been a

part of, or in addition to, the degree requirements. A school administrator is an educational leader who
promotes the success of all students by accomplishing the following competencies.

1. Facilitates the development, articulation, implementation, and stewardship of a vision of
learning that is shared and supported by the school community.

2. Advocates, nurtures, and sustains a school culture and instructional program conducive to
student learning and staff professional growth.

3. Ensures management of the organization, operations, and resources for a safe, efficient, and
effective learning environment.

4. Collaborates with families and community members, responds to diverse community interests
and needs, and mobilizes community resources.

5. Acts with integrity, fairness, and in an ethical manner.
6. Understands, responds to, and influences the larger political, social, economic, legal, and

cultural context.
c. Other. The applicant must have had three years of teaching experience at the secondary level

(5-12).

282—18.10(272) Superintendent/AEA administrator.
18.10(1) Authorization. The holder of this endorsement is authorized to serve as a superintendent

from the prekindergarten level through grade twelve or as an AEA administrator. NOTE: This
authorization does not permit general teaching, school service, or administration at any level except
that level or area for which the practitioner holds the specific endorsement(s).
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18.10(2) Program requirements.
a. Degree—specialist (or its equivalent: A master’s degree plus at least 30 semester hours of

planned graduate study in administration beyond the master’s degree).
b. Content. Through completion of a sequence of courses and experiences which may have been

part of, or in addition to, the degree requirements, the administrator has knowledge and understanding
of:

(1) Models, theories, and practices that provide the basis for leading educational systems toward
improving student performance.

(2) Federal, state and local fiscal policies related to education.
(3) Human resources management, including recruitment, personnel assistance and development,

evaluation and negotiations.
(4) Current legal issues in general and special education.
(5) Noninstructional support services management including but not limited to transportation,

nutrition and facilities.
c. Practicum in PK-12 school administration. In the coursework and the practicum, the

administrator facilitates processes and engages in activities for:
(1) Developing a shared vision of learning through articulation, implementation, and stewardship.
(2) Advocating, nurturing, and sustaining a school culture and instructional program conducive to

student learning and staff professional growth.
(3) Ensuring management of the organization, operations, and resources for a safe, efficient, and

effective learning environment.
(4) Collaborating with school staff, families, community members and boards of directors;

responding to diverse community interests and needs; and mobilizing community resources.
(5) Acting with integrity, fairness, and in an ethical manner.
(6) Understanding, responding to, and influencing the larger political, social, economic, legal, and

cultural context.
18.10(3) Administrative experience.
a. The applicant must have had three years of experience as a building principal.
b. Other administrative experience. PK-12 or area education agency administrative experience

is acceptable if the applicant acquires the three years’ experience while holding a valid administrator
license.
[ARC 8248B, IAB 11/4/09, effective 10/12/09]

282—18.11(272) Director of special education of an area education agency.
18.11(1) Authorization. The holder of this endorsement is authorized to serve as a director of special

education of an area education agency. Assistant directors are also required to hold this endorsement.
18.11(2) Program requirements.
a. Degree—specialist or its equivalent. An applicant must hold a master’s degree plus at least 32

semester hours of planned graduate study in administration or special education beyond the master’s
degree.

b. Endorsement. An applicant must hold or meet the requirements for one of the following:
(1) PK-12 principal and PK-12 supervisor of special education (see rule 282—18.9(272));
(2) Supervisor of special education—instructional (see rule 282—15.5(272));
(3) Supervisor of special education—support (see rule 282—15.8(272)); or
(4) A letter of authorization for special education supervisor issued prior to October 1, 1988.
c. Content. An applicant must have completed a sequence of courses and experiences which may

have been part of, or in addition to, the degree requirements to include the following:
(1) Knowledge of federal, state and local fiscal policies related to education.
(2) Knowledge of school plant/facility planning.
(3) Knowledge of human resources management, including recruitment, personnel assistance and

development, evaluations and negotiations.
(4) Knowledge of models, theories and philosophies that provide the basis for educational systems.
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(5) Knowledge of current issues in special education.
(6) Knowledge of special education school law and legislative and public policy issues affecting

children and families.
(7) Knowledge of the powers and duties of the director of special education of an area education

agency as delineated in Iowa Code section 273.5.
(8) Practicum in administration and supervision of special education programs.
d. Experience. An applicant must have three years of administrative experience as a PK-12

principal or PK-12 supervisor of special education.
e. Competencies. Through completion of a sequence of courses and experiences which may have

been part of, or in addition to, the degree requirements, the director of special education accomplishes
the following:

(1) Facilitates the development, articulation, implementation and stewardship of a vision of
learning that is shared and supported by the school community.

(2) Advocates, nurtures and sustains a school culture and instructional program conducive to
student learning and staff professional growth.

(3) Ensures management of the organization, operations and resources for a safe, efficient and
effective learning environment.

(4) Collaborates with educational staff, families and community members; responds to diverse
community interests and needs; and mobilizes community resources.

(5) Acts with integrity and fairness and in an ethical manner.
(6) Understands, responds to, and influences the larger political, social, economic, legal, and

cultural context.
(7) Collaborates and assists in supporting integrated work of the entire agency.
18.11(3) Other.
a. Option 1: Instructional. An applicant must meet the requirements for one special education

teaching endorsement and have three years of teaching experience in special education.
b. Option 2: Support. An applicant must meet the practitioner licensure requirements for one of

the following endorsements and have three years of teaching experience as a:
(1) School audiologist;
(2) School psychologist;
(3) School social worker; or
(4) Speech-language pathologist.

NOTE: An individual holding a statement of professional recognition is not eligible for the director of
special education of an area education agency endorsement.

282—18.12 and 18.13    Reserved.

282—18.14(272) Endorsements.
18.14(1) After the issuance of an administrator license, an individual may add other administrator

endorsements to that license upon proper application, provided current requirements for that
endorsement, as listed in rules 282—18.9(272) through 282—18.11(272), have been met. An updated
license with expiration date unchanged from the original or renewed license will be prepared.

18.14(2) The applicant must follow one of these options:
a. Identify with a recognized Iowa administrator preparing institution, meet that institution’s

current requirements for the endorsement desired, and receive that institution’s recommendation; or
b. Identify with a recognized non-Iowa administrator preparation institution and receive a

statement that the applicant has completed the equivalent of the institution’s approved program for the
endorsement sought.

282—18.15(272) Licenses—issue dates, corrections, duplicates, and fraud.
18.15(1) Issue date on original license. A license is valid only from and after the date of issuance.
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18.15(2) Correcting licenses. If a licensee notifies board staff of a typographical or clerical error on
the license within 30 days of the date of the board’s mailing of a license, a corrected license shall be
issued without charge to the licensee. If notification of a typographical or clerical error is made more
than 30 days after the date of the board’s mailing of a license, a corrected license shall be issued upon
receipt of the fee for issuance of a duplicate license. For purposes of this rule, typographical or clerical
errors include misspellings, errors in the expiration date of a license, errors in the type of license issued,
and the omission or misidentification of the endorsements for which application was made. A licensee
requesting the addition of an endorsement not included on the initial application must submit a new
application and the appropriate application fee.

18.15(3) Duplicate licenses. Upon application and payment of the fee set out in 282—Chapter 12,
a duplicate license shall be issued.

18.15(4) Fraud in procurement or renewal of licenses. Fraud in procurement or renewal of a license
or falsifying records for licensure purposes will constitute grounds for filing a complaint with the board
of educational examiners.

These rules are intended to implement Iowa Code chapter 272.
[Filed 12/24/08, Notice 10/22/08—published 1/14/09, effective 2/18/09]

[Filed ARC 8141B (Notice ARC 7873B, IAB 6/17/09), IAB 9/9/09, effective 10/14/09]
[Filed ARC 8142B (Notice ARC 7874B, IAB 6/17/09), IAB 9/9/09, effective 10/14/09]

[Filed Emergency ARC 8248B, IAB 11/4/09, effective 10/12/09]
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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
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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 Reserved
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
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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
INDIVIDUAL DEVELOPMENT ACCOUNTS

10.1(541A) Definitions
10.2(541A) Establishment of individual development accounts
10.3(541A) Reserve pool
10.4(541A) Eligibility, savings refunds and state tax provisions
10.5(541A) Administration of the initial period
10.6(541A) Requests for proposals—operation of IDAs
10.7(541A) Authorized withdrawals of principal and income
10.8(541A) Notice of nonapproved withdrawals and closure of the account
10.9(541A) Transfers of assets of an account holder’s individual development account

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

CHAPTER 12
VOLUNTEER SERVICES

12.1(234) Definition
12.2(234) Allocation of block grant funds
12.3(234) Requirements for volunteers
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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
STANDARDS FOR SERVICES TO PERSONS WITH MENTAL ILLNESS,

CHRONIC MENTAL ILLNESS, MENTAL RETARDATION, DEVELOPMENTAL
DISABILITIES, OR BRAIN INJURY

22.1(225C) Definitions
22.2(225C) Principles
22.3(225C) General guidelines for service delivery
22.4(225C) Services
22.5(225C) Compliance hearing

CHAPTER 23
Reserved
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CHAPTER 24
ACCREDITATION OF PROVIDERS OF SERVICES TO PERSONS WITH MENTAL ILLNESS,

MENTAL RETARDATION, AND DEVELOPMENTAL 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

CHAPTER 25
DISABILITY SERVICES MANAGEMENT

DIVISION I
DETERMINATION OF STATE PAYMENT AMOUNT

25.1 to 25.10 Reserved

DIVISION II
COUNTY MANAGEMENT PLAN

25.11(331) Definitions
25.12(331) County management plan—general criteria
25.13(331) Policies and procedures manual
25.14(331) Policies and procedures manual review
25.15(331) Amendments
25.16(331) Reconsideration
25.17(331) Management plan annual review
25.18(331) Strategic plan
25.19(331) Technical assistance
25.20(331) Consumer financial eligibility and payment responsibility
25.21 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
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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
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

CHAPTERS 26 and 27
Reserved

CHAPTER 28
POLICIES FOR ALL INSTITUTIONS

28.1(218) Definitions
28.2(218,222) Selection of facility
28.3(222,230) Evidence of legal settlement
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 institution
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

CHAPTER 29
MENTAL HEALTH INSTITUTES

29.1(218) Catchment areas
29.2(218,229) Voluntary admissions
29.3(229,230) Certification of settlement
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) Certification of settlement
30.4(222) Liability for support
30.5(217,218,225C) Rights of individuals
30.6(218) Visiting

CHAPTERS 31 to 33
Reserved
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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 THE MENTALLY RETARDED

36.1(249A) Assessment of fee
36.2(249A) Determination and payment of fee for facilities certified to participate in the

Medicaid program
36.3(249A) Determination and payment of fee for facilities not certified to participate in the

Medicaid program
36.4(249A) Termination of fee assessment
36.5 Reserved

DIVISION II
QUALITY ASSURANCE ASSESSMENT FOR NURSING FACILITIES

36.6(83GA,SF476) Assessment
36.7(83GA,SF476) Determination and payment of 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
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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

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
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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

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

47.1 to 47.20 Reserved
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

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
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CHAPTER 51
ELIGIBILITY

51.1(249) Application for other benefits
51.2(249) Supplementation
51.3(249) Eligibility for residential care
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) Financial and statistical report
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) Audits by the department of human services
57.4(249) Independent audits
57.5(249) Withholding of funds
57.6(249) Notice of interim assistance reimbursement eligibility and accountability
57.7(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
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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
FAMILY INVESTMENT PROGRAM—EMERGENCY ASSISTANCE

58.21(234) Definitions
58.22(234) General provisions
58.23(234) Application procedures
58.24(234) Eligibility requirements
58.25(234) Determination of need
58.26(234) Income
58.27(234) Resources
58.28(234) Payment
58.29(234) Notification and appeals
58.30(234) Discontinuance of the emergency assistance program
58.31 to 58.40 Reserved

DIVISION III
TEMPORARY MEASURES RELATED TO DISASTERS

58.41(217) Purpose
58.42(234,237A,239B,249,249A,249J,514I) Extension of scheduled reporting and review requirements
58.43(237A) Need for child care services
58.44(249A,249J,514I) Premium payments
58.45(249A) Citizenship and identity
58.46 to 58.50 Reserved

DIVISION IV
IOWA UNMET NEEDS DISASTER GRANT PROGRAM

58.51(83GA,HF64) Definitions
58.52(83GA,HF64) Program implementation
58.53(83GA,HF64) Application for assistance
58.54(83GA,HF64) Eligibility criteria
58.55(83GA,HF64) Eligible categories of assistance
58.56(83GA,HF64,SF478) Eligibility determination and payment
58.57(83GA,HF64) Contested cases
58.58(83GA,HF64) Discontinuance of program
58.59 and 58.60 Reserved

DIVISION V
TICKET TO HOPE PROGRAM

58.61(234) Definitions
58.62(234) Application process
58.63(234) Eligibility criteria
58.64(234) Provider participation
58.65(234) Provider reimbursement
58.66(234) Reconsideration
58.67(234) Appeal
58.68(234) Discontinuance of program

CHAPTER 59
Reserved
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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

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
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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
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
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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 74
Reserved

TITLE VIII
MEDICAL ASSISTANCE

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 to 75.49 Reserved

DIVISION II
ELIGIBILITY FACTORS SPECIFIC TO COVERAGE GROUPS RELATED TO

THE FAMILY MEDICAL ASSISTANCE PROGRAM (FMAP)
75.50(249A) Definitions
75.51(249A) Reinstatement of eligibility
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
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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

CHAPTER 76
APPLICATION AND INVESTIGATION

76.1(249A) Application
76.2(249A) Information and verification procedure
76.3(249A) Time limit for decision
76.4(249A) Notification of decision
76.5(249A) Effective date
76.6(249A) Certification for services
76.7(249A) Reinvestigation
76.8(249A) Investigation by quality control or the department of inspections and appeals
76.9(249A) Member lock-in
76.10(249A) Client responsibilities
76.11(249A) Automatic redetermination
76.12(249A) Recovery
76.13(249A) Health care data match program

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
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) Remedial services providers
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
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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 ill and handicapped 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) HCBS MR waiver service providers
77.38 Reserved
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 Reserved
77.43(249A) Infant and toddler program providers
77.44(249A) Local education agency services providers
77.45(249A) Indian health service 638 facilities
77.46(249A) HCBS children’s mental health waiver service providers

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) Remedial services
78.13(249A) Transportation to receive medical care
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
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78.28(249A) List of medical services and equipment requiring prior approval, 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 MR waiver services
78.42 Reserved
78.43(249A) HCBS brain injury waiver services
78.44(249A) Lead inspection services
78.45 Reserved
78.46(249A) Physical disability waiver service
78.47(249A) Pharmaceutical case management services
78.48 Reserved
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

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 against provider of care
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

CHAPTER 80
PROCEDURE AND METHOD OF PAYMENT

80.1 Reserved
80.2(249A) Submission of claims
80.3(249A) Payment from other sources



Analysis, p.18 Human Services[441] IAC 11/4/09

80.4(249A) Time limit for submission of claims and claim adjustments
80.5(249A) Authorization process
80.6(249A) Payment to provider—exception

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
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
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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) Civil money penalties—settlement of penalties
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

CHAPTER 82
INTERMEDIATE CARE FACILITIES FOR THE MENTALLY RETARDED

82.1(249A) Definition
82.2(249A) Licensing and certification
82.3(249A) Conditions of participation for intermediate care facilities for the mentally retarded
82.4
82.5(249A) Financial and statistical report
82.6(249A) Eligibility for services
82.7(249A) Initial approval for ICF/MR care
82.8(249A) Determination of need for continued stay
82.9(249A) Arrangements with residents
82.10(249A) Discharge and transfer
82.11(249A) Continued stay review
82.12(249A) Quality of care review
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 ILL AND HANDICAPPED 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
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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
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 MR 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(249A) County reimbursement
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(249A) County reimbursement
83.91 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
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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
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
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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
86.6(514I) Selection of a plan
86.7(514I) Disenrollment
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 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

CHAPTER 87
STATE-FUNDED FAMILY PLANNING PROGRAM

87.1(82GA,ch1187) Definitions
87.2(82GA,ch1187) Eligibility
87.3(82GA,ch1187) Application
87.4(82GA,ch1187) Effective date
87.5(82GA,ch1187) Period of eligibility and reapplication
87.6(82GA,ch1187) Reporting changes
87.7(82GA,ch1187) Allocation of funds
87.8(82GA,ch1187) Availability of services
87.9(82GA,ch1187) Payment of covered services
87.10(82GA,ch1187) Submission of claims

CHAPTER 88
MANAGED HEALTH CARE PROVIDERS

DIVISION I
HEALTH MAINTENANCE ORGANIZATION

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 and urgent care services
88.7(249A) Access to service
88.8(249A) Grievance procedures
88.9(249A) Records and reports
88.10(249A) Marketing
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88.11(249A) Patient education
88.12(249A) Reimbursement
88.13(249A) Quality assurance
88.14(249A) Contracts with federally qualified health centers (FQHCs) and rural health clinics

(RHCs)
88.15 to 88.20 Reserved

DIVISION II
PREPAID HEALTH PLANS

88.21(249A) Definitions
88.22(249A) Participation
88.23(249A) Enrollment
88.24(249A) Disenrollment
88.25(249A) Covered services
88.26(249A) Emergency services
88.27(249A) Access to service
88.28(249A) Grievance procedures
88.29(249A) Records and reports
88.30(249A) Marketing
88.31(249A) Patient education
88.32(249A) Payment to the PHP
88.33(249A) Quality assurance
88.34 to 88.40 Reserved

DIVISION III
MEDICAID PATIENT MANAGEMENT

88.41(249A) Definitions
88.42(249A) Eligible recipients
88.43(249A) Project area
88.44(249A) Eligible providers
88.45(249A) Contracting for the provision of patient management
88.46(249A) Enrollment and changes in enrollment
88.47(249A) Disenrollment
88.48(249A) Services
88.49(249A) Grievance procedure
88.50(249A) Payment
88.51(249A) Utilization review and quality assessment
88.52(249A) Marketing
88.53 to 88.60 Reserved

DIVISION IV
IOWA PLAN FOR BEHAVIORAL HEALTH

88.61(249A) Definitions
88.62(249A) Participation
88.63(249A) Enrollment
88.64(249A) Disenrollment
88.65(249A) Covered services
88.66(249A) Emergency services
88.67(249A) Access to service
88.68(249A) Review of contractor decisions and actions
88.69(249A) Records and reports
88.70(249A) Marketing
88.71(249A) Enrollee education
88.72(249A) Payment to the contractor
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88.73(249A) Claims payment
88.74(249A) Quality assurance
88.75(249A) Iowa Plan advisory committee
88.76 to 88.80 Reserved

DIVISION V
PROGRAMS OF ALL-INCLUSIVE CARE FOR THE ELDERLY

88.81(249A) Scope and definitions
88.82(249A) PACE organization application and waiver process
88.83(249A) PACE program agreement
88.84(249A) Enrollment and disenrollment
88.85(249A) Program services
88.86(249A) Access to PACE services
88.87(249A) Program administrative requirements
88.88(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



IAC 11/4/09 Human Services[441] Analysis, p.25

CHAPTER 92
IOWACARE

92.1(249A,249J) Definitions
92.2(249A,249J) Eligibility
92.3(249A,249J) Application
92.4(249A,249J) Application processing
92.5(249A,249J) Determining income eligibility
92.6(249A,249J) Effective date
92.7(249A,249J) Financial participation
92.8(249A,249J) Benefits
92.9(249A,249J) Claims
92.10(249A,249J) Reporting changes
92.11(249A,249J) Reapplication
92.12(249A,249J) Terminating eligibility
92.13(249A,249J) Recovery
92.14(249A,249J) Discontinuance of the program
92.15(249A,249J) Right to appeal

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)
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
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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
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 Reserved
97.5(252B) Method of payment
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
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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
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
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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

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
99.10(252A) Temporary support
99.11 to 99.20 Reserved

Part B
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
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99.32(252F) Genetic test costs assessed
99.33 to 99.35 Reserved

Part C
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
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) Voluntary reduction of income
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

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
99.107(252B) Request for reinstatement
99.108(252B) Reinstatement
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99.109(252B) Reinstatement of enforcement of support
99.110(252B) Temporary suspension becomes final

CHAPTER 100
CHILD SUPPORT PARENTAL OBLIGATION PILOT PROJECTS

100.1(17A,80GA,HF667) Definitions
100.2(17A,80GA,HF667) Incentives
100.3(17A,80GA,HF667) Application to be a funded pilot project
100.4(17A,80GA,HF667) Selection of projects
100.5(17A,80GA,HF667) Termination of pilot projects
100.6(17A,80GA,HF667) Reports and records
100.7(17A,80GA,HF667) Appeals
100.8(17A,80GA,HF667) Continued application of rules and sunset provisions

TITLE XI
CHILDREN’S INSTITUTIONS

CHAPTER 101
IOWA STATE JUVENILE HOME

101.1(218) Definitions
101.2(218) Visiting
101.3(218) Interviews and statements
101.4(218) Mail and packages
101.5(218) Use of buildings and grounds
101.6(218) Incoming telephone calls
101.7(218) Resident employment
101.8(218) Tours
101.9(218) Acceptance
101.10(218) Admission procedures
101.11(218) Program assignment
101.12(218) Individual care plan
101.13(218) Special staffing
101.14 Reserved
101.15(218) Grievance procedure
101.16(218) Alleged child abuse
101.17(218) Temporary home visits
101.18(218) Prerelease staffing
101.19(218) Attorney contacts
101.20(244) Standards

CHAPTER 102
Reserved

CHAPTER 103
ELDORA TRAINING SCHOOL

DIVISION I
GENERAL POLICIES AND PROCEDURES

103.1(218) Definitions
103.2(218) Visiting
103.3(218) Interviews and statements
103.4(218) Mail and packages
103.5(218) Use of buildings and grounds
103.6(218) Incoming telephone calls
103.7(218) Resident employment
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103.8(218) Tours
103.9(218) Acceptance
103.10(218) Admission procedures
103.11(218) Program assignment
103.12(218) Individual care plan
103.13(218) Special staffing
103.14(218) Detention
103.15(218) Grievance procedure
103.16(218) Alleged child abuse
103.17(218) Temporary home visits
103.18(218) Prerelease staffing
103.19(218) Attorney contacts
103.20(218,233A) Standards
103.21(218,233A) Advisory committee
103.22 to 103.30 Reserved

DIVISION II
SEX OFFENDERS

103.31(692A) Definitions
103.32(692A) Department responsibilities
103.33(692A) Juveniles required to register
103.34(692A) Completion of risk assessment
103.35(692A) Affirmative public notification pending the exhaustion of administrative or judicial

appeal

CHAPTER 104
Reserved

TITLE XII
LICENSING AND APPROVED STANDARDS

CHAPTER 105
COUNTY AND MULTICOUNTY JUVENILE DETENTION HOMES AND COUNTY

AND MULTICOUNTY JUVENILE 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
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
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105.21(232) Mechanical restraint—juvenile detention only
105.22(232) Chemical restraint

CHAPTER 106
SAFETY STANDARDS FOR CHILDREN’S CENTERS

106.1(237B) Definitions
106.2(237B) Application of the standards
106.3(237B) Providing for basic needs
106.4(237B) Protection from mistreatment, physical abuse, sexual abuse, and neglect
106.5(237B) Record checks
106.6(237B) Seclusion and restraints
106.7(237B) Health
106.8(237B) Safety
106.9(237B) Emergencies
106.10(237B) Buildings

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) Retention of adoption records
107.10(600) Reporting of violations
107.11(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
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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
110.4(237A) Number of children
110.5(237A) Standards
110.6(237A) Compliance checks
110.7(234) Registration decision
110.8(237A) Additional requirements for child development home category A
110.9(237A) Additional requirements for child development home category B
110.10(237A) Additional requirements for child development home category C
110.11(237A) Complaints
110.12(237A) Registration actions for nonpayment of child support
110.13(237A) Transition exception
110.14(237A) Prohibition from involvement with child care

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
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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

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
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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 MENTALLY RETARDED CHILDREN
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

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
118.4(237A) Rating criteria for child development homes
118.5(237A) Award of quality rating
118.6(237A) Adverse actions

CHAPTER 119
RECORD CHECK EVALUATIONS FOR HEALTH CARE PROGRAMS

119.1(135C) Definitions
119.2(135C) When record check evaluations are requested
119.3(135C) Request for evaluation
119.4(135C) Completion of evaluation
119.5(135C) Appeal rights
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CHAPTERS 120 to 129
Reserved

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(238) Compact agreement
142.2(238) Compact administrator
142.3(238) Article II(d)
142.4(238) Article III(a)
142.5(238) Article III(a) procedures
142.6(238) Article III(c)
142.7(238) Article VIII(a)
142.8(238) Applicability
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CHAPTER 143
INTERSTATE COMPACT ON JUVENILES

143.1(232) Compact agreement
143.2(232) Compact administrator
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
PURCHASE OF SERVICE

DIVISION I
TERMS AND CONDITIONS FOR IOWA PURCHASE OF SOCIAL SERVICES AGENCY AND
INDIVIDUAL CONTRACTS, IOWA PURCHASE OF ADMINISTRATIVE SUPPORT, AND

IOWA DONATIONS OF FUNDS CONTRACT AND PROVISIONS FOR PUBLIC ACCESS TO CONTRACTS
150.1(234) Definitions
150.2(234) Categories of contracts
150.3(234) Iowa purchase of social services agency contract
150.4(234) Iowa purchase of social services contract—individual providers
150.5(234) Iowa purchase of administrative support
150.6 to 150.8 Reserved
150.9(234) Public access to contracts

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) Life skills
151.31(232) School-based supervision
151.32(232) Supervised community treatment
151.33(232) Tracking, monitoring, and outreach
151.34(232) Administration of graduated sanction services
151.35(232) Contract development for graduated sanction services
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CHAPTER 152
FOSTER GROUP CARE CONTRACTING

152.1(234) Definitions
152.2(234) Conditions of participation
152.3(234) Determination of rates
152.4(234) Initiation of contract proposal
152.5(234) Contract
152.6(234) Client eligibility and referral
152.7(234) Billing procedures
152.8(234) Contract management
152.9(234) Provider reviews
152.10(234) Sanctions against providers
152.11(234) Appeals of departmental 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
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
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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) Child abuse prevention program administration
155.3(235A) Project eligibility
155.4(235A) Proposals
155.5(235A) Selection of project proposals
155.6(235A) Project contracts
155.7(235A) Project records
155.8(235A) Quarterly project progress reports
155.9(235A) Evaluation
155.10(235A) Termination
155.11(235A) Advisory council

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
156.9(234) Rate of payment for foster group care
156.10(234) Payment for reserve bed days
156.11(234) Emergency care
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 Reserved
156.19(237) Rate of payment for care in a residential care facility
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
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CHAPTER 159
CHILD CARE RESOURCE AND REFERRAL GRANTS PROGRAM

159.1(237A) Definitions
159.2(237A) Availability of grants
159.3(237A) Project eligibility
159.4(237A) Request for proposals for project grants
159.5(237A) Selection of proposals
159.6(237A) Project contracts
159.7(237A) Records
159.8(237A) Evaluation
159.9(237A) Termination of contract
159.10(237A) Appeals

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

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
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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
FAMILY DEVELOPMENT AND SELF-SUFFICIENCY PROGRAM

165.1(217) Definitions
165.2(217) Council
165.3(217) Funding of grants
165.4(217) Families at risk
165.5(217) Grant application process
165.6(217) Selection of grantees
165.7(217) Contract with grantee
165.8(217) Grantee responsibilities
165.9(217) Evaluation
165.10(217) Contract revision and termination
165.11(217) Reconsideration

CHAPTER 166
Reserved

CHAPTER 167
JUVENILE DETENTION REIMBURSEMENT

DIVISION I
ANNUAL REIMBURSEMENT PROGRAM

167.1(232) Definitions
167.2(232) Availability of funds
167.3(232) Eligible facilities
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
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168.8(234) Reporting requirements
168.9(234) Termination of contract

CHAPTER 169
FUNDING FOR EMPOWERMENT AREAS

169.1(7I) Definitions
169.2(7I) Use of funds
169.3(7I) Eligibility for funding
169.4(7I) Funding availability
169.5(7I) Community empowerment areas’ responsibilities
169.6(7I) Iowa empowerment board’s responsibilities
169.7(7I) Department of human services’ responsibilities
169.8(7I) Revocation of funding
169.9(7I) Appeals

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) Provider selection
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
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DIVISION III
FAMILY SAFETY, RISK, AND PERMANENCY SERVICES

172.20(234) Service requirements
172.21(234) Provider 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) Provider 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 child abuse
175.23(232) Sources of report of child abuse
175.24(232) Child abuse assessment intake process
175.25(232) Child abuse assessment process
175.26(232) Completion of a child protective assessment summary
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(235A) Retroactive reviews
175.41(235A) Access to child abuse information
175.42(235A) Person conducting research
175.43(235A) Child protection services citizen review panels
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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
184.9(225C) Appeals
184.10 to 184.20 Reserved
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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 AND SUPPORTS

DIVISION I
AFTERCARE SERVICES

187.1(234) Purpose
187.2(234) Eligibility
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

187.10(234) Purpose
187.11(234) Eligibility
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
200.5(600) Termination of parental rights
200.6 and 200.7 Reserved
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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 36
FACILITY ASSESSMENTS

DIVISION I
ASSESSMENT FEE FOR INTERMEDIATE CARE FACILITIES FOR THE MENTALLY RETARDED

These rules describe the assessment of the fee authorized by Iowa Code section 249A.21. The rules
explain how the fee is determined and paid, and under what conditions collection of the fee will be
terminated.

441—36.1(249A) Assessment of fee.    Intermediate care facilities for the mentally retarded (ICFs/MR)
licensed in Iowa under 481—Chapter 64 shall pay a monthly fee to the department. Effective January 1,
2008, the fee shall equal 5.5 percent of the total revenue of the facility for the facility’s preceding fiscal
year divided by the number of months of facility operation during the preceding fiscal year.

441—36.2(249A) Determination and payment of fee for facilities certified to participate in the
Medicaid program.   For facilities certified to participate in the Medicaid program, the fee shall be
determined and paid as follows:

36.2(1) The assessment for each facility fiscal year shall be based on the financial and statistical
report for the facility’s preceding fiscal year submitted pursuant to rule 441—82.5(249A), as adjusted
pursuant to 441—subrules 82.5(10) and 82.17(1).

36.2(2) The department shall notify each facility of the amount of the fee assessed for each fiscal
year following submission of the financial and statistical report for the facility’s preceding fiscal year.
The fee is subject to adjustment based on adjustments to the financial and statistical report.

36.2(3) The department shall deduct the monthly amount due from medical assistance payments to
the facility. The department shall also deduct from medical assistance payments any additional amount
due for past months as a result of an adjustment to the assessment.

36.2(4) Rescinded IAB 6/4/08, effective 5/15/08.

441—36.3(249A) Determination and payment of fee for facilities not certified to participate in the
Medicaid program.   For facilities not certified to participate in the Medicaid program, the fee shall be
determined and paid as follows:

36.3(1) Any licensed ICF/MR in Iowa that is not certified to participate in the Medicaid program
shall submit Form 470-0030, Financial and Statistical Report, as required for participating facilities by
rule 441—82.5(249A), for purposes of determining the amount of the assessment. The department may
audit and adjust the reports submitted, as provided for participating facilities in 441—subrules 82.5(10)
and 82.17(1).

36.3(2) The assessment for each facility fiscal year shall be based on the financial and statistical
report for the facility’s preceding fiscal year as submitted and audited pursuant to subrule 36.3(1).

36.3(3) The department shall notify each facility of the amount of the fee assessed for each fiscal
year following submission of the financial and statistical report for the facility’s preceding fiscal year.
The fee is subject to adjustment based on adjustments to the financial and statistical report.

36.3(4) The facility shall pay the assessed fee to the department on or before the fifteenth day of
each month. Any additional amount due for past months as the result of an adjustment to the initial
assessment is due 30 days after the department notifies the facility of the additional amount.

441—36.4(249A) Termination of fee assessment.   If federal financial participation to match the
assessed fee becomes unavailable under federal law, the assessment terminates on the date the federal
statutory, regulatory, or interpretive change takes effect.

441—36.5    Reserved.
These rules are intended to implement Iowa Code section 249A.21.
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DIVISION II
QUALITY ASSURANCE ASSESSMENT FOR NURSING FACILITIES

These rules describe the nursing facility quality assurance assessment authorized by 2009 Iowa Acts,
Senate File 476, enacted by the Eighty-third General Assembly. The rules explain how the assessment
is determined and paid.

441—36.6(83GA,SF476) Assessment.
36.6(1) Applicability. All nursing facilities as defined in Iowa Code section 135C.1 that are

free-standing facilities or are operated by a hospital licensed pursuant to Iowa Code chapter 135B shall
pay a quarterly assessment to the department, as determined under this division, with the exception of:

a. Nursing facilities operated by the state.
b. Non-state government-owned or government-operated nursing facilities.
c. Distinct-part skilled nursing units and swing-bed units operated by a hospital.
36.6(2) Assessment level.
a. Nursing facilities with 50 or fewer licensed beds are required to pay a quality assurance

assessment of $1 per non-Medicare patient day.
b. Nursing facilities designated as continuing care retirement centers (CCRCs) by the insurance

division of the Iowa department of commerce are required to pay a quality assurance assessment of $1
per non-Medicare patient day.

c. Nursing facilities with annual Iowa Medicaid patient days of 26,500 or more are required to
pay a quality assurance assessment of $1 per non-Medicare patient day.

d. All other nursing facilities are required to pay a quality assurance assessment of $5.26 per
non-Medicare patient day.
[ARC 8258B, IAB 11/4/09, effective 1/1/10]

441—36.7(83GA,SF476) Determination and payment of assessment.   The assessment shall be
determined and paid as follows:

36.7(1) Each nursing facility shall pay the quality assurance assessment to the department on a
quarterly basis. The facility shall:

a. Use Form 470-4836, Nursing Facility Quality Assurance Assessment Calculation Worksheet,
to calculate the quarterly assessment amount due.

b. Submit Form 470-4836 and the quarterly assessment payment no later than 30 days following
the end of each calendar quarter.

36.7(2) The facility shall calculate the amount of the quarterly assessment due by multiplying the
facility’s total non-Medicare patient days for the preceding quarter by the applicable assessment level as
determined in subrule 36.6(2).

36.7(3) If the department determines that a nursing facility has underpaid or overpaid the quality
assurance assessment, the department shall notify the nursing facility of the amount of the unpaid quality
assurance assessment or refund due. Such amount shall be due or refunded within 30 days of the issuance
of the notice.

36.7(4) A nursing facility that fails to pay the quality assurance assessment within the time frame
specified above shall pay a penalty in the amount of 1.5 percent of the quality assurance assessment
amount owed for each month or portion of a month that the payment is overdue. If the department
determines that good cause is shown for failure to comply with payment of the quality assurance
assessment, the department shall waive the penalty or a portion of the penalty. Requests for a good
cause waiver must be submitted to the Iowa Medicaid Enterprise, Provider Cost Audit and Rate Setting
Unit, 100 Army Post Road, Des Moines, Iowa 50315, within 30 days of notice to the facility that the
penalty is due.

36.7(5) For facilities certified to participate in the Medicaid program, the department shall deduct
the quarterly amount due from Medicaid payments to the facility if the department has not received the
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quality assurance assessment amount due by the last day of the month in which the payment is due. The
department shall also withhold an amount equal to the penalty owed from any payment due.
[ARC 8258B, IAB 11/4/09, effective 1/1/10]

These rules are intended to implement 2009 Iowa Acts, Senate File 476.
[Filed 11/18/02, Notice 10/2/02—published 12/11/02, effective 2/1/03]
[Filed emergency 11/19/03—published 12/10/03, effective 12/1/03]
[Filed emergency 8/12/04—published 9/1/04, effective 8/12/04]

[Filed 10/14/04, Notice 9/1/04—published 11/10/04, effective 12/15/04]
[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 5/14/08—published 6/4/08, effective 5/15/08]

[Filed ARC 8258B (Notice ARC 8086B, IAB 8/26/09), IAB 11/4/09, effective 1/1/10]
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CHAPTER 47
DIVERSION INITIATIVES

PREAMBLE

This chapter describes the department of human services diversion initiative. While the diversion
initiative is available statewide, local areas may exercise flexibility in program design, within the overall
confines of these rules.
[ARC 8259B, IAB 11/4/09, effective 12/9/09]

DIVISION I
FIP DIVERSION PROGRAM

Rescinded IAB 11/4/09, effective 12/9/09

441—47.1 to 47.20    Reserved.
DIVISION II

FAMILY SELF-SUFFICIENCY GRANTS PROGRAM

PREAMBLE

These rules define and structure the family self-sufficiency grants program provided through the
PROMISE JOBS service delivery regions. The purpose of the program is to provide immediate and
short-term assistance to PROMISE JOBS participant families which will remove barriers related to
obtaining or retaining employment. Removing the barriers to self-sufficiency might reduce the length of
time a family is dependent on the family investment program (FIP). Family self-sufficiency grants shall
be available for payment to families or on behalf of specific families.

441—47.21(239B) Definitions.
“Candidate” means anyone expressing an interest in the family self-sufficiency grants program.
“Department” means the Iowa department of human services.
“Department division administrator” means the administrator of the department of human services

division of financial, health and work supports, or the administrator’s designee.
“Department of workforce development” means the agency that develops and administers

employment, placement and training services in Iowa, often referred to as Iowa workforce development,
or IWD.

“Family” means “assistance unit” as defined at 441—40.21(239B).
“Family investment program” or “FIP” means the cash grant program provided by 441—Chapters

40 and 41, designed to sustain Iowa families.
“Family self-sufficiency grants”means the payments made to specific PROMISE JOBS participants,

to vendors on behalf of specific PROMISE JOBS participants, or for services to specific PROMISE JOBS
participants.

“Immediate, short-term assistance” means assistance provided under this division shall be
authorized upon determination of need and that it shall not occur on a regular basis.

“Iowa workforce development (IWD) division administrator” means the administrator of the
department of workforce development’s division of workforce development center administration, or
the administrator’s designee.

“Local plan for family self-sufficiency grants” means the written policies and procedures for
administering the grants for families as set forth in the plan developed by the PROMISE JOBS service
delivery region as described in rule 441—47.26(239B). The local plan shall be approved by the Iowa
workforce development division administrator.

“Participant” means anyone receiving assistance under this division.
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“PROMISE JOBS contract” means the agreement between the department and Iowa workforce
development regarding delivery of PROMISE JOBS services.

“PROMISE JOBS participant” means any person receiving services through PROMISE JOBS. A
PROMISE JOBS participant must be a member of an eligible FIP household.

“PROMISE JOBS service delivery regions” means the PROMISE JOBS service delivery entities
which correspond to the 15 Iowa workforce development regions.

“Promoting independence and self-sufficiency through employment, job opportunities, and basic
skills (PROMISE JOBS) program” means the department’s work and training program as described in
441—Chapter 93.

441—47.22(239B) Availability of the family self-sufficiency grants program.   The family
self-sufficiency grants program shall be available statewide in each of the 15 PROMISE JOBS service
delivery regions. Under the PROMISE JOBS contract, Iowa workforce development (IWD) shall
allocate the funds available for authorization to each of the service delivery regions based on the
allocation standards used for PROMISE JOBS service delivery purposes. The department actually
retains the funds which are released through the PROMISE JOBS expense allowance authorization
system.

441—47.23(239B) General criteria.   Family self-sufficiency grants candidates shall be PROMISE
JOBS participants. Participation in the family self-sufficiency grants program is voluntary and shall
be based on an informed decision by the family. Further, candidates must have identifiable barriers to
obtaining or retaining employment that can be substantially addressed through the assistance offered
by family self-sufficiency grants.

441—47.24(239B) Assistance available in family self-sufficiency grants.   Family self-sufficiency
grants shall be authorized for removing an identified barrier to self-sufficiency when it can be reasonably
anticipated that the assistance will enable PROMISE JOBS participant families to retain employment
or obtain employment in the two full calendar months following the date of authorization of payment.
For example, if a payment is authorized on August 20, it should be anticipated that the participant can
find employment in September or October.

47.24(1) Employment does not occur. If employment does not occur in the anticipated
two-calendar-month period or if the participant loses employment in spite of the self-sufficiency grant,
no penalty is incurred and no overpayment has occurred.

47.24(2) Types of assistance. Family self-sufficiency grants are PROMISE JOBS benefits and
shall be authorized through the PROMISE JOBS expense allowance system. The PROMISE JOBS
service delivery region shall have discretion to determine those barriers to self-sufficiency which
can be considered for family self-sufficiency grants such as, but not limited to, auto maintenance or
repair, licensing fees, child care, and referral to other resources, including those necessary to address
questions of domestic violence. Warrants may be issued to the participants, to a vendor, or for support
services provided to the family. The PROMISE JOBS service delivery region shall have discretion in
determining method of payment in each case, based on circumstances and needs of the family.

47.24(3) Limit on assistance. The total payment limit per family is $1,000 per year. A year for a
family shall be the 12 fiscal months following the date of authorization of the initial payment for the
family. A fiscal month begins and ends in different calendar months.

47.24(4) Frequency of assistance. Family self-sufficiency grants are intended to provide immediate
and short-term assistance and must meet the criteria in this rule. While a family may be a candidate more
than once and may receive payments in consecutive months in some circumstances, payments shall not
be established as regular or ongoing.

47.24(5) Supplanting. Family self-sufficiency grants shall not be used for services already available
through department, PROMISE JOBS, or other local resources at no cost.

47.24(6) Relationship to the family investment agreement. Family self-sufficiency grants are
separate from the PROMISE JOBS family investment agreement process. While the family investment
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agreement must be honored at all times and renegotiated and amended if family circumstances require
it, no family shall be considered to be choosing the limited benefit plan if the family chooses not to
participate in the family self-sufficiency grant program.
[ARC 8259B, IAB 11/4/09, effective 12/9/09]

441—47.25(239B) Application, notification, and appeals.
47.25(1) Application elements. Each PROMISE JOBS service delivery region shall establish an

application form to be completed by the PROMISE JOBS participant and the PROMISE JOBS worker
when the participant asks to be a candidate for a family self-sufficiency grant. The application form shall
contain the following elements:

a. An explanation of family self-sufficiency grants and the expectations of the program.
b. Identification of the family and the person representing the family.
c. A clear description of the barrier to self-sufficiency to be considered.
d. Demonstration of how removing the barrier is related to retaining or obtaining employment,

meeting the criteria from rule 441—47.24(239B).
e. Demonstration of why other department, PROMISE JOBS, or community resources cannot

deal with the barrier to self-sufficiency.
f. Anticipated cost of removing the barrier to self-sufficiency.
47.25(2) Notification process. PROMISE JOBS shall use Form 470-0602, Notice of Decision:

Services, to notify the candidate of the PROMISE JOBS decision regarding the family self-sufficiency
grant. Decisions shall be in accordance with policies of this division and the local plan.

a. On approval, the form shall indicate the amount of the benefit that will be issued to the candidate
or paid to a vendor, or the service that will be provided to the family.

b. On denial, the form shall indicate the reason for denial.
47.25(3) Appealable actions. The PROMISE JOBS decisions on family self-sufficiency grants may

be appealed pursuant to 441—Chapter 7. Copies of the local plan as described at rule 441—47.26(239B)
shall be included with the appeal summary.

47.25(4) Nonappealable actions. PROMISE JOBS participants shall not be entitled to an appeal
hearing if the sole basis for denying, terminating or limiting assistance from family self-sufficiency grants
is that self-sufficiency grant funds have been reduced, exhausted, eliminated, or otherwise encumbered.
[ARC 8259B, IAB 11/4/09, effective 12/9/09]

441—47.26(239B) Approved local plans for family self-sufficiency grants.   Each PROMISE JOBS
service delivery region shall create and provide to IWD their written policies and procedures for
administering family self-sufficiency grants. The plan shall be reviewed for required elements and
quality of service to ensure that it meets the purpose of the program and approved by the department
division administrator and the IWD division administrator. The written policies and procedures shall be
available to the public at county offices, PROMISE JOBS offices, and at IWD. At a minimum, these
policies and procedures shall contain or address the following:

47.26(1) A plan overview. The plan overview shall contain a general description detailing:
a. Any types of services or assistance which will be excluded from consideration for family

self-sufficiency grants in the PROMISE JOBS service delivery region.
b. How determinations will be made that the service or assistance requested meets the program’s

objective of helping the family retain employment or obtain employment.
c. How determinations will be made that the proposed family self-sufficiency grant is not

supplanting as required at subrule 47.24(5).
d. Services established and any maximum (and minimum, if any) values of payments of the

services established by the PROMISE JOBS service delivery region.
e. Verification procedures or standards for documenting barriers, using written notification

policies found at 441—subrule 93.10(1).
f. The design of the application form.
g. Verification procedures or standards for documenting employment attempts if not already

tracked by PROMISE JOBS procedures, using policies found at rule 441—93.10(239B).
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h. How applications will be processed timely to address barriers to obtaining or retaining
employment.

i. Follow-up procedures on participant effort.
j. Procedures for tracking of family self-sufficiency grant authorizations in order to stay within

service delivery region allocation.
k. How staff will be trained to administer the program.
47.26(2) Intake and eligibility determination. The policies and procedures shall describe:
a. How families most likely to benefit from self-sufficiency grant assistance are identified.
b. How families can apply for self-sufficiency grant assistance.
c. How families will be informed of the availability of self-sufficiency grant assistance, its

voluntary nature, and how the program works.
d. How county offices and PROMISE JOBS offices will maintain, provide to pilot participants,

and otherwise make available, written policies and procedures describing the project.
e. Which PROMISE JOBS staff shall make decisions regarding identification of barriers and

candidate eligibility for payment and what sign-off or approval is required before a payment is
authorized.

47.26(3) A plan for evaluation of family self-sufficiency grants. The evaluation plan shall:
a. Describe tracking procedures.
b. Describe the plan for evaluation (e.g., what elements will be used to create significant data

regarding outcomes).
c. Describe how measurable results will be determined.
d. Identify any support needed to conduct an evaluation (e.g., what assistance is needed from

department and IWD).
e. Describe which aspects of the project were successful and which were not.
These rules are intended to implement Iowa Code section 239B.11.

DIVISION III
PILOT COMMUNITY SELF-SUFFICIENCY GRANTS PROGRAM

Rescinded IAB 12/10/03, effective 1/1/04

DIVISION IV
PILOT POST-FIP DIVERSION PROGRAM

Rescinded IAB 12/10/03, effective 1/1/04

[Filed emergency 9/16/97—published 10/8/97, effective 10/1/97]
[Filed 12/10/97, Notice 10/8/97—published 12/31/97, effective 3/1/98]
[Filed 4/15/99, Notice 2/10/99—published 5/5/99, effective 7/1/99]
[Filed 10/11/00, Notice 8/23/00—published 11/1/00, effective 1/1/01]

[Filed emergency 11/19/03 after Notice 10/1/03—published 12/10/03, effective 1/1/04]
[Filed 12/15/08, Notice 10/22/08—published 1/14/09, effective 3/1/09]

[Filed ARC 8259B (Notice ARC 8064B, IAB 8/26/09), IAB 11/4/09, effective 12/9/09]
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TITLE VIII
MEDICAL ASSISTANCE

CHAPTER 75
CONDITIONS OF ELIGIBILITY

[Ch 75, 1973 IDR, renumbered as Ch 90]
[Prior to 7/1/83, Social Services[770] Ch 75]
[Prior to 2/11/87, Human Services[498]]

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

441—75.1(249A) Persons covered.
75.1(1) Persons receiving refugee cash assistance. Medical assistance shall be available to all

recipients of refugee cash assistance. Recipient means a person for whom a refugee cash assistance
(RCA) payment is received and includes persons deemed to be receiving RCA. Persons deemed to be
receiving RCA are:

a. Persons denied RCA because the amount of payment would be less than $10.
b. Rescinded IAB 7/30/08, effective 10/1/08.
c. Persons who are eligible in every respect for refugee cash assistance (RCA) as provided in

441—Chapter 60, but who do not receive RCA because they did not make application for the assistance.
75.1(2) Rescinded IAB 10/8/97, effective 12/1/97.
75.1(3) Persons who are ineligible for Supplemental Security Income (SSI) because of requirements

that do not apply under Title XIX of the Social Security Act. Medicaid shall be available to persons who
would be eligible for SSI except for an eligibility requirement used in that program which is specifically
prohibited under Title XIX.

75.1(4) Beneficiaries of Title XVI of the Social Security Act (supplemental security income for the
aged, blind and disabled) and mandatory state supplementation. Medical assistance will be available to
all beneficiaries of the Title XVI program and those receiving mandatory state supplementation.

75.1(5) Persons receiving care in a medical institution who were eligible for Medicaid as of
December 31, 1973. Medicaid shall be available to all persons receiving care in a medical institution
who were Medicaid members as of December 31, 1973. Eligibility of these persons will continue
as long as they continue to meet the eligibility requirements for the applicable assistance programs
(old-age assistance, aid to the blind or aid to the disabled) in effect on December 31, 1973.

75.1(6) Persons who would be eligible for supplemental security income (SSI), state supplementary
assistance (SSA), or the family medical assistance program (FMAP) except for their institutional
status. Medicaid shall be available to persons receiving care in a medical institution who would be
eligible for SSI, SSA, or FMAP if they were not institutionalized.

75.1(7) Persons receiving care in a medical facility who would be eligible under a special income
standard.

a. Subject to paragraphs “b” and “c” below, Medicaid shall be available to persons who:
(1) Meet level of care requirements as set forth in rules 441—78.3(249A), 441—81.3(249A), and

441—82.7(249A).
(2) Receive care in a hospital, nursing facility, psychiatric medical institution, intermediate care

facility for the mentally retarded, or Medicare-certified skilled nursing facility.
(3) Have gross countable monthly income that does not exceed 300 percent of the federal

supplemental security income benefits for one.
(4) Either meet all supplemental security income (SSI) eligibility requirements except for income

or are under age 21. FMAP policies regarding income and age do not apply when determining eligibility
for persons under the age of 21.

b. For all persons in this coverage group, income shall be considered as provided for SSI-related
coverage groups under subrule 75.13(2). In establishing eligibility for persons aged 21 or older for this
coverage group, resources shall be considered as provided for SSI-related coverage groups under subrule
75.13(2).
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c. Eligibility for persons in this group shall not exist until the person has been institutionalized
for a period of 30 consecutive days and shall be effective no earlier than the first day of the month in
which the 30-day period begins. A “period of 30 days” is defined as being from 12 a.m. of the day of
admission to the medical institution, and ending no earlier than 12 midnight of the thirtieth day following
the beginning of the period.

(1) A person who enters a medical institution and who dies prior to completion of the 30-day period
shall be considered to meet the 30-day period provision.

(2) Only one 30-day period is required to establish eligibility during a continuous stay in a medical
institution. Discharge during a subsequent month, creating a partial month of care, does not affect
eligibility for that partial month regardless of whether the eligibility determination was completed prior
to discharge.

(3) A temporary absence of not more than 14 full consecutive days during which the person remains
under the jurisdiction of the institution does not interrupt the 30-day period. In order to remain “under
the jurisdiction of the institution” a person must first have been physically admitted to the institution.

75.1(8) Certain persons essential to the welfare of Title XVI beneficiaries. Medical assistance will
be available to the person living with and essential to the welfare of a Title XIX beneficiary provided the
essential person was eligible for medical assistance as of December 31, 1973. The person will continue
to be eligible for medical assistance as long as the person continues to meet the definition of “essential
person” in effect in the public assistance program on December 31, 1973.

75.1(9) Individuals receiving state supplemental assistance. Medical assistance shall be available
to all recipients of state supplemental assistance as authorized by Iowa Code chapter 249. Medical
assistance shall also be available to the individual’s dependent relative as defined in 441—subrule
51.4(4).

75.1(10) Individuals under age 21 living in a licensed foster care facility or in a private home
pursuant to a subsidized adoption arrangement for whom the department has financial responsibility
in whole or in part. When Iowa is responsible for foster care payment for a child pursuant to Iowa Code
section 234.35 and rule 441—156.20(234) or has negotiated an agreement to pay an adoption subsidy
for a child pursuant to rule 441—201.5(600), medical assistance shall be available to the child if:

a. The child lives in Iowa and is not otherwise eligible under a category for which federal financial
participation is available; or

b. The child lives in another state and is not eligible for benefits from the other state pursuant
to a program funded under Title XIX of the federal Social Security Act, notwithstanding the residency
requirements of 441—75.10(249A) and 441—75.53(249A).

75.1(11) Individuals living in a court-approved subsidized guardianship home for whom the
department has financial responsibility in whole or in part. When Iowa is responsible for a subsidized
guardianship payment for a child pursuant to 441—Chapter 204, medical assistance will be available
to the child under this subrule if the child is living in a court-approved subsidized guardianship home
and either:

a. The child lives in Iowa and is not eligible for medical assistance under a category for which
federal financial participation is available due to reasons other than:

(1) Failure to provide information, or
(2) Failure to comply with other procedural requirements; or
b. Notwithstanding the residency requirements of 441—75.10(249A) and 441—75.53(249A), the

child lives in another state and is not eligible for benefits from the other state pursuant to a program
funded under Title XIX of the federal Social Security Act due to reasons other than:

(1) Failure to provide information, or
(2) Failure to comply with other procedural requirements.
75.1(12) Persons ineligible due to October 1, 1972, social security increase. Medical assistance will

be available to individuals and families whose assistance grants were canceled as a result of the increase
in social security benefits October 1, 1972, as long as these individuals and families would be eligible
for an assistance grant if the increase were not considered.
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75.1(13) Persons who would be eligible for supplemental security income or state supplementary
assistance but for social security cost-of-living increases received. Medical assistance shall be available
to all current social security recipients who meet the following conditions:

a. They were entitled to and received concurrently in any month after April 1977 supplemental
security income and social security or state supplementary assistance and social security, and

b. They subsequently lost eligibility for supplemental security income or state supplementary
assistance, and

c. They would be eligible for supplemental security income or state supplementary assistance if
all of the social security cost-of-living increases which they and their financially responsible spouses,
parents, and dependent children received since they were last eligible for and received social security
and supplemental security income (or state supplementary assistance) concurrently were deducted from
their income. Spouses, parents, and dependent children are considered financially responsible if their
income would be considered in determining the applicant’s eligibility.

75.1(14) Family medical assistance program (FMAP). Medicaid shall be available to children who
meet the provisions of rule 441—75.54(249A) and to the children’s specified relatives who meet the
provisions of subrule 75.54(2) and rule 441—75.55(249A) if the following criteria are met.

a. In establishing eligibility of specified relatives for this coverage group, resources are considered
in accordance with the provisions of rule 441—75.56(249A) and shall not exceed $2,000 for applicant
households or $5,000 for member households. In establishing eligibility for children for this coverage
group, resources of all persons in the eligible group, regardless of age, shall be disregarded.

b. Income is considered in accordance with rule 441—75.57(249A) and does not exceed needs
standards established in rule 441—75.58(249A).

c. Rescinded IAB 11/1/00, effective 1/1/01.
75.1(15) Child medical assistance program (CMAP). Medicaid shall be available to persons under

the age of 21 if the following criteria are met:
a. Financial eligibility shall be determined for the family size of which the child is a member

using the income standards in effect for the family medical assistance program (FMAP) unless otherwise
specified. Income shall be considered as provided in rule 441—75.57(249A). Additionally, the earned
income disregards as provided in paragraphs 75.57(2)“a,” “b,” “c,” and “d” shall be allowed for those
persons whose income is considered in establishing eligibility for the persons under the age of 21 and
whose needs must be included in accordance with paragraph 75.58(1)“a” but who are not eligible for
Medicaid. Resources of all persons in the eligible group, regardless of age, shall be disregarded. Unless
a family member is voluntarily excluded in accordance with the provisions of rule 441—75.59(249A),
family size shall be determined as follows:

(1) If the person under the age of 21 is pregnant and the pregnancy has been verified in accordance
with rule 441—75.17(249A), the unborn child (or children if more than one) is considered a member of
the family for purposes of establishing the number of persons in the family.

(2) A “man-in-the-house” who is not married to the mother of the unborn child is not considered a
member of the unborn child’s family for the purpose of establishing the number of persons in the family.
His income and resources are not automatically considered, regardless of whether or not he is the legal
or natural father of the unborn child. However, income and resources made available to the mother of the
unborn child by the “man-in-the-house” shall be considered in determining eligibility for the pregnant
individual.

(3) Unless otherwise specified, when the person under the age of 21 is living with a parent(s), the
family size shall consist of all family members as defined by the family medical assistance program in
accordance with paragraph 75.57(8)“c” and subrule 75.58(1).

Application for Medicaid shall be made by the parent(s) when the person is residing with them. A
person shall be considered to be living with the parent(s) when the person is temporarily absent from the
parent’s(s’) home as defined in subrule 75.53(4). If the person under the age of 21 is married or has been
married, the needs, income and resources of the person’s parent(s) and any siblings in the home shall not
be considered in the eligibility determination unless the marriage was annulled.
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(4) When a person is living with a spouse the family size shall consist of that person, the spouse
and any of their children, including any unborn children.

(5) Siblings under the age of 21 who live together shall be considered in the same filing unit for
the purpose of establishing eligibility under this rule unless one sibling is married or has been married,
in which case, the married sibling shall be considered separately unless the marriage was annulled.

(6) When a person is residing in a household in which some members are receiving FMAP under
the provisions of subrule 75.1(14) orMAC under the provisions of subrule 75.1(28), and when the person
is not included in the FMAP or MAC eligible group, the family size shall consist of the person and all
other family members as defined above except those in the FMAP or MAC eligible group.

b. Rescinded IAB 9/6/89, effective 11/1/89.
c. Rescinded IAB 11/1/89, effective 1/1/90.
d. A person is eligible for the entire month in which the person’s twenty-first birthday occurs

unless the birthday falls on the first day of the month.
e. Living with a specified relative as provided in subrule 75.54(2) shall not be considered when

determining eligibility for persons under this coverage group.
75.1(16) Children receiving subsidized adoption payments from states providing reciprocal medical

assistance benefits. Medical assistance shall be available to children under the age of 21 for whom an
adoption assistance agreement with another state is in effect if all of the following conditions are met:

a. The child is residing in Iowa in a private home with the child’s adoptive parent or parents.
b. Benefits funded under Title IV-E of the Social Security Act are not being paid for the child by

any state.
c. Another state is currently paying an adoption subsidy for the child.
d. The state paying the adoption subsidy:
(1) Is a member of the interstate compact on adoption and medical assistance (ICAMA); and
(2) Provides medical assistance benefits pursuant to a program funded under Title XIX of the Social

Security Act, under the optional group at Section 1902(a)(10)(A)(ii)(VIII) of the Act, to children residing
in that state (at least until age 18) for whom there is a state adoption assistance agreement in effect with
the state of Iowa other than under Title IV-E of the Social Security Act.

75.1(17) Persons who meet the income and resource requirements of the cash assistance
programs. Medicaid shall be available to the following persons who meet the income and resource
guidelines of supplemental security income or refugee cash assistance, but who are not receiving cash
assistance:

a. Aged and blind persons, as defined at subrule 75.13(2).
b. Disabled persons, as defined at rule 441—75.20(249A).
In establishing eligibility for children for this coverage group based on eligibility for SSI, resources

of all persons in the eligible group, regardless of age, shall be disregarded. In establishing eligibility
for adults for this coverage group, resources shall be considered as provided for SSI-related coverage
groups under subrule 75.13(2) or as under refugee cash assistance.

75.1(18) Persons eligible for waiver services. Medicaid shall be available to recipients of waiver
services as defined in 441—Chapter 83.

75.1(19) Persons and families terminated from aid to dependent children (ADC) prior to April 1,
1990, due to discontinuance of the $30 or the $30 and one-third earned income disregards. Rescinded
IAB 6/12/91, effective 8/1/91.

75.1(20) Newborn children. Medicaid shall be available without an application to newborn children
of women who are determined eligible for Medicaid for the month of the child’s birth or for three-day
emergency services for labor and delivery for the child’s birth. Effective April 1, 2009, eligibility begins
with the month of the birth and continues through the month of the first birthday as long as the child
remains an Iowa resident.

a. The department shall accept any written or verbal statement as verification of the newborn’s
birth date unless the birth date is questionable.

b. In order for Medicaid to continue after the month of the first birthday, a redetermination of
eligibility shall be completed.
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75.1(21) Persons and families ineligible for the family medical assistance program (FMAP) in whole
or in part because of child or spousal support. Medicaid shall be available for an additional four months
to persons and families who become ineligible for FMAP because of income from child support, alimony,
or contributions from a spouse if the person or family member received FMAP in at least three of the six
months immediately preceding the month of cancellation.

a. The four months of extended Medicaid coverage begin the day following termination of FMAP
eligibility.

b. When ineligibility is determined to occur retroactively, the extended Medicaid coverage begins
with the first month in which FMAP eligibility was erroneously granted.

c. Rescinded IAB 10/11/95, effective 10/1/95.
75.1(22) Refugee spenddown participants. Rescinded IAB 10/11/95, effective 10/1/95.
75.1(23) Persons who would be eligible for supplemental security income or state supplementary

assistance but for increases in social security benefits because of elimination of the actuarial reduction
formula and cost-of-living increases received. Medical assistance shall be available to all current social
security recipients who meet the following conditions. They:

a. Were eligible for a social security benefit in December of 1983.
b. Were eligible for and received a widow’s or widower’s disability benefit and supplemental

security income or state supplementary assistance for January of 1984.
c. Became ineligible for supplemental security income or state supplementary assistance because

of an increase in their widow’s or widower’s benefit which resulted from the elimination of the reduction
factor in the first month in which the increase was paid and in which a retroactive payment of that increase
for prior months was not made.

d. Have been continuously eligible for a widow’s or widower’s benefit from the first month the
increase was received.

e. Would be eligible for supplemental security income or state supplementary assistance benefits
if the amount of the increase from elimination of the reduction factor and any subsequent cost-of-living
adjustments were disregarded.

f. Submit an application prior to July 1, 1988, on Form 470-0442, Application for Medical
Assistance or State Supplementary Assistance.

75.1(24) Postpartum eligibility for pregnant women. Medicaid shall continue to be available,
without an application, for 60 days beginning with the last day of pregnancy and throughout the
remaining days of the month in which the 60-day period ends, to a woman who had applied for
Medicaid prior to the end of her pregnancy and was subsequently determined eligible for Medicaid for
the month in which the pregnancy ended.

a. Postpartum Medicaid shall only be available to a woman who is not eligible for another
coverage group after the pregnancy ends.

b. The woman shall not be required to meet any income or resource criteria during the postpartum
period.

c. When the sixtieth day is not on the last day of the month the woman shall be eligible for
Medicaid for the entire month.

75.1(25) Persons who would be eligible for supplemental security income or state supplementary
assistance except that they receive child’s social security benefits based on disability. Medical assistance
shall be available to persons who receive supplemental security income (SSI) or state supplementary
assistance (SSA) after their eighteenth birthday because of a disability or blindness which began before
age 22 and who would continue to receive SSI or SSA except that they become entitled to or receive an
increase in social security benefits from a parent’s account.

75.1(26) Rescinded IAB 10/8/97, effective 12/1/97.
75.1(27) Widows and widowers who are no longer eligible for supplemental security income or state

supplementary assistance because of the receipt of social security benefits. Medicaid shall be available
to widows and widowers who meet the following conditions:

a. They have applied for and received or were considered recipients of supplemental security
income or state supplementary assistance.
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b. They apply for and receive Title II widow’s or widower’s insurance benefits or any other Title
II old age or survivor’s benefits, if eligible for widow’s or widower’s benefits.

c. Rescinded IAB 5/1/91, effective 4/11/91.
d. They were not entitled to Part A Medicare hospital insurance benefits at the time of application

and receipt of Title II old age or survivor’s benefits. They are not currently entitled to Part A Medicare
hospital insurance benefits.

e. They are no longer eligible for supplemental security income or state supplementary assistance
solely because of the receipt of their social security benefits.

75.1(28) Pregnant women, infants and children (Mothers and Children (MAC)). Medicaid shall be
available to all pregnant women, infants (under one year of age) and children who have not attained the
age of 19 if the following criteria are met:

a. Income.
(1) Family income shall not exceed 300 percent of the federal poverty level for pregnant women

and for infants (under one year of age). Family income shall not exceed 133 percent of the federal
poverty level for children who have attained one year of age but who have not attained 19 years of
age. Income to be considered in determining eligibility for pregnant women, infants, and children shall
be determined according to family medical assistance program (FMAP) methodologies except that the
three-step process for determining initial eligibility and the two-step process for determining ongoing
eligibility, as described at rule 441—75.57(249A), shall not apply. “Family income” is the income
remaining after disregards and deductions have been applied as provided in rule 441—75.57(249A).

(2) Moneys received as a lump sum, except as specified in subrules 75.56(4) and 75.56(7) and
paragraphs 75.57(8)“b” and “c,” shall be treated in accordance with paragraphs 75.57(9)“b” and “c.”

(3) Unless otherwise specified, when the person under the age of 19 is living with a parent or
parents, the family size shall consist of all family members as defined by the family medical assistance
program.

Application for Medicaid shall be made by the parents when the person is residing with them. A
person shall be considered to be living with the parents when the person is temporarily absent from the
parent’s home as defined in subrule 75.53(4). If the person under the age of 19 is married or has been
married, the needs, income and resources of the person’s parents and any siblings in the home shall not
be considered in the eligibility determination unless the marriage was annulled.

(4) When a person under the age of 19 is living with a spouse, the family size shall consist of that
person, the spouse, and any of their children.

(5) Siblings under the age of 19 who live together shall be considered in the same filing unit for the
purpose of establishing eligibility under this subrule unless one sibling is married or has been married,
in which case the married sibling shall be considered separately unless the marriage was annulled.

b. For pregnant women, resources shall not exceed $10,000 per household. In establishing
eligibility for infants and children for this coverage group, resources of all persons in the eligible group,
regardless of age, shall be disregarded. In establishing eligibility for pregnant women for this coverage
group, resources shall be considered in accordance with department of public health 641—subrule
75.4(2).

c. Rescinded IAB 9/6/89, effective 11/1/89.
d. Eligibility for pregnant women under this rule shall begin no earlier than the first day of the

month in which conception occurred and in accordance with 441—76.5(249A).
e. The unborn child (children if more than one fetus exists) shall be considered when determining

the number of persons in the household.
f. An infant shall be eligible through the month of the first birthday unless the birthday falls on

the first day of the month. A child shall be eligible through the month of the nineteenth birthday unless
the birthday falls on the first day of the month.

g. Rescinded IAB 11/1/89, effective 1/1/90.
h. When determining eligibility under this coverage group, living with a specified relative as

specified at subrule 75.54(2) and the student provisions specified in subrule 75.54(1) do not apply.
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i. Awoman who had applied forMedicaid prior to the end of her pregnancy and was subsequently
determined eligible for assistance under this coverage group for the month in which her pregnancy ended
shall be entitled to receive Medicaid through the postpartum period in accordance with subrule 75.1(24).

j. If an infant loses eligibility under this coverage group at the time of the first birthday due to an
inability to meet the income limit for children or if a child loses eligibility at the time of the nineteenth
birthday, but the infant or child is receiving inpatient services in a medical institution, Medicaid shall
continue under this coverage group for the duration of the time continuous inpatient services are
provided.

75.1(29) Persons who are entitled to hospital insurance benefits under Part A of Medicare (Qualified
Medicare Beneficiary program). Medicaid shall be available to persons who are entitled to hospital
insurance under Part A ofMedicare to cover the cost of theMedicare Part A andB premiums, coinsurance
and deductibles, providing the following conditions are met:

a. The person’s monthly income does not exceed 100 percent of the federal poverty level (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) applicable to a family of the size
involved.

(1) The amount of income shall be determined as under the federal Supplemental Security Income
(SSI) program.

(2) Income shall not include any amount of social security income attributable to the cost-of-living
increase through the month following the month in which the annual revision of the official poverty line
is published.

b. The person’s resources do not exceed the maximum amount of resources that a person may
have to obtain the full low-income subsidy for Medicare Part D drug benefits. The amount of resources
shall be determined as under the SSI program unless the person lives and is expected to live at least 30
consecutive days in a medical institution and has a spouse at home. Then the resource determination
shall be made according to subrules 75.5(3) and 75.5(4).

c. The effective date of eligibility is the first of the month after the month of decision.
75.1(30) Presumptive eligibility for pregnant women. A pregnant woman who is determined by a

qualified provider to be presumptively eligible for Medicaid, based only on her statements regarding
family income, shall be eligible for ambulatory prenatal care. Eligibility shall continue until the last
day of the month following the month of the presumptive eligibility determination unless the pregnant
woman is determined to be ineligible for Medicaid during this period based on a Medicaid application
filed either before the presumptive eligibility determination or during this period. In this case,
presumptive eligibility shall end on the date Medicaid ineligibility is determined. A pregnant woman
who files a Medicaid application but withdraws that application before eligibility is determined has
not been determined ineligible for Medicaid. The pregnant woman shall complete Form 470-2927 or
470-2927(S), Health Services Application, in order for the qualified provider to make the presumptive
eligibility determination. The qualified provider shall complete Form 470-2629, Presumptive Medicaid
Income Calculation, in order to establish that the pregnant woman’s family income is within the
prescribed limits of the Medicaid program.

If the pregnant woman files a Medicaid application in accordance with rule 441—76.1(249A) by the
last day of the month following the month of the presumptive eligibility determination, Medicaid shall
continue until a decision of ineligibility is made on the application. Payment of claims for ambulatory
prenatal care services provided to a pregnant woman under this subrule is not dependent upon a finding
of Medicaid eligibility for the pregnant woman.

a. A qualified provider is defined as a provider who is eligible for payment under the Medicaid
program and who meets all of the following criteria:

(1) Provides one or more of the following services:
1. Outpatient hospital services.
2. Rural health clinic services (if contained in the state plan).
3. Clinic services furnished by or under the direction of a physician, without regard to whether

the clinic itself is administered by a physician.
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(2) Has been specifically designated by the department in writing as a qualified provider for the
purposes of determining presumptive eligibility on the basis of the department’s determination that the
provider is capable of making a presumptive eligibility determination based on family income.

(3) Meets one of the following:
1. Receives funds under the Migrant Health Centers or Community Health Centers (subsection

329 or subsection 330 of the Public Health Service Act) or the Maternal and Child Health Services Block
Grant Programs (Title V of the Social Security Act) or the Health Services for Urban Indians Program
(Title V of the Indian Health Care Improvement Act).

2. Participates in the program established under the Special Supplemental Food Program for
Women, Infants, and Children (subsection 17 of the Child Nutrition Act of 1966) or the Commodity
Supplemental Food Program (subsection 4(a) of the Agriculture and Consumer Protection Act of 1973).

3. Participates in a state perinatal program.
4. Is an Indian health service office or a health program or facility operated by a tribe or tribal

organization under the Indian Self-Determination Act.
b. The provider shall complete Form 470-2579, Application for Authorization to Make

Presumptive Medicaid Eligibility Determinations, and submit it to the department for approval in
order to become certified as a provider qualified to make presumptive eligibility determinations. Once
the provider has been approved as a provider qualified to make presumptive Medicaid eligibility
determinations, Form 470-2582, Memorandum of Understanding Between the Iowa Department of
Human Services and a Qualified Provider, shall be signed by the provider and the department.

c. Once the qualified provider has made a presumptive eligibility determination for a pregnant
woman, the provider shall:

(1) Contact the department to obtain a state identification number for the pregnant woman who has
been determined presumptively eligible.

(2) Notify the department in writing of the determination within five working days after the date the
presumptive determination is made. A copy of the Presumptive Medicaid Eligibility Notice of Decision,
Form 470-2580 or 470-2580(S), shall be used for this purpose.

(3) Inform the pregnant woman in writing, at the time the determination is made, that if she chose
not to apply for Medicaid on the Health Services Application, Form 470-2927 or 470-2927(S), she has
until the last day of the month following the month of the preliminary determination to file an application
with the department. A Presumptive Medicaid Eligibility Notice of Decision, Form 470-2580, shall be
issued by the qualified provider for this purpose.

(4) Forward copies of the Health Services Application, Form 470-2927 or 470-2927(S), to the
appropriate offices for eligibility determinations if the pregnant woman indicated on the application that
she was applying for any of the other programs listed on the application. These copies shall be forwarded
within two working days from the date of the presumptive determination.

d. In the event that a pregnant woman needing prenatal care does not appear to be presumptively
eligible, the qualified provider shall inform the pregnant woman that she may file an application at the
local department office if she wishes to have a formal determination made.

e. Presumptive eligibility shall end under any of the following conditions:
(1) The woman fails to file an application for Medicaid in accordance with rule 441—76.1(249A)

by the last day of the month following the month of the presumptive eligibility determination.
(2) The woman files a Medicaid application by the last day of the month following the month of

the presumptive eligibility determination and has been found ineligible for Medicaid.
(3) Rescinded IAB 5/1/91, effective 7/1/91.
f. The adequate and timely notice requirements and appeal rights associated with an application

that is filed pursuant to rule 441—76.1(249A) shall apply to an eligibility determination made on the
Medicaid application. However, notice requirements and appeal rights of the Medicaid program shall
not apply to a woman who is:

(1) Issued a presumptive eligibility decision by a qualified provider.
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(2) Determined to be presumptively eligible by a qualified provider and whose presumptive
eligibility ends because the woman fails to file an application by the last day of the month following the
month of the initial presumptive eligibility determination.

(3) Rescinded IAB 5/1/91, effective 7/1/91.
g. A woman shall not be determined to be presumptively eligible for Medicaid more than once

per pregnancy.
75.1(31) Persons and families canceled from the family medical assistance program (FMAP) due

to the increased earnings of the specified relative in the eligible group. Medicaid shall be available for
a period of up to 12 additional months to families who are canceled from FMAP as provided in subrule
75.1(14) because the specified relative of a dependent child receives increased income from employment.

For the purposes of this subrule, “family” shall mean individuals living in the household whose
needs and income were included in determining the FMAP eligibility of the household members at the
time that the FMAP benefits were terminated. “Family” also includes those individuals whose needs and
income would be taken into account in determining the FMAP eligibility of household members if the
household were applying in the current month.

a. Increased income from employment includes:
(1) Beginning employment.
(2) Increased rate of pay.
(3) Increased hours of employment.
b. In order to receive transitional Medicaid coverage under these provisions, an FMAP family

must have received FMAP during at least three of the six months immediately preceding the month in
which ineligibility occurred.

c. The 12 months’ Medicaid transitional coverage begins the day following termination of FMAP
eligibility.

d. When ineligibility is determined to occur retroactively, the transitional Medicaid coverage
begins with the first month in which FMAP eligibility was erroneously granted, unless the provisions
of paragraph “f” below apply.

e. Rescinded IAB 8/12/98, effective 10/1/98.
f. Transitional Medicaid shall not be allowed under these provisions when it has been determined

that the member received FMAP in any of the six months immediately preceding the month of
cancellation as the result of fraud. Fraud shall be defined in accordance with Iowa Code Supplement
section 239B.14.

g. During the transitional Medicaid period, assistance shall be terminated at the end of the first
month in which the eligible group ceases to include a child, as defined by the family medical assistance
program.

h. If the family receives transitional Medicaid coverage during the entire initial six-month period
and the department has received, by the twenty-first day of the fourth month, a complete Notice of
Decision/Quarterly Income Report, Form 470-2663 or 470-2663(S), Medicaid shall continue for an
additional six months, subject to paragraphs “g” and “i” of this subrule.

(1) If the department does not receive a completed form by the twenty-first day of the fourth month,
assistance shall be canceled.

(2) A completed form is one that has all items answered, is signed, is dated, and is accompanied
by verification as required in paragraphs 75.57(1)“f” and 75.57(2)“l.”

i. Medicaid shall end at the close of the first or fourth month of the additional six-month period
if any of the following conditions exists:

(1) The department does not receive a complete Notice of Decision/Quarterly IncomeReport, Form
470-2663 or 470-2663(S), by the twenty-first day of the first month or the fourth month of the additional
six-month period as required in paragraph 75.1(31)“h,” unless the family establishes good cause for
failure to report on a timely basis. Good cause shall be established when the family demonstrates that
one or more of the following conditions exist:

1. There was a serious illness or death of someone in the family.
2. There was a family emergency or household disaster, such as a fire, flood, or tornado.
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3. The family offers a good cause beyond the family’s control.
4. There was a failure to receive the department’s notification for a reason not attributable to the

family. Lack of a forwarding address is attributable to the family.
(2) The specified relative had no earnings in one or more of the previous three months, unless

the lack of earnings was due to an involuntary loss of employment, illness, or there were instances
when problems could negatively impact the client’s achievement of self-sufficiency as described at
441—subrule 93.133(4).

(3) It is determined that the family’s average gross earned income, minus child care expenses for
the children in the eligible group necessary for the employment of the specified relative, during the
immediately preceding three-month period exceeds 185 percent of the federal poverty level 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.

j. These provisions apply to specified relatives defined at paragraph 75.55(1)“a,” including:
(1) Any parent who is in the home. This includes parents who are included in the eligible group as

well as those who are not.
(2) A stepparent who is included in the eligible group and who has assumed the role of the caretaker

relative due to the absence or incapacity of the parent.
(3) A needy specified relative who is included in the eligible group.
k. The timely notice requirements as provided in 441—subrule 76.4(1) shall not apply when it is

determined that the family failed to meet the eligibility criteria specified in paragraph “g” or “i” above.
Transitional Medicaid shall be terminated beginning with the first month following the month in which
the family no longer met the eligibility criteria. An adequate notice shall be provided to the family when
any adverse action is taken.

75.1(32) Persons and families terminated from refugee cash assistance (RCA) because of income
earned from employment. Refugee medical assistance (RMA) shall be available as long as the
eight-month limit for the refugee program is not exceeded to persons who are receiving RMA and who
are canceled from the RCA program solely because a member of the eligible group receives income
from employment.

a. AnRCA recipient shall not be required tomeet anyminimumprogram participation time frames
in order to receive RMA coverage under these provisions.

b. A person who returns to the home after the family became ineligible for RCA may be included
in the eligible group for RMA coverage if the person was included on the assistance grant the month the
family became ineligible for RCA.

75.1(33) Qualified disabled and working persons. Medicaid shall be available to cover the cost of
the premium for Part A of Medicare (hospital insurance benefits) for qualified disabled and working
persons.

a. Qualified disabled and working persons are persons who meet the following requirements:
(1) The person’s monthly income does not exceed 200 percent of the federal poverty level

applicable to the family size involved.
(2) The person’s resources do not exceed twice the maximum amount allowed under the

supplemental security income (SSI) program.
(3) The person is not eligible for any other Medicaid benefits.
(4) The person is entitled to enroll in Medicare Part A of Title XVIII under Section 1818A of the

Social Security Act (as added by Section 6012 of OBRA 1989).
b. The amount of the person’s income and resources shall be determined as under the SSI program.
75.1(34) Specified low-income Medicare beneficiaries. Medicaid shall be available to persons who

are entitled to hospital insurance under Part A of Medicare to cover the cost of the Medicare Part B
premium, provided the following conditions are met:

a. The person’s monthly income exceeds 100 percent of the federal poverty level but is less than
120 percent of the federal poverty level (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) applicable to a family of the size involved.
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b. The person’s resources do not exceed the maximum amount of resources that a person may
have to obtain the full low-income subsidy for Medicare Part D drug benefits.

c. The amount of income and resources shall be determined as under the SSI program unless the
person lives and is expected to live at least 30 consecutive days in amedical institution and has a spouse at
home. Then the resource determination shall be made according to subrules 75.5(3) and 75.5(4). Income
shall not include any amount of social security income attributable to the cost-of-living increase through
the month following the month in which the annual revision of the official poverty level is published.

d. The effective date of eligibility shall be as set forth in rule 441—76.5(249A).
75.1(35) Medically needy persons.
a. Coverage groups. Subject to other requirements of this chapter, Medicaid shall be available to

the following persons:
(1) Pregnant women. Pregnant women who would be eligible for FMAP-related coverage groups

except for excess income or resources. For FMAP-related programs, pregnant women shall have the
unborn child or children counted in the household size as if the child or children were born and living
with them.

(2) FMAP-related persons under the age of 19. Persons under the age of 19 who would be eligible
for an FMAP-related coverage group except for excess income.

(3) CMAP-related persons under the age of 21. Persons under the age of 21 who would be eligible
in accordance with subrule 75.1(15) except for excess income.

(4) SSI-related persons. Persons who would be eligible for SSI except for excess income or
resources.

(5) FMAP-specified relatives. Persons whose income or resources exceed the family medical
assistance program’s limit and who are a specified relative as defined at subrule 75.55(1) living with a
child who is determined dependent.

b. Resources and income of all persons considered.
(1) Resources of all specified relatives and of all potentially eligible individuals living together,

except as specified at subparagraph 75.1(35)“b”(2) or who are excluded in accordance with the
provisions of rule 441—75.59(249A), shall be considered in determining eligibility of adults. Resources
of all specified relatives and of all potentially eligible individuals living together shall be disregarded
in determining eligibility of children. Income of all specified relatives and of all potentially eligible
individuals living together, except as specified at subparagraph 75.1(35)“b”(2) or who are excluded in
accordance with the provisions of rule 441—75.59(249A), shall be considered in determining eligibility.

(2) The amount of income of the responsible relative that has been counted as available to an
FMAP household or SSI individual shall not be considered in determining the countable income for
the medically needy eligible group.

(3) The resource determination shall be according to subrules 75.5(3) and 75.5(4) when one spouse
is expected to reside at least 30 consecutive days in a medical institution.

c. Resources.
(1) The resource limit for adults in SSI-related households shall be $10,000 per household.
(2) Disposal of resources for less than fair market value by SSI-related applicants or members shall

be treated according to policies specified in rule 441—75.23(249A).
(3) The resource limit for FMAP- or CMAP-related adults shall be $10,000 per household. In

establishing eligibility for children for this coverage group, resources of all persons in the eligible group,
regardless of age, shall be disregarded. In establishing eligibility for adults for this coverage group,
resources shall be considered according to department of public health 641—subrule 75.4(2).

(4) The resources of SSI-related persons shall be treated according to SSI policies.
(5) When a resource is jointly owned by SSI-related persons and FMAP-related persons, the

resource shall be treated according to SSI policies for the SSI-related person and according to FMAP
policies for the FMAP-related persons.

d. Income. All unearned and earned income, unless specifically exempted, disregarded, deducted
for work expenses, or diverted shall be considered in determining initial and continuing eligibility.
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(1) Income policies specified in subrules 75.57(1) through 75.57(8) and paragraphs 75.57(9)“b,”
“c,” “g,” “h,” and “i” regarding treatment of earned and unearned income are applied to FMAP-related
and CMAP-related persons when determining initial eligibility and for determining continuing eligibility
unless otherwise specified. The three-step process for determining initial eligibility and the two-step
process for determining ongoing eligibility, as described at rule 441—75.57(249A), shall not apply to
medically needy persons.

(2) Income policies as specified in federal SSI regulations regarding treatment of earned and
unearned income are applied to SSI-related persons when determining initial and continuing eligibility.

(3) The monthly income shall be determined prospectively unless actual income is available.
(4) The income for the certification period shall be determined by adding both months’ net income

together to arrive at a total.
(5) The income for the retroactive certification period shall be determined by adding each month

of the retroactive period to arrive at a total.
e. Medically needy income level (MNIL).
(1) The MNIL is based on 133 1/3 percent of the schedule of basic needs, as provided in subrule

75.58(2), with households of one treated as households of two, as follows:

Number of Persons 1 2 3 4 5 6 7 8 9 10
MNIL $483 $483 $566 $666 $733 $816 $891 $975 $1058 $1158

Each additional person $116
(2) When determining household size for theMNIL, all potential eligibles and all individuals whose

income is considered as specified in paragraph 75.1(35)“b” shall be included unless the person has been
excluded according to the provisions of rule 441—75.59(249A).

(3) The MNIL for the certification period shall be determined by adding both months’ MNIL to
arrive at a total.

The MNIL for the retroactive certification period shall be determined by adding each month of the
retroactive period to arrive at a total.

(4) The total net countable income for the certification period shall be compared to the total MNIL
for the certification period based on family size as specified in subparagraph (2).

If the total countable net income is equal to or less than the total MNIL, the medically needy
individuals shall be eligible for Medicaid.

If the total countable net income exceeds the total MNIL, the medically needy individuals shall not
be eligible for Medicaid unless incurred medical expenses equal or exceed the difference between the
net income and the MNIL.

(5) Effective date of approval. Eligibility during the certification period or the retroactive
certification period shall be effective as of the first day of the first month of the certification period or
the retroactive certification period when the medically needy income level (MNIL) is met.

f. Verification of medical expenses to be used in spenddown calculation. The applicant or member
shall submit evidence of medical expenses that are for noncovered Medicaid services and for covered
services incurred prior to the certification period to the department on a claim form, which shall be
completed by the medical provider. In cases where the provider is uncooperative or where returning
to the provider would constitute an unreasonable requirement on the applicant or member, the form
shall be completed by the worker. Verification of medical expenses for the applicant or member that
are covered Medicaid services and occurred during the certification period shall be submitted by the
provider to the Iowa Medicaid enterprise on a claim form. The applicant or member shall inform the
provider of the applicant’s or member’s spenddown obligation at the time services are rendered or at the
time the applicant or member receives notification of a spenddown obligation. Verification of allowable
expenses incurred for transportation to receive medical care as specified in rule 441—78.13(249A) shall
be verified on Form 470-0394, Medical Transportation Claim.

Applicants who have not established that they met spenddown in the current certification period shall
be allowed 12 months following the end of the certification period to submit medical expenses for that
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period or 12 months following the date of the notice of decision when the certification period had ended
prior to the notice of decision.

g. Spenddown calculation.
(1) Medical expenses that are incurred during the certification period may be used to meet

spenddown. Medical expenses incurred prior to a certification period shall be used to meet spenddown
if not already used to meet spenddown in a previous certification period and if all of the following
requirements are met. The expenses:

1. Remain unpaid as of the first day of the certification period.
2. Are not Medicaid-payable in a previous certification period or the retroactive certification

period.
3. Are not incurred during any prior certification periodwith the exception of the retroactive period

in which the person was conditionally eligible but did not meet spenddown.
Notwithstanding numbered paragraphs “1” through “3” above, paid medical expenses from the

retroactive period can be used to meet spenddown in the retroactive period or in the certification period
for the two months immediately following the retroactive period.

(2) Order of deduction. Spenddown shall be adjusted when a bill for a Medicaid-covered service
incurred during the certification period has been applied to meet spenddown if a bill for a covered service
incurred prior to the certification period is subsequently received. Spenddown shall also be adjusted
when a bill for a noncovered Medicaid service is subsequently received with a service date prior to the
Medicaid-covered service. Spenddown shall be adjusted when an unpaid bill for a Medicaid-covered
service incurred during the certification period has been applied to meet spenddown if a paid bill for a
covered service incurred in the certification period is subsequently received with a service date prior to
the date of the notice of spenddown status.

If spenddown has been met and a bill is received with a service date after spenddown has been met,
the bill shall not be deducted to meet spenddown.

Incurred medical expenses, including those reimbursed by a state or political subdivision program
other thanMedicaid, but excluding those otherwise subject to payment by a third party, shall be deducted
in the following order:

1. Medicare and other health insurance premiums, deductibles, or coinsurance charges.
EXCEPTION: When some of the household members are eligible for full Medicaid benefits under

the Health Insurance Premium Payment Program (HIPP), as provided in rule 441—75.21(249A), the
health insurance premium shall not be allowed as a deduction to meet the spenddown obligation of those
persons in the household in the medically needy coverage group.

2. An average statewide monthly standard deduction for the cost of medically necessary personal
care services provided in a licensed residential care facility shall be allowed as a deduction for
spenddown. These personal care services include assistance with activities of daily living such as
preparation of a special diet, personal hygiene and bathing, dressing, ambulation, toilet use, transferring,
eating, and managing medication.

The average statewide monthly standard deduction for personal care services shall be based on the
average per day rate of health care costs associated with residential care facilities participating in the
state supplementary assistance program for a 30.4-day month as computed in the Compilation of Various
Costs and Statistical Data (Category: All; Type of Care: Residential Care Facility; Location: All; Type of
Control: All). The average statewide standard deduction for personal care services used in the medically
needy program shall be updated and effective the first day of the first month beginning two full months
after the release of the Compilation of Various Costs and Statistical Data for the previous fiscal year.

3. Medical expenses for necessary medical and remedial services that are recognized under state
law but not covered by Medicaid, chronologically by date of submission.

4. Medical expenses for acupuncture, chronologically by date of submission.
5. Medical expenses for necessary medical and remedial services that are covered by Medicaid,

chronologically by date of submission.
(3) When incurred medical expenses have reduced income to the applicable MNIL, the individuals

shall be eligible for Medicaid.
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(4) Medical expenses reimbursed by a public program other than Medicaid prior to the certification
period shall not be considered a medical deduction.

h. Medicaid services. Persons eligible for Medicaid as medically needy will be eligible for all
services covered by Medicaid except:

(1) Care in a nursing facility or an intermediate care facility for the mentally retarded.
(2) Care in an institution for mental disease.
(3) Care in a Medicare-certified skilled nursing facility.
i. Reviews. Reviews of eligibility shall be made for SSI-related, CMAP-related, and

FMAP-related medically needy members with a zero spenddown as often as circumstances indicate but
in no instance shall the period of time between reviews exceed 12 months.

SSI-related, CMAP-related, and FMAP-related medically needy persons shall complete Form
470-3118 or 470-3118(S), Medicaid Review, as part of the review process when requested to do so by
the department.

j. Redetermination. When an SSI-related, CMAP-related, or FMAP-related member who has had
ongoing eligibility because of a zero spenddown has income that exceeds the MNIL, a redetermination
of eligibility shall be completed to change the member’s eligibility to a two-month certification with
spenddown. This redetermination shall be effective the month the income exceeds the MNIL or the first
month following timely notice.

(1) The Health Services Application, Form 470-2927 or 470-2927(S), or the Health and Financial
Support Application, Form 470-0462 or Form 470-0466(Spanish), shall be used to determine eligibility
for SSI-related medically needy when an SSI recipient has been determined to be ineligible for SSI due
to excess income or resources in one or more of the months after the effective date of the SSI eligibility
decision.

(2) All eligibility factors shall be reviewed on redeterminations of eligibility.
k. Recertifications. A new application shall be made when the certification period has expired and

there has been a break in assistance as defined at rule 441—75.25(249A). When the certification period
has expired and there has not been a break in assistance, the person shall use the Medicaid Review, Form
470-3118 or 470-3118(S), to be recertified.

l. Disability determinations. An applicant receiving social security disability benefits under Title
II of the Social Security Act or railroad retirement benefits based on the Social Security Act definition of
disability by the Railroad Retirement Board shall be deemed disabled without any further determination.
In other cases under the medically needy program, the department shall conduct an independent
determination of disability unless the applicant has been denied supplemental security income benefits
based on lack of disability and does not allege either (1) a disabling condition different from or in
addition to that considered by the Social Security Administration, or (2) that the applicant’s condition
has changed or deteriorated since the most recent Social Security Administration determination.

(1) In conducting an independent determination of disability, the department shall use the same
criteria required by federal law to be used by the Social Security Administration of the United States
Department of Health and Human Services in determining disability for purposes of Supplemental
Security Income under Title XVI of the Social Security Act. The disability determination services
bureau of the division of vocational rehabilitation shall make the initial disability determination on
behalf of the department.

(2) For an independent determination of disability, the applicant or the applicant’s authorized
representative shall complete, sign and submit Form 470-4459 or 470-4459(S), Authorization to
Disclose Information to the Department of Human Services, and either:

1. Form 470-2465, Disability Report for Adults, if the applicant is aged 18 or over; or
2. Form 470-3912, Disability Report for Children, if the applicant is under the age of 18.
(3) In connection with any independent determination of disability, the department shall determine

whether reexamination of the person’s medical condition will be necessary for periodic redeterminations
of eligibility. When reexamination is required, the member or the member’s authorized representative
shall complete and submit the same forms as required in subparagraph (2).
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75.1(36) Expanded specified low-income Medicare beneficiaries. As long as 100 percent federal
funding is available under the federal Qualified Individuals (QI) Program, Medicaid benefits to cover
the cost of the Medicare Part B premium shall be available to persons who are entitled to Medicare Part
A provided the following conditions are met:

a. The person is not otherwise eligible for Medicaid.
b. The person’s monthly income is at least 120 percent of the federal poverty level but is less

than 135 percent of the federal poverty level (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) applicable to a family of the size involved.

c. The person’s resources do not exceed the maximum amount of resources that a person may
have to obtain the full low-income subsidy for Medicare Part D drug benefits.

d. The amount of the income and resources shall be determined the same as under the SSI program
unless the person lives and is expected to live at least 30 consecutive days in a medical institution and
has a spouse at home. Then the resource determination shall be made according to subrules 75.5(3) and
75.5(4). Income shall not include any amount of social security income attributable to the cost-of-living
increase through the month following the month in which the annual revision of the official poverty level
is published.

e. The effective date of eligibility shall be as set forth in rule 441—76.5(249A).
75.1(37) Home health specified low-income Medicare beneficiaries. Rescinded IAB 10/30/02,

effective 1/1/03.
75.1(38) Continued Medicaid for disabled children from August 22, 1996. Medical assistance shall

be available to persons who were receiving SSI as of August 22, 1996, and who would continue to be
eligible for SSI but for Section 211(a) of the Personal Responsibility and Work Opportunity Act of 1996
(P.L. 104-193).

75.1(39) Working persons with disabilities.
a. Medical assistance shall be available to all persons who meet all of the following conditions:
(1) They are disabled as determined pursuant to rule 441—75.20(249A), except that being engaged

in substantial gainful activity will not preclude a determination of disability.
(2) They are less than 65 years of age.
(3) They are members of families (including families of one) whose income is less than 250 percent

of the most recently revised official federal poverty level for the family. Family income shall include
gross income of all family members, less supplemental security income program disregards, exemptions,
and exclusions, including the earned income disregards.

(4) They receive earned income from employment or self-employment or are eligible under
paragraph “c.”

(5) They would be eligible for medical assistance under another coverage group set out in this
rule (other than the medically needy coverage groups at subrule 75.1(35)), disregarding all income, up
to $10,000 of available resources, and any additional resources held by the disabled individual in a
retirement account, a medical savings account, or an assistive technology account. For this purpose,
disability shall be determined as under subparagraph (1) above.

(6) They have paid any premium assessed under paragraph “b” below.
b. Eligibility for a person whose gross income is greater than 150 percent of the federal poverty

level for an individual is conditional upon payment of a premium. Gross income includes all earned and
unearned income of the conditionally eligible person. A monthly premium shall be assessed at the time
of application and at the annual review. The premium amounts and the federal poverty level increments
above 150 percent of the federal poverty level used to assess premiums will be adjusted annually on
August 1.

(1) Beginning with the month of application, the monthly premium amount shall be established for
a 12-month period based on projected average monthly income for the 12-month period. The monthly
premium established shall not be increased for any reason during the 12-month period. The premium
shall not be reduced due to a change in the federal poverty level but may be reduced or eliminated
prospectively during the 12-month period if a reduction in projected average monthly income is verified.



Ch 75, p.16 Human Services[441] IAC 11/4/09

(2) Eligible persons are required to complete and return Form 470-3118 or 470-3118(S), Medicaid
Review, with income information during the twelfth month of the annual enrollment period to determine
the premium to be assessed for the next 12-month enrollment period.

(3) Premiums shall be assessed as follows:

IF THE INCOME OF THE
APPLICANT IS ABOVE:

THE MONTHLY
PREMIUM IS:

150% of Federal Poverty Level $25
180% of Federal Poverty Level $40
220% of Federal Poverty Level $55
250% of Federal Poverty Level $70
280% of Federal Poverty Level $85
310% of Federal Poverty Level $100
340% of Federal Poverty Level $120
370% of Federal Poverty Level $140
400% of Federal Poverty Level $165
430% of Federal Poverty Level $190
460% of Federal Poverty Level $220
490% of Federal Poverty Level $255
530% of Federal Poverty Level $295
575% of Federal Poverty Level $340
620% of Federal Poverty Level $390
670% of Federal Poverty Level $452

(4) Eligibility is contingent upon the payment of any assessed premiums. Medical assistance
eligibility shall not be made effective for a month until the premium assessed for the month is paid. The
premium must be paid within three months of the month of coverage or of the month of initial billing,
whichever is later, for the person to be eligible for the month.

(5) When the department notifies the applicant of the amount of the premiums, the applicant shall
pay any premiums due as follows:

1. The premium for each month is due the fourteenth day of the month the premium is to cover.
EXCEPTIONS: The premium for the month of initial billing is due the fourteenth day of the following
month; premiums for any months prior to the month of initial billing are due on the fourteenth day of
the third month following the month of billing.

2. If the fourteenth day falls on a weekend or a state holiday, payment is due the first working day
following the holiday or weekend.

3. When any premium payment due in the month it is to cover is not received by the due date,
Medicaid eligibility shall be canceled.

(6) Payments received shall be applied in the following order:
1. To the month in which the payment is received if the premium for the current calendar month

is unpaid.
2. To the following month when the payment is received after a billing statement has been issued

for the following month.
3. To prior months when a full payment has not been received. Payments shall be applied

beginning with the most recent unpaid month before the current calendar month, then the oldest unpaid
prior month and forward until all prior months have been paid.

4. When premiums for all months above have been paid, any excess shall be held and applied to
any months for which eligibility is subsequently established, as specified in numbered paragraphs “1,”
“2,” and “3” above, and then to future months when a premium becomes due.
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5. Any excess on an inactive account shall be refunded to the client after two calendar months of
inactivity or of a zero premium or upon request from the client.

(7) An individual’s case may be reopened when Medicaid eligibility is canceled for nonpayment
of premium. However, the premium must be paid in full within the calendar month following the month
the payment was due for reopening.

(8) Premiums may be submitted in the form of cash, money orders, or personal checks to the
department at the following address: Department of Human Services, Supply Unit A-Level, Room 77,
Hoover State Office Building, 1305 East Walnut, Des Moines, Iowa 50319.

(9) Once an individual is canceled from Medicaid due to nonpayment of premiums, the individual
must reapply to establish Medicaid eligibility unless the reopening provisions of this subrule apply.

(10) When a premium due in the month it is to cover is not received by the due date, a notice of
decision will be issued to cancel Medicaid. The notice will include reopening provisions that apply if
payment is received and appeal rights.

(11) Form 470-3694, Billing Statement, shall be used for billing and collection.
c. Persons receiving assistance under this coverage group who become unable to work due to

a change in their medical condition or who lose employment shall remain eligible for a period of six
months from the month of the change in their medical condition or loss of employment as long as they
intend to return to work and continue to meet all other eligibility criteria under this subrule.

d. For purposes of this subrule, the following definitions apply:
“Assistive technology” is the systematic application of technologies, engineering, methodologies,

or scientific principles to meet the needs of and address the barriers confronted by individuals with
disabilities in areas that include education, rehabilitation, technology devices and assistive technology
services.

“Assistive technology accounts” include funds in contracts, savings, trust or other financial
accounts, financial instruments or other arrangements with a definite cash value set aside and designated
for the purchase, lease or acquisition of assistive technology, assistive technology devices or assistive
technology services. Assistive technology accounts must be held separate from other accounts and funds
and must be used to purchase, lease or otherwise acquire assistive technology, assistive technology
services or assistive technology devices for the working person with a disability when a physician,
certified vocational rehabilitation counselor, licensed physical therapist, licensed speech therapist, or
licensed occupational therapist has established the medical necessity of the device, technology, or
service and determined the technology, device, or service can reasonably be expected to enhance the
individual’s employment.

“Assistive technology device” is any item, piece of equipment, product system or component part,
whether acquired commercially, modified or customized, that is used to increase, maintain, or improve
functional capabilities or address or eliminate architectural, communication, or other barriers confronted
by persons with disabilities.

“Assistive technology service”means any service that directly assists an individual with a disability
in the selection, acquisition, or use of an assistive technology device or other assistive technology. It
includes, but is not limited to, services referred to or described in the Assistive Technology Act of 1998,
29 U.S.C. 3002(4).

“Family,” if the individual is under 18 and unmarried, includes parents living with the individual,
siblings under 18 and unmarried living with the individual, and children of the individual who live with
the individual. If the individual is 18 years of age or older, or married, “family” includes the individual’s
spouse living with the individual and any children living with the individual who are under 18 and
unmarried. No other persons shall be considered members of an individual’s family. An individual
living alone or with others not listed above shall be considered to be a family of one.

“Medical savings account” means an account exempt from federal income taxation pursuant to
Section 220 of the United States Internal Revenue Code (26 U.S.C. § 220).

“Retirement account”means any retirement or pension fund or account, listed in Iowa Code section
627.6(8)“f” as exempt from execution, regardless of the amount of contribution, the interest generated,
or the total amount in the fund or account.
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75.1(40) People who have been screened and found to need treatment for breast or cervical cancer.
a. Medical assistance shall be available to people who:
(1) Have been screened for breast or cervical cancer under the Centers for Disease Control and

Prevention Breast and Cervical Cancer Early Detection Program established under Title XV of the Public
Health Service Act and have been found to need treatment for either breast or cervical cancer (including
a precancerous condition);

(2) Do not otherwise have creditable coverage, as that term is defined by the Health Insurance
Portability and Accountability Act (HIPAA) (42 U.S.C. Section 300gg(c)(1)), and are not eligible for
medical assistance under Iowa Code section 249A.3(1); and

(3) Are under the age of 65.
b. Eligibility established under paragraph “a” continues until the person is:
(1) No longer receiving treatment for breast or cervical cancer;
(2) No longer under the age of 65; or
(3) Covered by creditable coverage or eligible for medical assistance under Iowa Code section

249A.3(1).
c. Presumptive eligibility. A person who has been screened for breast or cervical cancer under

the Centers for Disease Control and Prevention Breast and Cervical Cancer Early Detection Program
established under Title XV of the Public Health Service Act, who has been found to need treatment for
either breast or cervical cancer (including a precancerous condition), andwho is determined by a qualified
provider to be presumptively eligible for medical assistance under paragraph “a” shall be eligible for
medical assistance until the last day of the month following the month of the presumptive eligibility
determination if no Medicaid application is filed in accordance with rule 441—76.1(249A) by that day
or until the date of a decision on a Medicaid application filed in accordance with rule 441—76.1(249A)
by the last day of the month following the month of the presumptive eligibility determination, whichever
is earlier.

The person shall complete Form 470-2927 or 470-2927(S), Health Services Application, in order for
the qualified provider to make the presumptive eligibility determination. Presumptive eligibility shall
begin no earlier than the date the qualified Medicaid provider determines eligibility.

Payment of claims for services provided to a person under this paragraph is not dependent upon a
finding of Medicaid eligibility for the person.

(1) A provider who is qualified to determine presumptive eligibility is defined as a provider who:
1. Is eligible for payment under the Medicaid program; and
2. Either:
● Has been named lead agency for a county or regional local breast and cervical cancer early

detection program under a contract with the department of public health; or
● Has a cooperative agreement with the department of public health under the Centers for Disease

Control and Prevention Breast and Cervical Cancer Early Detection Program established under Title
XV of the Public Health Service Act to receive reimbursement for providing breast or cervical cancer
screening or diagnostic services to participants in the Care for Yourself Breast and Cervical Cancer Early
Detection Program; and

3. Has made application and has been specifically designated by the department in writing as a
qualified provider for the purpose of determining presumptive eligibility under this rule.

(2) The provider shall complete Form 470-3864, Application for Authorization to Make
Presumptive Medicaid Eligibility Determinations (BCCT), and submit it to the department for approval
in order to be designated as a provider qualified to make presumptive eligibility determinations. Once
the department has approved the provider’s application, the provider and the department shall sign
Form 470-3865, Memorandum of Understanding with a Qualified Provider for People with Breast or
Cervical Cancer Treatment. When both parties have signed the memorandum, the department shall
designate the provider as a qualified provider and notify the provider.

(3) When a qualified provider has made a presumptive eligibility determination for a person, the
provider shall:
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1. Contact the department to obtain a state identification number for the person who has been
determined presumptively eligible.

2. Notify the department in writing of the determination within five working days after the date
the presumptive eligibility determination is made. The provider shall use a copy of Form 470-2580 or
470-2580(S), Presumptive Medicaid Eligibility Notice of Decision, for this purpose.

3. Inform the person in writing, at the time the determination is made, that if the person has not
applied for Medicaid on Form 470-2927 or 470-2927(S), Health Services Application, the person has
until the last day of the month following the month of the preliminary determination to file the application
with the department. The qualified provider shall use Form 470-2580 or 470-2580(S), Presumptive
Medicaid Eligibility Notice of Decision, for this purpose.

4. Forward copies of Form 470-2927 or 470-2927(S), Health Services Application, to the
appropriate department office for eligibility determination if the person indicated on the application that
the person was applying for any of the other programs. The provider shall forward these copies and
proof of screening for breast or cervical cancer under the Centers for Disease Control and Prevention
Breast and Cervical Cancer Early Detection Program within two working days from the date of the
presumptive eligibility determination.

(4) In the event that a person needing care does not appear to be presumptively eligible, the qualified
provider shall inform the person that the person may file an application at the county department office
if the person wishes to have an eligibility determination made by the department.

(5) Presumptive eligibility shall end under either of the following conditions:
1. The person fails to file an application for Medicaid in accordance with rule 441—76.1(249A)

by the last day of the month following the month of the presumptive eligibility determination.
2. The person files a Medicaid application by the last day of the month following the month of the

presumptive eligibility determination and is found ineligible for Medicaid.
(6) Adequate and timely notice requirements and appeal rights shall apply to an eligibility

determination made on a Medicaid application filed pursuant to rule 441—76.1(249A). However, notice
requirements and appeal rights of the Medicaid program shall not apply to a person who is:

1. Denied presumptive eligibility by a qualified provider.
2. Determined to be presumptively eligible by a qualified provider and whose presumptive

eligibility ends because the person fails to file an application by the last day of the month following the
month of the presumptive eligibility determination.

(7) A new period of presumptive eligibility shall begin each time a person is screened for breast
or cervical cancer under the Centers for Disease Control and Prevention Breast and Cervical Cancer
Early Detection Program established under Title XV of the Public Health Service Act, is found to
need treatment for breast or cervical cancer, and files Form 470-2927 or 470-2927(S), Health Services
Application, with a qualified provider.

75.1(41) Women eligible for family planning services under demonstration waiver. Medical
assistance for family planning services only shall be available to women as provided in this subrule.

a. Eligibility. The following are eligible for assistance under this coverage group:
(1) Women who were Medicaid members when their pregnancy ended and who are capable of

bearing children but are not pregnant. Eligibility for these women extends for 12 consecutive months
after the month when their 60-day postpartum period ends.

(2) Women who are of childbearing age, are capable of bearing children but are not pregnant, and
have income that does not exceed 200 percent of the federal poverty level, as determined according to
paragraph 75.1(41)“c.”

b. Application.
(1) Women eligible under subparagraph 75.1(41)“a”(1) are not required to file an application for

assistance under this coverage group. The department will automatically redetermine eligibility pursuant
to rule 441—76.11(249A) upon loss of other Medicaid eligibility within 12 months after the month when
the 60-day postpartum period ends.

(2) Women requesting assistance based on subparagraph 75.1(41)“a”(2) shall file an application
as required in rule 441—76.1(249A).
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c. Determining income eligibility. The department shall determine the countable income of a
woman applying under subparagraph 75.1(41)“a”(2) as follows:

(1) Household size. The household size shall include the applicant or member, any dependent
children as defined in 441—subrule 75.54(1) living in the same home as the applicant or member, and
any spouse living in the same home as the applicant or member, except when a dependent child or spouse
has elected to receive supplemental security income under Title XVI of the Social Security Act.

(2) Earned income. All earned income as defined in 441—subrule 75.57(2) that is received by a
member of the household shall be counted except for the earnings of a child who is a full-time student
as defined in 441—paragraph 75.54(1)“b.”

(3) Unearned income. The following unearned income of all household members shall be counted:
1. Unemployment compensation.
2. Child support.
3. Alimony.
4. Social security and railroad retirement benefits.
5. Worker’s compensation and disability payments.
6. Benefits paid by the Department of Veterans Affairs to disabled members of the armed forces

or survivors of deceased veterans.
(4) Deductions. Deductions from income shall be made for any payments made by household

members for court-ordered child support, alimony, or spousal support to non-household members and as
provided in 441—subrule 75.57(2).

(5) Disregard of changes. A woman found to be income-eligible upon application or annual
redetermination of eligibility shall remain income-eligible for 12 months regardless of any change in
income or household size.

d. Effective date. Assistance for family planning services under this coverage group shall be
effective on the first day of the month of application or the first day of the month all eligibility
requirements are met, whichever is later. Notwithstanding 441—subrule 76.5(1), assistance shall not be
available under this coverage group for any months preceding the month of application.

75.1(42) Medicaid for independent young adults. Medical assistance shall be available, as assistance
related to the family medical assistance program, to a person who left a foster care placement on or after
May 1, 2006, and meets all of the following conditions:

a. The person is at least 18 years of age and under 21 years of age.
b. On the person’s eighteenth birthday, the person resided in foster care and Iowa was responsible

for the foster care payment pursuant to Iowa Code section 234.35.
c. The person is not a mandatory household member or receiving Medicaid benefits under another

coverage group.
d. The person has income below 200 percent of the most recently revised federal poverty level for

the person’s household size.
(1) “Household” shall mean the person and any of the following people who are living with the

person and are not active on another Medicaid case:
1. The person’s own children;
2. The person’s spouse; and
3. Any children of the person’s spouse who are under the age of 18 and unmarried.
No one else shall be considered a member of the person’s household. A person who lives alone or

with others not listed above, including the person’s parents, shall be considered a household of one.
(2) The department shall determine the household’s countable income pursuant to rule

75.57(249A). Twenty percent of earned income shall be disregarded.
(3) A person found to be income-eligible upon application or upon annual redetermination of

eligibility shall remain income-eligible for 12 months regardless of any change in income or household
size.

75.1(43) Medicaid for children with disabilities. Medical assistance shall be available to children
who meet all of the following conditions on or after January 1, 2009:

a. The child is under 19 years of age.
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b. The child is disabled as determined pursuant to rule 441—75.20(249A) based on the disability
standards for children used for Supplemental Security Income (SSI) benefits under Title XVI of the Social
Security Act, but without regard to any income or asset eligibility requirements of the SSI program.

c. The child is enrolled in any group health plan available through the employer of a parent living
in the same household as the child if the employer contributes at least 50 percent of the total cost of
annual premiums for that coverage. The parent shall enroll the child and pay any employee premium
required to maintain coverage for the child.

d. The child’s household has income at or below 300 percent of the federal poverty level applicable
to a family of that size.

(1) For this purpose, the child’s household shall include any of the following persons who are living
with the child and are not receiving Medicaid on another case:

1. The child’s parents.
2. The child’s siblings under the age of 19.
3. The child’s spouse.
4. The child’s children.
5. The children of the child’s spouse.
(2) Only those persons identified in subparagraph (1) shall be considered a member of the child’s

household. A person who receives medically needy coverage with a spenddown or limited benefits
such as Medicare savings programs or family planning services only is not considered to be “receiving
Medicaid” for the purposes of subparagraph (1). A child who lives alone or with persons not identified
in subparagraph (1) shall be considered as having a household of one.

(3) For this purpose, the income of all persons included in the child’s household shall be determined
as provided for SSI-related groups under subrule 75.13(2).

(4) The federal poverty levels used to determine eligibility shall be revised annually on April 1.
This rule is intended to implement Iowa Code sections 249A.3, 249A.4 and 249A.6.

[ARC 7741B, IAB 5/6/09, effective 7/1/09; ARC 7833B, IAB 6/3/09, effective 8/1/09; ARC 7929B, IAB 7/1/09, effective 7/1/09;
ARC 7931B, IAB 7/1/09, effective 7/1/09; ARC 8095B, IAB 9/9/09, effective 10/14/09; ARC 8260B, IAB 11/4/09, effective 1/1/10;
ARC 8261B, IAB 11/4/09, effective 10/15/09]

441—75.2(249A) Medical resources.   Medical resources include health and accident insurance,
eligibility for care through the Department of Veterans Affairs, specialized child health services, Title
XVIII of the Social Security Act (Medicare), and other resources for meeting the cost of medical care
which may be available to the member. These resources must be used when reasonably available.

75.2(1) The department shall approve payment only for those services or that part of the cost of a
given service for which no medical resources exist unless pay and chase provisions as defined in rule
441—75.25(249A) are applicable.

a. Persons who have been approved by the Social Security Administration for supplemental
security income shall complete Form 470-2304, 470-2304(S), 470-0364, or 470-0364(S), SSI Medicaid
Information, and return it to the department.

b. Persons eligible for Part B of the Medicare program shall make assignment to the department
on Form 470-2304, 470-2304(S), 470-0364, or 470-0364(S), SSI Medicaid Information.

75.2(2) As a condition of eligibility for medical assistance, a person who has the legal capacity to
execute an assignment shall do all of the following:

a. Assign to the department any rights to payments of medical care from any third party to the
extent that payment has been made under the medical assistance program. The applicant’s signature on
any form listed in 441—subrule 76.1(1) shall constitute agreement to the assignment. The assignment
shall be effective for the entire period for which medical assistance is paid.

b. Cooperate with the department in obtaining third-party payments. The member or one acting
on the member’s behalf shall:

(1) File a claim or submit an application for any reasonably available medical resource, and
(2) Cooperate in the processing of the claim or application.
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c. Cooperate with the department in identifying and providing information to assist the department
in pursuing any third party who may be liable to pay for medical care and services available under the
medical assistance program.

75.2(3) Good cause for failure to cooperate in the filing or processing of a claim or application shall
be considered to exist when the member, or one acting on behalf of a minor, or of a legally incompetent
adult member, is physically or mentally incapable of cooperation. Good cause shall be considered to
exist when cooperation is reasonably anticipated to result in:

a. Physical or emotional harm to the member for whom medical resources are being sought.
b. Physical or emotional harm to the parent or payee, acting on the behalf of a minor, or of a legally

incompetent adult member, for whom medical resources are being sought.
75.2(4) Failure to cooperate as required in subrule 75.2(2) without good cause as defined in subrule

75.2(3) shall result in the termination of medical assistance benefits. The department shall make the
determination of good cause based on information and evidence provided by the member or by one
acting on the member’s behalf.

a. The medical assistance benefits of a minor or a legally incompetent adult member shall not be
terminated for failure to cooperate in reporting medical resources.

b. When a parent or payee acting on behalf of a minor or legally incompetent adult member
fails to file a claim or application for reasonably available medical resources or fails to cooperate in
the processing of a claim or application without good cause, the medical assistance benefits of the parent
or payee shall be terminated.

75.2(5) When the department receives information through a cross-match with Iowa workforce
development department and child support recovery files which indicates the absent parent of a
Medicaid-eligible child is employed, the department shall send Form 470-0413, Obligor Insurance
Questionnaire, to the absent parent in order to obtain health insurance coverage information. If the
absent parent does not respond within 15 days from the date Form 470-0413 is sent, the department
shall send Form 470-2240, Employer Insurance Questionnaire, to the employer in order to obtain the
health insurance coverage information.

This rule is intended to implement Iowa Code sections 249A.4, 249A.5 and 249A.6.
[ARC 7546B, IAB 2/11/09, effective 4/1/09]

441—75.3(249A) Acceptance of other financial benefits.   An applicant or member shall take all steps
necessary to apply for and, if entitled, accept any income or resources for which the applicant or member
may qualify, unless the applicant or member can show an incapacity to do so. Sources of benefits may be,
but are not limited to, annuities, pensions, retirement or disability benefits, veterans’ compensation and
pensions, old-age, survivors, and disability insurance, railroad retirement benefits, black lung benefits,
or unemployment compensation.

75.3(1) When it is determined that the supplemental security income (SSI)-related applicant
or member may be entitled to other cash benefits, the department shall send a Notice Regarding
Acceptance of Other Benefits, Form 470-0383, to the applicant or member.

75.3(2) The SSI-related applicant or member must express an intent to apply or refuse to apply for
other benefits within ten calendar days from the date the notice is issued. A signed refusal to apply or
failure to return the form shall result in denial of the application or cancellation of Medicaid unless the
applicant or member is mentally or physically incapable of filing the claim for other cash benefits.

75.3(3) When the SSI-related applicant or member is physically or mentally incapable of filing the
claim for other cash benefits, the department shall request the person acting on behalf of the member to
pursue the potential benefits.

75.3(4) The SSI-related applicant or member shall cooperate in applying for the other benefits.
Failure to timely secure the other benefits shall result in cancellation of Medicaid.

EXCEPTION: An applicant or member shall not be required to apply for supplementary security
income to receive Medicaid under subrule 75.1(17).

This rule is intended to implement Iowa Code sections 249A.3 and 249A.4.
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441—75.4(249A) Medical assistance lien.
75.4(1) When payment is made by the department for medical care or expenses through the medical

assistance program on behalf of a member, the department shall have a lien, to the extent of those
payments, to all monetary claims which the member may have against third parties.

a. A lien is not effective unless the department files a notice of lien with the clerk of the district
court in the county where the member resides and with the member’s attorney when the member’s
eligibility for medical assistance is established. The notice of lien shall be filed before the third party
has concluded a final settlement with the member, the member’s attorney, or other representative.

b. The third party shall obtain a written determination from the department concerning the amount
of the lien before a settlement is deemed final.

(1) A compromise, including, but not limited to, notification, settlement, waiver or release of a
claim, does not defeat the department’s lien except pursuant to the written agreement of the director or
the director’s designee under which the department would receive less than full reimbursement of the
amounts it expended.

(2) A settlement, award, or judgment structured in any manner not to include medical expenses or
an action brought by a member or on behalf of a member which fails to state a claim for recovery of
medical expenses does not defeat the department’s lien if there is any recovery on the member’s claim.

c. All notifications to the department required by law shall be directed to the Iowa Medicaid
Enterprise, Revenue Collection Unit, P.O. Box 36475, Des Moines, Iowa 50315. Notification shall be
considered made as of the time the notification is deposited so addressed, postage prepaid, in the United
States Postal Service system.

75.4(2) The department may pursue its rights to recover either directly from any third party or from
any recovery obtained by or on behalf of any member. If a member incurs the obligation to pay attorney
fees and court costs for the purpose of enforcing a monetary claim to which the department has a lien
under this section, upon the receipt of the judgment or settlement of the total claim, of which the lien for
medical assistance payments is a part, the court costs and reasonable attorney fees shall first be deducted
from this total judgment or settlement. One-third of the remaining balance shall then be deducted and
paid to the member. From the remaining balance, the lien of the department shall be paid. Any amount
remaining shall be paid to the member. An attorney acting on behalf of a member for the purpose of
enforcing a claim to which the department has a lien shall not collect from the member any amount as
attorney fees which is in excess of the amount which the attorney customarily would collect on claims
not subject to this rule. The department will provide computer-generated documents or claim forms
describing the services for which it has paid upon request of any affected member or the member’s
attorney. The documents may also be provided to a third party where necessary to establish the extent
of the department’s claim.

75.4(3) In those cases where appropriate notification is not given to the department or where the
department’s recovery rights are otherwise adversely affected by an action of the member or one acting
on the member’s behalf, medical assistance benefits shall be terminated. The medical assistance benefits
of a minor child or a legally incompetent adult member shall not be terminated. Subsequent eligibility
for medical assistance benefits shall be denied until an amount equal to the unrecovered claim has been
reimbursed to the department or the individual produces documentation of incurred medical expense
equal to the amount of the unrecovered claim. The incurred medical expense shall not be paid by the
medical assistance program.

a. The client, or one acting on the client’s behalf, shall provide information and verification as
required to establish the availability of medical or third-party resources.

b. Rescinded IAB 9/4/91, effective 11/1/91.
c. The client or person acting on the client’s behalf shall complete Form 470-2826, Supplemental

Insurance Questionnaire, in a timely manner at the time of application, when any change in medical
resources occurs during the application period, and when any changes in medical resources occur after
the application is approved.

A report shall be considered timely when made within ten days from:
(1) The date that health insurance begins, changes, or ends.
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(2) The date that eligibility begins for care through the Department of Veterans Affairs, specialized
child health services, Title XVIII of the Social Security Act (Medicare) and other resources.

(3) The date the client, or one acting on the client’s behalf, files an insurance claim against an
insured third party, for the payment of medical expenses that otherwise would be paid by Medicaid.

(4) The date the member, or one acting on the member’s behalf, retains an attorney with the
expectation of seeking restitution for injuries from a possibly liable third party, and the medical
expenses resulting from those injuries would otherwise be paid by Medicaid.

(5) The date that the member, or one acting on the member’s behalf, receives a partial or total
settlement for the payment of medical expenses that would otherwise be paid by Medicaid.

The member may report the change in person, by telephone, by mail or by using the Ten-Day Report
of Change, Form 470-0499 or 470-0499(S), which is mailed with the Family Investment Program
warrants and is issued to the client when Medicaid applications are approved, when annual reviews are
completed, when a completed Ten-Day Report of Change is submitted, and when the client requests a
form.

d. The member, or one acting on the member’s behalf, shall complete the Priority Leads
Letter, Form 470-0398, when the department has reason to believe that the member has sustained
an accident-related injury. Failure to cooperate in completing and returning this form, or in giving
complete and accurate information, shall result in the termination of Medicaid benefits.

e. When the recovery rights of the department are adversely affected by the actions of a parent
or payee acting on behalf of a minor or legally incompetent adult member, the Medicaid benefits of the
parent or payee shall be terminated. When a parent or payee fails to cooperate in completing or returning
the Priority Leads Letter, Form 470-0398, or the Supplemental Insurance Questionnaire, Form 470-2826,
or fails to give complete and accurate information concerning the accident-related injuries of a minor or
legally incompetent adult member, the department shall terminate the Medicaid benefits of the parent or
payee.

f. The member, or one acting on the member’s behalf, shall refund to the department from any
settlement or payment received the amount of any medical expenses paid by Medicaid. Failure of the
member to do so shall result in the termination of Medicaid benefits. In those instances where a parent
or payee, acting on behalf of a minor or legally incompetent adult member, fails to refund a settlement
overpayment to the department, the Medicaid benefits of the parent or payee shall be terminated.

75.4(4) Third party and provider responsibilities.
a. The health care services provider shall inform the department by appropriate notation on the

Health Insurance Claim, Form CMS-1500, that other coverage exists but did not cover the service being
billed or that payment was denied.

b. The health care services provider shall notify the department in writing by mailing copies of
any billing information sent to a member, an attorney, an insurer or other third party after a claim has
been submitted to or paid by the department.

c. An attorney representing an applicant for medical assistance or a past or present Medicaid
member on a claim to which the department has filed a lien under this rule shall notify the department
of the claim of which the attorney has actual knowledge, before filing a claim, commencing an action
or negotiating a settlement offer. Actual knowledge shall include the notice to the attorney pursuant
to subrule 75.4(1). The mailing and deposit in a United States post office or public mailing box of the
notice, addressed to the department at its state or local office location, is adequate legal notice of the
claim.

75.4(5) Department’s lien.
a. The department’s liens are valid and binding on an attorney, insurer or other third party only

upon notice by the department or unless the attorney, insurer or other third party has actual notice that
the member is receiving medical assistance from the department and only to the extent that the attorney,
insurer or third party has not made payment to the member or an assignee of the member prior to the
notice.

Any information released to an attorney, insurer or other third party, by the health care services
provider, that indicates that reimbursement from the state was contemplated or received, shall be
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construed as giving the attorney, insurer or other third party actual knowledge of the department’s
involvement. For example, information supplied by a health care services provider which indicates
medical assistance involvement shall be construed as showing involvement by the department under
Iowa Code section 249A.6. Payment of benefits by an insurer or third party pursuant to the rights of the
lienholder in this rule discharges the attorney, insurer or other third party from liability to the member
or the member’s assignee to the extent of the payment to the department.

b. When the department has reason to believe that an attorney is representing a member on a claim
to which the department filed a lien under this rule, the department shall issue notice to that attorney of
the department’s lien rights by mailing the Notice of Medical Assistance Lien, Form 470-3030, to the
attorney.

c. When the department has reason to believe that an insurer is liable for the costs of a member’s
medical expenses, the department shall issue notice to the insurer of the department’s lien rights by
mailing the Notice of Medical Assistance Lien, Form 470-3030, to the insurer.

d. The mailing and deposit in a United States post office or public mailing box of the notice,
addressed to the attorney or insurer, is adequate legal notice of the department’s subrogation rights.

75.4(6) For purposes of this rule, the term “third party” includes an attorney, individual, institution,
corporation, or public or private agency which is or may be liable to pay part or all of the medical costs
incurred as a result of injury, disease or disability by or on behalf of an applicant for medical assistance
or a past or present Medicaid member.

75.4(7) The department may enforce its lien by a civil action against any liable third party.
This rule is intended to implement Iowa Code sections 249A.4, 249A.5, and 249A.6.

441—75.5(249A) Determination of countable income and resources for persons in a medical
institution.   In determining eligibility for any coverage group under rule 441—75.1(249A), certain
factors must be considered differently for persons who reside in a medical institution. They are:

75.5(1) Determining income from property.
a. Nontrust property. Where there is nontrust property, unless the document providing income

specifies differently, income paid in the name of one person shall be available only to that person. If
payment of income is in the name of two persons, one-half is attributed to each. If payment is in the
name of several persons, including a Medicaid client, a client’s spouse, or both, the income shall be
considered in proportion to the Medicaid client’s or spouse’s interest. If payment is made jointly to both
spouses and no interest is specified, one-half of the couple’s joint interest shall be considered available
for each spouse. If the client or the client’s spouse can establish different ownership by a preponderance
of evidence, the income shall be divided in proportion to the ownership.

b. Trust property. Where there is trust property, the payment of income shall be considered
available as provided in the trust. In the absence of specific provisions in the trust, the income shall
be considered as stated above for nontrust property.

75.5(2) Division of income between married people for SSI-related coverage groups.
a. Institutionalized spouse and community spouse. If there is a community spouse, only the

institutionalized person’s income shall be considered in determining eligibility for the institutionalized
spouse.

b. Spouses institutionalized and living together. Partners in a marriage who are residing in the
same room in a medical institution shall be treated as a couple until the first day of the seventh calendar
month that they continuously reside in the facility. The couple may continue to be considered as a couple
for medical assistance effective the first day of the seventh calendar month of continuous residency if
one partner would be ineligible for medical assistance or receive reduced benefits by considering them
separate individuals or if they choose to be considered together. When spouses are treated as a couple,
the combined income of the couple shall not exceed twice the amount of the income limit established in
subrule 75.1(7). Persons treated together as a couple for income must be treated together for resources
and persons treated individually for income must be treated individually for resources.
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Spouses residing in the same room in a medical institution may be treated as individuals effective
the first day of the seventh calendar month. The income of each spouse shall not exceed the income limit
established in subrule 75.1(7).

c. Spouses institutionalized and living apart. Partners in amarriage who are both institutionalized,
although not residing in the same room of the institution, shall be treated as individuals effective the
month after the month the partners cease living together. Their income shall be treated separately
for eligibility. If they live in the same facility after six months of continuous residence, they may be
considered as a couple for medical assistance effective the first day of the seventh calendar month
of continuous residency if one partner would be ineligible for medical assistance or receive reduced
benefits by considering them separate individuals or if they choose to be considered together.

In the month of entry into a medical institution, income shall not exceed the amount of the income
limit established in subrule 75.1(7).

75.5(3) Attribution of resources to institutionalized spouse and community spouse. The department
shall determine the attribution of a couple’s resources to the institutionalized spouse and to the
community spouse when the institutionalized spouse is expected to remain in a medical institution at
least 30 consecutive days on or after September 30, 1989, at the beginning of the first continuous period
of institutionalization.

a. When determined. The department shall determine the attribution of resources between spouses
at the earlier of the following:

(1) When either spouse requests that the department determine the attribution of resources at the
beginning of the person’s continuous stay in a medical facility prior to an application for Medicaid
benefits. This request must be accompanied by Form 470-2577, Resources Upon Entering a Medical
Facility, and necessary documentation.

(2) When the institutionalized spouse or someone acting on that person’s behalf applies for
Medicaid benefits. If the application is not made in the month of entry, the applicant shall also complete
Form 470-2577 and provide necessary documentation.

b. Information required. The couple must provide the social security number of the community
spouse. The attribution process shall include a match of the Internal Revenue Service data for both the
institutionalized and community spouses.

c. Resources considered. The resources attributed shall include resources owned by both the
community spouse and institutionalized spouse except for the following resources:

(1) The home in which the spouse or relatives as defined in 441—paragraph 41.22(3)“a” live
(including the land that appertains to the home).

(2) Household goods, personal effects, and one automobile.
(3) The value of any burial spaces held for the purpose of providing a place for the burial of either

spouse or any other member of the immediate family.
(4) Other property essential to the means of self-support of either spouse as to warrant its exclusion

under the SSI program.
(5) Resources of a blind or disabled person who has a plan for achieving self-support as determined

by division of vocational rehabilitation or the department of human services.
(6) For natives of Alaska, shares of stock held in a regional or a village corporation, during the

period of 20 years in which the stock is inalienable, as provided in Section 7(h) and Section 8(c) of the
Alaska Native Claims Settlement Act.

(7) Assistance under the Disaster Relief Act and Emergency Assistance Act or other assistance
provided pursuant to federal statute on account of a presidentially declared major disaster and interest
earned on these funds for the nine-month period beginning on the date these funds are received or for a
longer period where good cause is shown.

(8) Any amount of underpayment of SSI or social security benefit due either spouse for one or more
months prior to the month of receipt. This exclusion shall be limited to the first six months following
receipt.

(9) A life insurance policy(ies) whose total face value is $1500 or less per spouse.
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(10) An amount, not in excess of $1500 for each spouse that is separately identifiable and has been
set aside to meet the burial and related expenses of that spouse. The amount of $1500 shall be reduced
by an amount equal to the total face value of all insurance policies which are owned by the person or
spouse and the total of any amounts in an irrevocable trust or other irrevocable arrangement available to
meet the burial and related expenses of that spouse.

(11) Federal assistance paid for housing occupied by the spouse.
(12) Assistance from a fund established by a state to aid victims of crime for nine months from

receipt when the client demonstrates that the amount was paid as compensation for expenses incurred or
losses suffered as a result of a crime.

(13) Relocation assistance provided by a state or local government to a client comparable to
assistance provided under Title II of the Uniform Relocation Assistance and Real Property Acquisition
Policies Act of 1970 which is subject to the treatment required by Section 216 of the Act.

d. Method of attribution. The resources attributed to the institutionalized spouse shall be one-half
of the documented resources of both the institutionalized spouse and the community spouse as of the
first moment of the first day of the month of the spouse’s first entry to a medical facility. However,
if one-half of the resources is less than $24,000, then $24,000 shall be protected for the community
spouse. Also, when one-half of the resources attributed to the community spouse exceeds the maximum
amount allowed as a community spouse resource allowance by Section 1924(f)(2)(A)(i) of the Social
Security Act (42 U.S.C. § 1396r-5(f)(2)(A)(i)), the amount over the maximum shall be attributed to
the institutionalized spouse. (The maximum limit is indexed annually according to the consumer price
index.)

If the institutionalized spouse has transferred resources to the community spouse under a court order
for the support of the community spouse, the amount transferred shall be the amount attributed to the
community spouse if it exceeds the specified limits above.

e. Notice and appeal rights. The department shall provide each spouse a notice of the attribution
results. The notice shall state that either spouse has a right to appeal the attribution if the spouse believes:

(1) That the attribution is incorrect, or
(2) That the amount of income generated by the resources attributed to the community spouse is

inadequate to raise the community spouse’s income to the minimum monthly maintenance allowance.
If an attribution has not previously been appealed, either spouse may appeal the attribution upon the

denial of an application for Medicaid benefits based on the attribution.
f. Appeals. Hearings on attribution decisions shall be governed by procedures in 441—Chapter

7. If the hearing establishes that the community spouse’s resource allowance is inadequate to raise the
community spouse’s income to the minimum monthly maintenance allowance, there shall be substituted
an amount adequate to provide the minimum monthly maintenance needs allowance.

(1) To establish that the resource allowance is inadequate and receive a substituted allowance,
the applicant must provide verification of all the income of the community spouse. For an applicant
who became an institutionalized spouse on or after February 8, 2006, all income of the institutionalized
spouse that could be made available to the community spouse pursuant to 75.16(2)“d” shall be treated as
countable income of the community spouse when the attribution decision was made on or after February
8, 2006.

(2) The amount of resources adequate to provide the community spouse minimum maintenance
needs allowance shall be based on the cost of a single premium lifetime annuity with monthly payments
equal to the difference between the monthly maintenance needs allowance and other countable income
not generated by either spouse’s countable resources.

(3) The resources necessary to provide the minimum maintenance needs allowance shall be based
on the maintenance needs allowance as provided by these rules at the time of the filing of the appeal.

(4) To receive the substituted allowance, the applicant shall be required to obtain one estimate of
the cost of the annuity.

(5) The estimated cost of an annuity shall be substituted for the amount of resources attributed to
the community spouse when the amount of resources previously determined is less than the estimated
cost of an annuity. If the amount of resources previously attributed for the community spouse is greater
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than the estimated cost of an annuity, there shall be no substitution for the cost of the annuity, and the
attribution will remain as previously determined.

(6) The applicant shall not be required to purchase this annuity as a condition of Medicaid
eligibility.

(7) If the appellant provides a statement from an insurance company that it will not provide an
estimate due to the potential annuitant’s age, the amount to be set aside shall be determined using the
following calculation: The difference between the community spouse’s gross monthly income not
generated by countable resources (times 12) and the minimum monthly maintenance needs allowance
(times 12) shall be multiplied by the annuity factor for the age of the community spouse in the Table for
an Annuity for Life published at the end of Iowa Code chapter 450. This amount shall be substituted for
the amount of resources attributed to the community spouse pursuant to subparagraph 75.5(3)“f”(5).

75.5(4) Consideration of resources of married people.
a. One spouse in a medical facility who entered the facility on or after September 30, 1989.
(1) Initial month. When the institutionalized spouse is expected to stay in a medical facility less

than 30 consecutive days, the resources of both spouses shall be considered in determining initial
Medicaid eligibility.

When the institutionalized spouse is expected to be in a medical facility 30 consecutive days or
more, only the resources not attributed to the community spouse according to subrule 75.5(3) shall be
considered in determining initial eligibility for the institutionalized spouse.

The amount of resources counted for eligibility for the institutionalized spouse shall be the difference
between the couple’s total resources at the time of application and the amount attributed to the community
spouse under this rule.

(2) Ongoing eligibility. After themonth inwhich the institutionalized spouse is determined eligible,
no resources of the community spouse shall be deemed available to the institutionalized spouse during
the continuous period in which the spouse is in an institution. Resources which are owned wholly or
in part by the institutionalized spouse and which are not transferred to the community spouse shall be
counted in determining ongoing eligibility. The resources of the institutionalized spouse shall not count
for ongoing eligibility to the extent that the institutionalized spouse intends to transfer and does transfer
the resources to the community spouse within 90 days unless unable to effect the transfer.

(3) Exception based on estrangement. When it is established by a disinterested third-party source
that the institutionalized spouse is estranged from the community spouse, Medicaid eligibility will not
be denied on the basis of resources when the applicant can demonstrate hardship.

The applicant can demonstrate hardship when the applicant is unable to obtain information about the
community spouse’s resources after exploring all legal means.

The applicant can also demonstrate hardship when resources attributed from the community spouse
cause the applicant to be ineligible, but the applicant is unable to access these resources after exhausting
legal means.

(4) Exception based on assignment of support rights. The institutionalized spouse shall not be
ineligible by attribution of resources that are not actually available when:

1. The institutionalized spouse has assigned to the state any rights to support from the community
spouse, or

2. The institutionalized spouse lacks the ability to execute an assignment due to physical or mental
impairment, but the state has the right to bring a support proceeding against a community spouse without
an assignment.

b. One spouse in a medical institution prior to September 30, 1989. When one spouse is in the
medical institution prior to September 30, 1989, only the resources of the institutionalized spouse shall
count for eligibility according to SSI policies the month after the month of entry. In the month of entry,
the resources of both spouses are countable toward the couple resource limit.

c. Spouses institutionalized and living together. The combined resources of both partners in a
marriage who are residing in the same room in a medical institution shall be subject to the resource limit
for a married couple until the first of the seventh calendar month that they continuously reside in the
facility. The couple may continue to be considered as a couple for medical assistance effective with the
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seventh month if one partner would be ineligible for medical assistance or would receive reduced benefits
by considering them separately or if they choose to be considered together. Persons treated together as a
couple for resources must be treated together for income and persons treated individually for resources
must be treated individually for income. Effective the first of the seventh calendar month of continuous
residence, they may be treated as individuals, with the resource limit for each spouse the limit for a single
person.

d. Spouses institutionalized and living apart. Partners in a marriage who are both institutionalized,
although not residing in the same room of the institution, shall be treated as individuals effective the
month after the month the partners cease living together. If they live in the same facility after six months
of continuous residence, they may be considered as a couple for medical assistance effective the first day
of the seventh calendar month of continuous residency if one partner would be ineligible for medical
assistance or would receive reduced benefits by considering them separately or if they choose to be
considered together.

In the month of entry into a medical institution, all resources of both spouses shall be combined and
shall be subject to the resource limit for a married couple.

75.5(5) Consideration of resources for persons in a medical institution who have purchased and used
a precertified or approved long-term care insurance policy pursuant to department of commerce, division
of insurance, rules 191—Chapter 72. A person 65 years of age or older who is either the beneficiary
of a certified long-term care policy or enrolled in a prepaid health care delivery plan that provides
long-term care services pursuant to 191—Chapter 72 and who is eligible for medical assistance under
75.1(3), 75.1(4), 75.1(5), 75.1(6), 75.1(7), 75.1(9), 75.1(12), 75.1(13), 75.1(17), 75.1(18), 75.1(23)
or 75.1(27) except for excess resources may be eligible for medical assistance under this subrule if
the excess resources causing ineligibility under the listed coverage groups do not exceed the “asset
adjustment” provided in this subrule. “Asset adjustment” shall mean a $1 disregard of resources for
each $1 that has been paid out under the person’s long-term care policy for qualified Medicaid long-term
care services.

This rule is intended to implement Iowa Code sections 249A.3 and 249A.4 and chapter 249G.

441—75.6(249A) Entrance fee for continuing care retirement community or life care
community.   When an individual resides in a continuing care retirement community or life care
community that collects an entrance fee on admission, the entrance fee paid shall be considered a
resource available to the individual for purposes of determining the individual’s Medicaid eligibility
and the amount of benefits to the extent that:

1. The individual has the ability to use the entrance fee, or the contract between the individual and
the community provides that the entrance fee may be used to pay for care should the individual’s other
resources or income be insufficient to pay for such care;

2. The individual is eligible for a refund of any remaining entrance fee when the individual dies
or when the individual terminates the community contract and leaves the community; and

3. The entrance fee does not confer an ownership interest in the community.
This rule is intended to implement Iowa Code section 249A.4.

441—75.7(249A) Furnishing of social security number.   As a condition of eligibility, a person for
whom Medicaid is being requested or received must furnish a social security account number or
must furnish proof of application for the number if the social security number has not been issued or
is not known and provide the number upon receipt. This requirement does not apply if the person
refuses to obtain a social security number because of well-established religious objections. The term
“well-established religious objections” means that the person is a member of a recognized religious sect
or a division of a recognized religious sect and adheres to the tenets or teachings of the sect or division,
and for that reason is conscientiously opposed to applying for or using a national identification number.

75.7(1) 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.
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75.7(2) The mother of a newborn child shall have until the second month following the mother’s
discharge from the hospital to apply for a social security account number for the child.

75.7(3) Social security account numbers may be requested for people in the eligible group for whom
Medicaid is not being requested or received, but provision of the number shall not be a condition of
eligibility for the people in the eligible group for whom Medicaid is being requested or received.

This rule is intended to implement Iowa Code section 249A.3.

441—75.8(249A) Medical assistance corrective payments.   If a decision by the department or the
Social Security Administration following an appeal on a denied application for any of the categories
of medical assistance eligibility set forth in rule 441—75.1(249A) is favorable to the claimant,
reimbursement will be made to the claimant for any medical bills paid by the claimant during the period
between the date of the denial on the initial application and the date regular medical assistance coverage
began when the bills were for medical services rendered in the period now determined to be an eligible
period based on the following conditions:

75.8(1) These bills must be for services covered by the medical assistance program as set forth in
441—Chapter 78.

75.8(2) Reimbursement will be based onMedicaid rates for services in effect at the time the services
were provided.

75.8(3) If a county relief agency has paid medical bills on the recipient’s behalf and has not received
reimbursement through assignment as set forth in 441—Chapter 80, the department will reimburse the
county relief agency directly on the same basis as if the reimbursement was made to the recipient.

75.8(4) Recipients and county relief agencies shall file claims for payment under this subrule by
submitting Form 470-2224, Verification of Paid Medical Bills, to the department. A supply of these
forms is available from the county office. All requests for reimbursement shall be acted upon within 60
days of receipt of all Forms 470-2224 in the county office.

75.8(5) Any adverse action taken by the department with respect to an application for reimbursement
is appealable under 441—Chapter 7.

This rule is intended to implement Iowa Code section 249A.4.

441—75.9(249A) Treatment of Medicaid qualifying trusts.
75.9(1) AMedicaid qualifying trust is a trust or similar legal device established, on or before August

10, 1993, other than by will by a person or that person’s spouse under which the person may be the
beneficiary of payments from the trust and the distribution of these payments is determined by one or
more trustees who are permitted to exercise any discretion with respect to the distribution to the person.
Trusts or initial trust decrees established prior to April 7, 1986, solely for the benefit of a mentally
retarded person who resides in an intermediate care facility for the mentally retarded, are exempt.

75.9(2) The amount of income and principal from aMedicaid qualifying trust that shall be considered
available shall be the maximum amount that may be permitted under the terms of the trust assuming the
full exercise of discretion by the trustee or trustees for the distribution of the funds.

a. Trust income considered available shall be counted as income.
b. Trust principal (including accumulated income) considered available shall be counted as a

resource, except where the trust explicitly limits the amount of principal that can be made available on
an annual or less frequent basis. Where the trust limits the amount, the principal considered available
over any particular period of time shall be counted as income for that period of time.

c. To the extent that the trust principal and income is available only for medical care, this principal
or income shall not be used to determine eligibility. To the extent that the trust is restricted to medical
expenses, it shall be used as a third party resource.

This rule is intended to implement Iowa Code section 249A.4.

441—75.10(249A) Residency requirements.   Residency in Iowa is a condition of eligibility for medical
assistance.

75.10(1) Definitions. 
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“Incapable of expressing intent” shall mean that the person meets one or more of the following
conditions:

1. Has an IQ of 49 or less or has a mental age of seven or less.
2. Is judged legally incompetent.
3. Is found incapable of indicating intent based on medical documentation obtained from a

physician, psychologist or other person licensed by the state in the field of mental retardation.
“Institution” shall mean an establishment that furnishes (in single or multiple facilities) food, shelter,

and some treatment or services to four or more persons unrelated to the proprietor. Foster care facilities
are included.

75.10(2) Determining residency. Residency is determined according to the following criteria:
a. Persons aged 21 and over.
(1) For any person not residing in an institution the state of residence is the state where the person

is:
1. Living with the intention to remain there permanently or for an indefinite period (or, if incapable

of expressing intent, where the person is living), or
2. Living and which the person entered with a job commitment or seeking employment (whether

or not currently employed).
(2) For any institutionalized person who became incapable of indicating intent before age 21, the

person’s state of residence is:
1. That of the parent applying for Medicaid on the person’s behalf, if the parents reside in separate

states. If a legal guardian has been appointed and parental rights are terminated, the state of residence of
the guardian is used instead of the parent’s.

2. The parent’s or legal guardian’s state of residence at the time of placement. If a legal guardian
has been appointed and parental rights are terminated, the state of residence of the guardian is used
instead of the parent’s.

3. The current state of residence of the parent or legal guardian who files the application if the
person is institutionalized in the state. If a legal guardian has been appointed and parental rights are
terminated, the state of residence of the guardian is used instead of the parent’s.

4. The state of residence of the person who has been abandoned by the person’s parents and does
not have a legal guardian is the state in which the person is institutionalized.

(3) For any institutionalized person who became incapable of expressing intent at or after age 21,
the state of residence is the state in which the person is physically present, except where another state
makes a placement.

(4) For any other institutionalized person the state of residence is the state where the person is
living with the intention to remain there permanently or for an indefinite period.

b. Persons under age 21.
(1) For any person who is emancipated from the person’s parents or who is married and capable

of expressing intent, the state of residence is the state where the person is living with the intention to
remain there permanently or for an indefinite period.

(2) For any person not residing in an institution or foster home whose Medicaid eligibility is based
on blindness or disability, the state of residence is the state in which the person is living.

(3) For any other person not in an institution or foster home and not subject to subparagraph (1) or
(2) above, the state of residence is determined in accordance with rule 441—75.53(249A).

(4) For any person in an institution or foster home who is neither married nor emancipated, the
state of residence is:

1. The parent’s or legal guardian’s state of residence at the time of placement. If a legal guardian
has been appointed and parental rights are terminated, the state of residence of the guardian is used
instead of the parent’s.

2. The current state of residence of the parent or legal guardian who files the application if the
person is in institutionalized or in foster care in that state. If a legal guardian has been appointed and
parental rights are terminated, the state of residence of the guardian is used instead of the parent’s.
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3. The state of residence of the person who has been abandoned by the person’s parents and does
not have a legal guardian is the state in which the person is institutionalized or in foster care.

c. Persons placed by a state in an out-of-state foster home or institution. A state arranging or
actually making the placement of a person in an institution or foster home in another state is considered
the person’s state of residence. However, a Title IV-E eligible child placed out of state by the department
is eligible for Medicaid from the other state. Therefore, the Title IV-E eligible child shall only receive
Iowa Medicaid until the receiving state provides coverage. A Title IV-E eligible child placed in Iowa by
another state shall be considered eligible for Iowa Medicaid.

d. Medicaid-eligible persons receiving Medicaid from another state and gaining Iowa residency.
These persons shall be granted Medicaid beginning with the month of residency in Iowa if the person
is otherwise eligible and surrenders the other state’s medical card. Good cause for not surrendering the
other state’s medical card shall exist when:

(1) The other state does not issue medical cards.
(2) The other state’s medical card is a magnetic stripe or a computer chip card that contains more

than Medicaid-related information.
(3) The other state’s medical card: was left with Medicaid-eligible members of the person’s

household in the other state who did not move to Iowa with the person; was lost, mutilated, or destroyed;
was not kept by the person upon the person’s move to Iowa; or was previously surrendered to the other
state.

In addition to surrendering the other state’s medical card or establishing good cause, the cancellation
of Medicaid in the other state shall be verified.

This rule is intended to implement Iowa Code section 249A.3.

441—75.11(249A) Citizenship or alienage requirements.
75.11(1) Definitions.
“Care and services necessary for the treatment of an emergency medical condition” shall mean

services provided in a hospital, clinic, office or other facility that is equipped to furnish the required care
after the sudden onset of an emergency medical condition, provided the care and services are not related
to an organ transplant procedure furnished on or after August 10, 1993. Payment for emergency medical
services shall be limited to the day treatment is initiated for the emergency medical condition and the
following two days.

“Emergency medical condition” shall mean a medical condition (including labor and delivery)
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 one or more of the following:

1. Placing the patient’s health in serious jeopardy.
2. Serious impairment to bodily functions.
3. Serious dysfunction of any bodily organ or part.
“Federal means-tested program” means all federal programs that are means-tested with the

exception of:
1. Medical assistance for care and services necessary for the treatment of an emergency medical

condition not related to an organ transplant procedure furnished on or after August 10, 1993.
2. Short-term, non-cash, in-kind emergency disaster relief.
3. Assistance or benefits under the National School Lunch Act.
4. Assistance or benefits under the Child Nutrition Act of 1966.
5. Public health assistance (not including any assistance under Title XIX of the Social Security

Act) for immunizations with respect to immunizable diseases and for testing and treatment of symptoms
of communicable diseases whether or not the symptoms are caused by a communicable disease.

6. Payments of foster care and adoption assistance under Parts B and E of Title IV of the Social
Security Act for a parent or a child who would, in the absence of numbered paragraph “1,” be eligible to
have payments made on the child’s behalf under such part, but only if the foster or adoptive parent (or
parents) of the child is a qualified alien (as defined in Section 431).
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7. Programs, services, or assistance (such as soup kitchens, crisis counseling and intervention, and
short-term shelter) specified by the attorney general of the United States in the attorney general’s sole
and unreviewable discretion after consultation with appropriate federal agencies and departments, that:

● Deliver in-kind services at the community level, including through public or private nonprofit
agencies;

● Do not condition the provision of assistance, the amount of assistance provided, or the cost of
assistance provided on the individual recipient’s income or resources; and

● Are necessary for the protection of life or safety.
8. Programs of student assistance under Titles IV, V, IX, and X of the Higher Education Act of

1965, and Titles III, VII, and VIII of the Public Health Services Act.
9. Means-tested programs under the Elementary and Secondary Education Act of 1965.
10. Benefits under the Head Start Act.
11. Benefits funded through an employment and training program of the U.S. Department of Labor.
“Qualified alien” means an alien who is:
1. Lawfully admitted for permanent residence under the Immigration and Nationality Act;
2. Granted asylum under Section 208 of the Immigration and Nationality Act;
3. A refugee and who is admitted to the United States under Section 207 of the Immigration and

Nationality Act;
4. Paroled into the United States under Section 212(d)(5) of the Immigration and Nationality Act

for a period of at least one year;
5. An alien whose deportation is being withheld under Section 243(h) of the Immigration and

Nationality Act; or
6. Granted conditional entry pursuant to Section 203(a)(7) of the Immigration and Nationality

Act, as in effect prior to April 1, 1980.
“Qualifying quarters” includes all of the qualifying quarters of coverage as defined under Title II

of the Social Security Act worked by a parent of an alien while the alien was under age 18 and all of the
qualifying quarters worked by a spouse of the alien during their marriage if the alien remains married to
the spouse or the spouse is deceased. No qualifying quarter of coverage that is creditable under Title II
of the Social Security Act for any period beginning after December 31, 1996, may be credited to an alien
if the parent or spouse of the alien received any federal means-tested public benefit during the period for
which the qualifying quarter is so credited.

75.11(2) Citizenship and alienage.
a. To be eligible for Medicaid a person must be one of the following:
(1) A citizen or national of the United States.
(2) A qualified alien residing in the United States before August 22, 1996.
(3) An alien child under the age of 19 who is lawfully admitted for permanent residence under the

Immigration and Nationality Act.
(4) A refugee who is admitted to the United States under Section 207 of the Immigration and

Nationality Act.
(5) An alien who has been granted asylum under Section 208 of the Immigration and Nationality

Act.
(6) An alien whose deportation is being withheld under Section 243(h) of the Immigration and

Nationality Act.
(7) A qualified alien veteran who has an honorable discharge that is not due to alienage.
(8) A qualified alien who is on active duty in the Armed Forces of the United States other than

active duty for training.
(9) A qualified alien who is the spouse or unmarried dependent child of a qualified alien described

in subparagraph (7) or (8), including a surviving spouse who has not remarried.
(10) A qualified alien who has resided in the United States for a period of at least five years.
b. As a condition of eligibility, eachmember shall complete and sign Form 470-2549, Statement of

Citizenship Status, attesting to themember’s citizenship or alien status. When themember is incompetent
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or deceased, the form shall be signed by someone acting responsibly on the member’s behalf. An adult
shall sign the form for dependent children.

(1) As a condition of eligibility, all applicants for Medicaid shall attest to their citizenship status
by signing the application form which contains the same declaration.

(2) As a condition of continued eligibility, SSI-related Medicaid members not actually receiving
SSI who have been continuous members since August 1, 1988, shall attest to their citizenship status by
signing the application form which contains a similar declaration at time of review.

c. Except as provided in paragraph “f,” applicants or members for whom an attestation of United
States citizenship has been made pursuant to paragraph “b” shall present satisfactory documentation
of citizenship or nationality as defined in paragraph “d” or “e.” An applicant or member shall have a
reasonable period to obtain and provide proof of citizenship or nationality.

(1) For the purposes of this requirement, the “reasonable period” begins on the date a written
request to obtain and provide proof is issued to an applicant or member and continues to the date when
the proof is provided or the date when the department establishes that the applicant or member is no
longer making a good-faith effort to obtain the proof, whichever is earlier.

(2) Medicaid eligibility shall continue for members during the reasonable period. Medicaid shall
not be approved for applicants until acceptable documentary evidence is provided.

(3) A reference to a form in paragraph “d” or “e” includes any successor form.
d. Any one of the following documents shall be accepted as satisfactory documentation of

citizenship or nationality:
(1) A United States passport.
(2) Form N-550 or N-570 (Certificate of Naturalization) issued by the U.S. Citizenship and

Immigration Services.
(3) Form N-560 or N-561 (Certificate of United States Citizenship) issued by the U.S. Citizenship

and Immigration Services.
(4) A valid state-issued driver’s license or other identity document described in Section

274A(b)(1)(D) of the United States Immigration and Nationality Act, but only if the state issuing the
license or document either:

1. Requires proof of United States citizenship before issuance of the license or document; or
2. Obtains a social security number from the applicant and verifies before certification that the

number is valid and is assigned to the applicant who is a citizen.
(5) Another document that provides proof of United States citizenship or nationality and provides

a reliable means of documentation of personal identity, as the secretary of the U.S. Department of Health
and Human Services may specify by regulation pursuant to 42 U.S.C. Section 1396b(x)(3)(B)(v).

e. Satisfactory documentation of citizenship or nationality may also be demonstrated by the
combination of:

(1) Any identity document described in Section 274A(b)(1)(D) of the United States Immigration
and Nationality Act or any other documentation of personal identity that provides a reliable means of
identification, as the secretary of the U.S. Department of Health and Human Services finds by regulation
pursuant to 42 U.S.C. Section 1396b(x)(3)(D)(ii), and

(2) Any one of the following:
1. A certificate of birth in the United States.
2. Form FS-545 or Form DS-1350 (Certification of Birth Abroad) issued by the U.S. Citizenship

and Immigration Services.
3. Form I-97 (United States Citizen Identification Card) issued by the U.S. Citizenship and

Immigration Services.
4. Form FS-240 (Report of Birth Abroad of a Citizen of the United States) issued by the U.S.

Citizenship and Immigration Services.
5. Another document that provides proof of United States citizenship or nationality, as the

secretary of the U.S. Department of Health and Human Services may specify pursuant to 42 U.S.C.
Section 1396b(x)(3)(C)(v).
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f. A person for whom an attestation of United States citizenship has been made pursuant to
paragraph “b” is not required to present documentation of citizenship or nationality for Medicaid
eligibility if any of the following circumstances apply:

(1) The person is entitled to or enrolled for benefits under any part of Title XVIII of the federal
Social Security Act (Medicare).

(2) The person is receiving federal social security disability insurance (SSDI) benefits under Title II
of the federal Social Security Act, Section 223 or 202, based on disability (as defined in Section 223(d)).

(3) The person is receiving supplemental security income (SSI) benefits under Title XVI of the
federal Social Security Act.

(4) The person is a child in foster care who is eligible for child welfare services funded under Part
B of Title IV of the federal Social Security Act.

(5) The person is eligible for adoption or foster care assistance funded under Part E of Title IV of
the federal Social Security Act; or

(6) The person has previously presented satisfactory documentary evidence of citizenship or
nationality, as specified by the United States Secretary of Health and Human Services.

g. If no other identity documentation allowed by subparagraph 75.11(2)“e”(1) is available,
identity may be documented by affidavit as described in this paragraph. However, affidavits cannot be
used to document both identity and citizenship.

(1) For children under the age of 16, identity may be documented using Form 470-4386 or
470-4386(S), Affidavit of Identity, signed by the child’s parent, guardian, or caretaker relative under
penalty of perjury.

(2) For disabled persons who live in a residential care facility, identity may be documented using
form 470-4386 or 470-4386(S), Affidavit of Identity, signed by a residential care facility director or
administrator under penalty of perjury.

h. If no other documentation that provides proof of United States citizenship or nationality allowed
by subparagraph 75.11(2)“e”(2) is available, United States citizenship or nationality may be documented
using Form 470-4373 or 470-4373(S), Affidavit of Citizenship. However, affidavits cannot be used to
document both identity and citizenship.

(1) Two affidavits of citizenship are required. The person who signs the affidavit must provide
proof of citizenship and identity. A person who is not related to the applicant or member must sign at
least one of the affidavits.

(2) When affidavits of citizenship are used, Form 470-4374 or 470-4374(S), Affidavit Concerning
Documentation of Citizenship, or an equivalent affidavit explaining why other evidence of citizenship
does not exist or cannot be obtained must also be submitted and must be signed by the applicant or
member or by another knowledgeable person (guardian or representative).

75.11(3) Deeming of sponsor’s income and resources.
a. In determining the eligibility and amount of benefits of an alien, the income and resources of

the alien shall be deemed to include the following:
(1) The income and resources of any person who executed an affidavit of support pursuant to

Section 213A of the Immigration and Nationality Act (as implemented by the Personal Responsibility
and Work Reconciliation Act of 1996) on behalf of the alien.

(2) The income and resources of the spouse of the person who executed the affidavit of support.
b. When an alien attains citizenship through naturalization pursuant to Chapter 2 of Title III of the

Immigration and Nationality Act or has worked 40 qualifying quarters of coverage as defined in Title II
of the Social Security Act or can be credited with qualifying quarters as defined at subrule 75.11(1) and,
in the case of any qualifying quarter creditable for any period beginning after December 31, 1996, did
not receive any federal means-tested public benefits, as defined in subrule 75.11(1), during any period,
deeming of the sponsor’s income and resources no longer applies.

75.11(4) Eligibility for payment of emergency medical services. Aliens who do not meet the
provisions of subrule 75.11(2) and who would otherwise qualify except for their alien status are eligible
to receive Medicaid for care and services necessary for the treatment of an emergency medical condition
as defined in subrule 75.11(1). To qualify for payment under this provision:
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a. The alienmustmeet all other eligibility criteria, including state residence requirements provided
at rules 441—75.10(249A) and 441—75.53(249A), with the exception of rule 441—75.7(249A) and
subrules 75.11(2) and 75.11(3).

b. The medical provider who treated the emergency medical condition or the provider’s designee
must submit verification of the existence of the emergency medical condition on either:

(1) Form 470-4299, Verification of Emergency Health Care Services; or
(2) A signed statement that contains the same information as requested by Form 470-4299.
This rule is intended to implement Iowa Code section 249A.3.

[ARC 7932B, IAB 7/1/09, effective 7/1/09; ARC 8096B, IAB 9/9/09, effective 10/14/09]

441—75.12(249A) Inmates of public institutions.   A person is not eligible for medical assistance for
any care or services received while the person is an inmate of a public institution. For the purpose of this
rule, the phrase “inmate of a public institution” is defined by 42 CFR Section 435.1009, as amended on
November 10, 1994.

This rule is intended to implement Iowa Code section 249A.3.

441—75.13(249A) Categorical relatedness.
75.13(1) FMAP-related Medicaid eligibility. Medicaid eligibility for persons who are under the age

of 21, pregnant women, or specified relatives of dependent children who are not blind or disabled shall
be determined using the income criteria in effect for the family medical assistance program (FMAP) as
provided in subrule 75.1(14) unless otherwise specified. Income shall be considered prospectively.

75.13(2) SSI-related Medicaid. Except as otherwise provided in 441—Chapters 75 and 76, persons
who are 65 years of age or older, blind, or disabled are eligible for Medicaid only if eligible for
the Supplemental Security Income (SSI) program administered by the United States Social Security
Administration.

a. SSI policy reference. The statutes, regulations, and policy governing eligibility for SSI are
found in Title XVI of the Social Security Act (42 U.S.C. Sections 1381 to 1383f), in the federal
regulations promulgated pursuant to Title XVI (20 CFR 416.101 to 416.2227), and in Part 5 of the
Program Operations Manual System published by the United States Social Security Administration.
The Program Operations Manual System is available at Social Security Administration offices in
Ames, Burlington, Carroll, Cedar Rapids, Clinton, Council Bluffs, Creston, Davenport, Decorah, Des
Moines, Dubuque, Fort Dodge, Iowa City, Marshalltown, Mason City, Oskaloosa, Ottumwa, Sioux
City, Spencer, Storm Lake, and Waterloo, or through the Department of Human Services, Division of
Financial, Health, and Work Supports, Hoover State Office Building, 1305 East Walnut, Des Moines,
Iowa 50319-0114.

b. Income considered. For SSI-related Medicaid eligibility purposes, income shall be considered
prospectively.

c. Trust contributions. Income that a person contributes to a trust as specified at 75.24(3)“b” shall
not be considered for purposes of determining eligibility for SSI-related Medicaid.

d. Conditional eligibility. For purposes of determining eligibility for SSI-related Medicaid, the
SSI conditional eligibility process, by which a client may receive SSI benefits while attempting to sell
excess resources, found at 20 CFR 416.1240 to 416.1245, is not considered an eligibility methodology.

e. Valuation of life estates and remainder interests. In the absence of other evidence, the value
of a life estate or remainder interest in property shall be determined using the following table by
multiplying the fair market value of the entire underlying property (including all life estates and all
remainder interests) by the life estate or remainder interest decimal corresponding to the age of the life
estate holder or other person whose life controls the life estate.

If a Medicaid applicant or recipient disputes the value determined using the following table, the
applicant or recipient may submit other evidence and the value of the life estate or remainder interest
shall be determined based on the preponderance of all the evidence submitted to or obtained by the
department, including the value given by the following table.
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Age Life
Estate

Remainder Age Life
Estate

Remainder Age Life
Estate

Remainder

0 .97188 .02812 37 .93026 .06974 74 .53862 .46138
1 .98988 .01012 38 .92567 .07433 75 .52149 .47851
2 .99017 .00983 39 .92083 .07917 76 .51441 .49559
3 .99008 .00992 40 .91571 .08429 77 .48742 .51258
4 .98981 .01019 41 .91030 .08970 78 .47049 .52951
5 .98938 .01062 42 .90457 .09543 79 .45357 .54643
6 .98884 .01116 43 .89855 .10145 80 .43569 .56341
7 .98822 .01178 44 .89221 .10779 81 .41967 .58033
8 .98748 .01252 45 .88558 .11442 82 .40295 .59705
9 .98663 .01337 46 .87863 .12137 83 .38642 .61358
10 .98565 .01435 47 .87137 .12863 84 .36998 .63002
11 .98453 .01547 48 .86374 .13626 85 .35359 .64641
12 .98329 .01671 49 .85578 .14422 86 .33764 .66236
13 .98198 .01802 50 .84743 .15257 87 .32262 .67738
14 .98066 .01934 51 .83674 .16126 88 .30859 .69141
15 .97937 .02063 52 .82969 .17031 89 .29526 .70474
16 .97815 .02185 53 .82028 .17972 90 .28221 .71779
17 .97700 .02300 54 .81054 .18946 91 .26955 .73045
18 .97590 .02410 55 .80046 .19954 92 .25771 .74229
19 .97480 .02520 56 .79006 .20994 93 .24692 .75308
20 .97365 .02635 57 .77931 .22069 94 .23728 .76272
21 .97245 .02755 58 .76822 .23178 95 .22887 .77113
22 .97120 .02880 59 .75675 .24325 96 .22181 .77819
23 .96986 .03014 60 .74491 .25509 97 .21550 .78450
24 .96841 .03159 61 .73267 .26733 98 .21000 .79000
25 .96678 .03322 62 .72002 .27998 99 .20486 .79514
26 .96495 .03505 63 .70696 .29304 100 .19975 .80025
27 .96290 .03710 64 .69352 .30648 101 .19532 .80468
28 .96062 .03938 65 .67970 .32030 102 .19054 .80946
29 .95813 .04187 66 .66551 .33449 103 .18437 .81563
30 .95543 .04457 67 .65098 .343902 104 .17856 .82144
31 .95254 .04746 68 .63610 .363690 105 .16962 .83038
32 .94942 .05058 69 .62086 .37914 106 .15488 .84512
33 .94608 .05392 70 .60522 .39478 107 .13409 .86591
34 .94250 .05750 71 .58914 .41086 108 .10068 .89932
35 .93868 .06132 72 .57261 .42739 109 .04545 .95455
36 .93460 .06540 73 .55571 .44429

75.13(3) Resource eligibility for SSI-related Medicaid for children. Resources of all household
members shall be disregarded when determining eligibility for children under any SSI-related coverage
group except for those groups at subrules 75.1(3), 75.1(4), 75.1(6), 75.1(9), 75.1(10), 75.1(12),
75.1(13), 75.1(23), 75.1(25), 75.1(29), 75.1(33), 75.1(34), 75.1(36), 75.1(37), and 75.1(38).

This rule is intended to implement Iowa Code section 249A.3.
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441—75.14(249A) Establishing paternity and obtaining support.
75.14(1) As a condition of eligibility, Medicaid applicants and members in households with an

absent parent shall cooperate in obtaining medical support for each applicant or member as well as
for any other person in the household for whom Medicaid is requested and for whom the applicant or
member can legally assign rights for medical support, except when good cause as defined in subrule
75.14(8) for refusal to cooperate is established.

a. The applicant or member shall cooperate in the following:
(1) Identifying and locating the parent of the child for whom Medicaid is requested.
(2) Establishing the paternity of a child born out of wedlock for whom Medicaid is requested.
(3) Obtaining medical support and payments for medical care for the applicant or member and for

a child for whom Medicaid is requested.
(4) Rescinded IAB 2/3/93, effective 4/1/93.
b. Cooperation is defined as including the following actions by the applicant or member:
(1) Appearing at the income maintenance unit or the child support recovery unit to provide verbal

or written information or documentary evidence known to, possessed by or reasonably obtainable by the
applicant or member that is relevant to achieving the objectives of the child support recovery program.

(2) Appearing as a witness at judicial or other hearings or proceedings.
(3) Providing information, or attesting to the lack of information, under penalty of perjury.
c. The applicant or member shall cooperate with the department in supplying information with

respect to the absent parent, the receipt of medical support or payments for medical care, and the
establishment of paternity, to the extent necessary to establish eligibility for assistance and permit an
appropriate referral to the child support recovery unit.

d. The applicant or member shall cooperate with the child support recovery unit to the extent of
supplying all known information and documents pertaining to the location of the absent parent and taking
action as may be necessary to secure medical support and payments for medical care or to establish
paternity. This includes completing and signing documents determined to be necessary by the state’s
attorney for any relevant judicial or administrative process.

e. The income maintenance unit shall make the determination of whether or not the applicant or
member has cooperated.

75.14(2) Failure of the applicant or member to cooperate shall result in denial or cancellation of the
person’s Medicaid benefits. In family medical assistance program (FMAP)-related Medicaid cases, all
deductions and disregards described at paragraphs 75.57(2)“a,” “b,” and “c” shall be allowed when
otherwise applicable.

75.14(3) Each Medicaid applicant or member who is required to cooperate with the child support
recovery unit shall have the opportunity to claim good cause for refusing to cooperate in establishing
paternity or securing medical support and payments for medical care. The provisions set forth in subrules
75.14(8) to 75.14(12) shall be used when making a determination of the existence of good cause.

75.14(4) Each Medicaid applicant or member shall assign to the department any rights to medical
support and payments for medical care from any other person for which the person can legally make
assignment. This shall include rights to medical support and payments for medical care on the applicant’s
or member’s own behalf or on behalf of any other family member for whom the applicant or member
is applying. An assignment is effective the same date the eligibility information is entered into the
automated benefit calculation system and is effective for the entire period for which eligibility is granted.
Support payments not intended for medical support shall not be assigned to the department.

75.14(5) Referrals to the child support recovery unit for Medicaid applicants or members. The
department shall provide prompt notice to the child support recovery unit whenever assistance is
furnished with respect to a child with a parent who is absent from the home or when any member of
the eligible group is entitled to support payments.

a. A referral to the child support recovery unit shall not be made when a parent’s absence is
occasioned solely by reason of the performance of active duty in the uniformed services of the United
States. “Uniformed service” means the Army, Navy, Air Force, Marine Corps, Coast Guard, National
Oceanographic and Atmospheric Administration, or Public Health Service of the United States.
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b. “Prompt notice” means within two working days of the date assistance is approved.
75.14(6) Pregnant women establishing eligibility under the mothers and children (MAC) coverage

group as provided at subrule 75.1(28) shall be exempt from the provisions in this rule for any born child
for whom the pregnant woman applies for or receives Medicaid. Additionally, any previously pregnant
woman eligible for postpartum coverage under the provision of subrule 75.1(24) shall not be subject to
the provisions in this rule until after the end of the month in which the 60-day postpartum period expires.
Pregnant women establishing eligibility under any other coverage groups except those set forth in subrule
75.1(24) or 75.1(28) shall be subject to the provisions in this rule when establishing eligibility for born
children. However, when a pregnant woman who is subject to these provisions fails to cooperate, the
woman shall lose eligibility under her current coverage group and her eligibility for Medicaid shall be
automatically redetermined under subrule 75.1(28).

75.14(7) Notwithstanding subrule 75.14(6), any pregnant woman or previously pregnant woman
establishing eligibility under subrule 75.1(28) or 75.1(24) shall not be exempt from the provisions of
75.14(4) and 75.14(5) which require the applicant or member to assign any rights to medical support and
payments for medical care and to be referred to the child support recovery unit.

75.14(8) Good cause for refusal to cooperate. Good cause shall exist when it is determined that
cooperation in establishing paternity and securing support is against the best interests of the child.

a. The incomemaintenance unit shall determine that cooperation is against the child’s best interest
when the applicant’s or member’s cooperation in establishing paternity or securing support is reasonably
anticipated to result in:

(1) Physical or emotional harm to the child for whom support is to be sought; or
(2) Physical or emotional harm to the parent or specified relative with whom the child is living

which reduces the person’s capacity to care for the child adequately.
(3) Physical harm to the parent or specified relative with whom the child is living which reduces

the person’s capacity to care for the child adequately; or
(4) Emotional harm to the parent or specified relative with whom the child is living of a nature or

degree that it reduces the person’s capacity to care for the child adequately.
b. The incomemaintenance unit shall determine that cooperation is against the child’s best interest

when at least one of the following circumstances exists, and the income maintenance unit believes that
because of the existence of that circumstance, in the particular case, proceeding to establish paternity or
secure support would be detrimental to the child for whom support would be sought.

(1) The child was conceived as the result of incest or forcible rape.
(2) Legal proceedings for the adoption of the child are pending before a court of competent

jurisdiction.
(3) The applicant or member is currently being assisted by a public or licensed private social agency

to resolve the issue of whether to keep the child or relinquish the child for adoption, and the discussions
have not gone on for more than three months.

c. Physical harm and emotional harm shall be of a serious nature in order to justify a finding of
good cause. A finding of good cause for emotional harm shall be based only upon a demonstration of an
emotional impairment that substantially affects the individual’s functioning.

d. When the good cause determination is based in whole or in part upon the anticipation of
emotional harm to the child, the parent, or the specified relative, the following shall be considered:

(1) The present emotional state of the individual subject to emotional harm.
(2) The emotional health history of the individual subject to emotional harm.
(3) Intensity and probable duration of the emotional impairment.
(4) The degree of cooperation required.
(5) The extent of involvement of the child in the paternity establishment or support enforcement

activity to be undertaken.
75.14(9) Claiming good cause. Each Medicaid applicant or member who is required to cooperate

with the child support recovery unit shall have the opportunity to claim good cause for refusing to
cooperate in establishing paternity or securing support payments.
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a. Before requiring cooperation, the department shall notify the applicant or member using Form
470-0169 or 470-0169(S), Requirements of Support Enforcement, of the right to claim good cause as
an exception to the cooperation requirement and of all the requirements applicable to a good cause
determination.

b. The initial notice advising of the right to refuse to cooperate for good cause shall:
(1) Advise the applicant or member of the potential benefits the child may derive from the

establishment of paternity and securing support.
(2) Advise the applicant or member that by law cooperation in establishing paternity and securing

support is a condition of eligibility for the Medicaid program.
(3) Advise the applicant or member of the sanctions provided for refusal to cooperate without good

cause.
(4) Advise the applicant or member that good cause for refusal to cooperate may be claimed and

that if the income maintenance unit determines, in accordance with these rules, that there is good cause,
the applicant or member will be excused from the cooperation requirement.

(5) Advise the applicant or member that upon request, or following a claim of good cause, the
income maintenance unit will provide further notice with additional details concerning good cause.

c. When the applicant or member makes a claim of good cause or requests additional information
regarding the right to file a claim of good cause, the income maintenance unit shall issue a second notice,
Form 470-0170, Requirements of Claiming Good Cause. To claim good cause, the applicant or member
shall sign and date Form 470-0170 and return it to the income maintenance unit. This form:

(1) Indicates that the applicant or member must provide corroborative evidence of good cause
circumstance and must, when requested, furnish sufficient information to permit the county office to
investigate the circumstances.

(2) Informs the applicant or member that, upon request, the income maintenance unit will provide
reasonable assistance in obtaining the corroborative evidence.

(3) Informs the applicant or member that on the basis of the corroborative evidence supplied
and the agency’s investigation when necessary, the income maintenance unit shall determine whether
cooperation would be against the best interests of the child for whom support would be sought.

(4) Lists the circumstances under which cooperation may be determined to be against the best
interests of the child.

(5) Informs the applicant or member that the child support recovery unit may review the income
maintenance unit’s findings and basis for a good cause determination and may participate in any hearings
concerning the issue of good cause.

(6) Informs the applicant or member that the child support recovery unit may attempt to establish
paternity and collect support in those cases where the income maintenance unit determines that this can
be donewithout risk to the applicant or member if donewithout the applicant’s or member’s participation.

d. The applicant or member who refuses to cooperate and who claims to have good cause for
refusing to cooperate has the burden of establishing the existence of a good cause circumstance. Failure
tomeet these requirements shall constitute a sufficient basis for the incomemaintenance unit to determine
that good cause does not exist. The applicant or member shall:

(1) Specify the circumstances that the applicant or member believes provide sufficient good cause
for not cooperating.

(2) Corroborate the good cause circumstances.
(3) When requested, provide sufficient information to permit an investigation.
75.14(10) Determination of good cause. The incomemaintenance unit shall determine whether good

cause exists for each Medicaid applicant or member who claims to have good cause.
a. The income maintenance unit shall notify the applicant or member of its determination that

good cause does or does not exist. The determination shall:
(1) Be in writing.
(2) Contain the income maintenance unit’s findings and basis for determination.
(3) Be entered in the case record.
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b. The determination of whether or not good cause exists shall be made within 45 days from the
day the good cause claim is made. The income maintenance unit may exceed this time standard only
when:

(1) The case record documents that the income maintenance unit needs additional time because the
information required to verify the claim cannot be obtained within the time standard, or

(2) The case record documents that the claimant did not provide corroborative evidence within the
time period set forth in subrule 75.14(11).

c. When the income maintenance unit determines that good cause does not exist:
(1) The applicant or member shall be so notified and be afforded an opportunity to cooperate,

withdraw the application for assistance, or have the case closed; and
(2) Continued refusal to cooperate will result in the loss of Medicaid for the person who refuses to

cooperate.
d. The incomemaintenance unit shall make a good cause determination based on the corroborative

evidence supplied by the applicant or member only after the income maintenance unit has examined the
evidence and found that it actually verifies the good cause claim.

e. Before making a final determination of good cause for refusing to cooperate, the income
maintenance unit shall:

(1) Afford the child support recovery unit the opportunity to review and comment on the findings
and basis for the proposed determination, and

(2) Consider any recommendation from the child support recovery unit.
f. The child support recovery unit may participate in any appeal hearing that results from an

applicant’s or member’s appeal of an agency action with respect to a decision on a claim of good cause.
g. Assistance shall not be denied, delayed, or discontinued pending a determination of good cause

for refusal to cooperate when the applicant or member has specified the circumstances under which good
cause can be claimed and provided the corroborative evidence and any additional information needed to
establish good cause.

h. The income maintenance unit shall:
(1) Periodically, but not less frequently than every six months, review those cases in which the

agency has determined that good cause exists based on a circumstance that is subject to change.
(2) When it determines that circumstances have changed so that good cause no longer exists,

rescind its findings and proceed to enforce the requirements pertaining to cooperation in establishing
paternity and securing support.

75.14(11) Proof of good cause. The applicant or member who claims good cause shall provide
corroborative evidence within 20 days from the day the claim was made. In exceptional cases where the
incomemaintenance unit determines that the applicant or member requires additional time because of the
difficulty in obtaining the corroborative evidence, the income maintenance unit shall allow a reasonable
additional period upon approval by the worker’s immediate supervisor.

a. A good cause claim may be corroborated with the following types of evidence:
(1) Birth certificates or medical or law enforcement records which indicate that the child was

conceived as the result of incest or forcible rape.
(2) Court documents or other recordswhich indicate that legal proceedings for adoption are pending

before a court of competent jurisdiction.
(3) Court, medical, criminal, child protective services, social services, psychological, or law

enforcement records which indicate that the putative father or absent parent might inflict physical or
emotional harm on the child or specified relative.

(4) Medical records which indicate emotional health history and present emotional health status
of the specified relative or the children for whom support would be sought; or written statements from
a mental health professional indicating a diagnosis or prognosis concerning the emotional health of the
specified relative or the child for whom support would be sought.

(5) Awritten statement from a public or licensed private social agency that the applicant or member
is being assisted by the agency to resolve the issue of whether to keep the child or relinquish the child
for adoption.
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(6) Sworn statements from individuals other than the applicant or member with knowledge of the
circumstances which provide the basis for the good cause claim.

b. When, after examining the corroborative evidence submitted by the applicant or member, the
income maintenance unit wishes to request additional corroborative evidence which is needed to permit
a good cause determination, the income maintenance unit shall:

(1) Promptly notify the applicant or member that additional corroborative evidence is needed, and
(2) Specify the type of document which is needed.
c. When the applicant or member requests assistance in securing evidence, the income

maintenance unit shall:
(1) Advise the applicant or member how to obtain the necessary documents, and
(2) Make a reasonable effort to obtain any specific documents which the applicant or member is

not reasonably able to obtain without assistance.
d. When a claim is based on the applicant’s or member’s anticipation of physical harm and

corroborative evidence is not submitted in support of the claim:
(1) The income maintenance unit shall investigate the good cause claim when the office believes

that the claim is credible without corroborative evidence and corroborative evidence is not available.
(2) Good cause shall be found when the claimant’s statement and investigation which is conducted

satisfies the county office that the applicant or member has good cause for refusing to cooperate.
(3) A determination that good cause exists shall be reviewed and approved or disapproved by the

worker’s immediate supervisor and the findings shall be recorded in the case record.
e. The income maintenance unit may further verify the good cause claim when the applicant’s or

member’s statement of the claim together with the corroborative evidence do not provide sufficient basis
for making a determination. When the income maintenance unit determines that it is necessary, the unit
may conduct an investigation of good cause claims to determine that good cause does or does not exist.

f. When it conducts an investigation of a good cause claim, the income maintenance unit shall:
(1) Contact the absent parent or putative father from whom support would be sought when the

contact is determined to be necessary to establish the good cause claim.
(2) Beforemaking the necessary contact, notify the applicant ormember so the applicant ormember

may present additional corroborative evidence or information so that contact with the parent or putative
father becomes unnecessary, withdraw the application for assistance or have the case closed, or have the
good cause claim denied.

75.14(12) Enforcement without specified relative’s cooperation. When the incomemaintenance unit
makes a determination that good cause exists, the unit shall also make a determination of whether or not
child support enforcement can proceed without risk of harm to the child or specified relative when the
enforcement or collection activities do not involve their participation.

a. The child support recovery unit shall have an opportunity to review and comment on the
findings and basis for the proposed determination and the income maintenance unit shall consider any
recommendations from the child support recovery unit.

b. The determination shall be in writing, contain the income maintenance unit’s findings and basis
for the determination, and be entered into the case record.

c. When the income maintenance unit excuses cooperation but determines that the child support
recovery unit may proceed to establish paternity or enforce support, the income maintenance unit shall
notify the applicant or member to enable the individual to withdraw the application for assistance or have
the case closed.

This rule is intended to implement Iowa Code sections 249A.3 and 249A.4.

441—75.15(249A) Disqualification for long-term care assistance due to substantial home
equity.   Notwithstanding any other provision of this chapter, if an individual’s equity interest in the
individual’s home exceeds $500,000, the individual shall not be eligible for medical assistance with
respect to nursing facility services or other long-term care services except as provided in 75.15(2). This
provision is effective for all applications or requests for payment of long-term care services filed on or
after January 1, 2006.
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75.15(1) The limit on the equity interest in the individual’s home for purposes of this rule shall be
increased from year to year, beginning with 2011, based on the percentage increase in the consumer price
index for all urban consumers (all items; United States city average), rounded to the nearest $1,000.

75.15(2) Disqualification based on equity interest in the individual’s home shall not apply when one
of the following persons is lawfully residing in the home:

a. The individual’s spouse; or
b. The individual’s child who is under age 21 or is blind or disabled as defined in Section 1614 of

the federal Social Security Act.
This rule is intended to implement Iowa Code section 249A.4.

441—75.16(249A) Client participation in payment for medical institution care.   Medicaid clients are
required to participate in the cost of medical institution care. However, no client participation is charged
when the combination of Medicare payments and the Medicaid benefits available to qualified Medicare
beneficiaries covers the cost of institutional care.

75.16(1) Income considered in determining client participation. The department determines the
amount of client participation based on the client’s total monthly income, with the following exceptions:

a. FMAP-related clients. The income of a client and family whose eligibility is FMAP-related is
not available for client participation when both of the following conditions exist:

(1) The client has a parent or child at home.
(2) The family’s income is considered together in determining eligibility.
b. SSI-related clients who are employed. If a client receives SSI and is substantially gainfully

employed, as determined by the Social Security Administration, the client shall have the SSI and any
mandatory state supplementary assistance payment exempt from client participation for the two full
months after entry to a medical institution.

c. SSI-related clients returning home within three months. If the Social Security Administration
continues a client’s SSI or federally administered state supplementary assistance payments for three
months because it is expected that the client will return home within three months, these payments shall
be exempt from client participation.

d. Married couples.
(1) Institutionalized spouse and community spouse. If there is a community spouse, only the

institutionalized person’s income shall be considered in determining client participation.
(2) Both spouses institutionalized. Client participation for each partner in a marriage shall be based

on one-half of the couple’s combined income when the partners are considered together for eligibility.
Client participation for each partner who is considered individually for eligibility shall be determined
individually from each person’s income.

(3) Rescinded, IAB 7/11/90, effective 7/1/90.
e. State supplementary assistance recipients. The amount of client participation that a client paid

under the state supplementary assistance program is not available for Medicaid client participation in the
month of the client’s entry to a medical institution.

f. Foster care recipients. The amount of income paid for foster care for the days that a child is in
foster care in the same month as entry to a medical institution is not available for client participation.

75.16(2) Allowable deductions from income. In determining the amount of client participation, the
department allows the following deductions from the client’s income, taken in the order they appear:

a. Ongoing personal needs allowance. All clients shall retain $50 of their monthly income for a
personal needs allowance. (See rules 441—81.23(249A), 441—82.19(249A), and 441—85.47(249A)
regarding potential state-funded personal needs supplements.)

(1) If the client is a veteran or a surviving spouse of a veteran who receives a pension subject
to limitation of $90 after the month of entry pursuant to 38 U.S.C. Section 5503, the veteran or the
surviving spouse of a veteran shall retain $90 from the veteran’s pension beginning the month after entry
to a medical institution. The $90 allowance from a veteran’s pension is in addition to the $50 allowance
from any other income.
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(2) If the client has earned income, an additional $65 is added to the ongoing personal needs
allowance from the earned income only.

(3) Rescinded IAB 7/4/07, effective 7/1/07.
b. Personal needs in the month of entry.
(1) Single person. A single person shall be given an allowance for stated home living expenses

during the month of entry, up to the amount of the SSI benefit for a single person.
(2) Spouses entering institutions together and living together. Partners in a marriage who enter a

medical institution in the same month and live in the same room shall be given an allowance for stated
home living expenses during the month of entry, up to the amount of the SSI benefit for a couple.

(3) Spouses entering an institution together but living apart. Partners in a marriage who enter a
medical institution during the same month and who are considered separately for eligibility shall each
be given an allowance for stated home living expenses during the month of entry, up to one-half of the
amount of the SSI benefit for a married couple. However, if the income of one spouse is less than one-half
of the SSI benefit for a couple, the remainder of the allowance shall be given to the other spouse. If the
couple’s eligibility is determined together, an allowance for stated home living expenses shall be given
to them during the month of entry up to the SSI benefit for a married couple.

(4) Community spouse enters a medical institution. When the second member of a married couple
enters a medical institution in a later month, that spouse shall be given an allowance for stated expenses
during the month of entry, up to the amount of the SSI benefit for one person.

c. Personal needs in the month of discharge. The client shall be allowed a deduction for home
living expenses in the month of discharge. The amount of the deduction shall be the SSI benefit for one
person (or for a couple, if both members are discharged in the same month). This deduction does not
apply when a spouse is at home.

d. Maintenance needs of spouse and other dependents.
(1) Persons covered. An ongoing allowance shall be given for the maintenance needs of a

community spouse. The allowance is limited to the extent that income of the institutionalized spouse is
made available to or for the benefit of the community spouse. If there are minor or dependent children,
dependent parents, or dependent siblings of either spouse who live with the community spouse, an
ongoing allowance shall also be given to meet their needs.

(2) Income considered. The verified gross income of the spouse and dependents shall be
considered in determining maintenance needs. The gross income of the spouse and dependent shall
include all monthly earned and unearned income and assistance from the family investment program
(FIP), supplemental security income (SSI), and state supplementary assistance (SSA). It shall also
include the proceeds of any annuity or contract for sale of real property. Otherwise, the income shall
be considered as the SSI program considers income. In addition, the spouse and dependents shall be
required to apply for every income benefit for which they are eligible except that they shall not be
required to accept SSI, FIP or SSA in lieu of the maintenance needs allowance. Failure to apply for
all benefits shall mean reduction of the maintenance needs allowance by the amount of the anticipated
income from the source not applied for.

(3) Needs of spouse. The maintenance needs of the spouse shall be determined by subtracting the
spouse’s gross income from the maximum amount allowed as a minimum monthly maintenance needs
allowance for the community spouse by Section 1924(d)(3)(C) of the Social Security Act (42 U.S.C. §
1396r-5(d)(3)(C)). (This amount is indexed for inflation annually according to the consumer price index.)

However, if either spouse has established through the appeal process that the community spouse
needs income above the minimum monthly maintenance needs allowance, due to exceptional
circumstances resulting in significant financial duress, an amount adequate to provide additional income
as is necessary shall be substituted.

Also, if a court has entered an order against an institutionalized spouse for monthly income to support
the community spouse, then the community spouse income allowance shall not be less than this amount.

(4) Needs of other dependents. The maintenance needs of the other dependents shall be established
by subtracting each person’s gross income from 133 percent of the monthly federal poverty level for a
family of two and dividing the result by three. (Effective July 1, 1992, the percent shall be 150 percent.)
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e. Maintenance needs of children (without spouse). When the client has children under 21 at home,
an ongoing allowance shall be given to meet the children’s maintenance needs.

The income of the children is considered in determining maintenance needs. The children’s
countable income shall be their gross income less the disregards allowed in the FIP program.

The children’smaintenance needs shall be determined by subtracting the children’s countable income
from the FIP payment standard for that number of children. (However, if the children receive FIP, no
deduction is allowed for their maintenance needs.)

f. Client’s medical expenses. A deduction shall be allowed for the client’s incurred expenses for
medical or remedial care that are not subject to payment by a third party. This includes Medicare
premiums and other health insurance premiums, deductibles or coinsurance, and necessary medical or
remedial care recognized under state law but not covered under the state Medicaid plan.

This rule is intended to implement Iowa Code sections 249A.3 and 249A.4.

441—75.17(249A) Verification of pregnancy.   For the purpose of establishing Medicaid eligibility for
pregnant women under this chapter, the applicant’s self-declaration of the pregnancy and the date of
conception shall serve as verification of pregnancy, unless questionable.

75.17(1) Multiple pregnancy. If the pregnant woman claims to be carrying more than one fetus, a
medical professional who has examined the woman must verify the number of fetuses in order for more
than one to be considered in the household size.

75.17(2) Cost of examination. When an examination is required and other medical resources are
not available to meet the expense of the examination, the provider shall be authorized to make the
examination and submit the claim for payment.

This rule is intended to implement Iowa Code section 249A.3.

441—75.18(249A) Continuous eligibility for pregnant women.   A pregnant woman who applies for
Medicaid prior to the end of her pregnancy and subsequently establishes initial Medicaid eligibility under
the provisions of this chapter shall remain continuously eligible throughout the pregnancy and the 60-day
postpartum period, as provided in subrule 75.1(24), regardless of any changes in family income.

This rule is intended to implement Iowa Code section 249A.3.

441—75.19(249A) Continuous eligibility for children.   A child under the age of 19 who is determined
eligible for ongoing Medicaid shall retain that eligibility for up to 12 months regardless of changes in
family circumstances except as described in this rule.

75.19(1) Exceptions to coverage. This rule does not apply to the following children:
a. Children whose eligibility was determined under the newborn coverage group described at

subrule 75.1(20).
b. Children whose eligibility was determined under the medically needy coverage group described

at subrule 75.1(35).
c. Children whose medical assistance is state-funded only.
75.19(2) Duration of coverage. Coverage under this rule shall extend through the earliest of the

following months:
a. The month of the household’s annual eligibility review;
b. The month when the child reaches the age of 19; or
c. The month when the child moves out of Iowa.
75.19(3) Assignment of review date. Children entering an existing Medicaid household shall be

assigned the same annual eligibility review date as that established for the household.
This rule is intended to implement Iowa Code Supplement section 249A.3 as amended by 2008 Iowa

Acts, House File 2539.

441—75.20(249A) Disability requirements for SSI-related Medicaid.
75.20(1) Applicants receiving federal benefits. An applicant receiving supplemental security income

on the basis of disability, social security disability benefits under Title II of the Social Security Act,
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or railroad retirement benefits based on the Social Security law definition of disability by the Railroad
Retirement Board, shall be deemed disabled without further determination of disability.

75.20(2) Applicants not receiving federal benefits. When disability has not been established based
on the receipt of social security disability or railroad retirement benefits based on the same disability
criteria as used by the Social Security Administration, the department shall determine eligibility for
SSI-related Medicaid based on disability as follows:

a. A Social Security Administration (SSA) disability determination under either a social security
disability (Title II) application or a supplemental security income application is binding on the department
until changed by SSA unless the applicant meets one of the following criteria:

(1) The applicant alleges a disabling condition different from, or in addition to, that considered by
SSA in making its determination.

(2) The applicant alleges more than 12 months after the most recent SSA determination denying
disability that the applicant’s condition has changed or deteriorated since that SSA determination and
alleges a new period of disability which meets the durational requirements, and has not applied to SSA
for a determination with respect to these allegations.

(3) The applicant alleges less than 12 months after the most recent SSA determination denying
disability that the applicant’s condition has changed or deteriorated since that SSA determination, alleges
a new period of disability which meets the durational requirements, and:

1. The applicant has applied to SSA for reconsideration or reopening of its disability decision and
SSA refused to consider the new allegations, or

2. The applicant no longer meets the nondisability requirements for SSI but may meet the
department’s nondisability requirements for Medicaid eligibility.

b. When there is no binding SSA decision and the department is required to establish eligibility for
SSI-relatedMedicaid based on disability, initial determinations shall be made by disability determination
services, a bureau of the Iowa department of education under the division of vocational rehabilitation
services. The applicant or the applicant’s authorized representative shall complete and submit Form
470-4459 or 470-4459(S), Authorization to Disclose Information to the Department of Human Services,
and either:

(1) Form 470-2465, Disability Report for Adults, if the applicant is aged 18 or over; or
(2) Form 470-3912, Disability Report for Children, if the applicant is under the age of 18.
c. When an SSA decision on disability is pending when the person applies for Medicaid or when

the person applies for either Title II benefits or SSI within ten working days of the Medicaid application,
the department shall stay a decision on disability pending the SSA decision on disability.

75.20(3) Time frames for decisions. Determination of eligibility based on disability shall be
completed within 90 days unless the applicant or an examining physician delays or fails to take a
required action, or there is an administrative or other emergency beyond the department’s or applicant’s
control.

75.20(4) Redeterminations of disability. In connection with any independent determination of
disability, the department will determine whether reexamination of the member’s medical condition will
be necessary for periodic redeterminations of eligibility. When reexamination is required, the member
or the member’s authorized representative shall complete and submit the same forms as required in
paragraph 75.20(2)“b.”

75.20(5) Members whose disability was determined by the department. When a Medicaid member
has been approved forMedicaid based on disability determined by the department and later is determined
by SSA not to be disabled for SSI, the member shall continue to be considered disabled for Medicaid
eligibility purposes for 65 days from the date of the SSA denial. If at the end of the 65 days there is no
appeal to the SSA, Medicaid shall be canceled with timely notice. If there is an appeal within 65 days,
the member shall continue to be considered disabled for Medicaid eligibility purposes until a final SSA
decision.

This rule is intended to implement Iowa Code section 249A.4.
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441—75.21(249A) Health insurance premium payment (HIPP) program.   Under the health
insurance premium payment program, the department shall pay for the cost of premiums, coinsurance
and deductibles for Medicaid-eligible individuals when the department determines that those costs will
be less than the cost of paying for the individual’s care through Medicaid. Payment shall include only
the cost to the Medicaid member or household.

75.21(1) Condition of eligibility for group plans. The Medicaid member or a person acting on the
member’s behalf shall cooperate in providing information necessary for the department to establish
availability and the cost-effectiveness of a group health plan. When the department has determined that
a group health plan is cost-effective, enrollment in the plan is a condition of Medicaid eligibility unless it
can be established that insurance is being maintained on the Medicaid members through another source
(e.g., an absent parent is maintaining insurance on the Medicaid-eligible children).

a. When a parent fails to provide information necessary to determine availability and
cost-effectiveness of a group health plan, fails to enroll in a group health plan that has been determined
cost-effective, or disenrolls from a group health plan that has been determined cost-effective, Medicaid
benefits of the parent shall be terminated unless good cause for failure to cooperate is established.

b. Good cause for failure to cooperate shall be established when the parent or family demonstrates
one or more of the following conditions exist:

(1) There was a serious illness or death of the parent or a member of the parent’s family.
(2) There was a family emergency or household disaster, such as a fire, flood, or tornado.
(3) The parent offers a good cause beyond the parent’s control.
(4) There was a failure to receive the department’s request for information or notification for a

reason not attributable to the parent. Lack of a forwarding address is attributable to the parent.
c. Medicaid benefits of a child shall not be terminated due to the failure of the parent to cooperate.

Additionally, the Medicaid benefits of a spouse who cannot enroll in the plan independently of the other
spouse shall not be terminated due to the other spouse’s failure to cooperate.

d. The presence of good cause does not relieve the parent of the requirement to cooperate. When
necessary, the parent may be given additional time to cooperate when good cause is determined to exist.

75.21(2) Individual health plans. Participation in an individual health plan is not a condition of
Medicaid eligibility. The department shall pay for the cost of premiums, coinsurance, and deductibles
of individual health insurance plans for a Medicaid member if:

a. A household member is currently enrolled in the plan; and
b. The health plan is cost-effective as defined in subrule 75.21(3).
75.21(3) Cost-effectiveness. Cost-effectiveness for both group and individual health plans shall

mean the expenditures in Medicaid payments for a set of services are likely to be greater than the cost
of paying the premiums and cost-sharing obligations under the health plan for those services. When
determining the cost-effectiveness of the health plan, the following data shall be considered:

a. The cost to the Medicaid member or household of the insurance premium, coinsurance,
and deductibles. No cost paid by an employer or other plan sponsor shall be considered in the
cost-effectiveness determination.

b. The scope of services covered under the health plan, including but not limited to exclusions for
preexisting conditions.

c. The average anticipated Medicaid utilization, by age, sex, institutional status, Medicare
eligibility, and coverage group, for members covered under the health plan.

d. The specific health-related circumstances of the members covered under the health plan. The
HIPP Medical History Questionnaire, Form 470-2868, shall be used to obtain this information. When
the information indicates any health conditions that could be expected to result in higher than average
bills for any Medicaid member:

(1) If the member is currently covered by the health plan, the department shall obtain from the
insurance company a summary of the member’s paid claims for the previous 12 months. If there is
sufficient evidence to indicate that such claims can be expected to continue in the next 12 months, the
claims will be considered in determining the cost-effectiveness of the plan. The cost of providing the
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health insurance is compared to the actual claims to determine the cost-effectiveness of providing the
coverage.

(2) If the member was not covered by the health plan in the previous 12 months, paid Medicaid
claims may be used to project the cost-effectiveness of the plan.

e. Annual administrative expenditures of $50 perMedicaidmember covered under the health plan.
f. Whether the estimated savings to Medicaid for members covered under the health insurance

plan are at least $5 per month per household.
75.21(4) Coverage of non-Medicaid-eligible family members.
a. When a group health plan is determined to be cost-effective, the department shall pay for

health insurance premiums for non-Medicaid-eligible family members if a non-Medicaid-eligible
family member must be enrolled in the health plan in order to obtain coverage for the Medicaid-eligible
family members. However:

(1) The needs of the non-Medicaid-eligible family members shall not be taken into consideration
when determining cost-effectiveness, and

(2) Payments for deductibles, coinsurances or other cost-sharing obligations shall not be made on
behalf of family members who are not Medicaid-eligible.

b. When an individual health plan is determined cost-effective, the department shall pay for the
portion of the premium necessary to cover the Medicaid-eligible family members. If the portion of the
premium to cover the Medicaid-eligible family members cannot be established, the department shall pay
the entire premium. The family members who are not Medicaid-eligible shall not be considered when
determining cost-effectiveness.

75.21(5) Exceptions to payment. Premiums shall not be paid for health insurance plans under any
of the following circumstances:

a. The insurance plan is that of an absent parent.
b. The insurance plan is an indemnity policy which supplements the policyholder’s income or

pays only a predetermined amount for services covered under the policy (e.g., $50 per day for hospital
services instead of 80 percent of the charge).

c. The insurance plan is a school plan offered on basis of attendance or enrollment at the school.
d. The premium is used to meet a spenddown obligation under the medically needy program, as

provided in subrule 75.1(35), when all persons in the household are eligible or potentially eligible only
under the medically needy program. When some of the household members are eligible for full Medicaid
benefits under coverage groups other than medically needy, the premium shall be paid if it is determined
to be cost-effective when considering only the persons receiving full Medicaid coverage. In those cases,
the premium shall not be allowed as a deduction to meet the spenddown obligation for those persons in
the household participating in the medically needy program.

e. The insurance plan is designed to provide coverage only for a temporary period of time (e.g.,
30 to 180 days).

f. The persons covered under the plan are not Medicaid-eligible on the date the decision regarding
eligibility for the HIPP program is made. No retroactive payments shall be made if the case is not
Medicaid-eligible on the date of decision.

g. The person is eligible only for a coverage group that does not provide full Medicaid services,
such as the specified low-income Medicare beneficiary (SLMB) coverage group in accordance with
subrule 75.1(34) or the IowaCare program in accordance with the provisions of 441—Chapter 92.
Members under the medically needy coverage group who must meet a spenddown are not eligible for
HIPP payment.

h. Insurance coverage is being provided through the Health Insurance Plan of Iowa (HIPIOWA),
in accordance with Iowa Code chapter 514E.

i. Insurance is being maintained on the Medicaid-eligible persons in the household through
another source (e.g., an absent parent is maintaining insurance on the Medicaid-eligible children).

j. The insurance is a Medicare supplemental policy and the Health Insurance Premium Payment
Application, Form 470-2875, was received on or after March 1, 1996.
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k. The person has health coverage throughMedicare. If other Medicaid members in the household
are covered by the health plan, cost-effectiveness is determined without including the Medicare-covered
member.

l. The health plan does not provide major medical coverage but pays only for specific situations
(i.e., accident plans) or illnesses (i.e., cancer policy).

m. The health plan pays secondary to another plan.
n. The only Medicaid members covered by the health plan are currently in foster care.
o. All Medicaid members covered by the health plan are eligible for Medicaid only under subrule

75.1(43). This coverage group requires the parent to apply for, enroll in, and pay for coverage available
from the employer as a condition of Medicaid eligibility for the children.

75.21(6) Duplicate policies. When more than one cost-effective health plan is available, the
department shall pay the premium for only one plan. The member may choose the cost-effective plan
in which to enroll.

75.21(7) Discontinuation of premium payments.
a. When the household loses Medicaid eligibility, premium payments shall be discontinued as of

the month of Medicaid ineligibility.
b. When only part of the household loses Medicaid eligibility, the department shall complete

a review in order to ascertain whether payment of the health insurance premium continues to be
cost-effective. If the department determines that the health plan is no longer cost-effective, premium
payment shall be discontinued pending timely and adequate notice.

c. If the household fails to cooperate in providing information necessary to establish ongoing
eligibility, the department shall discontinue premium payment after timely and adequate notice. The
department shall request all information in writing and allow the household ten calendar days in which
to provide it.

d. If the policyholder leaves the Medicaid household, premium payments shall be discontinued
pending timely and adequate notice.

e. If the health plan is no longer available or the policy has lapsed, premium payments shall be
discontinued as of the effective date of the termination of the coverage.

75.21(8) Effective date of premium payment. The effective date of premium payments for a
cost-effective health plan shall be determined as follows:

a. Premium payments shall begin no earlier than the later of:
(1) The first day of the month in which the Employer’s Statement of Earnings, Form 470-2844, the

Health Insurance Premium Payment Application, Form 470-2875, or the automated HIPP referral, Form
H301-1, is received by the HIPP unit; or

(2) The first day of the first month in which the health plan is determined to be cost-effective.
b. If the person is not enrolled in the health plan when eligibility for participation in the HIPP

program is established, premium payments shall begin in the month in which the first premium payment
is due after enrollment occurs.

c. If there was a lapse in coverage during the application process (e.g., the health plan is dropped
and reenrollment occurs at a later date), premium payments shall not be made for any period of time
before the current effective date of coverage.

d. In no case shall payments be made for premiums that were used as a deduction to income when
determining client participation or the amount of the spenddown obligation.

e. The Employer Verification of Insurance Coverage, Form 470-3036, shall be used to verify the
effective date of coverage and costs for persons enrolled in group health plans through an employer.

f. The effective date of coverage for individual health plans or for group health plans not obtained
through an employer shall be verified by a copy of the certificate of coverage for the plan or by some
other verification from the insurer.

75.21(9) Method of premium payment. Payments of premiums will be made directly to the insurance
carrier except as follows:

a. The department may arrange for payment to an employer in order to circumvent a payroll
deduction.
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b. When an employer will not agree to accept premium payments from the department in lieu of
a payroll deduction to the employee’s wages, the department shall reimburse the employee directly for
payroll deductions or for payments made directly to the employer for the payment of premiums. The
department shall issue reimbursement to the employee five working days before the employee’s pay date.

c. When premium payments are occurring through an automatic withdrawal from a bank account
by the insurance carrier, the department may reimburse the policyholder for those withdrawals.

d. Payments for COBRA coverage shall be made directly to the insurance carrier or the former
employer. Payments may be made directly to the former employee only in those cases where:

(1) Information cannot be obtained for direct payment, or
(2) The department pays for only part of the total premium.
75.21(10) Payment of claims. Claims from medical providers for persons participating in this

program shall be paid in the same manner as claims are paid for other persons with a third-party
resource in accordance with the provisions of 441—Chapters 79 and 80.

75.21(11) Reviews of cost-effectiveness and eligibility. Reviews of cost-effectiveness and eligibility
shall be completed annually and may be conducted more frequently at the discretion of the department.

a. For a group health plan, the review of cost-effectiveness and eligibility may be completed at the
time of the health plan contract renewal date. The employer shall complete Health Insurance Premium
Payment (HIPP) Program Review, Form 470-3016, for the review.

b. For individual health plans, the client shall complete HIPP Individual Policy Review, Form
470-3017, for the review.

c. Failure of the household to cooperate in the review process shall result in cancellation of
premium payment and may result in Medicaid ineligibility as provided in subrule 75.21(1).

d. Redeterminations shall be completed whenever:
(1) A premium rate, deductible, or coinsurance changes,
(2) A person covered under the policy loses full Medicaid eligibility,
(3) Changes in employment or hours of employment affect the availability of health insurance,
(4) The insurance carrier changes,
(5) The policyholder leaves the Medicaid home, or
(6) There is a decrease in the services covered under the policy.
e. The policyholder shall report changes that may affect the availability or cost-effectiveness of

the policy within ten calendar days from the date of the change. Changes may be reported by telephone,
in writing, or in person. The department sends a HIPP Change Report, Form 470-3007, with all premium
payments.

f. If a change in the number of members in the Medicaid household causes the health plan not to
be cost-effective, lesser health plan options, as defined in paragraph 75.21(16)“a,” shall be considered
if available and cost-effective.

g. When employment ends, hours of employment are reduced, or some other qualifying event
affecting the availability of the group health plan occurs, the department shall verify whether coverage
may be continued under the provisions of the Consolidated Omnibus Budget Reconciliation Act
(COBRA) of 1985, the Family Leave Act, or other coverage continuation provisions.

(1) The Employer Verification of COBRA Eligibility, Form 470-3037, shall be used for this
purpose.

(2) If cost-effective to do so, the department shall pay premiums to maintain insurance coverage
for Medicaid members after the occurrence of the event which would otherwise result in termination of
coverage.

75.21(12) Time frames for determining cost-effectiveness. The department shall determine
cost-effectiveness of the health plan and notify the applicant of the decision regarding payment of
the premiums within 65 calendar days from the date an application or referral (as defined in subrule
75.21(8)) is received. Additional time may be taken when, for reasons beyond the control of the
department or the applicant, information needed to establish cost-effectiveness cannot be obtained
within the 65-day period.
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75.21(13) Notices.
a. An adequate notice shall be provided to the household under the following circumstances:
(1) To inform the household of the initial decision on cost-effectiveness and premium payment.
(2) To inform the household that premium payments are being discontinued because Medicaid

eligibility has been lost by all persons covered under the health plan.
(3) The health plan is no longer available to the family (e.g., the employer drops insurance coverage

or the policy is terminated by the insurance company).
b. The department shall provide a timely and adequate notice as defined in 441—subrule 7.7(1)

to inform the household of a decision to discontinue payment of the health insurance premium because:
(1) The department has determined the health plan is no longer cost-effective, or
(2) The member has failed to cooperate in providing information necessary to establish continued

eligibility for the program.
75.21(14) Rate refund. The department shall be entitled to any rate refund made when the health

insurance carrier determines a return of premiums to the policyholder is due for any time period for
which the department paid the premium.

75.21(15) Reinstatement of eligibility.
a. When eligibility for the HIPP program is canceled because the persons covered under the

health plan lose Medicaid eligibility, HIPP eligibility shall be reinstated when Medicaid eligibility is
reestablished if all other eligibility factors are met.

b. When HIPP eligibility is canceled because of the member’s failure to cooperate in providing
information necessary to establish continued eligibility for the HIPP program, benefits shall be reinstated
the first day of the first month in which cooperation occurs, if all other eligibility factors are met.

75.21(16) Amount of premium paid.
a. For group health plans, the individual eligible to enroll in the plan shall provide verification of

the cost of all possible health plan options (i.e., single, employee/children, family).
(1) The HIPP program shall pay only for the option that provides coverage to the Medicaid-eligible

family members in the household and is determined to be cost-effective.
(2) The HIPP program shall not pay the portion of the premium cost which is the responsibility of

the employer or other plan sponsor.
b. For individual health plans, the HIPP program shall pay the cost of covering the Medicaid

members covered by the plan.
c. For both group and individual health plans, if another household member must be covered

to obtain coverage for the Medicaid members, the HIPP program shall pay the cost of covering that
household member if the coverage is cost-effective as determined pursuant to subrules 75.21(3) and
75.21(4).

75.21(17) Reporting changes. Failure to report and verify changes may result in cancellation of
Medicaid benefits.

a. The client shall verify changes in an employer-sponsored health plan by providing a pay stub
reflecting the change or a statement from the employer.

b. Changes in employment or the employment-related insurance carrier shall be verified by the
employer.

c. The client shall verify changes in individual policies, such as premiums or deductibles, with a
statement from the insurance carrier.

d. Any benefits paid during a period in which there was ineligibility for HIPP due to unreported
changes shall be subject to recovery in accordance with the provisions of 441—Chapter 11.

e. Any underpayment that results from an unreported change shall be paid effective the first day
of the month in which the change is reported.

This rule is intended to implement Iowa Code section 249A.3.
[ARC 7935B, IAB 7/1/09, effective 9/1/09]

441—75.22(249A) AIDS/HIV health insurance premiumpayment program.   For the purposes of this
rule, “AIDS” and “HIV” are defined in accordance with Iowa Code section 141A.1.
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75.22(1) Conditions of eligibility. The department shall pay for the cost of continuing health
insurance coverage to persons with AIDS or HIV-related illnesses when the following criteria are met:

a. The person with AIDS or HIV-related illness shall be the policyholder, or the spouse of the
policyholder, of an individual or group health plan.

b. The person shall be a resident of Iowa in accordance with the provisions of rule
441—75.10(249A).

c. The person shall not be eligible for Medicaid. The person shall be required to apply for
Medicaid benefits when it appears Medicaid eligibility may exist. Persons who are required to meet
a spenddown obligation under the medically needy program, as provided in subrule 75.1(35), are not
considered Medicaid-eligible for the purpose of establishing eligibility under these provisions.

When Medicaid eligibility is attained, premium payments shall be made under the provisions of rule
441—75.21(249A) if all criteria of that rule are met.

d. A physician’s statement shall be provided verifying the policyholder or the spouse of the
policyholder suffers from AIDS or an HIV-related illness. The physician’s statement shall also verify
that the policyholder or the spouse of the policyholder is or will be unable to continue employment in
the person’s current position or that hours of employment will be significantly reduced due to AIDS or
HIV-related illness. The Physician’s Verification of Diagnosis, Form 470-2958, shall be used to obtain
this information from the physician.

e. Gross income shall not exceed 300 percent of the federal poverty level for a family of the same
size. The gross income of all family members shall be counted using the definition of gross income under
the supplemental security income (SSI) program.

f. Liquid resources shall not exceed $10,000 per household. The following are examples of
countable resources:

(1) Unobligated cash.
(2) Bank accounts.
(3) Stocks, bonds, certificates of deposit, excluding Internal Revenue Service defined retirement

plans.
g. The health insurance plan must be cost-effective based on the amount of the premium and the

services covered.
75.22(2) Application process.
a. Application. Persons applying for participation in this program shall complete the AIDS/HIV

Health Insurance Premium Payment Application, Form 470-2953. The applicant shall be required to
provide documentation of income and assets. The application shall be available from and may be filed at
any county departmental office or at the Division of Medical Services, Department of Human Services,
Hoover State Office Building, 1305 East Walnut, Des Moines, Iowa 50319-0114.

An application shall be considered as filed on the date an AIDS/HIV Health Insurance Premium
Payment Application, Form 470-2953, containing the applicant’s name, address and signature is received
and date-stamped in any county departmental office or the division of medical services.

b. Time limit for decision. Every reasonable effort will be made to render a decision within 30
days. Additional time for rendering a decision may be taken when, due to circumstances beyond the
control of the applicant or the department, a decision regarding the applicant’s eligibility cannot be
reached within 30 days (e.g., verification from a third party has not been received).

c. Eligible on the day of decision. No payments will bemade for current or retroactive premiums if
the person with AIDS or an HIV-related illness is deceased prior to a final eligibility determination being
made on the application, if the insurance plan has lapsed, or if the person has otherwise lost coverage
under the insurance plan.

d. Waiting list. After funds appropriated for this purpose are obligated, pending applications shall
be denied by the division of medical services. A denial shall require a notice of decision to be mailed
within ten calendar days following the determination that funds have been obligated. The notice shall
state that the applicant meets eligibility requirements but no funds are available and that the applicant
will be placed on the waiting list, or that the applicant does not meet eligibility requirements. Applicants
not awarded funding who meet the eligibility requirements will be placed on a statewide waiting list
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according to the order in which the completed applications were filed. In the event that more than one
application is received at one time, applicants shall be entered on the waiting list on the basis of the day
of the month of the applicant’s birthday, lowest number being first on the waiting list. Any subsequent
tie shall be decided by the month of birth, January being month one and the lowest number.

75.22(3) Presumed eligibility The applicant may be presumed eligible to participate in the program
for a period of two calendar months or until a decision regarding eligibility can be made, whichever is
earlier. Presumed eligibility shall be granted when:

a. The application is accompanied by a completed Physician’s Verification of Diagnosis, Form
470-2958.

b. The application is accompanied by a premium statement from the insurance carrier indicating
the policy will lapse before an eligibility determination can be made.

c. It can be reasonably anticipated that the applicant will be determined eligible from income and
resource statements on the application.

75.22(4) Family coverage. When the person is enrolled in a policy that provides health insurance
coverage to other members of the family, only that portion of the premium required to maintain coverage
for the policyholder or the policyholder’s spouse with AIDS or an HIV-related illness shall be paid under
this rule unless modification of the policy would result in a loss of coverage for the person with AIDS
or an HIV-related illness.

75.22(5) Method of premium payment. Premiums shall be paid in accordance with the provisions of
subrule 75.21(9).

75.22(6) Effective date of premium payment. Premium payments shall be effective with the month
of application or the effective date of eligibility, whichever is later.

75.22(7) Reviews. The circumstances of persons participating in the program shall be reviewed
quarterly to ensure eligibility criteria continues to be met. The AIDS/HIV Health Insurance Premium
Payment Program Review, Form 470-2877, shall be completed by the recipient or someone acting on
the recipient’s behalf for this purpose.

75.22(8) Termination of assistance. Premium payments for otherwise eligible persons shall be paid
under this rule until one of the following conditions is met:

a. The person becomes eligible for Medicaid. In which case, premium payments shall be paid in
accordance with the provisions of rule 441—75.21(249A).

b. The insurance coverage is no longer available.
c. Maintaining the insurance plan is no longer considered the most cost-effective way to pay for

medical services.
d. Funding appropriated for the program is exhausted.
e. The person with AIDS or an HIV-related illness dies.
f. The person fails to provide requested information necessary to establish continued eligibility

for the program.
75.22(9) Notices.
a. An adequate notice as defined in 441—subrule 7.7(1) shall be provided under the following

circumstances:
(1) To inform the applicant of the initial decision regarding eligibility to participate in the program.
(2) To inform the recipient that premium payments are being discontinued under these provisions

because Medicaid eligibility has been attained and premium payments will be made under the provisions
of rule 441—75.21(249A).

(3) To inform the recipient that premium payments are being discontinued because the policy is no
longer available.

(4) To inform the recipient that premium payments are being discontinued because funding for the
program is exhausted.

(5) The person with AIDS or an HIV-related illness dies.
b. A timely and adequate notice as defined in 441—subrule 7.7(1) shall be provided to the recipient

informing the recipient of a decision to discontinue payment of the health insurance premium when the
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recipient no longer meets the eligibility requirements of the program or fails to cooperate in providing
information to establish eligibility.

75.22(10) Confidentiality. The department shall protect the confidentiality of persons participating
in the program in accordance with Iowa Code section 141A.9. When it is necessary for the department to
contact a third party to obtain information in order to determine initial or ongoing eligibility, a Consent
to Obtain and Release Information, Form 470-0429, shall be signed by the recipient authorizing the
department to make the contact.

This rule is intended to implement Iowa Code section 249A.4.

441—75.23(249A) Disposal of assets for less than fair market value after August 10, 1993.   In
determining Medicaid eligibility for persons described in 441—Chapters 75 and 83, a transfer of assets
occurring after August 10, 1993, will affect Medicaid payment for medical services as provided in this
rule.

75.23(1) Ineligibility for services. When an individual or spouse has transferred or disposed of assets
for less than fair market value as defined in 75.23(11) on or after the look-back date specified in 75.23(2),
the individual shall be ineligible for medical assistance as provided in this subrule.

a. Institutionalized individual. When an institutionalized individual or the spouse of the
individual disposed of assets for less than fair market value on or after the look-back date, the
institutionalized individual is ineligible for medical assistance payment for nursing facility services,
a level of care in any institution equivalent to that of nursing facility services, and home- and
community-based waiver services. The period of ineligibility is equal to the number of months specified
in 75.23(3). The department shall determine the beginning of the period of ineligibility as follows:

(1) Transfer before February 8, 2006. When the transfer of assets was made before February 8,
2006, the period of ineligibility shall begin on the first day of the first month during which the assets
were transferred, except as provided in subparagraph (3).

(2) Transfer on or after February 8, 2006. Within the limits of subparagraph (3), when the transfer
of assets was made on or after February 8, 2006, the period of ineligibility shall begin on the later of:

1. The first day of the first month during which the assets were transferred; or
2. The date on which the individual is eligible for medical assistance under this chapter and would

be receiving nursing facility services, a level of care in any institution equivalent to that of nursing facility
services, or home- and community-based waiver services, based on an approved application for such
care, but for the application of this rule.

(3) Exclusive period. The period of ineligibility due to the transfer shall not begin during any other
period of ineligibility under this rule.

b. Noninstitutionalized individual. When a noninstitutionalized individual or the spouse of the
individual disposed of assets for less than fair market value on or after the look-back date, the individual
is ineligible for medical assistance payment for home health care services, home and community care
for functionally disabled elderly individuals, personal care services, and other long-term care services.
The period of ineligibility is equal to the number of months specified in 75.23(3). The department shall
determine the beginning of the period of ineligibility as follows:

(1) Transfer before February 8, 2006. When the transfer of assets was made before February 8,
2006, the period of ineligibility shall begin on the first day of the first month during which the assets
were transferred, except as provided in subparagraph (3).

(2) Transfer on or after February 8, 2006. Within the limits of subparagraph (3), when the transfer
of assets was made on or after February 8, 2006, the period of ineligibility shall begin on the later of:

1. The first day of the first month during which the assets were transferred; or
2. The date on which the individual is eligible for medical assistance under this chapter and would

be receiving home health care services, home and community care for functionally disabled elderly
individuals, personal care services, or other long-term care services, based on an approved application
for such care, but for the application of this rule.

(3) Exclusive period. The period of ineligibility due to the transfer shall not begin during any other
period of ineligibility under this rule.
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75.23(2) Look-back date.
a. Transfer before February 8, 2006. For transfers made before February 8, 2006, the look-back

date is the date that is 36 months (or, in the case of payments from a trust or portion of a trust that are
treated as assets disposed of by the individual, 60 months) before:

(1) The date an institutionalized individual is both an institutionalized individual and has applied
for medical assistance; or

(2) The date a noninstitutionalized individual applies for medical assistance.
b. Transfer on or after February 8, 2006. For transfers made on or after February 8, 2006, the

look-back date is the date that is 60 months before:
(1) The date an institutionalized individual is both an institutionalized individual and has applied

for medical assistance; or
(2) The date a noninstitutionalized individual applies for medical assistance.
75.23(3) Period of ineligibility. The number of months of ineligibility shall be equal to the total

cumulative uncompensated value of all assets transferred by the individual (or the individual’s spouse)
on or after the look-back date specified in 75.23(2), divided by the statewide average private-pay rate for
nursing facility services at the time of application. The department shall determine the average statewide
cost to a private-pay resident for nursing facilities and update the cost annually. For the period from July
1, 2009, through June 30, 2010, this average statewide cost shall be $4,598.61 per month or $151.27 per
day.

75.23(4) Reduction of period of ineligibility. The number of months of ineligibility otherwise
determined with respect to the disposal of an asset shall be reduced by the months of ineligibility
applicable to the individual prior to a change in institutional status.

75.23(5) Exceptions. An individual shall not be ineligible for medical assistance, under this rule, to
the extent that:

a. The assets transferred were a home and title to the home was transferred to either:
(1) A spouse of the individual.
(2) A child who is under the age of 21 or is blind or permanently and totally disabled as defined in

42 U.S.C. Section 1382c.
(3) A sibling of the individual who has an equity interest in the home and who was residing

in the individual’s home for a period of at least one year immediately before the individual became
institutionalized.

(4) A son or daughter of the individual who was residing in the individual’s home for a period
of at least two years immediately before the date of institutionalization and who provided care to the
individual which permitted the individual to reside at home rather than in an institution or facility.

b. The assets were transferred:
(1) To the individual’s spouse or to another for the sole benefit of the individual’s spouse.
(2) From the individual’s spouse to another for the sole benefit of the individual’s spouse.
(3) To a trust established solely for the benefit of a child who is blind or permanently and totally

disabled as defined in 42 U.S.C. Section 1382c.
(4) To a trust established solely for the benefit of an individual under 65 years of age who is disabled

as defined in 42 U.S.C. Section 1382c.
c. A satisfactory showing is made that:
(1) The individual intended to dispose of the assets either at fair market value, or for other valuable

consideration.
(2) The assets were transferred exclusively for a purpose other than to qualify for medical

assistance.
(3) All assets transferred for less than fair market value have been returned to the individual.
d. The denial of eligibility would work an undue hardship. Undue hardship shall exist only when

all of the following conditions are met:
(1) Application of the transfer of asset penalty would deprive the individual of medical care such

that the individual’s health or life would be endangered or of food, clothing, shelter, or other necessities
of life.
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(2) The person who transferred the resource or the person’s spouse has exhausted all means
including legal remedies and consultation with an attorney to recover the resource.

(3) The person’s remaining available resources (after the attribution for the community spouse)
are less than the monthly statewide average cost of nursing facility services to a private pay resident,
counting the value of all resources except for:

1. The home if occupied by a dependent relative or if a licensed physician verifies that the person
is expected to return home.

2. Household goods.
3. A vehicle required by the client for transportation.
4. Funds for burial of $4,000 or less.
Hardship will not be found if the resource was transferred to a person who was handling the financial

affairs of the client or to the spouse or children of a person handling the financial affairs of the client unless
the client demonstrates that payments cannot be obtained from the funds of the person who handled the
financial affairs to pay for long-term care services.

75.23(6) Assets held in common. In the case of an asset held by an individual in commonwith another
person or persons in a joint tenancy, tenancy in common, or similar arrangement, the asset, or the affected
portion of the asset, shall be considered to be transferred by the individual when any action is taken, either
by the individual or by any other person, that reduces or eliminates the individual’s ownership or control
of the asset.

75.23(7) Transfer by spouse. In the case of a transfer by a spouse of an individual which results
in a period of ineligibility for medical assistance under the state plan for the individual, the period
of ineligibility shall be apportioned between the individual and the individual’s spouse if the spouse
otherwise becomes eligible for medical assistance under the state plan. The remaining penalty period
shall be evenly divided on a monthly basis, with any remaining month of penalty (prorated as a half
month to each spouse) applied to the spouse who initiated the transfer action.

If a spouse subsequently dies prior to the end of the penalty period, the remaining penalty period
shall be applied to the surviving spouse’s period of ineligibility.

75.23(8) Definitions. In this rule the following definitions apply:
“Assets” shall include all income and resources of the individual and the individual’s spouse,

including any income or resources which the individual or the individual’s spouse is entitled to but does
not receive because of action by:

1. The individual or the individual’s spouse.
2. A person, including a court or administrative body, with legal authority to act in place of or on

behalf of the individual or the individual’s spouse.
3. Any person, including any court or administrative body, acting at the direction or upon the

request of the individual or the individual’s spouse.
“Income” shall be defined by 42 U.S.C. Section 1382a.
“Institutionalized individual” shall mean an individual who is an inpatient in a nursing facility, who

is an inpatient in a medical institution and with respect to whom payment is made based on a level of
care provided in a nursing facility or who is eligible for home- and community-based waiver services.

“Resources” shall be defined by 42 U.S.C. Section 1382b without regard (in the case of an
institutionalized individual) to the exclusion of the home and land appertaining thereto.

“Transfer or disposal of assets” means any transfer or assignment of any legal or equitable interest
in any asset as defined above, including:

1. Giving away or selling an interest in an asset;
2. Placing an interest in an asset in a trust that is not available to the grantor (see 75.24(2)“b”(2));
3. Removing or eliminating an interest in a jointly owned asset in favor of other owners;
4. Disclaiming an inheritance of any property, interest, or right pursuant to Iowa Code section

633.704 on or after July 1, 2000 (see Iowa Code section 249A.3(11)“c”);
5. Failure to take a share of an estate as a surviving spouse (also known as “taking against a will”)

on or after July 1, 2000, to the extent that the value received by taking against the will would have
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exceeded the value of the inheritance received under the will (see Iowa Code section 249A.3(11)“d”);
or

6. Transferring or disclaiming the right to income not yet received.
75.23(9) Purchase of annuities.
a. The entire amount used to purchase an annuity on or after February 8, 2006, shall be treated as

assets transferred for less than fair market value unless the annuity meets one of the conditions described
in subparagraphs (1) through (4) of this paragraph.

(1) The annuity is an annuity described in Subsection (b) or (q) of Section 408 of the United States
Internal Revenue Code of 1986.

(2) The annuity is purchased with proceeds from:
1. An account or trust described in Subsection (a), (c), or (p) of Section 408 of the United States

Internal Revenue Code of 1986;
2. A simplified employee pension (within the meaning of Section 408(k) of the United States

Internal Revenue Code of 1986); or
3. A Roth IRA described in Section 408A of the United States Internal Revenue Code of 1986.
(3) The annuity:
1. Is irrevocable and nonassignable;
2. Is actuarially sound (as determined in accordance with actuarial publications of the Office of

the Chief Actuary of the United States Social Security Administration); and
3. Provides for payments in equal amounts during the term of the annuity, with no deferral and no

balloon payments made.
(4) Iowa is named as the remainder beneficiary either:
1. In the first position for at least the total amount of medical assistance paid on behalf of the

annuitant; or
2. In the second position after the community spouse or minor or disabled child and in the first

position if the spouse or a representative of the child disposes of any of the remainder for less than fair
market value.

b. Funds used to purchase an annuity for less than its fair market value shall be treated as assets
transferred for less than fair market value regardless of whether:

(1) The annuity was purchased before February 8, 2006; or
(2) The annuity was purchased on or after February 8, 2006, and a condition described in

75.23(9)“a”(1) to (4) was met.
75.23(10) Purchase of promissory notes, loans, or mortgages.
a. Funds used to purchase a promissory note, loan, or mortgage after February 8, 2006, shall be

treated as assets transferred for less than fair market value in the amount of the outstanding balance due
on the note, loan, or mortgage as of the date of the individual’s application for medical assistance for
services described in 75.23(1), unless the note, loan, or mortgage meets all of the following conditions:

(1) The note, loan, or mortgage has a repayment term that is actuarially sound (as determined in
accordance with actuarial publications of the Office of the Chief Actuary of the United States Social
Security Administration).

(2) The note, loan, or mortgage provides for payments to be made in equal amounts during the term
of the loan, with no deferral and no balloon payments made.

(3) The note, loan, or mortgage prohibits the cancellation of the balance upon the death of the
lender.

b. Funds used to purchase a promissory note, loan, or mortgage for less than its fair market value
shall be treated as assets transferred for less than fair market value regardless of whether:

(1) The note, loan, or mortgage was purchased before February 8, 2006; or
(2) The note, loan, or mortgage was purchased on or after February 8, 2006, and the conditions

described in 75.23(9)“a” were met.
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75.23(11) Purchase of life estates.
a. The entire amount used to purchase a life estate in another individual’s home after February 8,

2006, shall be treated as assets transferred for less than fair market value, unless the purchaser resides in
the home for at least one year after the date of the purchase.

b. Funds used to purchase a life estate in another individual’s home for less than its fair market
value shall be treated as assets transferred for less than fair market value regardless of whether:

(1) The life estate was purchased before February 8, 2006; or
(2) The life estate was purchased on or after February 8, 2006, and the purchaser resided in the

home for one year after the date of purchase.
This rule is intended to implement Iowa Code sections 249A.3 and 249A.4.

[ARC 7834B, IAB 6/3/09, effective 7/8/09]

441—75.24(249A) Treatment of trusts established after August 10, 1993.   For purposes of
determining an individual’s eligibility for, or the amount of, medical assistance benefits, trusts
established after August 10, 1993, (except for trusts specified in 75.24(3)) shall be treated in accordance
with 75.24(2).

75.24(1) Establishment of trust.
a. For the purposes of this rule, an individual shall be considered to have established a trust if

assets of the individual were used to form all or part of the principal of the trust and if any of the
following individuals established the trust other than by will: the individual, the individual’s spouse,
a person (including a court or administrative body, with legal authority to act in place of or on behalf of
the individual or the individual’s spouse), or a person (including a court or administrative body) acting
at the direction or upon the request of the individual or the individual’s spouse.

b. The term “assets,” with respect to an individual, includes all income and resources of the
individual and of the individual’s spouse, including any income or resources which the individual or
the individual’s spouse is entitled to but does not receive because of action by the individual or the
individual’s spouse, by a person (including a court or administrative body, with legal authority to act in
place of or on behalf of the individual’s spouse), or by any person (including a court or administrative
body) acting at the direction or upon the request of the individual or the individual’s spouse.

c. In the case of a trust, the principal of which includes assets of an individual and assets of any
other person or persons, the provisions of this rule shall apply to the portion of the trust attributable to
the individual.

d. This rule shall apply without regard to:
(1) The purposes for which a trust is established.
(2) Whether the trustees have or exercise any discretion under the trust.
(3) Any restrictions on when or whether distribution may be made for the trust.
(4) Any restriction on the use of distributions from the trust.
e. The term “trust” includes any legal instrument or device that is similar to a trust, including a

conservatorship.
75.24(2) Treatment of revocable and irrevocable trusts.
a. In the case of a revocable trust:
(1) The principal of the trust shall be considered an available resource.
(2) Payments from the trust to or for the benefit of the individual shall be considered income of the

individual.
(3) Any other payments from the trust shall be considered assets disposed of by the individual,

subject to the penalties described at rule 441—75.23(249A) and 441—Chapter 89.
b. In the case of an irrevocable trust:
(1) If there are any circumstances under which payment from the trust could be made to or for

the benefit of the individual, the portion of the principal from which, or the income on the principal
from which, payment to the individual could be made shall be considered an available resource to the
individual and payments from that principal or income to or for the benefit of the individual shall be
considered income to the individual. Payments for any other purpose shall be considered a transfer of
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assets by the individual subject to the penalties described at rule 441—75.23(249A) and 441—Chapter
89.

(2) Any portion of the trust from which, or any income on the principal from which, no payment
could under any circumstances be made to the individual shall be considered, as of the date of
establishment of the trust (or, if later, the date on which payment to the individual was foreclosed) to be
assets disposed of by the individual subject to the penalties specified at 75.23(3) and 441—Chapter 89.
The value of the trust shall be determined for this purpose by including the amount of any payments
made from this portion of the trust after this date.

75.24(3) Exceptions. This rule shall not apply to any of the following trusts:
a. A trust containing the assets of an individual under the age of 65 who is disabled (as defined in

Section 1614(a)(3) of the Social Security Act) and which is established for the benefit of the individual
by a parent, grandparent, legal guardian of the individual, or a court if the state will receive all amounts
remaining in the trust upon the death of the individual up to an amount equal to the total medical
assistance paid on behalf of the individual.

b. A trust established for the benefit of an individual if the trust is composed only of pension,
social security, and other income to the individual (and accumulated income of the trust), and the state
will receive all amounts remaining in the trust upon the death of the individual up to the amount equal
to the total medical assistance paid on behalf of the individual.

For disposition of trust amounts pursuant to Iowa Code sections 633C.1 to 633C.5, the average
statewide charges and Medicaid rates for the period from July 1, 2009, to June 30, 2010, shall be as
follows:

(1) The average statewide charge to a private-pay resident of a nursing facility is $4,189 per month.
(2) and (3) Rescinded IAB 7/7/04, effective 7/1/04.
(4) The maximum statewide Medicaid rate for a resident of an intermediate care facility for the

mentally retarded is $20,960 per month.
(5) The average statewide charge to a resident of a mental health institute is $17,758 per month.
(6) The average statewide charge to a private-pay resident of a psychiatric medical institution for

children is $5,044 per month.
(7) The average statewide charge to a home- and community-based waiver applicant or recipient

shall be consistent with the level of care determination and correspond with the average charges and
rates set forth in this paragraph.

c. A trust containing the assets of an individual who is disabled (as defined in 1614(a)(3) of the
Social Security Act) that meets the following conditions:

(1) The trust is established and managed by a nonprofit association.
(2) A separate account is maintained for each beneficiary of the trust, but, for purposes of

investment and management of funds, the trust pools these accounts.
(3) Accounts in the trust are established solely for the benefit of individuals who are disabled (as

defined in 1614(a)(3) of the Social Security Act) by the parent, grandparent, or legal guardian of the
individuals, by the individuals or by a court.

(4) To the extent that amounts remaining in the beneficiary’s account upon death of the beneficiary
are not retained by the trust, the trust pays to the state from the remaining amounts in the account an
amount equal to the total amount of medical assistance paid on behalf of the beneficiary.

This rule is intended to implement Iowa Code section 249A.4.
[ARC 7834B, IAB 6/3/09, effective 7/8/09]

441—75.25(249A) Definitions.   Unless otherwise specified, the definitions in this rule shall apply to
441—Chapters 75 through 85 and 88.

“Aged” shall mean a person 65 years of age or older.
“Applicant” shall mean a person who is requesting assistance, including recertification under the

medically needy program, on the person’s own behalf or on behalf of another person. This also includes
parents living in the home with the children and the nonparental relative who is requesting assistance for
the children.
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“Blind” shall mean a person with central visual acuity of 20/200 or less in the better eye with use of
corrective lens or visual field restriction to 20 degrees or less.

“Break in assistance” for medically needy shall mean the lapse of more than three months from the
end of the medically needy certification period to the beginning of the next current certification period.

“Central office” shall mean the state administrative office of the department of human services.
“Certification period” for medically needy shall mean the period of time not to exceed two

consecutive months in which a person is conditionally eligible.
“Client” shall mean all of the following:
1. A Medicaid applicant;
2. A Medicaid member;
3. A person who is conditionally eligible for Medicaid; and
4. A person whose income or assets are considered in determining eligibility for an applicant or

member.
“CMAP-related medically needy” shall mean those individuals under the age of 21 who would be

eligible for the child medical assistance program except for excess income or resources.
“Community spouse” shall mean a spouse of an institutionalized spouse for the purposes of rules

441—75.5(249A), 441—75.16(249A), and 441—76.10(249A).
“Conditionally eligible” shall mean that a person has completed the application process and has been

assigned a medically needy certification period and spenddown amount but has not met the spenddown
amount for the certification period or has been assigned a monthly premium but has not yet paid the
premium for that month.

“Coverage group” shall mean a group of persons whomeet certain common eligibility requirements.
“Department” shall mean the Iowa department of human services.
“Disabled” shall mean a person who is unable to engage in any substantial gainful activity by reason

of any medically determinable physical or mental impairment which has lasted or is expected to last for
a continuous period of not less than 12 months from the date of application.

“FMAP-related medically needy” shall mean those persons who would be eligible for the family
medical assistance program except for excess income or resources.

“Health insurance” shall mean protection which provides payment of benefits for covered sickness
or injury.

“Incurred medical expenses” for medically needy shall mean (1) medical bills paid by a client,
responsible relative, or state or political subdivision program other than Medicaid during the retroactive
certification period or certification period, or (2) unpaid medical expenses for which the client or
responsible relative remains obligated.

“Institutionalized person” shall mean a person who is an inpatient in a nursing facility or a
Medicare-certified skilled nursing facility, who is an inpatient in a medical institution and for whom
payment is made based on a level of care provided in a nursing facility, or who is a person described in
75.1(18) for the purposes of rule 441—75.5(249A).

“Institutionalized spouse” shall mean a married person living in a medical institution, or nursing
facility, or home- and community-based waiver setting who is likely to remain living in these
circumstances for at least 30 consecutive days, and whose spouse is not in a medical institution or
nursing facility for the purposes of rules 441—75.5(249A), 441—75.16(249A), and 441—76.10(249A).

“Local office” shall mean the county office of the department of human services or the mental health
institute or hospital school.

“Medically needy income level (MNIL)” shall mean 133 1/3 percent of the schedule of basic needs
based on family size. (See subrule 75.58(2).)

“Member” shall mean a person who has been determined eligible for medical assistance under rule
441—75.1(249A). For the medically needy program, “member” shall mean a medically needy person
who has income at or less than the medically needy income level (MNIL) or who has reduced countable
income to the MNIL during the certification period through spenddown. “Member” may be used
interchangeably with “recipient.” This definition does not apply to the phrase “household member.”
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“Necessary medical and remedial services” for medically needy shall mean medical services
recognized by law which are currently covered under the Iowa Medicaid program.

“Noncovered Medicaid services” for medically needy shall mean medical services that are not
covered under Medicaid because the provider was not enrolled in Medicaid, the bill is for a responsible
relative who is not in the Medicaid-eligible group or the bill is for services delivered before the start of
a certification period.

“Nursing facility services” shall mean the level of care provided in a medical institution licensed for
nursing services or skilled nursing services for the purposes of rule 441—75.23(249A).

“Obligated medical expense” for medically needy shall mean a medical expense for which the client
or responsible relative continues to be legally liable.

“Ongoing eligibility” for medically needy shall mean that eligibility continues for an SSI-related,
CMAP-related, or FMAP-related medically needy person with a zero spenddown.

“Pay and chase” shall mean that the state pays the total amount allowed under the agency’s payment
schedule and then seeks reimbursement from the liable third party. The pay and chase provision applies
to Medicaid claims for prenatal care, for preventive pediatric services, and for all services provided to a
person for whom there is court-ordered medical support.

“Payee” refers to an SSI payee as defined in Iowa Code subsections 633.33(7) and 633.3(20).
“Recertification” in the medically needy coverage group shall mean establishing a new certification

period when the previous period has expired and there has not been a break in assistance.
“Recipient” shall mean a person who is receiving assistance including receiving assistance for

another person.
“Responsible relative” for medically needy shall mean a spouse, parent, or stepparent living in the

household of the client.
“Retroactive certification period” for medically needy shall mean one, two, or three calendar

months prior to the date of application. The retroactive certification period begins with the first month
Medicaid-covered services were received and continues to the end of the month immediately prior to
the month of application.

“Retroactive period” shall mean the three calendar months immediately preceding the month in
which an application is filed.

“Spenddown” shall mean the process by which a medically needy person obligates excess income
for allowable medical expenses to reduce income to the appropriate MNIL.

“SSI-related” shall mean those persons whose eligibility is derived from regulations governing the
supplemental security income (SSI) program except that income shall be considered prospectively.

“SSI-related medically needy” shall mean those persons whose eligibility is derived from regulations
governing the supplemental security income (SSI) program except for income or resources.

“Supply” shall mean the requested information is received by the department by the specified due
date.

“Transfer of assets” shall mean transfer of resources or income for less than fair market value for
the purposes of rule 441—75.23(249A). For example, a transfer of resources or income could include
establishing a trust, contributing to a charity, removing a name from a resource or income, or reducing
ownership interest in a resource or income.

“Unborn child” shall include an unborn child during the entire term of pregnancy.
This rule is intended to implement Iowa Code sections 249A.3 and 249A.4.

[ARC 7935B, IAB 7/1/09, effective 9/1/09]

441—75.26(249A) References to the family investment program.   Rescinded IAB 10/8/97, effective
12/1/97.

441—75.27(249A) AIDS/HIV settlement payments.   The following payments are exempt as income
and resources when determining eligibility for or the amount of Medicaid benefits under any coverage
group if the payments are kept in a separate, identifiable account:



Ch 75, p.62 Human Services[441] IAC 11/4/09

75.27(1) Class settlement payments. Payments made from any fund established pursuant to a class
settlement in the case of Susan Walker v. Bayer Corporation, et al., 96-C-5024 (N.D. Ill.) are exempt.

75.27(2) Other settlement payments. Payments made pursuant to a release of all claims in a case
that is entered into in lieu of the class settlement referred to in subrule 75.27(1) and that is signed by all
affected parties in the cases on or before the later of December 31, 1997, or the date that is 270 days
after the date on which the release is first sent to the person (or the legal representative of the person) to
whom payment is to be made are exempt.

This rule is intended to implement Iowa Code sections 249A.3 and 249A.4.

441—75.28 to 75.49    Reserved.

DIVISION II
ELIGIBILITY FACTORS SPECIFIC TO COVERAGE GROUPS RELATED TO

THE FAMILY MEDICAL ASSISTANCE PROGRAM (FMAP)

441—75.50(249A) Definitions.   The following definitions apply to this division in addition to the
definitions in rule 441—75.25(249A).

“Applicant” shall mean a person who is requesting assistance on the person’s own behalf or on
behalf of another person, including recertification under the medically needy program. This also includes
parents living in the home with the children and the nonparental relative who is requesting assistance for
the children.

“Application period” means the months beginning with the month in which the application is
considered to be filed, through and including the month in which an eligibility determination is made.

“Assistance unit” includes any person whose income is considered when determining eligibility.
“Bona fide offer” means an actual or genuine offer which includes a specific wage or a training

opportunity at a specified place when used to determinewhether the parent has refused an offer of training
or employment.

“Central office” shall mean the state administrative office of the department of human services.
“Change in income” means a permanent change in hours worked or rate of pay, any change in the

amount of unearned income, or the beginning or ending of any income.
“Change in work expenses”means a permanent change in the cost of dependent care or the beginning

or ending of dependent care.
“Department” shall mean the Iowa department of human services.
“Dependent” means an individual who can be claimed by another individual as a dependent for

federal income tax purposes.
“Dependent child” or “dependent children” means a child or children who meet the nonfinancial

eligibility requirements of the applicable FMAP-related coverage group.
“Income in-kind” is any gain or benefit which is not in the form of money payable directly to the

eligible group including nonmonetary benefits, such as meals, clothing, and vendor payments. Vendor
payments are money payments which are paid to a third party and not to the eligible group.

“Initial two months” means the first two consecutive months for which eligibility is granted.
“Medical institution,” when used in this division, shall mean a facility which is organized to

provide medical care, including nursing and convalescent care, in accordance with accepted standards
as authorized by state law and as evidenced by the facility’s license. A medical institution may be
public or private. Medical institutions include the following:

1. Hospitals.
2. Extended care facilities (skilled nursing).
3. Intermediate care facilities.
4. Mental health institutions.
5. Hospital schools.
“Needy specified relative” means a nonparental specified relative, listed in 75.55(1), who meets all

the eligibility requirements of the FMAP coverage group, listed in 75.1(14).
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“Nonrecurring lump sum unearned income” means a payment in the nature of a windfall, for
example, an inheritance, an insurance settlement for pain and suffering, an insurance death benefit,
a gift, lottery winnings, or a retroactive payment of benefits such as social security, job insurance or
workers’ compensation.

“Parent” means a legally recognized parent, including an adoptive parent, or a biological father if
there is no legally recognized father.

“Prospective budgeting” means the determination of eligibility and the amount of assistance for a
calendar month based on the best estimate of income and circumstances which will exist in that calendar
month.

“Recipient” means a person for whom Medicaid is received as well as parents living in the home
with the eligible children and other specified relatives as defined in subrule 75.55(1) who are receiving
Medicaid for the children. Unless otherwise specified, a person is not a recipient for any month in which
the assistance issued for that person is subject to recoupment because the person was ineligible.

“Schedule of needs” means the total needs of a group as determined by the schedule of living costs,
described at subrule 75.58(2).

“Stepparent”means a person who is not the parent of the dependent child, but is the legal spouse of
the dependent child’s parent by ceremonial or common-law marriage.

“Unborn child” shall include an unborn child during the entire term of the pregnancy.
“Uniformed service” means the Army, Navy, Air Force, Marine Corps, Coast Guard, National

Oceanographic and Atmospheric Administration, or Public Health Service of the United States.

441—75.51(249A) Reinstatement of eligibility.   Eligibility for the family medical assistance program
(FMAP) and FMAP-related programs shall be reinstated without a new application when all necessary
information is provided at least three working days before the effective date of cancellation and
eligibility can be reestablished, except as provided in the transitional Medicaid program in accordance
with subparagraph 75.1(31)“j”(2).

75.51(1) Exception to time limit. Assistance may be reinstated without a new application when all
necessary information is provided after the third working day but before the effective date of cancellation
and eligibility can be reestablished before the effective date of cancellation.

75.51(2) Cancellation for failure to return review form. When all eligibility factors are met,
assistance shall be reinstated when a completed Review/Recertification Eligibility Document (RRED),
Form 470-2881, 470-2881(M), 470-4083 (Spanish), or 470-4083(M), is received by the department
within ten days of the date a cancellation notice is sent to the member because the form was incomplete
or not returned.

441—75.52(249A) Continuing eligibility.
75.52(1) Reviews. Eligibility factors shall be reviewed at least annually for the FMAP-related

programs.
a. Reviews shall be conducted using information contained in and verification supplied with

Form 470-2881, 470-2881(M), 470-4083 (Spanish), or 470-4083(M), Review/Recertification Eligibility
Document.

b. Family medical assistance-related medically needy recertifications shall be conducted using
information contained in and verification supplied with Form 470-3118 or 470-3118(S), Medicaid
Review.

75.52(2) Additional reviews. A redetermination of specific eligibility factors shall be made when:
a. The member reports a change in circumstances (for example, a change in income, as defined at

rule 441—75.50(249A)), or
b. A change in the member’s circumstances comes to the attention of a staff member.
75.52(3) Forms. Information for the annual review shall be submitted on Form 470-2881,

470-2881(M), 470-4083 (Spanish), or 470-4083(M), Review/Recertification Eligibility Document
(RRED), with the following exceptions:
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a. When the client has completed Form 470-0462 or 470-0466 (Spanish), Health and Financial
Support Application, for another purpose, this form may be used as the review document for the
semiannual or annual review.

b. Information for recertification of family medical assistance-related medically needy shall be
submitted on Form 470-3118 or 470-3118(S), Medicaid Review.

c. The review information for foster children or children in subsidized adoption or subsidized
guardianship shall be submitted on Form 470-2914, Foster Care, Adoption, and Guardianship Medicaid
Review.

75.52(4) Client responsibilities. For the purposes of this subrule, “clients” shall include persons who
received assistance subject to recoupment because the persons were ineligible.

a. The client shall cooperate by giving complete and accurate information needed to establish
eligibility.

b. The client shall complete Form 470-2881, 470-2881(M), 470-4083(Spanish), or 470-4083(M),
Review/Recertification Eligibility Document (RRED), or Form 470-3118 or 470-3118(S), Medicaid
Review, when requested by the department in accordance with these rules. The department shall supply
the form to the client as needed, or upon request, and shall pay the cost of postage to return the form.

(1) When the form is issued in the department’s regular end-of-month mailing, the client shall
return the completed form to the department by the fifth calendar day of the review month.

(2) When the form is not issued in the department’s regular end-of-month mailing, the client
shall return the completed form to the department by the seventh day after the date it is mailed by the
department.

(3) If the department does not receive a completed form, assistance shall be canceled. A completed
form is one that has all items answered, is signed, is dated, and is accompanied by verification as required
in paragraphs 75.57(1)“f” and 75.57(2)“l.”

(4) A copy of a form received by fax or electronically shall have the same effect as an original
form.

c. The client shall report any change in the following circumstances at the annual review or upon
the addition of an individual to the eligible group:

(1) Income from all sources, including any change in care expenses.
(2) Resources.
(3) Members of the household.
(4) School attendance.
(5) A stepparent recovering from an incapacity.
(6) Change of mailing or living address.
(7) Payment of child support.
(8) Receipt of a social security number.
(9) Payment for child support, alimony, or dependents as defined in paragraph 75.57(8)“b.”
(10) Health insurance premiums or coverage.
d. All clients shall timely report any change in the following circumstances at any time:
(1) Members of the household.
(2) Change of mailing or living address.
(3) Sources of income.
(4) Health insurance premiums or coverage.
e. Clients described at subrule 75.1(35) shall also timely report any change in income from any

source and any change in care expenses at any time.
f. A report shall be considered timely when made within ten days from the date:
(1) A person enters or leaves the household.
(2) The mailing or living address changes.
(3) A source of income changes.
(4) A health insurance premium or coverage change is effective.
(5) Of any change in income.
(6) Of any change in care expenses.
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g. When a change is not reported as required in paragraphs 75.52(4)“c” through “e,” any excess
Medicaid paid shall be subject to recovery.

h. When a change in any circumstance is reported, its effect on eligibility shall be evaluated and
eligibility shall be redetermined, if appropriate, regardless of whether the report of the change was
required in paragraphs 75.52(4)“c” through “e.”

75.52(5) Effective date. After assistance has been approved, eligibility for continuing assistance
shall be effective as of the first of each month. Any change affecting eligibility reported during a month
shall be effective the first day of the next calendar month, subject to timely notice requirements at rule
441—7.6(217) for any adverse actions.

a. When the change creates ineligibility, eligibility under the current coverage group shall be
canceled and an automatic redetermination of eligibility shall be completed in accordance with rule
441—76.11(249A).

b. Rescinded IAB 10/4/00, effective 10/1/00.
c. When an individual included in the eligible group becomes ineligible, that individual’s

Medicaid shall be canceled effective the first of the next month unless the action must be delayed due
to timely notice requirements at rule 441—7.6(217).
[ARC 8260B, IAB 11/4/09, effective 1/1/10]

441—75.53(249A) Iowa residency policies specific to FMAP and FMAP-related coverage
groups.   Notwithstanding the provisions of rule 441—75.10(249A), the following rules shall apply
when determining eligibility for persons under FMAP or FMAP-related coverage groups.

75.53(1) Definition of resident. A resident of Iowa is one:
a. Who is living in Iowa voluntarily with the intention of making that person’s home there and not

for a temporary purpose. A child is a resident of Iowa when living there on other than a temporary basis.
Residence may not depend upon the reason for which the individual entered the state, except insofar as
it may bear upon whether the individual is there voluntarily or for a temporary purpose; or

b. Who, at the time of application, is living in Iowa, is not receiving assistance from another state,
and entered Iowa with a job commitment or seeking employment in Iowa, whether or not currently
employed. Under this definition the child is a resident of the state in which the specified relative is a
resident.

75.53(2) Retention of residence. Residence is retained until abandoned. Temporary absence from
Iowa, with subsequent returns to Iowa, or intent to return when the purposes of the absence have been
accomplished does not interrupt continuity of residence.

75.53(3) Suitability of home. The home shall be deemed suitable until the court has ruled it
unsuitable and, as a result of such action, the child has been removed from the home.

75.53(4) Absence from the home.
a. An individual who is absent from the home shall not be included in the eligible group, except

as described in paragraph “b.”
(1) A parent who is a convicted offender but is permitted to live at home while serving a

court-imposed sentence by performing unpaid public work or unpaid community service during the
workday is considered absent from the home.

(2) A parent whose absence from the home is due solely to a pattern of employment is not
considered to be absent.

(3) A parent whose absence is occasioned solely by reason of the performance of active duty in the
uniformed services of the United States is considered absent from the home. “Uniformed service” means
the Army, Navy, Air Force, Marine Corps, Coast Guard, National Oceanographic and Atmospheric
Administration, or Public Health Service of the United States.

b. The needs of an individual who is temporarily out of the home are included in the eligible group
if otherwise eligible. A temporary absence exists in the following circumstances:

(1) An individual is anticipated to be in the medical institution for less than a year, as verified by a
physician’s statement. Failure to return within one year from the date of entry into the medical institution
will result in the individual’s needs being removed from the eligible group.
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(2) An individual is out of the home to secure education or training as defined for children in
paragraph 75.54(1)“b” as long as the child remains a dependent and as defined for adults in 441—subrule
93.114(1), first sentence.

(3) An individual is out of the home for reasons other than reasons in subparagraphs (1) and (2) and
intends to return to the home within three months. Failure to return within three months from the date
the individual left the home will result in the individual’s needs being removed from the eligible group.

441—75.54(249A) Eligibility factors specific to child.
75.54(1) Age. Unless otherwise specified at rule 441—75.1(249A), Medicaid shall be available to a

needy child under the age of 18 years without regard to school attendance.
a. A child is eligible for the entire month in which the child’s eighteenth birthday occurs, unless

the birthday falls on the first day of the month.
b. Medicaid shall also be available to a needy child aged 18 years who is a full-time student in a

secondary school, or in the equivalent level of vocational or technical training, and who is reasonably
expected to complete the program before reaching the age of 19 if the following criteria are met.

(1) A child shall be considered attending school full-time when enrolled or accepted in a full-time
(as certified by the school or institute attended) elementary, secondary or the equivalent level of
vocational or technical school or training leading to a certificate or diploma. Correspondence school is
not an allowable program of study.

(2) A child shall also be considered to be in regular attendance in months when the child is not
attending because of an official school or training program vacation, illness, convalescence, or family
emergency. A child meets the definition of regular school attendance until the child has been officially
dropped from the school rolls.

(3) When a child’s education is temporarily interrupted pending adjustment of an education
or training program, exemption shall be continued for a reasonable period of time to complete the
adjustment.

75.54(2) Residing with a relative. The child shall be living in the home of one of the relatives
specified in subrule 75.55(1). When the mother intends to place her child for adoption shortly after birth,
the child shall be considered as living with the mother until the time custody is actually relinquished.

a. Living with relatives implies primarily the existence of a relationship involving an accepted
responsibility on the part of the relative for the child’s welfare, including the sharing of a common
household.

b. Home is the family setting maintained or in the process of being established as evidenced by
the assumption and continuation of responsibility for the child by the relative.

75.54(3) Deprivation of parental care and support. Rescinded IAB 11/1/00, effective 1/1/01.
75.54(4) Continuous eligibility for children. Rescinded IAB 11/5/08, effective 11/1/08.

441—75.55(249A) Eligibility factors specific to specified relatives.
75.55(1) Specified relationship.
a. A child may be considered as meeting the requirement of living with a specified relative if the

child’s home is with one of the following or with a spouse of the relative even though the marriage is
terminated by death or divorce:

Father or adoptive father.
Mother or adoptive mother.
Grandfather or grandfather-in-law, meaning the subsequent husband of the child’s natural

grandmother, i.e., stepgrandfather or adoptive grandfather.
Grandmother or grandmother-in-law, meaning the subsequent wife of the child’s natural grandfather,

i.e., stepgrandmother or adoptive grandmother.
Great-grandfather or great-great-grandfather.
Great-grandmother or great-great-grandmother.
Stepfather, but not his parents.
Stepmother, but not her parents.
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Brother, brother-of-half-blood, stepbrother, brother-in-law or adoptive brother.
Sister, sister-of-half-blood, stepsister, sister-in-law or adoptive sister.
Uncle or aunt, of whole or half blood.
Uncle-in-law or aunt-in-law.
Great uncle or great-great-uncle.
Great aunt or great-great-aunt.
First cousins, nephews, or nieces.
b. A relative of the putative father can qualify as a specified relative if the putative father has

acknowledged paternity by the type of written evidence on which a prudent person would rely.
75.55(2) Liability of relatives. All appropriate steps shall be taken to secure support from legally

liable persons on behalf of all persons in the eligible group, including the establishment of paternity as
provided in rule 441—75.14(249A).

a. When necessary to establish eligibility, the department shall make the initial contact with the
absent parent at the time of application. Subsequent contacts shall be made by the child support recovery
unit.

b. When contact with the family or other sources of information indicates that relatives other than
parents and spouses of the eligible children are contributing toward the support of members of the eligible
group, have contributed in the past, or are of such financial standing they might reasonably be expected
to contribute, the department shall contact these persons to verify current contributions or arrange for
contributions on a voluntary basis.

441—75.56(249A) Resources.
75.56(1) Limitation. Unless otherwise specified, a client may have the following resources and be

eligible for the familymedical assistance program (FMAP) or FMAP-related programs. Any resource not
specifically exempted shall be counted toward the applicable resource limit when determining eligibility
for adults. All resources shall be disregarded when determining eligibility for children.

a. A homestead without regard to its value. A mobile home or similar shelter shall be considered
as a homestead when it is occupied by the client. Temporary absence from the homestead with a defined
purpose for the absence and with intent to return when the purpose of the absence has been accomplished
shall not be considered to have altered the exempt status of the homestead. Except as described at
paragraph 75.56(1)“n” or “o,” the net market value of any other real property shall be considered with
personal property.

b. Household goods and personal effects without regard to their value. Personal effects are
personal or intimate tangible belongings of an individual, especially those that are worn or carried on
the person, which are maintained in one’s home, and include clothing, books, grooming aids, jewelry,
hobby equipment, and similar items.

c. Life insurance which has no cash surrender value. The owner of the life insurance policy is the
individual paying the premium on the policy with the right to change the policy as the individual sees fit.

d. One motor vehicle per household. If the household includes more than one adult or working
teenaged child whose resources must be considered as described in subrule 75.56(2), an equity not to
exceed a value of $3,000 in one additional motor vehicle shall be disregarded for each additional adult
or working teenaged child.

(1) The disregard for an additional motor vehicle shall be allowed when a working teenager is
temporarily absent from work.

(2) The equity value of any additional motor vehicle in excess of $3,000 shall be counted toward
the resource limit in paragraph 75.56(1)“e.”When a motor vehicle is modified with special equipment
for the handicapped, the special equipment shall not increase the value of the motor vehicle.

(3) Beginning July 1, 1994, and continuing in succeeding state fiscal years, themotor vehicle equity
value to be disregarded shall be increased by the latest increase in the consumer price index for used
vehicles during the previous state fiscal year.

e. A reserve of other property, real or personal, not to exceed $2,000 for applicant assistance units
and $5,000 for member assistance units. EXCEPTION: Applicant assistance units that contain at least one
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person who was a Medicaid member in Iowa in the month before the month of application are subject
to the $5,000 limit. Resources of the assistance unit shall be determined in accordance with persons
considered, as described at subrule 75.56(2).

f. Money which is counted as income for the month and that part of lump-sum income defined at
paragraph 75.57(9)“c”reserved for the current or future month’s income.

g. Payments which are exempted for consideration as income and resources under subrule
75.57(6).

h. An equity not to exceed $1,500 in one funeral contract or burial trust for each member of the
eligible group. Any amount in excess of $1,500 shall be counted toward resource limits unless it is
established that the funeral contract or burial trust is irrevocable.

i. One burial plot for each member of the eligible group. A burial plot is defined as a conventional
gravesite, crypt, mausoleum, urn, or other repository which is customarily and traditionally used for the
remains of a deceased person.

j. Settlements for payment of medical expenses.
k. Life estates.
l. Federal or state earned income tax credit payments in the month of receipt and the following

month, regardless of whether these payments are received with the regular paychecks or as a lump sum
with the federal or state income tax refund.

m. The balance in an individual development account (IDA), including interest earned on the IDA.
n. An equity not to exceed $10,000 for tools of the trade or capital assets of self-employed

households.
When the value of any resource is exempted in part, that portion of the value which exceeds the

exemption shall be considered in calculating whether the eligible group’s property is within the reserve
defined in paragraph “e.”

o. Nonhomestead property that produces income consistent with the property’s fair market value.
75.56(2) Persons considered.
a. Resources of persons in the eligible group shall be considered in establishing property limits.
b. Resources of the parent who is living in the home with the eligible children but who is not

eligible for Medicaid shall be considered in the same manner as if the parent were eligible for Medicaid.
c. Resources of the stepparent living in the home shall not be considered when determining

eligibility of the eligible group, with one exception: The resources of a stepparent included in the
eligible group shall be considered in the same manner as a parent.

d. The resources of supplemental security income (SSI) members shall not be counted in
establishing property limitations. When property is owned by both the SSI beneficiary and a Medicaid
member in another eligible group, each shall be considered as having a half interest in order to determine
the value of the resource, unless the terms of the deed or purchase contract clearly establish ownership
on a different proportional basis.

e. The resources of a nonparental specified relative who elects to be included in the eligible group
shall be considered in the same manner as a parent.

75.56(3) Homestead defined. The homestead consists of the house, used as a home, and may contain
one or more contiguous lots or tracts of land, including buildings and appurtenances. When within a city
plat, it shall not exceed ½ acre in area. When outside a city plat it shall not contain, in the aggregate,
more than 40 acres. When property used as a home exceeds these limitations, the equity value of the
excess property shall be determined in accordance with subrule 75.56(5).

75.56(4) Liquidation. When proceeds from the sale of resources or conversion of a resource to cash,
together with other nonexempted resources, exceed the property limitations, the member is ineligible
to receive assistance until the amount in excess of the resource limitation has been expended unless
immediately used to purchase a homestead, or reduce the mortgage on a homestead.

a. Property settlements. Property settlements which are part of a legal action in a dissolution of
marriage or palimony suit are considered as resources upon receipt.

b. Property sold under installment contract. Property sold under an installment contract or held as
security in exchange for a price consistent with its fair market value is exempt as a resource. If the price
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is not consistent with the contract’s fair market value, the resource value of the installment contract is
the gross price for which it can be sold or discounted on the open market, less any legal debts, claims,
or liens against the installment contract.

Payments from property sold under an installment contract are exempt as income as specified in
paragraphs 75.57(1)“d” and 75.57(7)“ag.” The portion of any payment received representing principal
is considered a resource upon receipt. The interest portion of the payment is considered a resource the
month following the month of receipt.

75.56(5) Net market value defined. Net market value is the gross price for which property or an item
can currently be sold on the open market, less any legal debts, claims, or liens against the property or
item.

75.56(6) Availability.
a. A resource must be available in order for it to be counted toward resource limitations. A

resource is considered available under the following circumstances:
(1) The applicant or member owns the property in part or in full and has control over it. That is, it

can be occupied, rented, leased, sold, or otherwise used or disposed of at the individual’s discretion.
(2) The applicant or member has a legal interest in a liquidated sum and has the legal ability to

make the sum available for support and maintenance.
b. Rescinded IAB 6/30/99, effective 9/1/99.
c. When property is owned by more than one person, unless otherwise established, it is assumed

that all persons hold equal shares in the property.
d. When the applicant or member owns nonhomestead property, the property shall be considered

exempt for so long as the property is publicly advertised for sale at an asking price that is consistent with
its fair market value.

75.56(7) Damage judgments and insurance settlements.
a. Payment resulting from damage to or destruction of an exempt resource shall be considered a

resource to the applicant or member the month following the month the payment was received. When
the applicant or member signs a legal binding commitment no later than the month after the month
the payment was received, the funds shall be considered exempt for the duration of the commitment
providing the terms of the commitment are met within eight months from the date of commitment.

b. Payment resulting from damage to or destruction of a nonexempt resource shall be considered
a resource in the month following the month in which payment was received.

75.56(8) Conservatorships.
a. Conservatorships established prior to February 9, 1994. The department shall determine

whether assets from a conservatorship, except one established solely for the payment of medical
expenses, are available by examining the language of the order establishing the conservatorship.

(1) Funds clearly conserved and available for care, support, or maintenance shall be considered
toward resource or income limitations.

(2) When the department worker questions whether the funds in a conservatorship are available,
the worker shall refer the conservatorship to the central office. When assets in the conservatorship are
not clearly available, central office staff may contact the conservator and request that the funds in the
conservatorship be made available for current support and maintenance. When the conservator chooses
not to make the funds available, the department may petition the court to have the funds released either
partially or in their entirety or as periodic income payments.

(3) Funds in a conservatorship that are not clearly available shall be considered unavailable until
the conservator or court actually makes the funds available.

(4) Payments received from the conservatorship for basic or special needs are considered income.
b. Conservatorships established on or after February 9, 1994. Conservatorships established on

or after February 9, 1994, shall be treated according to the provisions of paragraphs 75.24(1)“e” and
75.24(2)“b.”

75.56(9) Not considered a resource. Inventories and supplies, exclusive of capital assets, that are
required for self-employment shall not be considered a resource. Inventory is defined as all unsold
items, whether raised or purchased, that are held for sale or use and shall include, but not be limited to,
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merchandise, grain held in storage and livestock raised for sale. Supplies are items necessary for the
operation of the enterprise, such as lumber, paint, and seed. Capital assets are those assets which, if sold
at a later date, could be used to claim capital gains or losses for federal income tax purposes. When
self-employment is temporarily interrupted due to circumstances beyond the control of the household,
such as illness, inventory or supplies retained by the household shall not be considered a resource.

441—75.57(249A) Income.   When determining initial and ongoing eligibility for the family medical
assistance program (FMAP) and FMAP-related Medicaid coverage groups, all unearned and earned
income, unless specifically exempted, disregarded, deducted for work expenses, or diverted as defined in
these rules, shall be considered. Unless otherwise specified at rule 441—75.1(249A), the determination
of initial eligibility is a three-step process. Initial eligibility shall be granted only when (1) the countable
gross nonexempt unearned and earned income received by the eligible group and available to meet the
current month’s needs is no more than 185 percent of living costs as identified in the schedule of needs
at subrule 75.58(2) for the eligible group (Test 1); (2) the countable net earned and unearned income is
less than the schedule of living costs as identified in the schedule of needs at subrule 75.58(2) for the
eligible group (Test 2); and (3) the countable net unearned and earned income, after applying allowable
disregards, is less than the schedule of basic needs as identified at subrule 75.58(2) for the eligible group
(Test 3). The determination of continuing eligibility is a two-step process. Continuing eligibility shall
be granted only when (1) countable gross nonexempt income, as described for initial eligibility, does
not exceed 185 percent of the living costs as identified in the schedule of needs at subrule 75.58(2) for
the eligible group (Test 1); and (2) countable net unearned and earned income is less than the schedule
of basic needs as identified in the schedule of needs at subrule 75.58(2) for the eligible group (Test 3).
Child support assigned to the department in accordance with 441—subrule 41.22(7) shall be considered
unearned income for the purpose of determining continuing eligibility, except as specified at paragraphs
75.57(1)“e,”75.57(6)“u,” and 75.57(7)“o.”Expenses for care of children or disabled adults, deductions,
and diversions shall be allowedwhen verification is provided. The department shall return all verification
to the applicant or member.

75.57(1) Unearned income. Unearned income is any income in cash that is not gained by labor or
service. When taxes are withheld from unearned income, the amount considered will be the net income
after the withholding of taxes (Federal Insurance Contribution Act, state and federal income taxes).
Net unearned income, from investment and nonrecurring lump sum payments, shall be determined by
deducting reasonable income-producing costs from the gross unearned income. Money left after this
deduction shall be considered gross income available to meet the needs of the eligible group.

a. Social security income is the amount of the entitlement before withholding of a Medicare
premium.

b. Financial assistance received for education or training. Rescinded IAB 2/11/98, effective
2/1/98.

c. Rescinded IAB 2/11/98, effective 2/1/98.
d. When the client sells property on contract, proceeds from the sale shall be considered exempt

as income. The portion of any payment that represents principal is considered a resource upon receipt
as defined in subrule 75.56(4). The interest portion of the payment is considered a resource the month
following the month of receipt.

e. Support payments in cash shall be considered as unearned income in determining initial and
continuing eligibility.

(1) Any nonexempt cash support payment, for a member of the eligible group, made while the
application is pending shall be treated as unearned income.

(2) Support payments shall be considered as unearned income in the month in which the IV-A
agency (income maintenance) is notified of the payment by the IV-D agency (child support recovery
unit).

The amount of income to consider shall be the actual amount paid or the monthly entitlement,
whichever is less.
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(3) Support payments reported by child support recovery during a past month for which eligibility
is being determined shall be used to determine eligibility for the month. Support payments anticipated
to be received in future months shall be used to determine eligibility for future months. When support
payments terminate in the month of decision of an FMAP-related Medicaid application, both support
payments already received and support payments anticipated to be received in the month of decision
shall be used to determine eligibility for that month.

(4) When the reported support payment, combined with other income, creates ineligibility under
the current coverage group, an automatic redetermination of eligibility shall be conducted in accordance
with the provisions of rule 441—76.11(249A). Persons receiving Medicaid under the family medical
assistance program in accordance with subrule 75.1(14) may be entitled to continued coverage under the
provisions of subrule 75.1(21). Eligibility may be reestablished for any month in which the countable
support payment combined with other income meets the eligibility test.

f. The client shall cooperate in supplying verification of all unearned income and of any change
in income, as defined at rule 441—75.50(249A).

(1) When the information is available, the department shall verify job insurance benefits by using
information supplied to the department by Iowa workforce development. When the department uses this
information as verification, job insurance benefits shall be considered received the second day after the
date that the check was mailed by Iowa workforce development. When the second day falls on a Sunday
or federal legal holiday, the time shall be extended to the next mail delivery day.

(2) When the client notifies the department that the amount of job insurance benefits used is
incorrect, the client shall be allowed to verify the discrepancy. The client must report the discrepancy
before the eligibility month or within ten days of the date on the Notice of Decision, Form 470-0485,
470-0486, or 470-0486(S), applicable to the eligibility month, whichever is later.

75.57(2) Earned income. Earned income is defined as income in the form of a salary, wages, tips,
bonuses, commission earned as an employee, income from Job Corps, or profit from self-employment.
Earned income from commissions, wages, tips, bonuses, Job Corps, or salary means the total gross
amount irrespective of the expenses of employment. With respect to self-employment, earned income
means the net profit from self-employment, defined as gross income less the allowable costs of producing
the income. Income shall be considered earned income when it is produced as a result of the performance
of services by an individual.

a. Each person in the assistance unit whose gross nonexempt earned income, earned as an
employee or net profit from self-employment, considered in determining eligibility is entitled to one 20
percent earned income deduction of nonexempt monthly gross earnings. The deduction is intended to
include work-related expenses other than child care. These expenses shall include, but are not limited
to, all of the following: taxes, transportation, meals, uniforms, and other work-related expenses.

b. Each person in the assistance unit is entitled to a deduction for care expenses subject to the
following limitations.

(1) Persons in the eligible group and excluded parents shall be allowed care expenses for a child
or incapacitated adult in the eligible group.

(2) Stepparents as described at paragraph 75.57(8)“b” and self-supporting parents on underage
parent cases as described at paragraph 75.57(8)“c” shall be allowed incapacitated adult care or child
care expenses for the ineligible dependents of the stepparent or self-supporting parent.

(3) Unless both parents are in the home and one parent is physically and mentally able to provide
the care, child care or care for an incapacitated adult shall be considered a work expense in the amount
paid for care of each child or incapacitated adult, not to exceed $175 per month, or $200 per month for
a child under the age of two, or the going rate in the community, whichever is less.

(4) If both parents are in the home, adult or child care expenses shall not be allowed when one
parent is unemployed and is physically and mentally able to provide the care.

(5) The deduction is allowable only when the care covers the actual hours of the individual’s
employment plus a reasonable period of time for commuting; or the period of time when the individual
who would normally care for the child or incapacitated adult is employed at such hours that the
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individual is required to sleep during the waking hours of the child or incapacitated adult, excluding
any hours a child is in school.

(6) Any special needs of a physically or mentally handicapped child or adult shall be taken into
consideration in determining the deduction allowed.

(7) The expense shall be verified by a receipt or a statement from the provider of care and shall be
allowed when paid to any person except a parent or legal guardian of the child or another member of
the eligible group, or to any person whose needs are met by diversion of income from any person in the
eligible group.

c. Work incentive disregard. After deducting the allowable work-related expenses as defined at
paragraphs 75.57(2)“a” and “b” and income diversions as defined at subrule 75.57(4), 58 percent of
the total of the remaining monthly nonexempt earned income, earned as an employee or the net profit
from self-employment, of each person whose income must be considered is disregarded in determining
eligibility for the family medical assistance program (FMAP) and those FMAP-related coverage groups
subject to the three-step process for determining initial eligibility as described at rule 441—75.57(249A).

(1) The work incentive disregard is not time-limited.
(2) Initial eligibility under the first two steps of the three-step process is determined without the

application of the work incentive disregard as described at subparagraphs 75.57(9)“a”(2) and (3).
(3) A person who is not eligible for Medicaid because the person has refused to cooperate

in applying for or accepting benefits from other sources, in accordance with the provisions of rule
441—75.2(249A), 441—75.3(249A), or 441—75.21(249A), is eligible for the work incentive disregard.

d. Rescinded IAB 6/30/99, effective 9/1/99.
e. A person is considered 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.
f. The net profit from self-employment income in a non-home-based operation shall be determined

by deducting only the following expenses that are directly related to the production of the income:
(1) The cost of inventories and supplies purchased that are required for the business, such as items

for sale or consumption and raw materials.
(2) Wages, commissions, and mandated costs relating to the wages for employees of the

self-employed.
(3) The cost of shelter in the form of rent, the interest on mortgage or contract payments; taxes;

and utilities.
(4) The cost of machinery and equipment in the form of rent or the interest on mortgage or contract

payments.
(5) Insurance on the real or personal property involved.
(6) The cost of any repairs needed.
(7) The cost of any travel required.
(8) Any other expense directly related to the production of income, except the purchase of capital

equipment and payment on the principal of loans for capital assets and durable goods or any cost of
depreciation.

g. When the client is renting out apartments in the client’s home, the following shall be deducted
from the gross rentals received to determine the profit:

(1) Shelter expense in excess of that set forth on the chart of basic needs components at subrule
75.58(2) for the eligible group.

(2) That portion of expense for utilities furnished to tenants which exceeds the amount set forth on
the chart of basic needs components at subrule 75.58(2).

(3) Ten percent of gross rentals to cover the cost of upkeep.
h. In determining profit from furnishing board, room, operating a family life home, or providing

nursing care, the following amounts shall be deducted from the payments received:
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(1) $41 plus an amount equivalent to the monthly maximum food stamp allotment in the food stamp
program for a one-member household for a boarder and roomer or an individual in the home to receive
nursing care, or $41 for a roomer, or an amount equivalent to themonthlymaximum food stamp allotment
in the food stamp program for a one-member household for a boarder.

(2) Ten percent of the total payment to cover the cost of upkeep for individuals receiving a room
or nursing care.

i. Gross income from providing child care in the applicant’s or member’s own home shall
include the total payments received for the service and any payment received due to the Child Nutrition
Amendments of 1978 for the cost of providing meals to children.

(1) In determining profit from providing child care services in the applicant’s or member’s own
home, 40 percent of the total gross income received shall be deducted to cover the costs of producing
the income, unless the applicant or member requests to have actual expenses in excess of the 40 percent
considered.

(2) When the applicant or member requests to have expenses in excess of the 40 percent considered,
profit shall be determined in the same manner as specified at paragraph 75.57(2)“j.”

j. In determining profit for a self-employed enterprise in the home other than providing room and
board, renting apartments or providing child care services, the following expenses shall be deducted
from the income received:

(1) The cost of inventories and supplies purchased that are required for the business, such as items
for sale or consumption and raw materials.

(2) Wages, commissions, and mandated costs relating to the wages for employees.
(3) The cost of machinery and equipment in the form of rent; or the interest on mortgage or contract

payment; and any insurance on such machinery equipment.
(4) Ten percent of the total gross income to cover the costs of upkeep when the work is performed

in the home.
(5) Any other direct cost involved in the production of the income, except the purchase of capital

equipment and payment on the principal of loans for capital equipment and payment on the principal of
loans for capital assets and durable goods or any cost of depreciation.

k. Rescinded IAB 6/30/99, effective 9/1/99.
l. The applicant or member shall cooperate in supplying verification of all earned income and of

any change in income, as defined at rule 441—75.50(249A). A self-employed applicant or member shall
keep any records necessary to establish eligibility.

75.57(3) Shared living arrangements. When an applicant or member shares living arrangements
with another family or person, funds combined to meet mutual obligations for shelter and other basic
needs are not income. Funds made available to the applicant or member, exclusively for the applicant’s
or member’s needs, are considered income.

75.57(4) Diversion of income.
a. Nonexempt earned and unearned income of the parent shall be diverted to meet the unmet needs

of the ineligible children of the parent living in the family group who meet the age and school attendance
requirements specified in subrule 75.54(1). Income of the parent shall be diverted to meet the unmet
needs of the ineligible children of the parent and a companion in the home only when the income and
resources of the companion and the children are within family medical assistance program standards.
The maximum income that shall be diverted to meet the needs of the ineligible children shall be the
difference between the needs of the eligible group if the ineligible children were included and the needs
of the eligible group with the ineligible children excluded, except as specified at paragraph 75.57(8)“b.”

b. Nonexempt earned and unearned income of the parent shall be diverted to permit payment of
court-ordered support to children not living with the parent when the payment is actually being made.

75.57(5) Income of unmarried specified relatives under the age of 19.
a. Income of the unmarried specified relative under the age of 19 when that specified relative lives

with a parent who receives coverage under family medical assistance-related programs or lives with a
nonparental relative or in an independent living arrangement.
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(1) The income of the unmarried, underage specified relative who is also an eligible child in the
eligible group of the specified relative’s parent shall be treated in the same manner as that of any other
child. The income for the unmarried, underage specified relative who is not an eligible child in the
eligible group of the specified relative’s parent shall be treated in the samemanner as though the specified
relative had attained majority.

(2) The income of the unmarried, underage specified relative living with a nonparental relative or
in an independent living arrangement shall be treated in the same manner as though the specified relative
had attained majority.

b. Income of the unmarried specified relative under the age of 19 who lives in the same home as a
self-supporting parent. The income of the unmarried specified relative under the age of 19 living in the
same home as a self-supporting parent shall be treated in accordance with subparagraphs (1), (2), and
(3) below.

(1) When the unmarried specified relative is under the age of 18 and not a parent of the dependent
child, the income of the specified relative shall be exempt.

(2) When the unmarried specified relative is under the age of 18 and a parent of the dependent child,
the income of the specified relative shall be treated in the same manner as though the specified relative
had attained majority. The income of the specified relative’s self-supporting parents shall be treated in
accordance with paragraph 75.57(8)“c.”

(3) When the unmarried specified relative is 18 years of age, the specified relative’s income shall
be treated in the same manner as though the specified relative had attained majority.

75.57(6) Exempt as income and resources. The following shall be exempt as income and resources:
a. Food reserves from home-produced garden products, orchards, domestic animals, and the like,

when used by the household for its own consumption.
b. The value of the coupon allotment in the food stamp program.
c. The value of the United States Department of Agriculture donated foods (surplus commodities).
d. The value of supplemental food assistance received under the Child Nutrition Act and the

special food service program for children under the National School Lunch Act.
e. Any benefits received under Title III-C, Nutrition Program for the Elderly, of the Older

Americans Act.
f. Benefits paid to eligible households under the Low Income Home Energy Assistance Act of

1981.
g. Any payment received under Title II of the Uniform Relocation Assistance and Real Property

Acquisition Policies Act of 1970 and the Federal-Aid Highway Act of 1968.
h. Any judgment funds that have been or will be distributed per capita or held in trust for members

of any Indian tribe. When the payment, in all or part, is converted to another type of resource, that
resource is also exempt.

i. Payments to volunteers participating in the Volunteers in Service to America (VISTA) program,
except that this exemption will not be applied when the director of ACTION determines that the value
of all VISTA payments, adjusted to reflect the number of hours the volunteers are serving, is equivalent
to or greater than the minimum wage then in effect under the Fair Labor Standards Act of 1938, or the
minimum wage under the laws of the state where the volunteers are serving, whichever is greater.

j. Payments for supporting services or reimbursement of out-of-pocket expenses received by
volunteers in any of the programs established under Titles II and III of the Domestic Volunteer Services
Act.

k. Tax-exempt portions of payments made pursuant to the Alaskan Native Claims Settlement Act.
l. Experimental housing allowance program payments made under annual contribution contracts

entered into prior to January 1, 1975, under Section 23 of the U.S. Housing Act of 1936 as amended.
m. The income of a supplemental security income recipient.
n. Income of an ineligible child.
o. Income in-kind.
p. Family support subsidy program payments.
q. Grants obtained and used under conditions that preclude their use for current living costs.
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r. All earned and unearned educational funds of an undergraduate or graduate student or a person
in training. Any extended social security or veterans benefits received by a parent or nonparental
relative as defined at subrule 75.55(1), conditional to school attendance, shall be exempt. However, any
additional amount received for the person’s dependents who are in the eligible group shall be counted
as nonexempt income.

s. Subsidized guardianship program payments.
t. Any income restricted by law or regulation which is paid to a representative payee living outside

the home, unless the income is actually made available to the applicant or member by the representative
payee.

u. The first $50 received by the eligible group which represents a current monthly support
obligation or a voluntary support payment, paid by a legally responsible individual, but in no case shall
the total amount exempted exceed $50 per month per eligible group.

v. Bona fide loans. Evidence of a bona fide loan may include any of the following:
(1) The loan is obtained from an institution or person engaged in the business of making loans.
(2) There is a written agreement to repay the money within a specified time.
(3) If the loan is obtained from a person not normally engaged in the business of making a loan,

there is borrower’s acknowledgment of obligation to repay (with or without interest), or the borrower
expresses intent to repay the loan when funds become available in the future, or there is a timetable and
plan for repayment.

w. Payments made from the Agent Orange Settlement Fund or any other fund established pursuant
to the settlement in the In re Agent Orange product liability litigation, M.D.L. No. 381 (E.D.N.Y.).

x. The income of a person ineligible due to receipt of state-funded foster care, IV-E foster care, or
subsidized adoption assistance.

y. Payments for major disaster and emergency assistance provided under the Disaster Relief Act
of 1974 as amended by Public Law 100-707, the Disaster Relief and Emergency Assistance Amendments
of 1988.

z. Payments made to certain United States citizens of Japanese ancestry and resident Japanese
aliens under Section 105 of Public Law 100-383, and payments made to certain eligible Aleuts under
Section 206 of Public Law 100-383, entitled “Wartime Relocation of Civilians.”

aa. Payments received from the Radiation Exposure Compensation Act.
ab. Deposits into an individual development account (IDA) when determining eligibility. The

amount of the deposit is exempt as income and shall not be used in the 185 percent eligibility test.
Deposits shall be deducted from nonexempt earned and unearned income beginning with the month
following the month in which verification that deposits have begun is received. The client shall be
allowed a deduction only when the deposit is made from the client’s money. The earned income
deductions at paragraphs 75.57(2)“a,” “b,” and “c” shall be applied to nonexempt earnings from
employment or net profit from self-employment that remains after deducting the amount deposited into
the account. Allowable deductions shall be applied to any nonexempt unearned income that remains
after deducting the amount of the deposit. If the client has both nonexempt earned and unearned
income, the amount deposited into the IDA account shall first be deducted from the client’s nonexempt
unearned income. Deposits shall not be deducted from earned or unearned income that is exempt.

75.57(7) Exempt as income. The following are exempt as income.
a. Reimbursements from a third party.
b. Reimbursement from the employer for a job-related expense.
c. The following nonrecurring lump sum payments:
(1) Income tax refund.
(2) Retroactive supplemental security income benefits.
(3) Settlements for the payment of medical expenses.
(4) Refunds of security deposits on rental property or utilities.
(5) That part of a lump sum received and expended for funeral and burial expenses.
(6) That part of a lump sum both received and expended for the repair or replacement of resources.
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d. Payments received by the family for providing foster care when the family is operating a
licensed foster home.

e. A small monetary nonrecurring gift, such as a Christmas, birthday or graduation gift, not to
exceed $30 per person per calendar quarter.

When a monetary gift from any one source is in excess of $30, the total gift is countable as unearned
income. When monetary gifts from several sources are each $30 or less, and the total of all gifts exceeds
$30, only the amount in excess of $30 is countable as unearned income.

f. Federal or state earned income tax credit.
g. Supplementation from county funds, providing:
(1) The assistance does not duplicate any of the basic needs as recognized by the chart of basic

needs components in accordance with subrule 75.58(2), or
(2) The assistance, if a duplication of any of the basic needs, is made on an emergency basis, not

as ongoing supplementation.
h. Any payment received as a result of an urban renewal or low-cost housing project from any

governmental agency.
i. A retroactive corrective family investment program (FIP) payment.
j. The training allowance issued by the division of vocational rehabilitation, department of

education.
k. Payments from the PROMISE JOBS program.
l. The training allowance issued by the department for the blind.
m. Payments from passengers in a car pool.
n. Support refunded by the child support recovery unit for the first month of termination of

eligibility and the family does not receive the family investment program.
o. Rescinded IAB 10/4/00, effective 10/1/00.
p. Rescinded IAB 10/4/00, effective 10/1/00.
q. Income of a nonparental relative as defined at subrule 75.55(1) except when the relative is

included in the eligible group.
r. Rescinded IAB 10/4/00, effective 10/1/00.
s. Compensation in lieu of wages received by a child funded through an employment and training

program of the U.S. Department of Labor.
t. Any amount for training expenses included in a payment funded through an employment and

training program of the U.S. Department of Labor.
u. Earnings of a person aged 19 or younger who is a full-time student as defined at subparagraphs

75.54(1)“b”(1) and (2). The exemption applies through the entire month of the person’s twentieth
birthday.

EXCEPTION: When the twentieth birthday falls on the first day of the month, the exemption stops on
the first day of that month.

v. Income attributed to an unmarried, underage parent in accordance with paragraph 75.57(8)“c”
effective the first day of the month following the month in which the unmarried, underage parent turns
age 18 or reaches majority through marriage. When the unmarried, underage parent turns 18 on the first
day of a month, the income of the self-supporting parents becomes exempt as of the first day of that
month.

w. Incentive payments received from participation in the adolescent pregnancy prevention
programs.

x. Payments received from the comprehensive child development program, funded by the
Administration for Children, Youth, and Families, provided the payments are considered complimentary
assistance by federal regulation.

y. Incentive allowance payments received from the work force investment project, provided the
payments are considered complimentary assistance by federal regulation.

z. Interest and dividend income.
aa. Rescinded IAB 10/4/00, effective 10/1/00.



IAC 11/4/09 Human Services[441] Ch 75, p.77

ab. Honorarium income. All moneys paid to an eligible household in connection with the welfare
reform demonstration longitudinal study or focus groups shall be exempted.

ac. Income that an individual contributes to a trust as specified at paragraph 75.24(3)“b” shall not
be considered for purposes of determining eligibility for the family medical assistance program (FMAP)
or FMAP-related Medicaid coverage groups.

ad. Benefits paid to the eligible household under the family investment program (FIP).
ae. Moneys received through the pilot self-sufficiency grants program or through the pilot diversion

program.
af. Earnings from new employment of any person whose income is considered when determining

eligibility during the first four calendar months of the new employment. The date the new employment
or self-employment begins shall be verified before approval of the exemption. This four-month period
shall be referred to as the work transition period (WTP).

(1) The exempt period starts the first day of the month in which the client receives the first pay
from the new employment and continues through the next three benefit months, regardless if the job
ends during the four-month period.

(2) To qualify for this disregard, the person shall not have earned more than $1,200 in the 12
calendar months prior to the month in which the new job begins, the income must be reported timely in
accordance with rule 441—76.10(249A), and the new job must have started after the date the application
is filed. For purposes of this policy, the $1,200 earnings limit applies to the gross amount of income
without any allowance for exemptions, disregards, work deductions, diversions, or the costs of doing
business used in determining net profit from any income test in rule 441—75.57(249A).

(3) If another new job or self-employment enterprise starts while a WTP is in progress, the
exemption shall also be applied to earnings from the new source that are received during the original
4-month period, provided that the earnings were less than $1,200 in the 12-month period before the
month the other new job or self-employment enterprise begins.

(4) An individual is allowed the 4-month exemption period only once in a 12-month period. An
additional 4-month exemption shall not be granted until the month after the previous 12-month period
has expired.

(5) If a person whose income is considered enters the household, the new job must start after the
date the person enters the home or after the person is reported in the home, whichever is later, in order
for that person to qualify for the exemption.

(6) When a person living in the home whose income is not considered subsequently becomes an
assistance unit member whose income is considered, the new job must start after the date of the change
that causes the person’s income to be considered in order for that person to qualify for the exemption.

(7) A person who begins new employment or self-employment that is intermittent in nature may
qualify for the WTP. “Intermittent” includes, but is not limited to, working for a temporary agency that
places the person in different job assignments on an as-needed or on-call basis, or self-employment from
providing child care for one or more families. However, a person is not considered as starting new
employment or self-employment each time intermittent employment restarts or changes such as when
the same temporary agency places the person in a new assignment or a child care provider acquires
another child care client.

ag. Payments from property sold under an installment contract as specified in paragraphs
75.56(4)“b” and 75.57(1)“d.”

ah. All census earnings received by temporary workers from the Bureau of the Census.
ai. Payments received through participation in the preparation for adult living program pursuant

to 441—Chapter 187.
75.57(8) Treatment of income in excluded parent cases, stepparent cases, and underage parent cases.
a. Treatment of income in excluded parent cases. A parent who is living in the home with the

eligible children but who is not eligible for Medicaid is eligible for the 20 percent earned income
deduction, child care expenses for children in the eligible group, the 58 percent work incentive disregard
described at paragraphs 75.57(2)“a,” “b,” and “c,” and diversions described at subrule 75.57(4). All
remaining nonexempt income of the parent shall be applied against the needs of the eligible group.
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b. Treatment of income in stepparent cases. The income of a stepparent who is not included in the
eligible group but who is living with the parent in the home of an eligible child shall be given the same
consideration and treatment as that of a parent subject to the limitations of subparagraphs (1) through
(10) below.

(1) The stepparent’s monthly gross nonexempt earned income, earned as an employee or monthly
net profit from self-employment, shall receive a 20 percent earned income deduction.

(2) The stepparent’s monthly nonexempt earned income remaining after the 20 percent earned
income deduction shall be allowed child care expenses for the stepparent’s ineligible dependents in the
home, subject to the restrictions described at subparagraphs 75.57(2)“b”(1) through (5).

(3) Any amounts actually paid by the stepparent to individuals not living in the home, who are
claimed or could be claimed by the stepparent as dependents for federal income tax purposes, shall be
deducted from nonexempt monthly earned and unearned income of the stepparent.

(4) The stepparent shall also be allowed a deduction from nonexempt monthly earned and unearned
income for alimony and child support payments made to individuals not living in the home with the
stepparent.

(5) Except as described at subrule 75.57(10), the nonexempt monthly earned and unearned income
of the stepparent remaining after application of the deductions at subparagraphs 75.57(8)“b”(1) through
(4) above shall be used to meet the needs of the stepparent and the stepparent’s dependents living in
the home, when the dependents’ needs are not included in the eligible group and the stepparent claims
or could claim the dependents for federal income tax purposes. These needs shall be determined in
accordance with the schedule of needs for a family group of the same composition in accordance with
subrule 75.58(2).

(6) The stepparent shall be allowed the 58 percent work incentive disregard from monthly
earnings. The disregard shall be applied to earnings that remain after all other deductions at
subparagraphs 75.57(8)“b”(1) through (5) have been subtracted from the earnings. However, the work
incentive disregard is not allowed when determining initial eligibility as described at subparagraphs
75.57(9)“a”(2) and (3).

(7) The deductions described in subparagraphs (1) through (6) shall first be subtracted from earned
income in the same order as they appear above.

When the stepparent has both nonexempt earned and unearned income and earnings are less than
the allowable deductions, then any remaining portion of the deductions in subparagraphs (3) through (5)
shall be subtracted from unearned income. Any remaining income shall be applied as unearned income
to the needs of the eligible group.

If the stepparent has earned income remaining after allowable deductions, then any nonexempt
unearned income shall be added to the earnings and the resulting total counted as unearned income to
the needs of the eligible group.

(8) A nonexempt, nonrecurring lump sum received by a stepparent shall be considered as income
and counted in computing eligibility in the same manner as it would be treated for a parent. Any portion
of the nonrecurring lump sum retained by the stepparent in the month following the month of receipt
shall be considered a resource to the stepparent if that portion is not exempted according to paragraph
75.56(1)“f.”

(9) When the income of the stepparent, not in the eligible group, is insufficient to meet the needs of
the stepparent and the stepparent’s dependents living in the home who are not eligible for FMAP-related
Medicaid, the income of the parent may be diverted to meet the unmet needs of the children of the current
marriage except as described at subrule 75.57(10).

(10) When the needs of the stepparent, living in the home, are not included in the eligible group, the
eligible group and any children of the parent living in the home who are not eligible for FMAP-related
Medicaid shall be considered as one unit, and the stepparent and the stepparent’s dependents, other than
the spouse, shall be considered a separate unit.

(11) Rescinded IAB 6/30/99, effective 9/1/99.
c. Treatment of income in underage parent cases. In the case of a dependent child whose

unmarried parent is under the age of 18 and living in the same home as the unmarried, underage parent’s
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own self-supporting parents, the income of each self-supporting parent shall be considered available to
the eligible group after appropriate deductions unless the provisions of rule 441—75.59(249A) apply.
The deductions to be applied are the same as are applied to the income of a stepparent pursuant to
subparagraphs 75.57(8)“b”(1) through (7). Child care expenses at subparagraph 75.57(8)“b”(2) shall
be allowed for the self-supporting parent’s ineligible children. Nonrecurring lump sum income received
by the self-supporting parent(s) shall be treated in accordance with subparagraph 75.57(8)“b”(8).

When the self-supporting spouse of a self-supporting parent is also living in the home, the income
of that spouse shall be attributable to the self-supporting parent in the same manner as the income of a
stepparent is determined pursuant to subparagraphs 75.57(8)“b”(1) through (7) unless the provisions of
rule 441—75.59(249A) apply. Child care expenses at subparagraph 75.57(8)“b”(2) shall be allowed
for the ineligible dependents of the self-supporting spouse who is a stepparent of the minor parent.
Nonrecurring lump sum income received by the spouse of the self-supporting parent shall be treated in
accordance with subparagraph 75.57(8)“b”(8). The self-supporting parent and any ineligible dependents
of that person shall be considered as one unit. The self-supporting spouse and the spouse’s ineligible
dependents, other than the self-supporting parent, shall be considered a separate unit.

75.57(9) Budgeting process.
a. Initial and ongoing eligibility. Both initial and ongoing eligibility shall be based on a projection

of income based on the best estimate of future income.
(1) Upon application, the department shall use all earned and unearned income received by the

eligible group during the 30 days before the application date to project future income. EXCEPTION: If the
applicant provides verification that the 30-day period specified above is not indicative of future income,
income from a longer period or verification of anticipated income from the income source may be used
to project future income. Allowable work expenses shall be deducted from earned income, except in
determining eligibility under the 185 percent test defined at rule 441—75.57(249A). The determination
of initial eligibility is a three-step process as described at rule 441—75.57(249A).

(2) Test 1. When countable gross nonexempt earned and unearned income exceeds 185 percent of
the schedule of living costs (Test 1), as identified at subrule 75.58(2) for the eligible group, eligibility does
not exist under any coverage group for which these income tests apply. Countable gross income means
nonexempt gross income, as defined at rule 441—75.57(249A), without application of any disregards,
deductions, or diversions.

(3) Test 2. When the countable gross nonexempt earned and unearned income equals or is less
than 185 percent of the schedule of living costs for the eligible group, initial eligibility under the
schedule of living costs (Test 2) shall then be determined. Initial eligibility under the schedule of
living costs is determined without application of the 58 percent work incentive disregard as specified
at paragraph 75.57(2)“c.” All other appropriate exemptions, deductions and diversions are applied.
Countable income is then compared to the schedule of living costs (Test 2) for the eligible group. When
countable net earned and unearned income equals or exceeds the schedule of living costs for the eligible
group, eligibility does not exist under any coverage group for which these income tests apply.

(4) Test 3. After application of Tests 1 and 2 for initial eligibility or of Test 1 for ongoing
eligibility, the 58 percent work incentive disregard at paragraph 75.57(2)“c” shall be applied when
there is eligibility for this disregard. When countable net earned and unearned income, after application
of the work incentive disregard and all other appropriate exemptions, deductions, and diversions, equals
or exceeds the schedule of basic needs (Test 3) for the eligible group, eligibility does not exist under any
coverage group for which these tests apply. When the countable net income is less than the schedule of
basic needs for the eligible group, the eligible group meets FMAP or CMAP income requirements.

(5) Rescinded IAB 10/4/00, effective 10/1/00.
(6) When income received weekly or biweekly (once every two weeks) is projected for future

months, it shall be projected by adding all income received in the time period being used and dividing
the result by the number of instances of income received in that time period. The result shall bemultiplied
by four if the income is received weekly, or by two if the income is received biweekly, regardless of the
number of weekly or biweekly payments to be made in future months.

(7) Rescinded IAB 7/4/07, effective 8/1/07.
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(8) When a change in circumstances that is required to be timely reported by the client pursuant to
paragraphs 75.52(4)“d” and “e” is not reported as required, eligibility shall be redetermined beginning
with the month following the month in which the change occurred. When a change in circumstances that
is required to be reported by the client at annual review or upon the addition of an individual to the eligible
group pursuant to paragraph 75.52(4)“c” is not reported as required, eligibility shall be redetermined
beginning with the month following the month in which the change was required to be reported. All
other changes shall be acted upon when they are reported or otherwise become known to the department,
allowing for a ten-day notice of adverse action, if required.

b. Recurring lump-sum income. Recurring lump-sum earned and unearned income, except for the
income of the self-employed, shall be prorated over the number of months for which the income was
received and applied to the eligibility determination for the same number of months.

(1) Income received by an individual employed under a contract shall be prorated over the period
of the contract.

(2) Income received at periodic intervals or intermittently shall be prorated over the period
covered by the income and applied to the eligibility determination for the same number of months.
EXCEPTION: Periodic or intermittent income from self-employment shall be treated as described at
paragraph 75.57(9)“i.”

(3) When the lump-sum income is earned income, appropriate disregards, deductions and
diversions shall be applied to the monthly prorated income. Income is prorated when a recurring lump
sum is received at any time.

c. Nonrecurring lump-sum income. Moneys received as a nonrecurring lump sum, except as
specified in subrules 75.56(4) and 75.56(7) and at paragraphs 75.57(8)“b” and “c,” shall be treated
in accordance with this rule. Nonrecurring lump-sum income includes an inheritance, an insurance
settlement or tort recovery, an insurance death benefit, a gift, lottery winnings, or a retroactive payment
of benefits, such as social security, job insurance, or workers’ compensation.

(1) Nonrecurring lump-sum income shall be considered as income in the month of receipt and
counted in computing eligibility, unless the income is exempt.

(2) When countable income exclusive of any family investment program grant but including
countable lump-sum income exceeds the needs of the eligible group under their current coverage group,
the countable lump-sum income shall be prorated. The number of full months for which a monthly
amount of the lump sum shall be counted as income in the eligibility determination is derived by
dividing the total of the lump-sum income and any other countable income received in or projected
to be received in the month the lump sum was received by the schedule of living costs, as identified
at subrule 75.58(2), for the eligible group. This period is referred to as the period of proration. Any
income remaining after this calculation shall be applied as income to the first month following the
period of proration and disregarded as income thereafter.

(3) The period of proration shall begin with the month when the nonrecurring lump sum was
received, whether or not the receipt of the lump sum was timely reported. If receipt of the lump sum
was reported timely and the calculation was completed timely, no recoupment shall be made. If receipt
of the lump sum was not reported timely or the calculation was not completed timely, recoupment shall
begin with the month of receipt of the nonrecurring lump sum.

(4) The period of proration shall be shortened when:
1. The schedule of living costs as defined at subrule 75.58(2) increases; or
2. A portion of the lump sum is no longer available to the eligible group due to loss or theft or

because the person controlling the lump sum no longer resides with the eligible group and the lump sum
is no longer available to the eligible group; or

3. There is an expenditure of the lump sum made for the following circumstances unless there
was insurance available to meet the expense: Payments made on medical services for the former eligible
group or their dependents for services listed in 441—Chapters 78, 81, 82, and 85 at the time the expense
is reported to the department; the cost of necessary repairs to maintain habitability of the homestead
requiring the spending of over $25 per incident; cost of replacement of exempt resources as defined
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in subrule 75.56(1) due to fire, tornado, or other natural disaster; or funeral and burial expenses. The
expenditure of these funds shall be verified.

(5) When countable income, including the lump-sum income, is less than the needs of the eligible
group in accordance with the provisions of their current coverage group, the lump sum shall be counted
as income for the month of receipt.

(6) For purposes of applying the lump-sum provision, the eligible group is defined as all eligible
persons and any other individual whose lump-sum income is counted in determining the period of
proration.

(7) During the period of proration, individuals not in the eligible group when the lump-sum income
was received may be eligible as a separate eligible group. Income of this eligible group plus income
of the parent or other legally responsible person in the home, excluding the lump-sum income already
considered, shall be considered as available in determining eligibility.

d. The third digit to the right of the decimal point in any calculation of income, hours of
employment and work expenses for care, as defined at paragraph 75.57(2)“b,” shall be dropped.

e. In any month for which an individual is determined eligible to be added to a currently active
family medical assistance (FMAP) or FMAP-related Medicaid case, the individual’s needs, income, and
resources shall be included. An individual who is a member of the eligible group and who is determined
to be ineligible for Medicaid shall be canceled prospectively effective the first of the following month if
the timely notice of adverse action requirements as provided at 441—subrule 76.4(1) can be met.

f. Rescinded IAB 10/4/00, effective 10/1/00.
g. Rescinded IAB 2/11/98, effective 2/1/98.
h. Income from self-employment received on a regular weekly, biweekly, semimonthly ormonthly

basis shall be budgeted in the same manner as the earnings of an employee. The countable income shall
be the net income.

i. Income from self-employment not received on a regular weekly, biweekly, semimonthly or
monthly basis that represents an individual’s annual income shall be averaged over a 12-month period
of time, even if the income is received within a short period of time during that 12-month period. Any
change in self-employment shall be handled in accordance with subparagraphs (3) through (5) below.

(1) When a self-employment enterprise which does not produce a regular weekly, biweekly,
semimonthly or monthly income has been in existence for less than a year, income shall be averaged
over the period of time the enterprise has been in existence and the monthly amount projected for the
same period of time. If the enterprise has been in existence for such a short time that there is very
little income information, the worker shall establish, with the cooperation of the client, a reasonable
estimate which shall be considered accurate and projected for three months, after which the income
shall be averaged and projected for the same period of time. Any changes in self-employment shall be
considered in accordance with subparagraphs (3) through (5) below.

(2) These policies applywhen the self-employment income is received before themonth of decision
and the income is expected to continue, in the month of decision, after assistance is approved.

(3) A change in the cost of producing self-employment income is defined as an established
permanent ongoing change in the operating expenses of a self-employment enterprise. Change in
self-employment income is defined as a change in the nature of business.

(4) When a change in operating expenses occurs, the department shall recalculate the expenses on
the basis of the change.

(5) When a change occurs in the nature of the business, the income and expenses shall be computed
on the basis of the change.

75.57(10) Restriction on diversion of income. Rescinded IAB 7/11/01, effective 9/1/01.
75.57(11) Divesting of income. Assistance shall not be approved when an investigation proves

that income was divested and the action was deliberate and for the primary purpose of qualifying for
assistance or increasing the amount of assistance paid.
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441—75.58(249A) Need standards.
75.58(1) Definition of eligible group. The eligible group consists of all eligible persons specified

below and living together, except when one ormore of these persons have elected to receive supplemental
security income under Title XVI of the Social Security Act or are voluntarily excluded in accordance
with the provisions of rule 441—75.59(249A). There shall be at least one child, which may be an unborn
child, in the eligible group except when the only eligible child is receiving supplemental security income.

a. The following persons shall be included (except as otherwise provided in these rules) without
regard to the person’s employment status, income or resources:

(1) All dependent children who are siblings of whole or half blood or adoptive.
(2) Any parent of such children, if the parent is living in the same home as the dependent children.
b. The following persons may be included:
(1) The needy specified relative who assumes the role of parent.
(2) The needy specified relative who acts as caretaker when the parent is in the home but is unable

to act as caretaker.
(3) An incapacitated stepparent, upon request, when the stepparent is the legal spouse of the parent

by ceremonial or common-law marriage and the stepparent does not have a child in the eligible group.
1. A stepparent is considered incapacitated when a clearly identifiable physical or mental defect

has a demonstrable effect upon earning capacity or the performance of the homemaking duties required
to maintain a home for the stepchild. The incapacity shall be expected to last for a period of at least 30
days from the date of application.

2. The determination of incapacity shall be supported by medical or psychological evidence.
The evidence may be submitted either by letter from the physician or on Form 470-0447, Report on
Incapacity.

3. When an examination is required and other resources are not available to meet the expense of
the examination, the physician shall be authorized to make the examination and submit the claim for
payment on Form 470-0502, Authorization for Examination and Claim for Payment.

4. A finding of eligibility for social security benefits or supplemental security income benefits
based on disability or blindness is acceptable proof of incapacity for the family medical assistance
program (FMAP) and FMAP-related program purposes.

5. A stepparent who is considered incapacitated and is receiving Medicaid shall be referred to
the department of education, division of vocational rehabilitation services, for evaluation and services.
Acceptance of these services is optional.

(4) The stepparent who is not incapacitated when the stepparent is the legal spouse of the parent by
ceremonial or common-law marriage and the stepparent is required in the home to care for the dependent
children. These services must be required to the extent that if the stepparent were not available, it would
be necessary to allow for care as a deduction from earned income of the parent.

75.58(2) Schedule of needs. The schedule of living costs represents 100 percent of the basic needs.
The schedule of living costs is used to determine the needs of individuals when these needs must be
determined in accordance with the schedule of needs defined at rule 441—75.50(249A). The 185 percent
schedule is included for the determination of eligibility in accordance with rule 441—75.57(249A). The
schedule of basic needs is used to determine the basic needs of those persons whose needs are included
in the eligible group. The eligible group is considered a separate and distinct group without regard to the
presence in the home of other persons, regardless of relationship to or whether they have a liability to
support members of the eligible group. The schedule of basic needs is also used to determine the needs
of persons not included in the eligible group. The percentage of basic needs paid to one or more persons
as compared to the schedule of living costs is shown on the chart below:
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SCHEDULE OF NEEDS

Number
of
Persons

1 2 3 4 5 6 7 8 9 10
Each
Additional
Person

Test 1
185% of
Living
Costs

675.25 1330.15 1570.65 1824.10 2020.20 2249.60 2469.75 2695.45 2915.60 3189.40 320.05

Test 2
Schedule
of Living
Costs

365 719 849 986 1092 1216 1335 1457 1576 1724 173

Test 3
Schedule
of Basic
Needs

183 361 426 495 548 610 670 731 791 865 87

Ratio of
Basic
Needs to
Living
Costs

50.18 50.18 50.18 50.18 50.18 50.18 50.18 50.18 50.18 50.18 50.18

CHART OF BASIC NEEDS COMPONENTS
(all figures are on a per person basis)

Number
of
Persons

1 2 3 4 5 6 7 8 9 10 or
More

Shelter 77.14 65.81 47.10 35.20 31.74 26.28 25.69 22.52 20.91 20.58

Utilities 19.29 16.45 11.77 8.80 7.93 6.57 6.42 5.63 5.23 5.14

Household
Supplies 4.27 5.33 4.01 3.75 3.36 3.26 3.10 3.08 2.97 2.92

Food 34.49 44.98 40.31 39.11 36.65 37.04 34.00 33.53 32.87 32.36

Clothing 11.17 11.49 8.70 8.75 6.82 6.84 6.54 6.39 6.20 6.10

Pers. Care &
Supplies 3.29 3.64 2.68 2.38 2.02 1.91 1.82 1.72 1.67 1.64

Med. Chest
Supplies .99 1.40 1.34 1.13 1.15 1.11 1.08 1.06 1.09 1.08

Communications 7.23 6.17 3.85 3.25 2.50 2.07 1.82 1.66 1.51 1.49

Transportation 25.13 25.23 22.24 21.38 17.43 16.59 15.24 15.79 15.44 15.19

a. The definitions of the basic need components are as follows:
(1) Shelter: Rental, taxes, upkeep, insurance, amortization.
(2) Utilities: Fuel, water, lights, water heating, refrigeration, garbage.
(3) Household supplies and replacements: Essentials associated with housekeeping and meal

preparation.
(4) Food: Including school lunches.
(5) Clothing: Including layette, laundry, dry cleaning.
(6) Personal care and supplies: Including regular school supplies.
(7) Medicine chest items.
(8) Communications: Telephone, newspapers, magazines.
(9) Transportation: Including bus fares.
b. Special situations in determining eligible group:
(1) The needs of a child or children in a nonparental home shall be considered a separate eligible

group when the relative is receiving Medicaid for the relative’s own children.
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(2) When the unmarried specified relative under the age of 19 is living in the same home with
a parent or parents who receive Medicaid, the needs of the specified relative, when eligible, shall be
included in the same eligible group with the parents. When the specified relative is a parent, the needs
of the eligible children for whom the unmarried parent is caretaker shall be included in the same eligible
group. When the specified relative is a nonparental relative, the needs of the eligible children for whom
the specified relative is caretaker shall be considered a separate eligible group.

When the unmarried specified relative under the age of 19 is living in the same home as a parent
who receives Medicaid but the specified relative is not an eligible child, need of the specified relative
shall be determined in the same manner as though the specified relative had attained majority.

When the unmarried specified relative under the age of 19 is living with a nonparental relative or in
an independent living arrangement, need shall be determined in the same manner as though the specified
relative had attained majority.

When the unmarried specified relative is under the age of 18 and living in the same home with a
parent who does not receiveMedicaid, the needs of the specified relative, when eligible, shall be included
in the eligible group with the children when the specified relative is a parent. When the specified relative
is a nonparental relative as defined at subrule 75.55(1), only the needs of the eligible children shall be
included in the eligible group. When the unmarried specified relative is aged 18, need shall be determined
in the same manner as though the specified relative had attained majority.

(3) When a person who would ordinarily be in the eligible group has elected to receive
supplemental security income benefits, the person, income and resources shall not be considered in
determining eligibility for the rest of the family.

(4) When two individuals, married to each other, are living in a common household and the
children of each of them are recipients of Medicaid, the eligibility shall be computed on the basis of
their comprising one eligible group.

(5) When a child is ineligible for Medicaid, the income and resources of that child are not used in
determining eligibility of the eligible group and the ineligible child is not a part of the household size.
However, the income and resources of a parent who is ineligible for Medicaid are used in determining
eligibility of the eligible group and the ineligible parent is counted when determining household size.

441—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.

75.59(1) Exclusions from the eligible group. In determining eligibility under the family medical
assistance program (FMAP) or any FMAP-related Medicaid coverage group in this chapter, the
following persons may be excluded from the eligible group when determining Medicaid eligibility of
other household members.

a. Siblings (of whole or half blood, or adoptive) of eligible children.
b. Self-supporting parents of minor unmarried parents.
c. Stepparents of eligible children.
d. Children living with a specified relative, as listed at subrule 75.55(1).
75.59(2) Needs, income, and resource exclusions. The needs, income, and resources of persons who

are voluntarily excluded shall also be excluded. If a self-supporting parent of a minor unmarried parent
is voluntarily excluded, then the minor unmarried parent shall not be counted in the household size when
determining eligibility for the minor unmarried parent’s child. However, the income and resources of the
minor unmarried parent shall be used in determining eligibility for the unmarried minor parent’s child. If
a stepparent is voluntarily excluded, the natural or adoptive parent shall not be counted in the household
size when determining eligibility for the natural or adoptive parent’s children. However, the income
and resources of the natural or adoptive parent shall be used in determining eligibility for the natural or
adoptive parent’s children.

75.59(3) Medicaid entitlement. Persons whose needs are voluntarily excluded from the eligibility
determination shall not be entitled to Medicaid under this or any other coverage group.
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75.59(4) Situations where parent’s needs are excluded. In situations where the parent’s needs are
excluded but the parent’s income and resources are considered in the eligibility determination (e.g.,
minor unmarried parent living with self-supporting parents), the excluded parent shall be allowed the
earned income deduction, child care expenses and the work incentive disregard as provided at paragraphs
75.57(2)“a,” “b,” and “c.”

75.59(5) Situations where child’s needs, income, and resources are excluded. In situations where the
child’s needs, income, and resources are excluded from the eligibility determination pursuant to subrule
75.59(1), and the child’s income is not sufficient to meet the child’s needs, the parent shall be allowed
to divert income to meet the unmet needs of the excluded child. The maximum amount to be diverted
shall be the difference between the schedule of basic needs of the eligible group with the child included
and the schedule of basic needs with the child excluded, in accordance with the provisions of subrule
75.58(2), minus any countable income of the child.

441—75.60(249A) Pending SSI approval.   When a personwhowould ordinarily be in the eligible group
has applied for supplemental security income benefits, the person’s needs may be included in the eligible
group pending approval of supplemental security income.

These rules are intended to implement Iowa Code section 249A.4.
[Filed 3/11/70; amended 12/17/73, 5/16/74, 7/1/74]

[Filed emergency 1/16/76—published 2/9/76, effective 2/1/76]
[Filed emergency 1/29/76—published 2/9/76, effective 1/29/76]

[Filed 6/25/76, Notice 5/17/76—published 7/12/76, effective 8/16/76]
[Filed 1/31/77, Notice 12/1/76—published 2/23/77, effective 3/30/77]
[Filed 4/13/77, Notice 11/3/76—published 5/4/77, effective 6/8/77]
[Filed emergency 6/22/77—published 7/13/77, effective 7/1/77]

[Filed 12/6/77, Notice 10/19/77—published 12/28/77, effective 2/1/78]
[Filed emergency 6/28/78—published 7/26/78, effective 7/1/78]

[Filed emergency 7/28/78 after Notice 4/19/78—published 8/23/78, effective 7/28/78]
[Filed 8/9/78, Notice 6/28/78—published 9/6/78, effective 10/11/78]
[Filed 2/2/79, Notice 12/27/78—published 2/21/79, effective 3/28/79]
[Filed 6/5/79, Notice 4/4/79—published 6/27/79, effective 8/1/79]
[Filed emergency 6/26/79—published 7/25/79, effective 7/1/79]

[Filed 8/2/79, Notice 5/30/79—published 8/22/79, effective 9/26/79]
[Filed emergency 5/5/80—published 5/28/80, effective 5/5/80]
[Filed emergency 6/30/80—published 7/23/80, effective 7/1/80]

[Filed without Notice 9/25/80—published 10/15/80, effective 12/1/80]
[Filed 12/19/80, Notice 10/15/80—published 1/7/81, effective 2/11/81]

[Filed emergency 6/30/81—published 7/22/81, effective 7/1/81]
[Filed 9/25/81, Notice 7/22/81—published 10/14/81, effective 11/18/81]
[Filed 1/28/82, Notice 10/28/81—published 2/17/82, effective 4/1/82]
[Filed 1/28/82, Notice 12/9/81—published 2/17/82, effective 4/1/82]
[Filed emergency 3/26/82—published 4/14/82, effective 4/1/82]
[Filed emergency 5/21/82—published 6/9/82, effective 6/1/82]
[Filed emergency 5/21/82—published 6/9/82, effective 7/1/82]
[Filed emergency 7/30/82—published 8/18/82, effective 8/1/82]

[Filed 9/23/82, Notices 6/9/82, 8/4/82—published 10/13/82, effective 12/1/82]
[Filed emergency 3/18/83—published 4/13/83, effective 4/1/83]
[Filed emergency 6/17/83—published 7/6/83, effective 7/1/83]

[Filed emergency 9/26/83—published 10/12/83, effective 10/1/83]
[Filed 10/28/83, Notice 9/14/83—published 11/23/83, effective 1/1/84]
[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 2/8/84]

[Filed emergency 1/13/84—published 2/1/84, effective 2/8/84]



Ch 75, p.86 Human Services[441] IAC 11/4/09

[Filed emergency 8/31/84—published 9/26/84, effective 10/1/84]
[Filed emergency 9/28/84—published 10/24/84, effective 10/1/84]
[Filed emergency 1/17/85—published 2/13/85, effective 1/17/85]
[Filed without Notice 1/22/85—published 2/13/85, effective 4/1/85]
[Filed emergency 3/22/85—published 4/10/85, effective 4/1/85]

[Filed 3/22/85, Notice 2/13/85—published 4/10/85, effective 6/1/85]
[Filed 4/29/85, Notice 10/24/84—published 5/22/85, effective 7/1/85]
[Filed 10/1/85, Notice 7/31/85—published 10/23/85, effective 12/1/85]
[Filed 2/21/86, Notice 1/15/86—published 3/12/86, effective 5/1/86]

[Filed emergency 3/21/86 after Notice 2/12/86—published 4/9/86, effective 4/1/86]
[Filed emergency 4/28/86—published 5/21/86, effective 5/1/86]
[Filed emergency 8/28/86—published 9/24/86, effective 9/1/86]

[Filed 9/5/86, Notice 6/18/86—published 9/24/86, effective 11/1/86]
[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]
[Filed without Notice 1/15/87—published 2/11/87, effective 4/1/87]
[Filed 3/3/87, Notice 12/31/86—published 3/25/87, effective 5/1/87]
[Filed 3/26/87, Notice 2/11/87—published 4/22/87, effective 6/1/87]
[Filed 4/29/87, Notice 3/11/87—published 5/20/87, effective 7/1/87]

[Filed emergency 5/29/87 after Notice 4/22/87—published 6/17/87, effective 7/1/87]
[Filed emergency 6/19/87—published 7/15/87, effective 7/1/87]

[Filed emergency after Notice 9/24/87, Notice 8/12/87—published 10/21/87, effective 10/1/87]
[Filed 9/24/87, Notice 8/12/87—published 10/21/87, effective 12/1/87]

[Filed emergency after Notice 10/23/87, Notice 9/9/87—published 11/18/87, effective 11/1/87]
[Filed 10/23/87, Notice 9/9/87—published 11/18/87, effective 1/1/88]
[Filed 1/21/88, Notice 12/16/87—published 2/10/88, effective 4/1/88]

[Filed emergency 3/16/88—published 4/6/88, effective 3/16/88]
[Filed 3/17/88, Notice 1/13/88—published 4/6/88, effective 6/1/88]
[Filed emergency 4/22/88—published 5/18/88, effective 5/1/88]

[Filed 4/22/88, Notice 3/9/88—published 5/18/88, effective 7/1/88]
[Filed 6/9/88, Notice 4/20/88—published 6/29/88, effective 9/1/88]

[Filed 8/4/88, Notices 6/29/88◊—published 8/24/88, effective 10/1/88]
[Filed without Notice 9/21/88—published 10/19/88, effective 12/1/88]
[Filed 10/27/88, Notice 8/24/88—published 11/16/88, effective 1/1/89]
[Filed emergency 11/14/88—published 11/30/88, effective 11/14/88]

[Filed emergency 12/8/88 after Notices 10/19/88, 11/2/88—published 12/28/88, effective 1/1/89]
[Filed emergency 4/13/89 after Notice 3/8/89—published 5/3/89, effective 5/1/89]

[Filed 4/13/89, Notice 2/22/89—published 5/3/89, effective 7/1/89]
[Filed 5/10/89, Notice 4/5/89—published 5/31/89, effective 8/1/89]

[Filed emergency 6/9/89 after Notice 5/3/89—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 10/10/89—published 11/1/89, effective 12/1/89]

[Filed 10/10/89, Notice 8/23/89—published 11/1/89, effective 1/1/90]
[Filed 12/19/89, Notice 11/1/89—published 1/10/90, effective 3/1/90]

[Filed emergency 1/10/90—published 2/7/90, effective 1/10/90]
[Filed 1/16/90, Notice 11/15/89—published 2/7/90, effective 4/1/90]

[Filed emergency 2/16/90—published 3/7/90, effective 4/1/90]
[Filed without Notice 2/16/90—published 3/7/90, effective 5/1/90]
[Filed emergency 3/14/90—published 4/4/90, effective 3/14/90]
[Filed 3/16/90, Notice 2/7/90—published 4/4/90, effective 6/1/90]
[Filed 4/13/90, Notice 3/7/90—published 5/2/90, effective 7/1/90]
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[Filed emergency 6/13/90—published 7/11/90, effective 6/14/90]
[Filed emergency 6/20/90 after Notice 4/18/90—published 7/11/90, effective 7/1/90]

[Filed 7/13/90, Notice 5/16/90—published 8/8/90, effective 10/1/90]
[Filed emergency 8/16/90 after Notice of 6/27/90—published 9/5/90, effective 10/1/90]

[Filed 8/16/90, Notices 6/13/90, 7/11/90—published 9/5/90, effective 11/1/90]
[Filed emergency 12/13/90—published 1/9/91, effective 1/1/91]
[Filed 2/14/91, Notice 1/9/91—published 3/6/91, effective 5/1/91]
[Filed emergency 3/14/91—published 4/3/91, effective 3/14/91]

[Filed 3/14/91, Notice 1/23/91—published 4/3/91, effective 6/1/91]
[Filed emergency 4/11/91—published 5/1/91, effective 4/11/91]

[Filed 4/11/91, Notice 2/20/91—published 5/1/91, effective 7/1/91]
[Filed emergency 5/17/91 after Notice 4/3/91—published 6/12/91, effective 7/1/91]

[Filed 5/17/91, Notices 4/3/90◊—published 6/12/91, effective 8/1/91]
[Filed emergency 6/14/91 after Notice 5/1/91—published 7/10/91, effective 7/1/91]

[Filed 7/10/91, Notice 5/29/91—published 8/7/91, effective 10/1/91]
[Filed 8/8/91, Notice 6/26/91—published 9/4/91, effective 11/1/91]

[Filed emergency 9/18/91 after Notice 4/17/91—published 10/16/91, effective 10/1/91]
[Filed 9/18/91, Notice 7/10/91—published 10/16/91, effective 12/1/91]

[Filed emergency 12/11/91—published 1/8/92, effective 1/1/92]
[Filed emergency 12/11/91 after Notice 10/30/91—published 1/8/92, effective 1/1/92]

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

[Filed 1/15/92, Notice 11/13/91—published 2/5/92, effective 4/1/92]
[Filed 2/13/92, Notices 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 emergency 4/16/92 after Notice 2/19/92—published 5/13/92, effective 5/1/92]
[Filed emergency 5/14/92 after Notice 3/18/92—published 6/10/92, effective 7/1/92]

[Filed 5/14/92, Notices 3/18/92◊—published 6/10/92, effective 8/1/92]
[Filed 6/11/92, Notice 4/29/92—published 7/8/92, effective 9/1/92]
[Filed emergency 9/11/92—published 9/30/92, effective 10/1/92]

[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 12/1/92—published 12/23/92, effective 1/1/93]

[Filed emergency 1/14/93 after Notice 10/28/92—published 2/3/93, effective 2/1/93]
[Filed 1/14/93, Notices 10/28/92, 11/25/92, 12/9/92—published 2/3/93, effective 4/1/93]

[Filed 2/10/93, Notice 12/23/92—published 3/3/93, effective 5/1/93]
[Filed 4/15/93, Notice 2/17/93—published 5/12/93, effective 7/1/93]

[Filed emergency 6/11/93—published 7/7/93, effective 7/1/93]
[Filed emergency 6/11/93 after Notice 4/28/93—published 7/7/93, effective 7/1/93]

[Filed 7/14/93, Notice 5/12/93—published 8/4/93, effective 10/1/93]
[Filed 8/12/93, Notice 7/7/93—published 9/1/93, effective 11/1/93]
[Filed emergency 9/17/93—published 10/13/93, effective 10/1/93]

[Filed 9/17/93, Notice 7/21/93—published 10/13/93, effective 12/1/93]
[Filed emergency 11/12/93—published 12/8/93, effective 1/1/94]
[Filed emergency 12/16/93—published 1/5/94, effective 1/1/94]

[Filed without Notice 12/16/93—published 1/5/94, effective 2/9/94]
[Filed 12/16/93, Notices 10/13/93, 10/27/93—published 1/5/94, effective 3/1/94]
[Filed 2/10/94, Notices 12/8/93, 1/5/94◊—published 3/2/94, effective 5/1/94]

[Filed 3/10/94, Notice 2/2/94—published 3/30/94, effective 6/1/94]
[Filed 4/14/94, Notice 2/16/94—published 5/11/94, effective 7/1/94]
[Filed 5/11/94, Notice 3/16/94—published 6/8/94, effective 8/1/94]
[Filed 6/16/94, Notice 4/27/94—published 7/6/94, effective 9/1/94]

[Filed 9/15/94, Notice 8/3/94—published 10/12/94, effective 11/16/94]
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[Filed 10/12/94, Notice 8/17/94—published 11/9/94, effective 1/1/95]
[Filed emergency 12/15/94—published 1/4/95, effective 1/1/95]

[Filed 12/15/94, Notices 10/26/94, 11/9/94—published 1/4/95, effective 3/1/95]
[Filed 2/16/95, Notices 11/23/94, 12/21/94, 1/4/95—published 3/15/95, effective 5/1/95]

[Filed 4/13/95, Notices 2/15/95, 3/1/95—published 5/10/95, effective 7/1/95]
[Filed emergency 9/25/95—published 10/11/95, effective 10/1/95]

[Filed 11/16/95, Notices 9/27/95, 10/11/95—published 12/6/95, effective 2/1/96]
[Filed emergency 12/12/95—published 1/3/96, effective 1/1/96]

[Filed 12/12/95, Notice 10/25/95—published 1/3/96, effective 3/1/96]
[Filed 2/14/96, Notice 1/3/96—published 3/13/96, effective 5/1/96]
[Filed 4/10/96, Notice 2/14/96—published 5/8/96, effective 7/1/96]
[Filed emergency 9/19/96—published 10/9/96, effective 9/19/96]

[Filed 10/9/96, Notice 8/28/96—published 11/6/96, effective 1/1/97]
[Filed emergency 12/12/96—published 1/1/97, effective 1/1/97]◊

[Filed 12/12/96, Notices 9/11/96, 10/9/96—published 1/1/97, effective 3/1/97]
[Filed 2/12/97, Notice 1/1/97—published 3/12/97, effective 5/1/97]
[Filed 3/12/97, Notice 1/1/97—published 4/9/97, effective 6/1/97]
[Filed 4/11/97, Notice 2/26/97—published 5/7/97, effective 7/1/97]
[Filed emergency 9/16/97—published 10/8/97, effective 10/1/97]

[Filed 9/16/97, Notice 7/16/97—published 10/8/97, effective 12/1/97]
[Filed emergency 12/10/97—published 12/31/97, effective 1/1/98]

[Filed emergency 12/10/97 after Notices 10/22/97, 11/5/97—published 12/31/97, effective 1/1/98]
[Filed emergency 1/14/98 after Notice 11/19/97—published 2/11/98, effective 2/1/98]

[Filed 2/11/98, Notice 12/31/97—published 3/11/98, effective 5/1/98]◊
[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 emergency 6/25/98—published 7/15/98, effective 7/1/98]

[Filed 7/15/98, Notices 6/3/98—published 8/12/98, effective 10/1/98]
[Filed 8/12/98, Notices 6/17/98, 7/1/98—published 9/9/98, effective 11/1/98]

[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 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 3/10/99, Notice 11/18/98—published 4/7/99, effective 6/1/99]
[Filed 3/10/99, Notice 1/27/99—published 4/7/99, effective 7/1/99]
[Filed 4/15/99, Notice 2/10/99—published 5/5/99, effective 7/1/99]
[Filed 5/14/99, Notice 4/7/99—published 6/2/99, effective 8/1/99]
[Filed emergency 6/10/99—published 6/30/99, effective 7/1/99]

[Filed 6/10/99, Notice 4/21/99—published 6/30/99, effective 9/1/99]
[Filed emergency 8/12/99 after Notice 6/16/99—published 9/8/99, effective 9/1/99]

[Filed 8/11/99, Notice 6/30/99—published 9/8/99, effective 11/1/99]
[Filed emergency 11/10/99 after Notice 10/6/99—published 12/1/99, effective 12/1/99]

[Filed emergency 12/8/99—published 12/29/99, effective 1/1/00]
[Filed 12/8/99, Notice 11/3/99—published 12/29/99, effective 2/2/00]
[Filed 12/8/99, Notice 10/6/99—published 12/29/99, effective 3/1/00]
[Filed 2/9/00, Notice 12/29/99—published 3/8/00, effective 5/1/00]◊

[Filed emergency 3/8/00—published 4/5/00, effective 4/1/00]
[Filed 5/10/00, Notice 3/22/00—published 5/31/00, effective 8/1/00]

[Filed emergency 6/8/00—published 6/28/00, effective 7/1/00]
[Filed emergency 6/8/00 after Notice 4/19/00—published 6/28/00, effective 7/1/00]

[Filed 6/8/00, Notice 4/5/00—published 6/28/00, effective 9/1/00]
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[Filed 8/9/00, Notice 6/14/00—published 9/6/00, effective 11/1/00]
[Filed emergency 9/12/00 after Notice 7/12/00—published 10/4/00, effective 10/1/00]

[Filed 10/11/00, Notice 8/23/00—published 11/1/00, effective 1/1/01]
[Filed 11/8/00, Notice 10/4/00—published 11/29/00, effective 1/3/01]
[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 6/13/01—published 7/11/01, effective 7/1/01]◊

[Filed 6/13/01, Notice 4/18/01—published 7/11/01, effective 9/1/01]
[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]

[Filed emergency 12/12/01—published 1/9/02, effective 1/1/02]
[Filed 1/9/02, Notice 11/14/01—published 2/6/02, effective 4/1/02]
[Filed 2/14/02, Notice 12/26/01—published 3/6/02, effective 5/1/02]
[Filed 2/14/02, Notice 1/9/02—published 3/6/02, effective 5/1/02]
[Filed 3/13/02, Notice 1/23/02—published 4/3/02, effective 6/1/02]◊
[Filed emergency 6/13/02—published 7/10/02, effective 7/1/02]

[Filed 10/10/02, Notice 8/21/02—published 10/30/02, effective 1/1/03]
[Filed emergency 12/12/02—published 1/8/03, effective 1/1/03]◊

[Filed emergency 1/9/03 after Notice 11/27/02—published 2/5/03, effective 2/1/03]
[Filed 1/9/03, Notice 11/27/02—published 2/5/03, effective 4/1/03]
[Filed emergency 3/14/03—published 4/2/03, effective 4/1/03]

[Filed without Notice 5/16/03—published 6/11/03, effective 7/16/03]
[Filed 9/22/03, Notice 7/9/03—published 10/15/03, effective 12/1/03]
[Filed emergency 10/10/03—published 10/29/03, effective 10/10/03]
[Filed emergency 10/10/03—published 10/29/03, effective 11/1/03]

[Filed 10/10/03, Notice 8/20/03—published 10/29/03, effective 1/1/04]
[Filed emergency 11/19/03—published 12/10/03, effective 1/1/04]
[Filed emergency 3/11/04—published 3/31/04, effective 4/1/04]
[Filed emergency 6/14/04—published 7/7/04, effective 7/1/04]

[Filed emergency 9/23/04 after Notice 7/7/04—published 10/13/04, effective 10/1/04]
[Filed 10/8/04, Notice 7/7/04—published 10/27/04, effective 12/1/04]
[Filed 10/14/04, Notice 8/4/04—published 11/10/04, effective 1/1/05]

[Filed emergency 12/14/04—published 1/5/05, effective 1/1/05]
[Filed emergency 1/13/05 after Notice 12/8/04—published 2/2/05, effective 2/1/05]

[Filed without Notice 5/4/05—published 5/25/05, effective 7/1/05]
[Filed emergency 6/17/05 after Notice 8/4/04—published 7/6/05, effective 7/1/05]

[Filed emergency 6/17/05—published 7/6/05, effective 7/1/05]
[Filed emergency 7/15/05 after Notice 5/11/05—published 8/3/05, effective 8/1/05]

[Filed 10/21/05, Notice 8/31/05—published 11/9/05, effective 1/1/06]
[Filed emergency 11/16/05—published 12/7/05, effective 12/1/05]
[Filed emergency 12/14/05—published 1/4/06, effective 1/1/06]

[Filed emergency 1/12/06 after Notice 11/23/05—published 2/1/06, effective 2/1/06]
[Filed 2/10/06, Notice 1/4/06—published 3/1/06, effective 4/5/06]
[Filed without Notice 4/17/06—published 5/10/06, effective 7/1/06]
[Filed emergency 5/12/06—published 6/7/06, effective 6/1/06]

[Filed emergency 6/16/06 after Notice 4/12/06—published 7/5/06, effective 7/1/06]
[Filed emergency 6/16/06 after Notice 5/10/06—published 7/5/06, effective 7/1/06]

[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 10/20/06, Notice 8/2/06—published 11/8/06, effective 1/1/07]
[Filed 11/8/06, Notice 7/5/06—published 12/6/06, effective 1/10/07]
[Filed 12/13/06, Notice 7/5/06—published 1/3/07, effective 2/7/07]
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[Filed 4/11/07, Notice 2/28/07—published 5/9/07, effective 7/1/07]
[Filed 5/16/07, Notice 2/14/07—published 6/6/07, effective 8/1/07]
[Filed emergency 6/13/07—published 7/4/07, effective 7/1/07]◊
[Filed emergency 6/15/07—published 7/4/07, effective 7/1/07]◊
[Filed emergency 6/13/07—published 7/4/07, effective 8/1/07]

[Filed emergency 7/12/07 after Notice 5/9/07—published 8/1/07, effective 8/1/07]
[Filed 9/12/07, Notice 7/4/07—published 10/10/07, effective 11/14/07]◊

[Filed emergency 10/10/07 after Notice 8/29/07—published 11/7/07, effective 11/1/07]
[Filed 12/12/07, Notice 7/4/07—published 1/2/08, effective 2/6/08]◊

[Filed emergency 1/9/08 after Notice 12/5/07—published 1/30/08, effective 2/1/08]
[Filed emergency 2/13/08 after Notice 12/19/07—published 3/12/08, effective 2/15/08]

[Filed emergency 3/12/08—published 4/9/08, effective 3/12/08]
[Filed 4/10/08, Notice 1/30/08—published 5/7/08, effective 7/1/08]
[Filed 4/10/08, Notice 2/27/08—published 5/7/08, effective 7/1/08]
[Filed emergency 6/11/08—published 7/2/08, effective 7/1/08]◊
[Filed 6/11/08, Notice 4/9/08—published 7/2/08, effective 8/6/08]
[Filed 7/9/08, Notice 5/7/08—published 7/30/08, effective 10/1/08]

[Filed emergency 10/14/08 after Notice 7/2/08—published 11/5/08, effective 11/1/08]
[Filed emergency 10/14/08 after Notice 8/27/08—published 11/5/08, effective 11/1/08]
[Filed emergency 11/12/08 after Notice 9/24/08—published 12/3/08, effective 1/1/09]

[Filed 11/12/08, Notice 8/13/08—published 12/3/08, effective 2/1/09]
[Filed ARC 7546B (Notice ARC 7356B, IAB 11/19/08), IAB 2/11/09, effective 4/1/09]
[Filed ARC 7741B (Notice ARC 7526B, IAB 1/28/09), IAB 5/6/09, effective 7/1/09]
[Filed ARC 7834B (Notice ARC 7630B, IAB 3/11/09), IAB 6/3/09, effective 7/8/09]
[Filed ARC 7833B (Notice ARC 7629B, IAB 3/11/09), IAB 6/3/09, effective 8/1/09]

[Filed Emergency ARC 7929B, IAB 7/1/09, effective 7/1/09]
[Filed Emergency ARC 7931B, IAB 7/1/09, effective 7/1/09]
[Filed Emergency ARC 7932B, IAB 7/1/09, effective 7/1/09]

[Filed ARC 7935B (Notice ARC 7718B, IAB 4/22/09), IAB 7/1/09, effective 9/1/09]
[Filed ARC 8095B (Notice ARC 7930B, IAB 7/1/09), IAB 9/9/09, effective 10/14/09]
[Filed ARC 8096B (Notice ARC 7934B, IAB 7/1/09), IAB 9/9/09, effective 10/14/09]
[Filed ARC 8260B (Notice ARC 8056B, IAB 8/26/09), IAB 11/4/09, effective 1/1/10]

[Filed Emergency After Notice ARC 8261B, IAB 11/4/09, effective 10/15/09]

◊ Two or more ARCs
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.
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CHAPTER 76
APPLICATION AND INVESTIGATION

[Ch 76, 1973 IDR, renumbered as Ch 911]
[Prior to 7/l/83, Social Services[770] Ch 76]
[Prior to 2/11/87, Human Services[498]]

441—76.1(249A) Application.   Each person wishing to do so shall have the opportunity to apply for
assistance without delay.

76.1(1) Application forms. The applicant shall immediately be given an application form to
complete. When the applicant requests that the form be mailed, the department shall send the necessary
form in the next outgoing mail.

a. An application for family medical assistance-related Medicaid programs shall be submitted on
the Health and Financial Support Application, Form 470-0462 or Form 470-0466 (Spanish); the Health
Services Application, Form 470-2927 or Form 470-2927(S); the HAWK-I Application, Comm. 156; or
the HAWK-I Electronic Application Summary and Signature Page, Form 470-4016.

b. An application for SSI-related Medicaid shall be submitted on the Health Services Application,
Form 470-2927 or Form 470-2927(S), or the Health and Financial Support Application, Form 470-0462
or Form 470-0466 (Spanish).

c. A person who is a recipient of supplemental security income (SSI) benefits shall not be
required to complete a separate Medicaid application. If the department does not have all information
necessary to establish that an SSI recipient meets all Medicaid eligibility requirements, the SSI recipient
may be required to complete Form 470-2304, 470-2304(S), 470-0364, or 470-0364(S), SSI Medicaid
Information, and may be required to attend an interview to clarify information on this form.

d. An application for Medicaid for persons in foster care shall be submitted on Form 470-2927 or
Form 470-2927(S), Health Services Application.

e. The department shall initiate a medical assistance application for a person whose application
data is received from the federal Social Security Administration pursuant to 42 U.S.C. 1320b-14(c)(3).

(1) The Social Security Administration transmits data from Form SSA 1020B-OCR-SM,
Application for Extra Help with Medicare Prescription Drug Plan Costs, to the department. The date
that the Social Security Administration transmits its application data to the department shall be treated
as the date of application for medical assistance.

(2) The department shall mail Form 470-4846, Medicare Savings Program and Food Assistance
Application, to the person whose data was transmitted to gather the rest of the information needed to
determine eligibility.

76.1(2) Place of filing. An application may be filed over the Internet or in any local office of the
department or in any disproportionate share hospital, federally qualified health center or other facility
in which outstationing activities are provided. The hospital, health center, or facility shall forward the
application to the department office responsible for completing the eligibility determination.

a. The Health Services Application, Form 470-2927 or Form 470-2927(S), may also be filed at
the office of a qualified provider of presumptive Medicaid eligibility, a WIC office, a maternal health
clinic, or a well child clinic. The office or clinic shall forward the application within two working days
to the department office responsible for completing the eligibility determination.

b. The HAWK-I Application, Comm. 156, and the HAWK-I Electronic Application Summary
and Signature Page, Form 470-4016, shall be filed with the third-party administrator as provided at
441—subrule 86.3(3). If it appears that the family is Medicaid-eligible, the third-party administrator
shall forward the application to the department office responsible for determining Medicaid eligibility.

c. Those persons eligible for supplemental security income and those who would be eligible if
living outside a medical institution may make application at the social security district office.

d. Women applying for medical assistance for family planning services under 441—subrule
75.1(41) or 441—Chapter 87 may also apply at any family planning agency as defined in rule
441—87.1(82GA,ch1187).
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76.1(3) Date and method of filing application. An application is considered filed on the date an
identifiable application, Form 470-0462, 470-0466 (Spanish), 470-2927, or 470-2927(S), is received
and date-stamped in any place of filing specified in subrule 76.1(2).

a. When an application is delivered to a closed office, it will be considered received on the first
day that is not a weekend or state holiday following the day that the office was last open.

b. An identifiable application, Form 470-2927 or 470-2927(S), which is filed to apply for FMAP
or FMAP-related Medicaid at a WIC office, well child health clinic, maternal health clinic, or the office
of a qualified provider for presumptive eligibility, shall be considered filed on the date received and
date-stamped in one of these offices.

c. When a HAWK-I Application, Comm. 156, or HAWK-I Electronic Application Summary and
Signature Page, Form 470-4016, is filed with the third-party administrator and subsequently referred
to the department for a Medicaid eligibility determination, the date the application is received and
date-stamped by the third-party administrator shall be the filing date.

d. A copy of an application received by fax or electronically at one of the places described above
shall have the same effect as an original application.

e. An identifiable application is an application containing a legible name, address, and signature.
f. If an authorized representative signed the application on behalf of an applicant, the signature of

the applicant or the responsible person must be on the application before the application can be approved.
For FMAP and FMAP-related Medicaid, the signature of a parent or stepparent in the home must be on
the application before the application can be approved.

76.1(4) Applicant cooperation. An applicant must cooperate with the department in the application
process, which may include providing information or verification, attending a scheduled face-to-face
interview, or signing documents. Failure to cooperate in the application process shall serve as a basis for
rejection of an application.

76.1(5) Application not required. For family medical assistance-related programs, a new application
is not required when an eligible person is added to an existing Medicaid eligible group or when a
responsible relative becomes a member of a Medicaid eligible household. This person is considered to
be included in the application that established the existing eligible group. However, in these instances
the date of application to add a person is the date the change is reported. When it is reported that a
person is anticipated to enter the home, the date of application to add the person shall be no earlier than
the date of entry or the date of report, whichever is later.

a. In those instances where a person previously ineligible for Medicaid for failure to cooperate in
obtainingmedical support or establishing paternity as described at 441—subrule 75.14(2) is to be granted
Medicaid benefits, the person shall be granted Medicaid benefits effective the first of the month in which
the person becomes eligible by cooperating in obtaining medical support or establishing paternity.

b. In those instances where a person previously ineligible for Medicaid for failure to provide
a social security number or proof of application for a social security number as described at rule
441—75.7(249A) is to be granted Medicaid benefits, the person shall be granted Medicaid benefits
effective the first of the month in which the person becomes eligible by providing a social security
number or proof of application for a social security number.

c. In those instances where a person who has been voluntarily excluded from the eligible group
in accordance with the provisions of rule 441—75.59(249A) is being added to the eligible group, the
person shall be added effective the first of the month after the month in which the household requests
that the person no longer be voluntarily excluded.

76.1(6) Right to withdraw the application. After an application has been filed, the applicant may
withdraw the application at any time before the eligibility determination. The applicant may request
that the application be withdrawn entirely or may, before the date the application is processed, request
withdrawal for any month covered by the application process except as provided in the medically needy
program in accordance with the provisions of 441—subrule 75.1(35). Requests for voluntary withdrawal
of the application shall be documented in the case record and a Notice of Decision, Form 470-0485,
470-0486, 470-0486(S), or 470-0490, shall be sent to the applicant confirming the request.
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76.1(7) Responsible persons and authorized representatives.
a. Responsible person. If the applicant or member is unable to act on the applicant’s or member’s

behalf because the applicant or member is incompetent, physically incapacitated, or deceased, a
responsible person may act responsibly for the applicant or member. The responsible person shall be
a family member, friend or other person who has knowledge of the applicant’s or member’s financial
affairs and circumstances and a personal interest in the applicant’s or member’s welfare or a legal
representative such as a conservator, guardian, executor or someone with power of attorney. The
responsible person shall assume the applicant’s or member’s position and responsibilities during the
application process or for ongoing eligibility. The responsible person may designate an authorized
representative as provided for in paragraph 76.1(7)“b” to represent the incompetent, physically
incapacitated, or deceased applicant’s or member’s position and responsibilities during the application
process or for ongoing eligibility. This authorization does not relieve the responsible person from
assuming the incompetent, physically incapacitated, or deceased applicant’s or member’s position and
responsibilities during the application process or for ongoing eligibility.

(1) When there is no person as described above to act on the incompetent, physically incapacitated,
or deceased applicant’s or member’s behalf, any individual or organization shall be allowed to act as
the responsible person if the individual or organization conducts a diligent search and completes Form
470-3356, Inability to Find a Responsible Person, attesting to the inability to find a responsible person
to act on behalf of the incompetent, physically incapacitated, or deceased applicant or member.

(2) The department may require verification of incompetence or death and the person’s relationship
to the applicant or member or the legal representative status.

(3) Copies of all department correspondence that would normally be provided to the applicant or
member shall be provided to the responsible person and the representative if one has been authorized by
the responsible person.

b. Authorized representative. A competent applicant or member or a responsible person as
described in paragraph 76.1(7)“a” may authorize any individual or organization to represent the
applicant or member in the application process or for ongoing eligibility.

(1) The authorization must be in writing, and signed and dated by the applicant or member or a
responsible person before the department shall recognize the authorized representative.

(2) If the authorization indicates the time period or dates of medical services it is to cover, this
stated period or dates of medical services shall be honored and may include subsequent applications, if
necessary, that relate to the time period or dates of medical services indicated on the authorization. If the
authorization does not indicate the time period or dates of medical services it is to cover, the authorization
shall be valid for any applications filed within 120 days from the date the authorization was signed and
all subsequent actions pertaining to the applications filed within the 120-day period.

(3) Anytime an applicant or member or a responsible person notifies the department in writing that
the applicant or member or a responsible person no longer wants an authorized representative to act on
the applicant’s or member’s behalf, the department shall no longer recognize that person or organization
as the applicant’s or member’s representative.

(4) Designation of an authorized representative does not relieve a competent applicant or member
or a responsible person as defined in 76.1(7)“a” of the primary responsibility to cooperate with
the department in the determination of initial and ongoing eligibility, which may include providing
information or verification, attending a scheduled face-to-face interview, or signing documents on
which the authorized representative’s signature would be inadequate.

(5) Copies of all departmental correspondence shall be provided to the client and the representative
if one has been authorized by the applicant or member.
[ARC 7544B, IAB 2/11/09, effective 1/14/09; ARC 8260B, IAB 11/4/09, effective 1/1/10]

441—76.2(249A) Information and verification procedure.   The decision with respect to eligibility
shall be based primarily on information and verification furnished by the applicant or member. The
department shall notify the applicant or member in writing of additional information or verification that
is required to establish eligibility. This notice shall be provided to the applicant or member personally,
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or by mail or facsimile. Applicants for whom eligibility is determined in whole or in part by the Social
Security Administration (SSA) shall make application to the SSA within five working days of referral
by the department. If, by the due date, the department does not receive the information or verification
requested, an authorization to obtain the specific information or verification requested, or a request for
an extension of the due date, the application shall be denied or assistance canceled. Signing a general
authorization for release of information to the department does not meet this responsibility. Five working
days shall be allowed for the applicant or member to supply and the department to receive the information
or verification requested. The department may extend the deadline for a reasonable period of time
when the applicant or member is making every effort but is unable to secure the required information or
verification from a third party.

76.2(1) Interviews.
a. In processing applications for Medicaid for adults, the department may require a face-to-face

or telephone interview upon written notice to the applicant. An interview is not required as a condition
of eligibility for children.

b. For SSI-related Medicaid for adults, the department may require a face-to-face or telephone
interview at the time of review.

c. The department shall notify the applicant in writing of the date, time andmethod of an interview.
This notice shall be provided to the applicant personally or by mail or facsimile. Interviews that are
rescheduled at the request of the applicant or authorized representative may be agreed upon verbally; a
written confirmation is not required.

d. Failure of the applicant or member to attend a scheduled interview shall serve as a basis for
rejection of an application or cancellation of assistance for adults. Failure of the applicant or member to
attend an interview shall not serve as a basis for rejection of an application or cancellation of assistance
for children.

76.2(2) Choice of coverage groups. An applicant who meets the eligibility requirements of more
than one coverage group shall be given the choice of coverage group under which eligibility shall be
determined.

76.2(3) Conditional benefits granted previous to October 1, 1993. When the client is receiving
Medicaid under the conditional benefit policy of the SSI program pursuant to subrule 75.13(2), the client
shall be required to describe the efforts that are made to sell the property on Form 470-2908, Description
of Efforts to Sell Property, as requested by the department. The department shall request that the form
be completed no more often than specified. For personal property being sold Form 470-2908 shall be
completed no more often than every 30 days during the conditional benefit period. For real property
being sold Form 470-2908 shall be completed beginning 35 days after conditional benefits are granted
and no more often than every 60 days thereafter for nine months. If eligibility continues and the real
property is not sold, the form shall be completed no more often than every 90 days.

76.2(4) Monthly reporting. Rescinded IAB 10/4/00, effective 10/1/00.
76.2(5) Reporting of changes. The applicant shall report any change as defined at 441—paragraph

75.52(4)“c” which occurs during the application process within five working days of the change.
Changes that occur after approval for benefits shall be reported in accordance with paragraph
75.52(4)“c.”
[ARC 7740B, IAB 5/6/09, effective 6/10/09]

441—76.3(249A) Time limit for decision.   Applications shall be investigated by the county department
of human services. A determination of approval, conditional eligibility, or denial shall be made as soon
as possible, but no later than 30 days following the date of filing the application unless one or more of
the following conditions exist.

76.3(1) The application is being processed for eligibility under the medically needy coverage group
as defined in 441—subrule 75.1(35). Applicants for medically needy shall receive a written notice of
approval, conditional eligibility, or denial as soon as possible, but no later than 45 days from the date the
application was filed.

76.3(2) An application on the client’s behalf for supplemental security income benefits is pending.
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76.3(3) The application is pending due to completion of the requirement in 441—subrule 75.1(7).
76.3(4) The application is pending due to nonreceipt of information which is beyond the control

of the applicant or department. It is the responsibility of the applicant to provide information to the
department timely or to ask for an extension of time before the due date when additional time is needed
to secure the information or verification.

76.3(5) The application is pending due to the disability determination process performed through
the department.

76.3(6) Unusual circumstances exist which prevent a decision from being made within the specified
time limit. Unusual circumstances include those situations where the department and the applicant have
made every reasonable effort to secure necessary information which has not been supplied by the date
the time limit has expired or because of emergency situations such as fire, flood, or other conditions
beyond the administrative control of the department.

441—76.4(249A) Notification of decision.   The applicant or member will be notified in writing of the
decision of the department regarding the applicant’s ormember’s eligibility forMedicaid. If the applicant
or member has been determined to be ineligible an explanation of the reason will be provided.

76.4(1) Themember shall be given a timely and adequate written notice as provided in 441—subrule
7.7(1) when any decision or action is being taken by the department which adversely affects Medicaid
eligibility or the amount of benefits.

76.4(2) Timely notice may be dispensed with but adequate notice shall be sent, no later than the
effective date of action, when one or more of the conditions in 441—subrule 7.7(2) are met.

76.4(3) A written notice of decision shall be issued to the applicant the next working day following
a determination of eligibility, conditional eligibility or ineligibility.

441—76.5(249A) Effective date.
76.5(1) Three-month retroactive eligibility.
a. Medical assistance benefits shall be available for all or any of the three months preceding the

month in which the application is filed to persons who meet both of the following conditions:
(1) Have medical bills for covered services which were received during the three-month retroactive

period.
(2) Would have been eligible for medical assistance benefits in the month services were received,

if application for medical assistance had been made in that month.
b. The applicant need not be eligible in the month of application to be eligible in any of the three

months prior to the month of application.
c. Retroactive medical assistance benefits shall be made available when an application has been

made on behalf of a deceased person if the conditions in paragraph “a” are met.
d. Persons receiving only supplemental security income benefits who wish to make application for

Medicaid benefits for three months preceding the month of application shall complete Form 470-2304,
470-2304(S), 470-0364, or 470-0364(S), SSI Medicaid Information.

e. Rescinded IAB 10/8/97, effective 12/1/97.
76.5(2) First day of month.
a. For persons approved for the family medical assistance-related programs, medical assistance

benefits shall be effective on the first day of a month when eligibility was established anytime during the
month.

b. For persons approved for supplemental security income, programs related to supplemental
security income, or state supplementary assistance, medical assistance benefits shall be effective on the
first day of a month when the individual was resource eligible as of the first moment of the first day of
the month and met all other eligibility criteria at any time during the month.

c. When a request is made to add a new person to the eligible group, and that person meets the
eligibility requirements, assistance shall be effective the first of the month in which the request wasmade.
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d. When a request is made to add a person to the eligible group who previously was excluded, in
accordance with the provisions of rule 441—75.59(249A), assistance shall be effective no earlier than
the first of the month following the month in which the request was made.

76.5(3) Care prior to approval. No payment shall be made for medical care received prior to the
effective date of approval.

441—76.6(249A) Certification for services.   The department of human services shall issue a Medical
Assistance Eligibility Card, Form 470-1911, to persons who have been determined to be eligible for the
benefits provided under the Medicaid program unless one of the following situations exists:

76.6(1) Pregnant woman. The eligible person is a pregnant woman determined presumptively
eligible in accordance with 441—subrule 75.1(30). These persons shall be issued a Presumptive
Medicaid Eligibility Notice of Decision, Form 470-2580 or 470-2580(S), by the provider.

76.6(2) IowaCare. A person who is enrolled in the IowaCare program shall be issued an IowaCare
Medical Card, Form 470-4164.

76.6(3) Breast and cervical cancer.  The eligible person is one who has been determined
presumptively eligible for treatment of breast or cervical cancer or a precancerous condition in
accordance with 441—paragraph 75.1(40)“c.” These persons shall be issued a Presumptive Medicaid
Eligibility Notice of Decision, Form 470-2580 or 470-2580(S), by the provider.

441—76.7(249A) Reinvestigation.   Reinvestigation shall be made as often as circumstances indicate but
in no instance shall the period of time between reinvestigations exceed 12 months.

76.7(1) The member shall supply, insofar as the member is able, additional information needed to
establish eligibility within five working days from the date a written request is issued.

a. The member shall give written permission for the release of information when the member is
unable to furnish information needed to establish eligibility.

b. Failure to supply the information or verification requested or refusal to request assistance and
authorize the department to secure the requested information from other sources shall serve as a basis for
cancellation of Medicaid. Signing a general authorization for release of information to the department
does not meet this responsibility.

76.7(2) Eligibility criteria for persons whose eligibility for Medicaid is related to the family medical
assistance program shall be reviewed according to policies found in rule 441—75.52(249A).

76.7(3) Persons whose eligibility for Medicaid is related to supplemental security income shall
complete Form 470-3118 or 470-3118(S), Medicaid Review, as part of the reinvestigation process when
requested to do so by the department.

76.7(4) The review for foster children or children in subsidized adoption or subsidized guardianship
shall be completed on Form 470-2914, Foster Care, Adoption, and Guardianship Medicaid Review,
according to the schedule of the family medical assistance program or supplemental security income
program for disabled children, as applicable.

76.7(5) Women eligible for family planning services only shall complete Form 470-4071, Family
Planning Medicaid Review, as part of the reinvestigation process. Form 470-4071 shall be issued at
least 30 days before the end of the eligibility period. The woman must submit the completed review
form before the end of the eligibility period to any location specified in paragraph 76.1(2)“d.” Women
who fail to submit Form 470-4071 before the end of the eligibility period must reapply as directed in
rule 441—76.1(249A).
[ARC 7740B, IAB 5/6/09, effective 6/10/09; ARC 8260B, IAB 11/4/09, effective 1/1/10]

441—76.8(249A) Investigation by quality control or the department of inspections and
appeals.   The client shall cooperate with the department when the client's case is selected by quality
control or the department of inspections and appeals for verification of eligibility unless the investigation
revolves solely around the circumstances of a person whose income and resources do not affect medical
assistance eligibility. (See department of inspections and appeals rules in 481—Chapter 72.) Failure to
do so shall serve as a basis for cancellation of assistance unless the Medicaid eligibility is determined
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by the Social Security Administration. Once a person's eligibility is denied or canceled for failure to
cooperate, the person may reapply but shall not be determined eligible until cooperation occurs.

441—76.9(249A) Member lock-in.   In order to promote high quality health care and to prevent harmful
practices such as duplication of medical services, drug abuse or overuse, and possible drug interactions,
recipients that utilize medical assistance services or items at a frequency or in an amount which is
considered to be overuse of services as defined in subrule 76.9(7) may be restricted (locked-in) to receive
services from a designated provider(s).

76.9(1) A lock-in or restriction shall be imposed for a minimum of 24months with longer restrictions
determined on an individual basis.

76.9(2) Provider selection. The member may select the provider(s) from which services will
be received. The designated providers will be identified on the department’s eligibility verification
system (ELVS). Only prescriptions written or approved by the designated primary physician(s) will
be reimbursed. Other providers of the restricted service will be reimbursed only under circumstances
specified in subrule 76.9(3).

76.9(3) Payment will be made to provider(s) other than the designated (lock-in) provider(s) in the
following instances:

a. Emergency care is required and the designated provider is not available. Emergency care is
defined as care necessary to sustain life or prevent a condition which could cause physical disability.

b. The designated provider requires consultation with another provider. Reimbursement shall be
made for office visits only. Prescriptions will be reimbursed only if written or approved by the primary
physician(s). Referred physicians may be added to the designation as explained in subrule 76.9(5).

c. The designated provider refers the recipient to another provider. Reimbursement shall be
made for office visits only. Prescriptions will be reimbursed only if written or approved by the primary
physician(s). Referred physicians may be added to the designation as explained in subrule 76.9(5).

76.9(4) When the recipient fails to choose a provider(s) within 30 days of the request, the division
of medical services will select the provider(s) based on previously utilized provider(s) and reasonable
access for the recipient.

76.9(5) Recipients may change designated provider(s) when a change is warranted, such as when
the recipient has moved, the provider no longer participates, or the provider refuses to see the patient.
The worker for the recipient shall make the determination when the recipient has demonstrated that a
change is warranted. Recipients may add additional providers to the original designation with approval
of a health professional employed by the department for this purpose.

76.9(6) When lock-in is imposed on a recipient, timely and adequate notice shall be sent and an
opportunity for a hearing given in accordance with 441—Chapter 7.

76.9(7) Overuse of services is defined as receipt of treatments, drugs, medical supplies or other
Medicaid benefits from one or multiple providers of service in an amount, duration, or scope in excess
of that which would reasonably be expected to result in a medical or health benefit to the patient.

a. Determination of overuse of service shall be based on utilization data generated by the
Surveillance and Utilization Review Subsystem of the Medicaid Management Information System. The
system employs an exception reporting technique to identify the recipients most likely to be program
overutilizers by reporting cases in which the utilization exceeds the statistical average.

b. In addition to referrals from the Surveillance and Utilization Review Subsystem described in
paragraph “a,” referrals for utilization review shall be made when utilization data generated by the
MedicaidManagement Information System reflects that utilization ofMedicaid recipient outpatient visits
to physicians, advanced registered nurse practitioners, federally qualified health centers, rural health
centers, other clinics, and emergency rooms exceeds 24 visits in any 12-month period. This utilization
review shall not apply to Medicaid recipients who are enrolled in the MediPASS program or a health
maintenance organization, or who are children under 21 years of age or residents of a nursing facility.
For the purposes of this paragraph, the term “physician” does not include a psychiatrist.

c. An investigation process of Medicaid recipients determined in paragraphs “a” or “b” to be
subject to a review of overutilization shall be conducted to determine if actual overutilization exists
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by verifying that the information reported by the computer system is valid and is also unusual based on
professional medical judgment. Medical judgments shall bemade by physicians, pharmacists, nurses and
other health professionals either employed by, under contract to, or consultants for the department. These
medical judgments shall be made by the health professionals on the basis of the body of knowledge each
has acquired which meets the standards necessary for licensure or certification under the Iowa licensing
statutes for the particular health discipline.

441—76.10(249A) Client responsibilities.
76.10(1) In coverage groups for which Medicaid eligibility is determined using income and

resource policies related to the supplemental security income (SSI) program, clients shall timely report
any changes in the following circumstances to the department. EXCEPTION: Persons actually receiving
SSI benefits are exempted from these reporting requirements unless they have a trust or are applying for
or receiving home- and community-based waiver services.

a. Income from all sources.
b. Resources.
c. Membership of the household.
d. Recovery from disability.
e. Mailing or living address.
f. Health insurance premiums or coverage.
g. Medicare premiums or coverage.
h. Receipt of social security number.
i. Gross income of the community spouse or dependent children, parents or siblings of the

institutionalized or community spouse living with a community spouse when a diversion is made to the
community spouse or family. (See definitions in rule 441—75.25(249A).)

j. Income and resources of parents and spouses when income and resources are used in
determining Medicaid eligibility, client participation or spenddown.

k. Residence in a medical institution for other than respite care for more than 15 days for home
and community-based recipients.

76.10(2) In coverage groups for which Medicaid eligibility is determined using the family medical
assistance program (FMAP) income and resource policies, clients shall report changes in accordance
with 441—paragraphs 75.52(4)“c” through “e.”After assistance has been approved, changes occurring
during the month are effective the first day of the next calendar month, provided the notification
requirements at rule 441—76.4(249A) can be met.

76.10(3) A report shall be considered timely when received by the department:
a. Within ten days from the date the change is known to the member or authorized representative;

or
b. Within five days from the date the change is known to the applicant or authorized representative.
76.10(4) When a change is not timely reported, any incorrect program expenditures shall be subject

to recovery from the client.
76.10(5) Effective date of change. When a request is made to add a new person to the eligible group,

and that person meets the eligibility requirements, assistance shall be effective the first day of the month
in which the request was made unless otherwise specified at rule 441—76.5(249A). After assistance has
been approved, changes reported during the month shall be effective the first day of the next calendar
month, unless:

a. Timely notice of adverse action is required as specified in 441—subrule 7.7(1).
b. The certification has expired for persons receiving assistance under the medically needy

program in accordance with the provisions of 441—subrule 75.1(35).
c. Rescinded IAB 10/31/01, effective 1/1/02.

441—76.11(249A) Automatic redetermination.   Whenever a Medicaid member no longer meets the
eligibility requirements of the current coverage group, an automatic redetermination of eligibility for
other Medicaid coverage groups shall be made. If the reason for ineligibility under the initial coverage
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group pertained to a condition of eligibility which applies to all coverage groups, such as failure to
cooperate, no further redetermination shall be required. When the redetermination is completed, the
member shall be notified of the decision in writing. The redetermination process shall be completed as
follows:

76.11(1) Information received by the tenth of the month. If information that creates ineligibility
under the current coverage group is received in the department by the tenth of the month, the
redetermination process shall be completed by the end of that month unless the provisions of subrule
76.11(3) apply. The effective date of cancellation for the current coverage group shall be the first day
of the month following the month the information is received.

76.11(2) Information received after the tenth of the month. If information that creates ineligibility
under the current coverage group is received in the department after the tenth of the month, the
redetermination process shall be completed by the end of the following month unless the provisions of
subrule 76.11(3) apply. The effective date of cancellation for the current coverage group shall be the
first day of the second month following the month the information is received.

76.11(3) Change in federal law. If a change in federal law affects the eligibility of large
numbers of Medicaid members and the Secretary of Health and Human Services has extended the
redetermination time limits, in accordance with 42 CFR Sec. 435.1003 as amended to January 13, 1997,
the redetermination process shall be completed within the extended time limit and the effective date of
cancellation for the current coverage group shall be no later than the first day of the month following
the month in which the extended time limit expires.

76.11(4) Referral for HAWK-I program. When the only coverage group under which a child will
qualify for Medicaid is the medically needy program with a spenddown as provided in 441—subrule
75.1(35), a referral to the Hawk-I program shall be made in accordance with 441—subrule 86.4(4) as
part of the automatic redetermination process when it appears the child is otherwise eligible.

441—76.12(249A) Recovery.
76.12(1) Definitions.
“Administrative overpayment”means medical assistance incorrectly paid to or for the client because

of continuing assistance during the appeal process or allowing a deduction for the Medicare part B
premium in determining client participation while the department arranges to pay the Medicare premium
directly.

“Agency error” means medical 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.
5. Failure to determine eligibility correctly or to certify assistance in the correct amount when all

essential information was available to the department.
6. Failure to make prompt revisions in medical payment following changes in policies requiring

the changes as of a specific date.
“Client” means a current or former Medicaid member.
“Client error” means medical 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.
76.12(2) Amount subject to recovery. The department shall recover from a client all Medicaid funds

incorrectly expended to or on behalf of the client. The incorrect expenditures may result from client or
agency error, or administrative overpayment.
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76.12(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; and the reason for
the incorrect expenditure.

76.12(4) Source of recovery. Recovery shall be made from the client or from parents of children
under age 21 when the parents completed the application and had responsibility for reporting changes.
Recovery may come from income, resources, the estate, income tax refunds, and lottery winnings of the
client.

76.12(5) Repayment. The repayment of incorrectly expended Medicaid funds shall be made to the
department.

However, repayment of funds incorrectly paid to a nursing facility, a Medicare-certified skilled
nursing facility, a psychiatric medical institution for children, an intermediate care facility for the
mentally retarded, or mental health institute enrolled as an inpatient psychiatric facility may be made
by the client to the facility. The department shall then recover the funds from the facility through a
vendor adjustment.

76.12(6) Appeals. The client shall have the right to appeal the amount of funds subject to recovery
under the provisions of 441—Chapter 7.

76.12(7) Estate recovery. Medical assistance is subject to recovery from the estate of a Medicaid
member, the estate of the member’s surviving spouse, or the estate of the member’s surviving child as
provided in this subrule. All assets included in the estate of the member, the surviving spouse, or the
surviving child are subject to probate for the purposes of medical assistance estate recovery pursuant
to Iowa Code section 249A.5(2)“d.” The classification of the debt is defined at Iowa Code section
633.425(7).

a. Definition of estate. For the purpose of this subrule, the “estate” of a Medicaid member, a
surviving spouse, or a surviving child shall include all real property, personal property, or any other
asset in which the member, spouse, or surviving child had any legal title or interest at the time of death,
or at the time a child reaches the age of 21, to the extent of that interest. An estate includes, but is not
limited to, interest in jointly held property, retained life estates, and interests in trusts.

b. Debt due for member 55 years of age or older. Receipt of medical assistance when a member is
55 years of age or older creates a debt due to the department from the member’s estate upon the member’s
death for all medical assistance provided on the member’s behalf on or after July 1, 1994.

c. Debt due for member under the age of 55 in a medical institution.
(1) Receipt of medical assistance creates a debt due to the department from the member’s estate

upon the member’s death for all medical assistance provided on the member’s behalf on or after July
1,1994, when the member:

1. Is under the age of 55; and
2. Is a resident of a nursing facility, an intermediate care facility for the mentally retarded, or a

mental health institute; and
3. Cannot reasonably be expected to be discharged and return home.
(2) If the member is discharged from the facility and returns home before staying six consecutive

months, no debt will be assessed for medical assistance payments made on the member’s behalf for the
time in the institution.

(3) If the member remains in the facility for six consecutive months or longer or dies before staying
six consecutive months, the department shall presume that the member cannot or could not reasonably
be expected to be discharged and return home and a debt due shall be established. The department shall
notify the member of the presumption and the establishment of a debt due.

d. Request for a determination of ability to return home. Upon receipt of a notice of the
establishment of a debt due based on the presumption that the member cannot return home, the member
or someone acting on the member’s behalf may request that the department determine whether the
member can or could reasonably have been expected to return home.

(1) When a written request is made within 30 days of the notice that a debt due will be established,
no debt due shall be established until the department has made a decision on the member’s ability to
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return home. If the determination is that there is or was no ability to return home, a debt due shall be
established for all medical assistance as of the date of entry into the institution.

(2) When a written request is made more than 30 days after the notice that a debt due will be
established, a debt due will be established for medical assistance provided before the request even if the
determination is that the member can or could have returned home.

e. Determination of ability to return home. When the member or someone acting on the member’s
behalf requests that the department determine if the member can or could have returned home, the
determination shall be made by the Iowa Medicaid enterprise (IME) medical services unit.

(1) The IME medical services unit cannot make a determination until the member has been in
an institution at least six months or after the death of the member, whichever is earlier. The IME
medical services unit will notify the member or the member’s representative and the department of the
determination.

(2) If the determination is that the member can or could return home, the IME medical services
unit shall establish the date the return is expected or could have been expected to occur.

(3) If the determination is that the member cannot or could not return home, a debt due will be
established unless the member or the member’s representative asks for a reconsideration of the decision.
The IMEmedical services unit will notify themember or themember’s representative and the department
of the reconsideration decision.

(4) If the reconsideration decision is that the member cannot or could not return home, a debt due
will be established against the member unless the decision is appealed pursuant to 441—Chapter 7. The
appeal decision will determine the final outcome for the establishment of a debt due and the period when
the debt is established.

f. Debt collection.
(1) A nursing facility participating in the medical assistance program shall notify the IME revenue

collection unit upon the death of a member residing in the facility by submitting Form 470-4331, Estate
Recovery Program Nursing Home Referral.

(2) Upon receipt of Form 470-4331 or a report of a member’s death through other means, the
IME revenue collection unit will use Form 470-4339, Medical Assistance Debt Response, to request a
statement of the member’s assets from the member’s personal representative. The representative shall
sign and return Form 470-4339 indicating whether assets remain and, if so, what the assets are and what
higher priority expenses exist. EXCEPTION: The procedures in this subparagraph are not necessary when
a probate estate has been opened, because probate procedures provide for an inventory, an accounting,
and a final report of the estate.

g. Waiving the collection of the debt.
(1) The department shall waive the collection of the debt created under this subrule from the estate

of the member to the extent that collection of the debt would result in either of the following:
1. Reduction in the amount received from the member’s estate by a surviving spouse or by a

surviving child who is under the age of 21, blind, or permanently and totally disabled at the time of the
member’s death.

2. Creation of an undue hardship for the person seeking a waiver of estate recovery. Undue
hardship exists when total household income is less than 200 percent of the poverty level for a household
of the same size, total household resources do not exceed $10,000, and application of estate recovery
would result in deprivation of food, clothing, shelter, or medical care such that life or health would be
endangered. For this purpose, “income” and “resources” shall be defined as under the family medical
assistance program.

(2) To apply for a waiver of estate recovery due to undue hardship, the person shall provide a
written statement and supporting verification to the department within 30 days of the notice of estate
recovery pursuant to Iowa Code section 633.425.

(3) The department shall determine whether undue hardship exists on a case-by-case basis.
Appeals of adverse decisions regarding an undue hardship determination may be filed in accordance
with 441—Chapter 7.
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h. Amount waived. If collection of all or part of a debt is waived pursuant to paragraph “g,” to
the extent that the person received the member’s estate, the amount waived shall be a debt due from the
following:

(1) The estate of the member’s surviving spouse, upon the death of the spouse.
(2) The estate of the member’s surviving child who is blind or has a disability, upon the death of

the child.
(3) A surviving child who was under 21 years of age at the time of the member’s death, when the

child reaches the age of 21.
(4) The estate of a surviving child who was under 21 years of age at the time of the member’s death,

if the child dies before reaching the age of 21.
(5) The hardship waiver recipient, when the hardship no longer exists.
(6) The estate of the recipient of the undue hardship waiver, at the time of death of the hardship

waiver recipient.
i. Impact of asset disregard on debt due. The estate of a member who is eligible for medical

assistance under 441—subrule 75.5(5) shall not be subject to a claim for medical assistance paid on the
member’s behalf up to the amount of the assets disregarded by asset disregard. Medical assistance paid
on behalf of the member before these conditions shall be recovered from the estate, regardless of the
member’s having purchased precertified or approved insurance.

j. Interest on debt. Interest shall accrue on a debt due under this subrule at the rate provided
pursuant to Iowa Code section 535.3, beginning six months after the death of a Medicaid member, the
surviving spouse, or the surviving child, or upon the child’s reaching the age of 21.

k. Reimbursement to county. If a county reimburses the department for medical assistance
provided under this subrule and the amount of medical assistance is subsequently repaid through a
medical assistance income trust or a medical assistance special needs trust as defined in Iowa Code
Supplement chapter 633C, the department shall reimburse the county on a proportionate basis.

441—76.13(249A) Health care data match program.   As a condition of doing business in Iowa, health
insurers shall provide, upon the request of the state, information with respect to individuals who are
eligible for or are provided medical assistance under the state's medical assistance state plan to determine
(1) during what period the individual or the individual's spouse or dependents may be or may have been
covered by a health insurer and (2) the nature of the coverage that is or was provided by the health insurer.
This requirement applies to self-insured plans, group health plans as defined in the federal Employee
Retirement Income Security Act of 1974 (Public Law 93-406), service benefit plans, managed care
organizations, pharmacy benefits managers, and other parties that are, by statute, contract, or agreement,
legally responsible for payment of a claim for a health care item or service.

76.13(1) Agreement required. The parties shall sign a data use agreement for the purposes of this
rule. The agreement shall prescribe the manner in which information shall be provided to the department
of human services and the acceptable uses of the information provided.

a. The initial provision of data shall include the data necessary to enable the department to match
covered persons and identify third-party payers for the two-year period before the initial provision of the
data. The data shall include the name, address, and identifying number of the plan.

b. Ongoing monthly matches may be limited to changes in the data previously provided, including
additional covered persons, with the effective dates of the changes.

76.13(2) Agreement form.
a. An agreement with the department shall be in substantially the same form as Form 470-4415,

Agreement for Use of Data.
b. An agreement with the department’s designee shall be in a form approved by the designee,

which shall include privacy protections equivalent to those provided in Form 470-4415, Agreement for
Use of Data.

76.13(3) Confidentiality of data. The exchange of information carried out under this rule shall be
consistent with all laws, regulations, and rules relating to the confidentiality or privacy of personal
information or medical records, including but not limited to:
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a. The federal Health Insurance Portability and Accountability Act of 1996, Public Law 104-191,
and

b. Regulations promulgated in accordance with that Act and published in 45 CFR Parts 160
through 164.
[ARC 7547B, IAB 2/11/09, effective 3/18/09]

These rules are intended to implement Iowa Code sections 249.3, 249.4, 249A.4 and 249A.5.
[Filed 3/11/70]

[Filed 6/25/76, Notice 5/17/76—published 7/12/76, effective 8/16/76]
[Filed 11/5/82, Notice 8/18/82—published 11/24/82, effective 1/1/83]

[Filed emergency 1/13/84—published 2/1/84, effective 2/8/84]
[Filed 5/31/84, Notice 4/11/84—published 6/20/84, effective 8/1/84]
[Filed 8/31/84, Notice 6/20/84—published 9/26/84, effective 11/1/84]
[Filed 9/28/84, Notice 8/15/84—published 10/24/84, effective 12/1/84]
[Filed 10/1/85, Notice 8/14/85—published 10/23/85, effective 12/1/85]
[Filed 2/21/86, Notice 1/1/86—published 3/12/86, effective 5/1/86]
[Filed 3/21/86, Notice 1/29/86—published 4/9/86, effective 6/1/86]
[Filed 4/29/86, Notice 3/12/86—published 5/21/86, effective 8/1/86]
[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]

[Filed 8/28/87, Notice 6/17/87—published 9/23/87, effective 11/1/87]
[Filed 9/24/87, Notice 8/12/87—published 10/21/87, effective 12/1/87]
[Filed 3/17/88, Notice 1/13/88—published 4/6/88, effective 6/1/88]
[Filed 6/9/88, Notice 4/20/88—published 6/29/88, effective 9/1/88]
[Filed 2/16/89, Notice 12/28/88—published 3/8/89, effective 5/1/89]
[Filed 4/14/89, Notice 2/22/89—published 5/3/89, effective 7/1/89]
[Filed 7/14/89, Notice 5/31/89—published 8/9/89, effective 10/1/89]
[Filed 10/10/89, Notice 8/23/89—published 11/1/89, effective 1/1/90]
[Filed 11/16/89, Notice 9/20/89—published 12/13/89, effective 2/1/90]
[Filed 1/17/90, Notice 8/23/90—published 2/7/90, effective 4/1/90]1

[Filed 6/14/90, Notice 5/2/90—published 7/11/90, effective 9/1/90]
[Filed 11/14/90, Notice 10/3/90—published 12/12/90, effective 2/1/91]
[Filed 12/13/90, Notice 10/31/90—published 1/9/91, effective 3/1/91]
[Filed 4/11/91, Notice 2/20/91—published 5/1/91, effective 7/1/91]
[Filed 7/10/91, Notice 5/29/91—published 8/7/91, effective 10/1/91]

[Filed without Notice 9/18/91—published 10/16/91, effective 11/21/91]
[Filed emergency 10/10/91—published 10/30/91, effective 11/21/91]
[Filed 10/10/91, Notice 8/21/91—published 10/30/91, effective 1/1/92]
[Filed 1/16/92, Notice 9/18/91—published 2/5/92, effective 4/1/92]
[Filed 1/16/92, Notice 11/27/91—published 2/5/92, effective 4/1/92]
[Filed 1/29/92, Notice 10/16/91—published 2/19/92, effective 3/25/92]

[Filed 2/13/92, Notices 12/25/91, 1/8/92—published 3/4/92, effective 5/1/92]
[Filed emergency 4/16/92 after Notice 2/19/92—published 5/13/92, effective 5/1/92]
[Filed emergency 6/11/92 after Notice 4/15/92—published 7/8/92, effective 7/1/92]

[Filed 6/11/92, Notice 4/15/92—published 7/8/92, effective 9/1/92]
[Filed emergency 7/17/92—published 8/5/92, effective 8/1/92]

[Filed 9/11/92, Notices 7/22/92, 8/5/92—published 9/30/92, effective 12/1/92]
[Filed 7/14/93, Notice 5/12/93—published 8/4/93, effective 10/1/93]
[Filed emergency 9/17/93—published 10/13/93, effective 10/1/93]

[Filed 11/12/93, Notice 9/29/93—published 12/8/93, effective 2/1/94]
[Filed 12/16/93, Notice 10/13/93—published 1/5/94, effective 3/1/94]
[Filed 4/14/94, Notice 2/16/94—published 5/11/94, effective 7/1/94]
[Filed 10/12/94, Notices 8/17/94—published 11/9/94, effective 1/1/95]
[Filed 2/16/95, Notice 11/23/94—published 3/15/95, effective 5/1/95]
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[Filed 8/10/95, Notice 6/21/95—published 8/30/95, effective 11/1/95]
[Filed 12/12/96, Notice 9/11/96—published 1/1/97, effective 3/1/97]

[Filed emergency1/15/97 after Notice 12/4/96—published 2/12/97, effective 2/1/97]
[Filed emergency 3/12/97—published 4/9/97, effective 4/1/97]

[Filed 9/16/97, Notice 7/16/97—published 10/8/97, effective 12/1/97]
[Filed 8/12/98, Notice 6/17/98—published 9/9/98, effective 11/1/98]

[Filed emergency 12/23/98 after Notice 11/4/98—published 1/13/99, effective 1/1/99]
[Filed emergency 6/10/99—published 6/30/99, effective 7/1/99]

[Filed 8/11/99, Notices 6/16/99, 6/30/99—published 9/8/99, effective 11/1/99]
[Filed emergency 9/12/00 after Notice 7/12/00—published 10/4/00, effective 10/1/00]

[Filed 6/13/01, Notice 4/18/01—published 7/11/01, effective 9/1/01]
[Filed 10/10/01, Notice 8/22/01—published 10/31/01, effective 1/1/02]

[Filed emergency 6/13/02—published 7/10/02, effective 6/13/02]
[Filed emergency 9/12/02 after Notice 7/24/02—published 10/2/02, effective 10/1/02]

[Filed emergency 5/16/03—published 6/11/03, effective 7/1/03]
[Filed 9/22/03, Notice 7/9/03—published 10/15/03, effective 12/1/03]

[Filed emergency 12/16/03 after Notice 10/29/03—published 1/7/04, effective 1/1/04]
[Filed emergency 7/9/04—published 8/4/04, effective 7/9/04]

[Filed 9/23/04, Notice 8/4/04—published 10/13/04, effective 11/17/04]
[Filed emergency 1/13/05 after Notice 12/8/04—published 2/2/05, effective 2/1/05]

[Filed without Notice 5/4/05—published 5/25/05, effective 7/1/05]
[Filed emergency 6/17/05 after Notice 8/4/04—published 7/6/05, effective 7/1/05]

[Filed emergency 11/16/05—published 12/7/05, effective 12/1/05]
[Filed emergency 6/16/06 after Notice 4/12/06—published 7/5/06, effective 7/1/06]

[Filed 12/13/06, Notice 8/2/06—published 1/3/07, effective 3/1/07]
[Filed 5/16/07, Notice 2/14/07—published 6/6/07, effective 8/1/07]

[Filed emergency 7/12/07 after Notice 5/9/07—published 8/1/07, effective 8/1/07]
[Filed 11/14/07, Notice 8/29/07—published 12/5/07, effective 2/1/08]

[Filed emergency 2/13/08 after Notice 12/19/07—published 3/12/08, effective 2/15/08]
[Filed 7/9/08, Notice 5/7/08—published 7/30/08, effective 10/1/08]

[Filed emergency 10/14/08 after Notice 8/27/08—published 11/5/08, effective 11/1/08]
[Filed Emergency After Notice ARC 7544B (Notice ARC 7367B, IAB 11/19/08), IAB 2/11/09,

effective 1/14/09]
[Filed ARC 7547B (Notice ARC 7355B, IAB 11/19/08), IAB 2/11/09, effective 3/18/09]
[Filed ARC 7740B (Notice ARC 7590B, IAB 2/25/09), IAB 5/6/09, effective 6/10/09]
[Filed ARC 8260B (Notice ARC 8056B, IAB 8/26/09), IAB 11/4/09, effective 1/1/10]

1 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.
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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. Payments to health care providers that
are owned or operated by Iowa state or non-state government entities shall not exceed the provider’s
cost of providing services to Medicaid members. Providers of service must accept reimbursement based
upon the department’s methodology without making any additional charge to the member.

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 Web site at: http://www.ime.state.ia.us/Reports_Publications/FeeSchedules.html.

d. Fee for service with cost settlement. Effective July 1, 2009, providers of case management
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).

(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
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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 20 percent of other costs.
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 based on actual, current costs
of operation so as not to exceed reasonable and proper costs by more than 2.5 percent.

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. 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.
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 2.5 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 service 638 facilities. Indian health service 638 facilities as defined at rule
441—77.45(249A) are paid a special daily base encounter rate for all Medicaid-covered services
rendered to American Indian or Alaskan native persons who are Medicaid-eligible. This rate is updated
periodically and published in the Federal Register after being approved by the Office of Management
and Budget. Indian health service 638 facilities may bill only one charge per patient per day for services
provided to American Indians or Alaskan natives, which shall include all services provided on that day.

Services provided to Medicaid recipients who are not American Indians or Alaskan natives will
be paid at the fee schedule allowed by Iowa Medicaid for the services provided and will be billed
separately by CPT code on the CMS-1500 Health Insurance Claim Form. Claims for 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.
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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 6/30/08
plus 1%.

Ambulance Fee schedule Ground ambulance: Fee
schedule in effect 6/30/08 plus
1%.
Air ambulance: Fee schedule in
effect 6/30/08 plus 1%.

Ambulatory surgical centers Fee schedule.
See 79.1(3)

Fee schedule in effect 6/30/08
plus 1%.

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

Audiologists Fee schedule Fee schedule in effect 6/30/08
plus 1%.

Behavioral health services Fee schedule Fee schedule.
Birth centers Fee schedule Fee schedule in effect 6/30/08

plus 1%.
Chiropractors Fee schedule Fee schedule in effect 6/30/08

plus 1%.
Clinics Fee schedule Maximum physician

reimbursement rate.
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.

Dentists Fee schedule Fee schedule in effect 6/30/08
plus 1%.

Durable medical equipment,
prosthetic devices and medical supply
dealers

Fee schedule.
See 79.1(4)

Fee schedule in effect 6/30/08
plus 1%.

Family planning clinics Fee schedule Fee schedule in effect 6/30/08
plus 1%.

Federally qualified health
centers

Retrospective cost-related
See 441—88.14(249A)

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
the MCO 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.
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Provider category
Basis of

reimbursement Upper limit

1. Adult day care Fee schedule For AIDS/HIV, brain
injury, elderly, and ill and
handicapped waivers: Veterans
Administration contract rate
or $22.12 per half-day, $44.03
per full day, or $66.03 per
extended day if no Veterans
Administration contract.

For mental retardation waiver:
County contract rate or, in
the absence of a contract rate,
$29.47 per half-day, $58.83 per
full day, or $75.00 per extended
day.

2. Emergency response system Fee schedule Initial one-time fee $49.53.
Ongoing monthly fee $38.52.

3. Home health aides Retrospective cost-related For AIDS/HIV, elderly, and
ill and handicapped waivers:
Lesser of maximum Medicare
rate in effect 6/30/08 plus 1%
or maximum Medicaid rate in
effect 6/30/08 plus 1%.

For mental retardation waiver:
Lesser of maximum Medicare
rate in effect 6/30/08 plus 1%
or maximum Medicaid rate
in effect 6/30/08 plus 1%,
converted to an hourly rate.

4. Homemakers Fee schedule Maximum of $19.81 per hour.
5. Nursing care For elderly and mental

retardation waivers: Fee
schedule as determined by
Medicare.

For AIDS/HIV and ill and
handicapped waivers: Agency’s
financial and statistical cost
report and Medicare percentage
rate per visit.

For elderly waiver: $82.92 per
visit.
For mental retardation waiver:
Lesser of maximum Medicare
rate in effect 6/30/08 plus 1%
or maximum Medicaid rate
in effect 6/30/08 plus 1%,
converted to an hourly rate.

For AIDS/HIV and ill and
handicapped waivers: Cannot
exceed $82.92 per visit.

6. Respite care when provided by:
Home health agency:
Specialized respite Cost-based rate for nursing

services provided by a home
health agency

Lesser of maximum Medicare
rate in effect 6/30/08 plus 1%
or maximum Medicaid rate
in effect 6/30/08 plus 1%,
converted to an hourly rate, not
to exceed $296.94 per day.
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Provider category
Basis of

reimbursement Upper limit

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

Lesser of maximum Medicare
rate in effect 6/30/08 plus 1%
or maximum Medicaid rate
in effect 6/30/08 plus 1%,
converted to an hourly rate, not
to exceed $296.94 per day.

Group respite Retrospectively limited
prospective rates. See 79.1(15)

$13.12 per hour not to exceed
$296.94 per day.

Home care agency:
Specialized respite Retrospectively limited

prospective rates. See 79.1(15)
$33.75 per hour not to exceed
$296.94 per day.

Basic individual respite Retrospectively limited
prospective rates. See 79.1(15)

$18.01 per hour not to exceed
$296.94 per day.

Group respite Retrospectively limited
prospective rates. See 79.1(15)

$13.12 per hour not to exceed
$296.94 per day.

Nonfacility care:
Specialized respite Retrospectively limited

prospective rates. See 79.1(15)
$33.75 per hour not to exceed
$296.94 per day.

Basic individual respite Retrospectively limited
prospective rates. See 79.1(15)

18.01 per hour not to exceed
$296.94 per day.

Group respite Retrospectively limited
prospective rates. See 79.1(15)

$13.12 per hour not to exceed
$296.94 per day.

Facility care:
Hospital or nursing facility
providing skilled care

Fee schedule $13.12 per hour not to exceed
daily per diem for skilled
nursing facility level of care.

Nursing facility Fee schedule $13.12 per hour not to exceed
daily per diem for nursing
facility level of care.

Camps Retrospectively limited
prospective rates. See 79.1(15)

$13.12 per hour not to exceed
$296.94 per day.

Adult day care Fee schedule $13.12 per hour not to exceed
rate for regular adult day care
services.

Intermediate care facility
for the mentally retarded

Fee schedule $13.12 per hour not to exceed
daily per diem for ICF/MR level
of care.

Residential care facilities
for persons with mental
retardation

Fee schedule $13.12 per hour not to exceed
contractual daily per diem.

Foster group care Fee schedule $13.12 per hour not to exceed
daily per diem rate for child
welfare services.

Child care facilities Fee schedule $13.12 per hour not to exceed
contractual daily per diem.

7. Chore service Fee schedule $7.71 per half hour.
8. Home-delivered meals Fee schedule $7.71 per meal. Maximum of

14 meals per week.
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Provider category
Basis of

reimbursement Upper limit

9. Home and vehicle
modification

Fee schedule For elderly waiver: $1010
lifetime maximum.

For mental retardation waiver:
$5050 lifetime maximum.

For brain injury, ill and
handicapped and physical
disability waivers: $6060 per
year.

10. Mental health outreach
providers

Fee schedule On-site Medicaid
reimbursement rate for center
or provider. Maximum of 1440
units per year.

11. Transportation Fee schedule County contract rate or, in the
absence of a contract rate, the
rate set by the area agency on
aging.

12. Nutritional counseling Fee schedule $8.25 per unit.
13. Assistive devices Fee schedule $110.05 per unit.
14. Senior companion Fee schedule $6.59 per hour.
15. Consumer-directed attendant

care provided by:
Agency (other than an elderly
waiver assisted living program)

Fee agreed upon by
consumer and provider

$20.20 per hour not to exceed
the daily rate of $116.72 per
day.

Assisted living program (for
elderly waiver only)

Fee agreed upon by
consumer and provider

For elderly waiver only: $1,117
per calendar month.
Rate must be prorated per day
for a partial month, at a rate not
to exceed $36.71 per day.

Individual Fee agreed upon by consumer
and provider

$13.47 per hour not to exceed
the daily rate of $78.56 per day.

16. Counseling
Individual: Fee schedule $10.79 per unit.
Group: Fee schedule $43.14 per hour.

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

For brain injury waiver:
Retrospective cost-settled rate.
For elderly waiver: Quarterly
revision of reimbursement
rate as necessary to maintain
projected expenditures within
the amounts budgeted under
the appropriations made for the
medical assistance program for
the fiscal year.

18. Supported community living Retrospectively limited
prospective rates. See 79.1(15)

$34.98 per hour, $78.88 per day
not to exceed the maximum
daily ICF/MR per diem.

19. Supported employment:
Activities to obtain a job:
Job development Fee schedule $909 per unit (job placement).

Maximum of two units per 12
months.
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Provider category
Basis of

reimbursement Upper limit

Employer development Fee schedule $909 per unit (job placement).
Maximum of two units per 12
months.

Enhanced job search Retrospectively limited
prospective rates. See 79.1(15)

Maximum of $34.98 per hour
and 26 hours per 12 months.

Supports to maintain
employment

Retrospectively limited
prospective rates. See 79.1(15)

Maximum of $34.98 per hour
for all activities other than
personal care and services in
an enclave setting. Maximum
of $19.81 per hour for personal
care. Maximum of $6.19
per hour for services in an
enclave setting. Total not to
exceed $2,883.71 per month.
Maximum of 40 units per week.

20. Specialized medical equipment Fee schedule $6060 per year.
21. Behavioral programming Fee schedule $10.79 per 15 minutes.
22. Family counseling and training Fee schedule $43.14 per hour.
23. Prevocational services Fee schedule For the brain injury waiver:

$37.44 per day.

For the mental retardation
waiver: County contract rate or,
in absence of a contract rate,
$48.22 per day.

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

Lesser of maximum Medicare
rate in effect 6/30/08 plus 1%
or maximum Medicaid rate
in effect 6/30/08 plus 1%,
converted to an hourly rate.

Home health agency
(provided by nurse)

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

Lesser of maximum Medicare
rate in effect 6/30/08 plus 1%
or maximum Medicaid rate
in effect 6/30/08 plus 1%,
converted to an hourly rate.

Child development home
or center

Fee schedule $13.12 per hour.

25. Residential-based supported
community living

Retrospectively limited
prospective rates. See 79.1(15)

The maximum daily per diem
for ICF/MR.

26. Day habilitation Fee schedule County contract rate or, in
the absence of a contract rate,
$13.21 per hour, $32.15 per
half-day, or $64.29 per day.

27. Environmental modifications
and adaptive devices

Fee schedule $6060 per year.

28. Family and community support
services

Retrospectively limited
prospective rates. See 79.1(15)

$34.98 per hour.

29. In-home family therapy Fee schedule $93.63 per hour.
30. Financial management services Fee schedule $65.65 per enrolled consumer

per month.
31. Independent support broker Rate negotiated by consumer $15.15 per hour.
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Provider category
Basis of

reimbursement Upper limit

32. Self-directed personal care Rate negotiated by consumer Determined by consumer’s
individual budget.

33. Self-directed community
supports and employment

Rate negotiated by consumer Determined by consumer’s
individual budget.

34. Individual-directed goods
and services

Rate negotiated by consumer Determined by consumer’s
individual budget.

Hearing aid dispensers Fee schedule plus product
acquisition cost

Fee schedule in effect 6/30/08
plus 1%.

Home- and community-based
habilitation services:

1. Case management Fee schedule with cost
settlement. See 79.1(1)“d.”

Retrospective cost-settled rate.

2. Home-based habilitation Retrospective cost-related. See
79.1(24)

$46.70 per hour or $105.97 per
day.

3. Day habilitation Retrospective cost-related. See
79.1(24)

$13.21 per hour, $32.15 per
half-day, or $64.29 per day.

4. Prevocational habilitation Retrospective cost-related. See
79.1(24)

$9.91 per hour, $24.11 per
half-day, or $48.22 per day.

5. Supported employment:
Activities to obtain a job:
Job development Fee schedule $909 per unit (job placement).

Maximum of two units per 12
months.

Employer development Fee schedule $909 per unit (job placement).
Maximum of two units per 12
months.

Enhanced job search Retrospective cost-related. See
79.1(24)

Maximum of $34.98 per hour
and 26 hours per 12 months.

Supports to maintain
employment

Retrospective cost-related. See
79.1(24)

$6.19 per hour for services in an
enclave setting; $19.81 per hour
for personal care; and $34.98
per hour for all other services.
Total not to exceed $2,883.71
per month. Maximum of 40
units per week.

Home health agencies

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

Retrospective cost-related Lesser of maximum Medicare
rate in effect 6/30/08 plus 1%
or maximum Medicaid rate in
effect 6/30/08 plus 1%.

2. Private duty nursing and
personal care for persons aged 20 or
under

Interim fee schedule with
retrospective cost
settlement

Medicaid rate in effect 6/30/08
plus 1%.

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.
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Provider category
Basis of

reimbursement Upper limit

Hospitals (Inpatient) Prospective reimbursement.
See 79.1(5)

Reimbursement rate in effect
6/30/08 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 7/01/08.

Independent laboratories Fee schedule.
See 79.1(6)

Medicare fee schedule.
See 79.1(6)

Indian health service 638 facilities 1. Base rate as determined
by the United States Office of
Management and Budget for
outpatient visits for American
Indian and Alaskan native
members.

1. Office of Management and
Budget rate published in the
Federal Register for outpatient
visit rate.

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 the mentally retarded

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 6/30/08
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 6/30/08
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.

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.
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Provider category
Basis of

reimbursement Upper limit
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.

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 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”(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 Medicare fee schedule.
Opticians Fee schedule. Fixed fee for

lenses and frames; other
optical materials at product
acquisition cost

Fee schedule in effect 6/30/08
plus 1%.

Optometrists Fee schedule. Fixed fee for
lenses and frames; other
optical materials at product
acquisition cost

Fee schedule in effect 6/30/08
plus 1%.

Orthopedic shoe dealers Fee schedule Fee schedule in effect 6/30/08
plus 1%.

Pharmaceutical case
management

Fee schedule.
See 79.1(18)

Refer to 79.1(18).

Physical therapists Fee schedule Fee schedule in effect 6/30/08
plus 1%.

Physicians (doctors of medicine
or osteopathy)

Fee schedule.
See 79.1(7)“a”

Fee schedule in effect 6/30/08
plus 1%.

Anesthesia services Fee schedule Fee schedule in effect 6/30/08
plus 1%.
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Provider category
Basis of

reimbursement Upper limit

Podiatrists Fee schedule Fee schedule in effect 6/30/08
plus 1%.

Prescribed drugs See 79.1(8) $4.57 dispensing fee.
(See 79.1(8)“a,” “b,” and “e.”)

Psychiatric medical institutions
for children
1. Inpatient Prospective reimbursement Rate based on actual costs

on 6/30/07, not to exceed a
maximum of $167.19 per day.

2. Outpatient day treatment Fee schedule Fee schedule in effect 6/30/08
plus 1%.

Psychologists Fee schedule Fee schedule in effect 6/30/08
plus 1%.

Rehabilitation agencies Fee schedule Medicare fee schedule; refer to
79.1(21).

Remedial services Retrospective cost-related plus
1%. See 79.1(23)

110% of average cost.

Rural health clinics Retrospective cost-related
See 441—88.14(249A)

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 the MCO
shall be supplemented to
achieve “1” or “2” above.

Screening centers Fee schedule Reimbursement rate for center
in effect 6/30/08 plus 1%.

State-operated institutions Retrospective cost-related
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 Web site. These fees are grouped into nine categories corresponding
to the difficulty or complexity of the surgical procedure involved.

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.
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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.

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,” for rates effective October 1, 2005, shall mean the hospital’s cost report with

fiscal year end on or after January 1, 2004, and before January 1, 2005, 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.

“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.
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“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 votingmember of the National Association of Children’s Hospitals and Related Institutions.
“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.

“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.
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“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.

“Graduate medical education and disproportionate share fund” shall mean 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.

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 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.
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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.

“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
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. Using all applicable claims for the

period January 1, 2003, through December 31, 2004, and paid through March 31, 2005, the recalibration
for rates effective October 1, 2005, 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 from Medicaid charge data on discharge dates occurring
from January 1, 2003, to December 31, 2004, and paid through March 31, 2005. Medicaid charge data
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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 2004 fiscal year and paid through March 31, 2005, summing the assigned DRG
weights 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.

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, using claims and associated DRGweights only 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,
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.



IAC 11/4/09 Human Services[441] Ch 79, p.17

(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.

(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 $16,000. 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
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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.

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
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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
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 preceding calendar 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 year in which rebasing occurs, 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
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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 “y.”

(3) If a hospital qualifies for reimbursement for direct medical education or indirect medical
education under Medicare guidelines, it shall be reimbursed according to paragraph “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.

(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



IAC 11/4/09 Human Services[441] Ch 79, p.21

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.

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
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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. Cost report adjustments. Rescinded IAB 6/11/03, effective 7/16/03.
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.

Payment limits as stated in subparagraphs (1) and (2) below are applied in the aggregate during the
cost settlement process at the completion of the hospital’s fiscal year end. The payment limit stated in
subparagraph (3) is applied to aggregate Medicaid payments at the end of the state’s fiscal year.

(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.

(2) Payments to a hospital that is owned or operated by state or non-state government shall not
exceed the hospital’s actual medical assistance program costs. The department shall perform a cost
settlement annually after the desk review or audit of the hospital’s cost report. The department shall
determine the aggregate payments made to the hospital under the diagnosis-related group methodology
and compare this amount to the hospital’s actual medical assistance program costs as determined from
the audit or desk review of the hospital’s cost report. For purposes of this determination, payments shall
include amounts received from the Medicaid program, including graduate medical education payments
and outlier payments, as well as patient and third-party payments up to the Medicaid-allowed amount.
If the payments exceed the hospital’s actual medical assistance program costs, the amount by which
payments exceed actual costs shall be requested and collected from the hospital.

(3) 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.

u. Determination of payment amounts for outpatient hospitalization. Rescinded IAB 7/6/94,
effective 7/1/94.

v. Reimbursement of malpractice costs. Rescinded IAB 5/30/01, effective 8/1/01.
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.
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.
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(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

all hospitals 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. 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.

(2) Allocation to fund for direct medical education. Except as reduced pursuant to subparagraph
79.1(5)“y”(3), the total amount of funding that is allocated to the graduate medical education and
disproportionate share fund for direct medical education related to inpatient services for July 1, 2008,
through June 30, 2009, is $8,642,112.

(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 DRGweights for claims paid from July 1, 2005, through June 30, 2006,
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.

Effective for payments from the fund for July 2006, the state fiscal year used as the source of DRG
weights shall be updated to July 1, 2005, through June 30, 2006. Thereafter, the state fiscal year used as
the source of DRG weights shall be updated by a three-year period effective for payments from the fund
for July of every third year.

If a hospital fails to qualify for direct medical education payments from the fund because it 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.

(4) Qualifying for indirect medical education. 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.

(5) Allocation to fund for indirect medical education. Except as reduced pursuant to subparagraph
79.1(5)“y”(6), the total amount of funding that is allocated to the graduate medical education and
disproportionate share fund for indirect medical education related to inpatient services for July 1, 2008,
through June 30, 2009, is $15,174,101.

(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 July 1, 2005, through June 30,
2006, for each hospital reporting direct medical education costs that qualify for payment as medical
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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.

Effective for payments from the fund for July 2006, the state fiscal year used as the source of DRG
weights shall be updated to July 1, 2005, through June 30, 2006. Thereafter, the state fiscal year used as
the source of DRG weights shall be updated by a three-year period effective for payments from the fund
for July of every third year.

If a hospital fails to qualify for indirect medical education payments from the fund because it 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.

(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).

For those hospitals that qualify for disproportionate share under both the low-income utilization rate
definition and the Medicaid 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.

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.

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.

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.

Information contained in the hospital’s available 2004 submitted Medicare cost report is used to
determine the hospital’s low-income utilization rate and the hospital’s Medicaid inpatient utilization rate.

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
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.

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.
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Hospitals qualify for disproportionate share payments from the fund without regard to the facility’s
status as a teaching facility or bed size.

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 amount of funding that is allocated to
the graduate medical education and disproportionate share fund for disproportionate share payments for
July 1, 2008, through June 30, 2009, is $7,253,641.

(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 July 1, 2005, through June 30, 2006, for
each hospital that met the qualifications during the fiscal year used to determine the hospital’s low-income
utilization rate and Medicaid 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.

Effective for payments from the fund for July 2006, the state fiscal year used as the source of DRG
weights shall be updated to July 1, 2005, through June 30, 2006. Thereafter, the state fiscal year used as
the source of DRG weights shall be updated by a three-year period effective for payments from the fund
for July of every third year. 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 fund and supplemental disproportionate share
payments pursuant to paragraph 79.1(5)“ab” cannot exceed the amount of the federal cap under Public
Law 102-234. 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.

(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, is a voting member of the National Association of Children’s Hospitals
and Related Institutions, 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.

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 audits and rate-setting unit within 20 business days of a request by the
department:

1. Base year cost reports.
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. Adjustments to the graduate medical education and disproportionate share fund for changes in
utilization. Rescinded IAB 10/31/01, effective 1/1/02.
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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. Enhanced disproportionate-share payments. In addition to payments from the graduatemedical
education and disproportionate share fund pursuant to paragraph 79.1(5)“y,” payment shall be made to
all Iowa hospitals qualifying for enhanced disproportionate-share payments. Interim payments based
on estimated allowable costs will be paid to qualifying hospitals under this paragraph. Final payments
under this paragraph will be determined as follows:

(1) Qualifying criteria for enhanced disproportionate-share payments. A hospital qualifies for
enhanced disproportionate-share payments if it qualifies for payments for disproportionate share from
the graduate medical education and disproportionate-share fund pursuant to paragraph 79.1(5)“y” and
meets one of the following conditions:

1. 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. Is a non-state government-owned acute-care teaching hospital located in a county with a
population over 350,000.

3. Is an Iowa state-owned hospital for persons with mental illness.
(2) Amount of payment. The total amount of disproportionate-share payments from the graduate

medical education and disproportionate share fund and enhanced disproportionate share shall not
exceed the amount of the state’s allotment under Public Law 102-234. In addition, the total amount
of disproportionate-share payments from the graduate medical education and disproportionate
share fund and enhanced disproportionate-share payments shall not exceed the hospital-specific
disproportionate-share caps under Public Law 103-666.

The amount available for enhanced disproportionate-share payments shall be the federal allotment
less disproportionate-share payments from the graduate medical education and disproportionate share
fund. In the event that the disproportionate-share allotment for enhanced payments is insufficient to
pay 100 percent of the cost that is eligible for disproportionate-share payments, the allotment shall be
allocated among qualifying hospitals using their eligible cost as an allocation basis.

(3) Final disproportionate-share adjustment. The department’s total year-end disproportionate-
share obligation to a qualifying hospital shall be calculated following completion of the desk review
or audit of the hospital’s Form CMS 2552, Hospital and Hospital Health Care Complex Cost Report.

ac. Enhanced graduate medical education payments. In addition to payments from the graduate
medical education and disproportionate share fund pursuant to paragraph 79.1(5)“y,” payment shall
be made to all Iowa hospitals qualifying for enhanced graduate medical education payments. Interim
payments based on estimated allowable costs will be paid to qualifying hospitals under this paragraph.
Final payments under this paragraph will be determined as follows:

(1) Qualifying for enhanced graduate medical education payments. A hospital shall qualify for
enhanced graduate medical education payments if it qualifies to receive both direct and indirect medical
education payments from the graduate medical education and disproportionate share fund pursuant to
paragraph 79.1(5)“y” and meets one of the following conditions:



IAC 11/4/09 Human Services[441] Ch 79, p.27

1. 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;
or

2. Is a 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 graduate medical education payments from the
graduate medical education and disproportionate share fund and enhanced graduate medical education
shall not exceed each hospital’s actual medical assistance program graduate medical education costs.
The amount paid to each qualifying hospital for enhanced graduate medical education payments shall
be the hospital’s actual medical assistance program graduate medical education costs less the graduate
medical education payments from the graduate medical education and disproportionate share fund.

(3) Final graduatemedical education adjustment. The department’s total year-end graduatemedical
education obligation to a qualifying hospital shall be calculated following completion of the desk review
or audit of the hospital’s Form CMS 2552, Hospital and Hospital Health Care Complex Cost Report.

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. Supplemental payments. Rescinded IAB 7/6/05, effective 7/1/05.
79.1(8) Drugs. The amount of payment shall be based on several factors, subject to the upper

limits in 42 CFR 447.500 to 447.520 as amended to October 7, 2008. The Medicaid program relies on
information published by Medi-Span to classify drugs as brand-name or generic.

a. Effective June 25, 2005, reimbursement for covered generic prescription drugs shall be the
lowest of the following, as of the date of dispensing:

(1) The estimated acquisition cost, defined as the average wholesale price as published by
Medi-Span less 12 percent, plus the professional dispensing fee specified in paragraph “g.”

(2) The maximum allowable cost (MAC), defined as the upper limit for multiple source drugs
established in accordance with the methodology of Centers for Medicare and Medicaid Services as
described in 42 CFR 447.514, plus the professional dispensing fee specified in paragraph “g.”

(3) The state maximum allowable cost (SMAC), defined as the average wholesale acquisition cost
for a drug and all equivalent products (the average price pharmacies pay to obtain drugs as evidenced
by purchase records) adjusted by a multiplier of 1.4, plus the professional dispensing fee specified in
paragraph “g.”

(4) The submitted charge, representing the provider’s usual and customary charge for the drug.
b. Effective June 25, 2005, reimbursement for covered brand-name prescription drugs shall be the

lowest of the following, as of the date of dispensing:
(1) The estimated acquisition cost, defined as the average wholesale price as published by

Medi-Span less 12 percent, plus the professional dispensing fee specified in paragraph “g.”
(2) The submitted charge, representing the provider’s usual and customary charge for the drug.
c. No payment shall be made for sales tax.
d. All hospitals that wish to administer vaccines which are 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. Hospitals receive reimbursement for the
administration of vaccines to Medicaid members through the DRG reimbursement for inpatients and
APC reimbursement for outpatients.
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e. The basis of payment for nonprescription drugs shall be the same as specified in paragraph
“a” except that the department shall establish a maximum allowable reimbursable cost for these drugs
using the average wholesale prices of the chemically equivalent products available. The department
shall set the maximum allowable reimbursable cost at the median of those average wholesale prices. No
exceptions for higher reimbursement will be approved.

f. An additional reimbursement amount of one cent per dose shall be added to the allowable
ingredient cost of a prescription for an oral solid if the drug is dispensed to a patient in a nursing home
in unit dose packaging prepared by the pharmacist.

g. For services rendered after June 30, 2008, the professional dispensing fee is $4.57 or the
pharmacy’s usual and customary fee, whichever is lower.

h. For purposes of this subrule, “equivalent products” shall be those that meet therapeutic
equivalent standards as published in the federal Food and Drug Administration document, “Approved
Prescription Drug Products With Therapeutic Equivalence Evaluations.”

i. Pharmacies and providers that are enrolled in the Iowa Medicaid program shall make available
drug acquisition cost information, product availability information, and other information deemed
necessary by the department to assist the department in monitoring and revising reimbursement rates
subject to 79.1(8)“a”(3) and 79.1(8)“c” and for the efficient operation of the pharmacy benefit.

(1) Pharmacies and providers shall produce and submit the requested information in the manner
and format requested by the department or its designee at no cost to the department or its designee.

(2) Pharmacies and providers shall submit information to the department or its designee within
30 days following receipt of a request for information unless the department or its designee grants an
extension upon written request of the pharmacy or provider.

j. Savings in Medicaid reimbursements attributable to the SMAC shall be used to pay costs
associated with determination of the SMAC, before reversion to Medicaid.

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.

(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
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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:

(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.
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(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 amember receiving 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.

79.1(14) Reimbursement for hospice services.
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.
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(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:

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).
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79.1(15) HCBS retrospectively limited prospective rates. This methodology applies to
reimbursement for HCBS supported community living; HCBS family and community support services;
HCBS supported employment enhanced job search activities; HCBS interim medical monitoring and
treatment when provided by an HCBS-certified supported community agency; HCBS respite when
provided by nonfacility providers, camps, home care agencies, or providers of residential-based
supported community living; and HCBS group respite provided by home health agencies.

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.

(6) For respite care provided in the consumer’s home, only the cost of care is reimbursed.
(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.
c. Prospective rates for new providers other than respite.
(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.
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(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 other than respite.
(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. Prospective rates for respite shall be agreed upon between
the consumer, interdisciplinary team and the provider up to the maximum, subject to retrospective
adjustment as provided in paragraph “f.”

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) Revenues exceeding adjusted actual costs by more than 2.5 percent shall be remitted to the
department. Payment will be due upon notice of the new rates and retrospective adjustment.

(3) Providers who do not reimburse revenues exceeding 2.5 percent of actual costs 30 days after
notice is given by the department will have the revenues over 2.5 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
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.
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“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 July 1, 2008, shall mean the hospital’s cost report with

fiscal year end on or after January 1, 2006, and before January 1, 2007. 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.

“Graduate medical education and disproportionate share fund” shall mean 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 graduatemedical 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.

“International classifications of diseases—fourth edition, ninth revision (ICD-9)” is a systematic
method used to classify and provide standardization to coding practices which are used to describe the
diagnosis, symptom, complaint, condition or cause of a person’s injury or illness.
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“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.

“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.
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(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.

(3) All psychiatric services for members who have a primary diagnosis of mental illness and are
enrolled in the Iowa Plan program under 441—Chapter 88 shall be the responsibility of the Iowa Plan
contractor and shall not be otherwise payable by Iowa Medicaid. The only exceptions to this policy are
reference laboratory and radiology services, which will be payable by fee schedule or APC.

(4) Emergency psychiatric evaluations for members who are covered by the Iowa Plan shall be the
responsibility of the Iowa Plan contractor. For members who are not covered by the Iowa Plan, services
shall be payable under the APC for emergency psychiatric evaluation.

(5) Substance abuse services for persons enrolled in the Iowa Plan program under 441—Chapter
88 shall be the responsibility of the Iowa Plan contractor and shall not be otherwise payable by Iowa
Medicaid. The only exceptions to this policy are reference laboratory and radiology services, which will
be payable by fee schedule or APC.

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. For dates of services beginning on or after July 1, 2008, 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 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.

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.

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, but may be paid under
the specific rate or methodology established by
other rules (other than outpatient hospital).
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● Routine dialysis services provided for
ESRD patients in a certified dialysis unit
of a 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 bill

type other than outpatient hospital.
● 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.

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.
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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 Blood and blood products

Brachytherapy sources

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.

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.
Q Packaged services subject to separate payment

under Medicare OPPS payment criteria
Paid under OPPS APC in a separate APC
payment based on Medicare OPPS payment
criteria.

If criteria are not met, payment, including
outliers, is packaged into payment for other
services; therefore, no separate APC payment
is made.

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.
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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.

V Clinic or emergency department visit 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.

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.

d. Calculation of case-mix indices. Hospital-specific and statewide case-mix indices shall be
calculated using all applicable claims with dates of service occurring in the period July 1, 2006, through
June 30, 2007, paid through September 10, 2007.

(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 with dates of

service occurring in the period July 1, 2006, through June 30, 2007, paid through September 10, 2007,
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 during the period July 1, 2006, through June 30, 2007, that were paid through
September 10, 2007.

(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.
(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.
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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 for the period July 1, 2006, through June 30, 2007, that were paid through September 10,
2007.

(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:
1. The hospital’s Medicare cost report (Form CMS 2552-96, Hospitals and Healthcare Complex

Cost Report);
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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 that APC payment
amounts for out-of-state hospitals may be based on either the Iowa statewide base APC rate or the Iowa
blended base APC rate for the out-of-state hospital.

(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) If an out-of-state hospital qualifies for reimbursement for direct medical education under
Medicare guidelines, it shall qualify for such reimbursement from the Iowa Medicaid program for
services to Iowa Medicaid members.

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. Hospital billing. Rescinded IAB 07/02/08, effective 07/01/08.
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
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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—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. Payment for outpatient services delivered in the emergency room. Rescinded IAB 07/02/08,
effective 07/01/08.

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. Payments to a hospital that is owned or operated by state or
non-state government shall not exceed the hospital’s actual medical assistance program costs.

(1) The department shall perform a cost settlement annually after the desk review or audit of the
hospital’s cost report.

(2) The department shall determine the aggregate payments made to the hospital under the APC
methodology and shall compare this amount to the hospital’s actual medical assistance program costs as
determined from the audit or desk review of the hospital’s cost report. For purposes of this determination,
aggregate payments shall include amounts received from the Medicaid program, including graduate
medical education payments and outlier payments, as well as patient and third-party payments up to
the Medicaid-allowed amount.

(3) If the aggregate payments exceed the hospital’s actual medical assistance program costs, the
amount by which payments exceed actual costs shall be requested and collected from the hospital.

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 all
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. 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.

(2) Allocation to fund for direct medical education. Except as reduced pursuant to subparagraph
79.1(16)“v”(3), the total amount of funding that is allocated to the graduate medical education and
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disproportionate share fund for direct medical education related to outpatient services for July 1, 2008,
through June 30, 2009, is $2,922,460.

(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 July 1, 2005, through June
30, 2006, 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.

Effective for payments from the fund for July 2006, the state fiscal year used as the source of the
count of outpatient visits shall be updated to July 1, 2005, through June 30, 2006. Thereafter, the state
fiscal year used as the source of the count of outpatient visits shall be updated by a three-year period
effective for payments from the fund for July of every third year.

If a hospital fails to qualify for direct medical education payments from the fund because it 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.

w. Adjustments to the graduate medical education and disproportionate share fund for changes in
utilization. Rescinded IAB 10/29/03, effective 1/1/04.

79.1(17) Reimbursement for home- and community-based services home and vehicle
modification. Payment is made for home and vehicle modifications at the amount of payment to
the subcontractor provided in the contract between the supported community living provider and
subcontractor. All contracts shall be awarded through competitive bidding, shall be approved by the
department, and shall be justified by the consumer’s service plan. Payment for completed work shall be
made to the supported community living provider.

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.

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.
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79.1(20) Dentists. The dental fee schedule is based on the definitions of dental and surgical
procedures given in the Current Dental Terminology, Third Edition (CDT-3).

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 for inpatient and outpatient hospital services. Subject to
approval of a state plan amendment by the federal Centers for Medicare and Medicaid Services,
payment for crossover claims shall be made as follows.

a. Definitions. For purposes of this subrule:
“Crossover claim” means a claim for Medicaid payment for Medicare-covered inpatient or

outpatient hospital 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 prospective reimbursement for the services
rendered (including any portion to be paid by the Medicaid beneficiary as copayment or spenddown),
as determined under state and federal law and policies.

“Medicaid reimbursement”means any amount to be paid by the Medicaid beneficiary as a Medicaid
copayment or spenddown and any amount to be paid by the department after application of any applicable
Medicaid copayment or spenddown.

“Medicare payment amount”means the Medicare reimbursement rate for the services rendered in a
crossover claim, excluding any Medicare coinsurance or deductible amounts to be paid by the Medicare
beneficiary.

b. Reimbursement of crossover claims. Crossover claims for inpatient or outpatient hospital
services covered under Medicare and Medicaid shall be reimbursed as follows.

(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 shall 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 shall be 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.
c. AdditionalMedicaid payment for crossover claims uncollectible fromMedicare. Medicaid shall

reimburse hospitals for the portion of crossover claims not covered byMedicaid reimbursement pursuant
to paragraph “b” and not reimbursable byMedicare as an allowable bad debt pursuant to 42 CFR 413.80,
as amended June 13, 2001, up to a limit of 30 percent of the amount not paid by Medicaid pursuant to
paragraph “b.” The department shall calculate these amounts for each provider on a calendar-year basis
and make payment for these amounts by March 31 of each year for the preceding calendar year.

d. Application of savings. Savings in Medicaid reimbursements attributable to the limits on
inpatient and outpatient crossover claims established by this subrule shall be used to pay costs associated
with development and implementation of this subrule before reversion to Medicaid.

79.1(23) Reimbursement for remedial services. Reimbursement for remedial services 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
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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.

(5) If a provider fails to submit a cost report that meets the requirement of this paragraph, the
department 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.

(6) A projected cost report shall be submitted when a new remedial services provider enters the
program or an existing remedial 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. 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).

(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.

(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 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
is based on a retrospective cost-related rate calculated using the methodology in this subrule. All rates
are subject to the upper limits established in subrule 79.1(2).

a. Units of service.
(1) Effective July 1, 2009, a unit of case management is 15 minutes.
(2) A unit of home-based habilitation is one hour. EXCEPTIONS:
1. A unit of service is one day when a member receives direct supervision for 14 or more hours

per day, averaged over a calendar month. The member’s comprehensive service plan must identify and
reflect the need for this amount of supervision. The provider’s documentation must support the number
of direct support hours identified in the comprehensive service plan.
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2. When cost-effective, a daily rate may be developed for members needing fewer than 14 hours
of direct supervision per day. The provider must obtain approval from the Iowa Medicaid enterprise for
a daily rate for fewer than 14 hours of service per day.

(3) A unit of day habilitation is an hour, a half-day (1 to 4 hours), or a full day (4 to 8 hours).
(4) A unit of prevocational habilitation is an hour, a half-day (1 to 4 hours), or a full day (4 to 8

hours).
(5) A unit of supported employment habilitation for activities to obtain a job is:
1. One job placement for job development and employer development.
2. One hour for enhanced job search.
(6) A unit of supported employment habilitation supports to maintain employment is one hour.
b. Submission of cost reports. 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.

(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 that meets the requirement of paragraph 79.1(24)“b,”
the department 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.

(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. 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.
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(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.

79.1(25) Reimbursement for 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).

a. Reimbursement methodology. Effective for services rendered on or after October 1, 2006,
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) that provide clinic services are paid on a
reasonable-cost basis as determined by Medicare reimbursement principles. Rates are initially paid on
an interim basis and then are adjusted retroactively based on submission of a financial and statistical
report.

(1) Until a provider that was enrolled int he 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.

b. Reporting requirements. All providers shall submit cost reports using Form 470-4419,
Financial and Statistical Report. A hospital-based provider shall also submit the Medicare cost report,
CMS Form 2552-96.

(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.

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]

441—79.2(249A) Sanctions against provider of care.   The department reserves the right to impose
sanctions against any practitioner or provider of care who has violated the requirements for participation
in the medical assistance program.

79.2(1) Definitions.
“Affiliates” means persons having an overt or covert relationship such that any one of them directly

or indirectly controls or has the power to control another.
“Iowa Medicaid enterprise” means the entity comprised of department staff and contractors

responsible for the management and reimbursement of Medicaid services.
“Person” means any natural person, company, firm, association, corporation, or other legal entity.
“Probation”means a specified period of conditional participation in the medical assistance program.
“Provider” means an individual, firm, corporation, association, or institution which is providing or

has been approved to provide medical assistance to a recipient 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 withholding of all payments due a provider until the resolution
of the matter in dispute between the provider and the department.

“Termination from participation” means a permanent exclusion from participation in the medical
assistance program.

“Withholding of payments” means a reduction or adjustment of the amounts paid to a provider on
pending and subsequently submitted bills for purposes of offsetting overpayments previously made to
the provider.

79.2(2) Grounds for sanctioning providers. Sanctions may be imposed by the department against a
provider for any one or more of the following reasons:

a. Presenting or causing to be presented for payment any false or fraudulent claim for services or
merchandise.

b. Submitting or causing to be submitted false information for the purpose of obtaining greater
compensation than that to which the provider is legally entitled, including charges in excess of usual and
customary charges.

c. Submitting or causing to be submitted false information for the purpose of meeting prior
authorization requirements.

d. Failure to disclose or make available to the department or its authorized agent, records of
services provided to medical assistance recipients and records of payments made for those services.

e. Failure to provide and maintain the quality of services to medical assistance recipients within
accepted medical community standards as adjudged by professional peers.

f. Engaging in a course of conduct or performing an act which is in violation of state or federal
regulations of the medical assistance program, or continuing that conduct following notification that it
should cease.
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g. Failure to comply with the terms of the provider certification on each medical assistance check
endorsement.

h. Overutilization of the medical assistance program by inducing, furnishing or otherwise causing
the recipient to receive services or merchandise not required or requested by the recipient.

i. Rebating or accepting a fee or portion of a fee or a charge for medical assistance patient referral.
j. Violating any provision of Iowa Code chapter 249A, or any rule promulgated pursuant thereto.
k. Submission of a false or fraudulent application for provider status under the medical assistance

program.
l. Violations of any laws, regulations, or code of ethics governing the conduct of occupations or

professions or regulated industries.
m. Conviction of a criminal offense relating to performance of a provider agreement with the state

or for negligent practice resulting in death or injury to patients.
n. Failure to meet standards required by state or federal law for participation, for example,

licensure.
o. Exclusion from Medicare because of fraudulent or abusive practices.
p. Documented practice of charging recipients for covered services over and above that paid for

by the department, except as authorized by law.
q. Failure to correct deficiencies in provider operations after receiving notice of these deficiencies

from the department.
r. Formal reprimand or censure by an association of the provider’s peers for unethical practices.
s. Suspension or termination from participation in another governmental medical program such

as workers’ compensation, crippled children’s services, rehabilitation services or Medicare.
t. Indictment for fraudulent billing practices, or negligent practice resulting in death or injury to

the provider’s patients.
79.2(3) Sanctions. The following sanctions may be imposed on providers based on the grounds

specified in 79.2(2).
a. A term of probation for participation in the medical assistance program.
b. Termination from participation in the medical assistance program.
c. Suspension from participation in the medical assistance program. This includes when the

department is notified by the Centers for Medicare and Medicaid Services, Department of Health and
Human Services, that a practitioner has been suspended from participation under the Medicare program.
These practitioners shall be suspended from participation in the medical assistance program effective
on the date established by the Centers for Medicare and Medicaid Services and at least for the period of
time of the Medicare suspension.

d. Suspension or withholding of payments to provider.
e. Referral to peer review.
f. Prior authorization of services.
g. One hundred percent review of the provider’s claims prior to payment.
h. Referral to the state licensing board for investigation.
i. Referral to appropriate federal or state legal authorities for investigation and prosecution under

applicable federal or state laws.
j. Providers with a total Medicaid credit balance of more than $500 for more than 60 consecutive

days without repaying or reaching written agreement to repay the balance shall be charged interest at 10
percent per year on each overpayment. The interest shall begin to accrue retroactively to the first full
month that the provider had a credit balance over $500.

Nursing facilities shall make repayment or reach agreement with the division of medical services.
All other providers shall make repayment or reach agreement with the Iowa Medicaid enterprise.
Overpayments and interest charged may be withheld from future payments to the provider.

79.2(4) Imposition and extent of sanction.
a. The decision on the sanction to be imposed shall be the commissioner’s or designated

representative’s except in the case of a provider terminated from the Medicare program.
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b. The following factors shall be considered in determining the sanction or sanctions to be
imposed:

(1) Seriousness of the offense.
(2) Extent of violations.
(3) History of prior violations.
(4) Prior imposition of sanctions.
(5) Prior provision of provider education.
(6) Provider willingness to obey program rules.
(7) Whether a lesser sanction will be sufficient to remedy the problem.
(8) Actions taken or recommended by peer review groups or licensing boards.
79.2(5) Scope of sanction.
a. The sanction may be applied to all known affiliates of a provider, provided that each decision

to include an affiliate is made on a case-by-case basis after giving due regard to all relevant facts and
circumstances. The violation, failure, or inadequacy of performance may be imputed to a person with
whom the violator is affiliated where the conduct was accomplished in the course of official duty or was
effectuated with the knowledge or approval of that person.

b. Suspension or termination from participation shall preclude the provider from submitting claims
for payment, whether personally or through claims submitted by any clinic, group, corporation, or other
association, for any services or supplies except for those services provided before the suspension or
termination.

c. No clinic, group, corporation, or other association which is the provider of services shall submit
claims for payment for any services or supplies provided by a person within the organization who has
been suspended or terminated from participation in the medical assistance program except for those
services provided before the suspension or termination.

d. When the provisions of paragraph 79.2(5)“c” are violated by a provider of services which
is a clinic, group, corporation, or other association, the department may suspend or terminate the
organization, or any other individual person within the organization who is responsible for the violation.

79.2(6) Notice of sanction. When a provider has been sanctioned, the department shall notify as
appropriate the applicable professional society, board of registration or licensure, and federal or state
agencies of the findings made and the sanctions imposed.

79.2(7) Notice of violation. Should the department have information that indicates that a provider
may have submitted bills or has been practicing in a manner inconsistent with the program requirements,
or may have received payment for which the provider may not be properly entitled, the department shall
notify the provider of the discrepancies noted. Notification shall set forth:

a. The nature of the discrepancies or violations,
b. The known dollar value of the discrepancies or violations,
c. The method of computing the dollar value,
d. Notification of further actions to be taken or sanctions to be imposed by the department, and
e. Notification of any actions required of the provider. 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.
79.2(8) Suspension or withholding of payments pending a final determination. Where the

department has notified a provider of a violation pursuant to 79.2(7) or an overpayment, the
department may withhold payments on pending and subsequently received claims in an amount
reasonably calculated to approximate the amounts in question or may suspend payment pending a
final determination. Where the department intends to withhold or suspend payments it shall notify the
provider in writing.

This rule is intended to implement Iowa Code section 249A.4.

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 may result in claim denial or recoupment.
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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
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 and shall include the following:

1. The specific procedures or treatments performed.
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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 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.

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 surveillance and utilization review services 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.
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2. Procedure, laboratory, or test orders and results.
(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.
(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.
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.
(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.
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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).
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.
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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.
(25) Remedial services and rehabilitation services for adults with a chronic mental illness:
1. Order for services.
2. Comprehensive treatment or service plan (initial and subsequent).
3. Service notes or narratives.
(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.
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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).
(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.
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.
(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.
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.
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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]

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.

“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 of the provider 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 surveillance and utilization

review services 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
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audit or review pursuant to paragraph 79.3(2)“d” to document the basis for services or activities
provided, in the following format:

Iowa Department of Human Services
Iowa Medicaid Enterprise Surveillance and Utilization Review Services

Documentation Checklist

Date of Request:
Reviewer Name & Phone Number:
Provider Name:
Provider Number:
Provider Type:

Please sign this form and return it with the information requested.
Follow the checklist to ensure that all documents requested for each patient have been copied and
enclosed with this request. The documentation must support the validity of the claim that was paid by
the Medicaid program.
Please send copies. Do not send original records.
If you have any questions about this request or checklist, please contact the reviewer listed above.

[specific documentation required]
[specific documentation required]
[specific documentation required]
[specific documentation required]
[Note: number of specific documents required varies by provider type]
Any additional documentation that demonstrates the medical necessity of the service
provided or otherwise required for Medicaid payment. List additional documentation
below if needed.

The person signing this form is certifying that all documentation that supports the Medicaid billed rates,
units, and services is enclosed.

Signature Title Telephone Number

470-4479 (4/08)

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
2. Be received by the department before the date the records are due to be submitted.
(2) Under exceptional circumstances, a provider may request one additional 15-calendar-day

extension. The provider or the provider’s designee shall submit a written request that:
1. Establishes exceptional circumstances for the delay in submitting records; and
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2. Is received by the department before the expiration of the initial 15-day extension period.
(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.

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.

(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
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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.

This rule is intended to implement Iowa Code section 249A.4.

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.

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. Officers shall be a chairperson and a vice-chairperson.
a. The director of public health shall serve as chairperson of the council. Elections for

vice-chairperson will be held the first meeting after the beginning of the calendar year.
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b. The vice-chairperson’s term of office shall be two years. A vice-chairperson shall serve no
more than two terms.

c. The vice-chairperson shall serve in the absence of the chairperson.
d. The chairperson and vice-chairperson shall have the right to vote on any issue before the council.
e. The chairperson shall appoint a committee of not less than three members to nominate

vice-chairpersons and shall appoint other committees approved by the council.
79.7(2) Membership. The membership of the council and its executive committee shall be as

prescribed at Iowa Code section 249A.4B, subsections 2 and 3.
79.7(3) 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.

79.7(4) Meetings. The council shall meet no more than quarterly. The executive committee shall
meet on a monthly basis. Meetings may be called by the chairperson, upon written request of at least 50
percent of the members, or by the director of the department of human services.

a. Meetings shall be held in the Des Moines, Iowa, area, unless other notification is given.
b. Written notice of council meetings shall be mailed at least two weeks in advance of the meeting.

Each notice shall include an agenda for the meeting.
79.7(5) Procedures.
a. A quorum shall consist of 50 percent of the voting members.
b. Where a quorum is present, a position is carried by two-thirds of the council members present.
c. Minutes of council meetings and other written materials developed by the council shall be

distributed by the department to each member and to the executive office of each professional group or
business entity represented.

d. Notice shall be given to a professional group or business entity represented on the council when
the representative of that group or entity has been absent from three consecutive meetings.

e. In cases not covered by these rules, Robert’s Rules of Order shall govern.
79.7(6) Duties. 
a. Executive committee. Based upon the deliberations of the medical assistance advisory

council and the executive committee, the executive committee shall make recommendations to the
director 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 the program recipients.
(5) Advice on such administrative and fiscal matters as the director of the department of human

services may request.
b. Council. The medical assistance advisory council shall:
(1) Advise the professional groups and business entities represented and act as liaison between

them and the department.
(2) Report at least annually to the professional groups and business entities represented.
(3) Perform other functions as may be provided by state or federal law or regulation.
(4) Communicate information considered by the council to the professional groups and business

entities represented.
79.7(7) Responsibilities.
a. Recommendations of the council shall be advisory and not binding upon the department

of human services or the professional groups and business entities represented. The director of the
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department of human services shall consider the recommendations offered by the council and the
executive committee in:

(1) The director’s preparation of medical assistance budget recommendations to the council on
human services, pursuant to Iowa Code section 217.3, and

(2) Implementation of medical assistance program policies.
b. The council may choose subjects for consideration and recommendation. It shall consider all

matters referred to it by the department of human services.
c. Any matter referred by a member organization or body shall be considered upon an affirmative

vote of the council.
d. The department shall provide the council with reports, data, and proposed and final amendments

to rules, laws, and guidelines, for its information, review, and comment.
e. The department shall present the annual budget for the medical assistance program for review

and comment.
f. The department shall permit staff members to appear before the council to review and discuss

specific information and problems.
g. The department shall maintain a current list of members on the council and executive

committee.
[ARC 8263B, IAB 11/4/09, effective 12/9/09]

441—79.8(249A) Requests for prior authorization.   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.

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 may also be made by telephone.

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.
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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. 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:

a. The conditions for payment outlined in the provider manual with reference to coverage and
duration.

b. The determination made by the Medicare program unless specifically stated differently in state
law or rule.

c. The recommendation to the department from the appropriate advisory committee.
d. Whether there are other less expensive procedures which are covered and which would be as

effective.
e. The advice of an appropriate professional consultant.
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.

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.

This rule is intended to implement Iowa Code section 249A.4.
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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 88.

This rule is intended to implement Iowa Code section 249A.4.

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.

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 88.

This rule is intended to implement Iowa Code section 249A.4.

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
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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. A provider of medical or remedial services that wishes to enroll as an

Iowa Medicaid provider shall begin the enrollment process by contacting the provider services unit at
the Iowa Medicaid enterprise to request an application form.

a. A nursing facility shall also complete the process set forth in 441—subrule 81.13(1).
b. An intermediate care facility for persons with mental retardation shall also complete the process

set forth in 441—subrule 82.3(1).
79.14(2) Submittal of application. The provider shall submit the appropriate application forms to

the Iowa Medicaid enterprise provider services unit at P.O. Box 36450, Des Moines, Iowa 50315.
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. All other providers shall submit Form 470-0254, Iowa Medicaid Provider Enrollment

Application.
c. 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.
79.14(3) Notification. Providers shall be notified of the decision on their application by the Iowa

Medicaid enterprise provider services unit within 30 calendar days.
79.14(4) Providers not approved as the type of Medicaid provider requested shall have the right to

appeal under 441—Chapter 7.
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79.14(5) Effective date of approval. Applications 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 12months retroactive from the receipt of the application forms by the IowaMedicaid enterprise
provider services unit.

79.14(6) Providers approved for certification as a Medicaid provider shall complete a provider
participation agreement as required by rule 441—79.6(249A).

79.14(7) No payment shall be made to a provider for care or services provided prior to the effective
date of the department’s approval of an application, unless the provider was enrolled and participating
in the Iowa Medicaid program as of April 1, 1993.

79.14(8) 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 form, together with information on claim
forms, or on rates paid the provider prior to April 1, 1993.

79.14(9) Amendments to application forms 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(10) Providers who have not submitted claims in the last 24 months will be sent a notice asking
if they wish to continue participation. Providers failing to reply to the notice within 30 calendar days
of the date on the notice will be terminated as providers. Providers who do not submit any claims in 48
months will be terminated as providers without further notification.

79.14(11) Report of changes. The provider shall inform the IowaMedicaid enterprise of all pertinent
changes to enrollment information within 60 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, and telephone number.

a. When a provider fails to provide current information within the 60-day period, the department
may terminate the provider’s Medicaid enrollment upon 30 days’ notice. The termination may be
appealed under 441—Chapter 7.

b. When the department incurs an informational tax-reporting fine because a provider submitted
inaccurate information or failed to submit changes to the Iowa Medicaid enterprise in a timely manner,
the fine shall be the responsibility of the individual provider to the extent that the fine relates to or arises
out of the provider’s failure to keep all provider information current.

(1) The provider shall remit the amount of the fine to the department within 30 days of notification
by the department that the fine has been imposed.

(2) Payment of the fine may be appealed under 441—Chapter 7.
This rule is intended to implement Iowa Code section 249A.4.

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;
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(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
(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 Surveillance and Utilization Review Services 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.
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[Filed emergency 5/21/82—published 6/9/82, effective 7/1/82]

[Filed 7/30/82, Notice 6/9/82—published 8/18/82, effective 10/1/82]
[Filed emergency 8/20/82 after Notice of 6/23/82—published 9/15/82, effective 10/1/82]

[Filed 11/19/82, Notice 9/29/82—published 12/8/82, effective 2/1/83]
[Filed 2/25/83, Notice 1/5/83—published 3/16/83, effective 5/1/83]
[Filed 5/20/83, Notice 3/30/83—published 6/8/83, effective 8/1/83]
[Filed emergency 6/17/83—published 7/6/83, effective 7/1/83]
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[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 10/28/83—published 11/23/83, effective 12/1/83]
[Filed emergency 11/18/83—published 12/7/83, effective 12/1/83]

[Filed 11/18/83, Notice 10/12/83—published 12/7/83, effective 2/1/84]
[Filed 1/13/84, Notice 11/23/84—published 2/1/84, effective 3/7/84]
[Filed 2/10/84, Notice 12/7/83—published 2/29/84, effective 5/1/84]

[Filed emergency 6/15/84—published 7/4/84, effective 7/1/84]
[Filed 6/15/84, Notice 5/9/84—published 7/4/84, effective 9/1/84]

[Filed emergency after Notice 11/1/84, Notice 7/18/84—published 11/21/84, effective 11/1/84]
[Filed 4/29/85, Notice 2/27/85—published 5/22/85, effective 7/1/85]

[Filed emergency 6/14/85—published 7/3/85, effective 7/1/85]
[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 emergency 12/2/85—published 12/18/85, effective 1/1/86]

[Filed 12/2/85, Notice 10/9/85—published 12/18/85, effective 2/1/86]
[Filed 12/2/85, Notice 10/23/85—published 12/18/85, effective 2/1/86]
[Filed 1/22/86, Notice 12/4/85—published 2/12/86, effective 4/1/86]

[Filed 2/21/86, Notices 12/18/85, 1/15/86—published 3/12/86, effective 5/1/86]
[Filed emergency 6/26/86—published 7/16/86, effective 7/1/86]

[Filed 10/17/86, Notice 8/27/86—published 11/5/86, effective 1/1/87]
[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]

[Filed 3/3/87, Notice 12/31/86—published 3/25/87, effective 5/1/87]
[Filed 4/29/87, Notice 3/11/87—published 5/20/87, effective 7/1/87]
[Filed emergency 6/19/87—published 7/15/87, effective 7/1/87]

[Filed 7/24/87, Notice 5/20/87—published 8/12/87, effective 10/1/87]
[Filed emergency 8/28/87—published 9/23/87, effective 9/1/87]

[Filed 10/23/87, Notice 7/15/87—published 11/18/87, effective 1/1/88]
[Filed 10/23/87, Notice 8/26/87—published 11/18/87, effective 1/1/88]
[Filed without Notice 11/25/87—published 12/16/87, effective 2/1/88]
[Filed 11/30/87, Notice 10/7/87—published 12/16/87, effective 2/1/88]
[Filed 12/10/87, Notice 10/21/87—published 12/30/87, effective 3/1/881]
[Filed 1/21/88, Notice 12/16/87—published 2/10/88, effective 4/1/88]

[Filed emergency 4/28/88 after Notice 3/23/88—published 5/18/88, effective 6/1/88]
[Filed emergency 6/9/88—published 6/29/88, effective 7/1/88]◊

[Filed 9/2/88, Notice 6/29/88—published 9/21/88, effective 11/1/88]
[Filed emergency 10/28/88—published 11/16/88, effective 11/1/88]

[Filed emergency 11/23/88 after Notices 7/13/88, 9/21/88—published 12/14/88, effective 12/1/88,
1/1/89]

[Filed emergency 12/22/88 after Notice of 11/16/88—published 1/11/89, effective 1/1/89]
[Filed 12/22/88, Notices 11/16/88◊—published 1/11/89, effective 3/1/89]

[Filed emergency 6/9/89—published 6/28/89, effective 7/1/89]
[Filed 7/14/89, Notice 4/19/89—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 9/15/89, Notice 8/9/89—published 10/4/89, effective 12/1/89]

[Filed emergency 1/10/90 after Notice of 10/4/89—published 1/10/90, effective 1/1/90]
[Filed 1/17/90, Notice 8/23/90—published 2/7/90, effective 4/1/902]
[Filed emergency 2/14/90—published 3/7/90, effective 4/1/90]

[Filed 4/13/90, Notices 2/21/90, 3/7/90—published 5/2/90, effective 7/1/90]
[Filed 4/13/90, Notice 11/29/89—published 5/2/90, effective 8/1/90]
[Filed emergency 5/11/90—published 5/30/90, effective 6/1/90]
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[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 7/11/90◊—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 9/1/913]
[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 3/1/924]
[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]
[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]◊
[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]
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[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]◊
[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]
[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]◊

[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]
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[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]◊
[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 2/1/025]

[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 10/1/026]
[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]◊

[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 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]◊

[Filed 8/12/04, Notice 6/23/04—published 9/1/04, effective 11/1/04]
[Filed 9/23/04, Notice 7/7/04—published 10/13/04, effective 11/17/04]◊

[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]◊
[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]
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[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]7

[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]

◊ Two or more ARCs
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 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.
3 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.
4 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.
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.

6 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.

7 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.
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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.
“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.
“Department’s accounting firm”means the firm on contract with the department to calculate nursing

facility rates and provide other accounting services as requested.
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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.

“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
Part 483, as amended to September 23, 1992, to provide health services and includes hospital-based
nursing facilities that are Medicare-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 Foundation for Medical Care (IFMC)” is the peer review organization on contract with the
department to provide level of care determinations. The address of IFMC is 6000 Westown Parkway,
West Des Moines, Iowa 50266.

“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.
“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.

“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).

“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
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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).

“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.”
“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.

“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:
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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.

“Terminated from the Medicare or Medicaid program” means a facility has lost the final appeal to
which it is entitled.

“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.

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. Initial decisions on level of care shall be made for
the department by the Iowa Foundation for Medical Care (IFMC) within two working days of receipt of
medical information. After notice of an adverse decision by IFMC, the Medicaid applicant or recipient,
the applicant’s or recipient’s representative, the attending physician, or the nursing facility may request
reconsideration by IFMC by sending a letter requesting a review to IFMC not more than 60 days after
the date of the notice of adverse decision. On initial and reconsideration decisions, IFMC 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). Adverse decisions by
IFMC on reconsiderations may be appealed to the department pursuant to 441—Chapter 7.

a. If a timely request for reconsideration of an initial denial determination is made, IFMC will
complete its reconsidered determination and send written notice including appeal rights to the Medicaid
applicant or recipient, the applicant’s or recipient’s representative, the attending physician or the facility
provider within the following time limits:

(1) Within three working days after IFMC receives the request for reconsideration and a copy of
the medical record, if the initial determination was made before the Medicaid applicant or recipient was
admitted to the nursing facility.

(2) Within ten working days after IFMC receives the request for reconsideration and a copy of
the medical record, if the Medicaid applicant or recipient was admitted to the nursing facility when the
initial determination was made and is still in the nursing facility when the request for reconsideration is
received.

(3) Within 30 working days after IFMC receives the request for reconsideration and a copy of the
medical record, if theMedicaid applicant or recipient was admitted to the nursing facility when the initial
determination was made but is no longer in the nursing facility when the request for reconsideration is
received.

b. If a copy of the medical record is not submitted with the reconsideration request, IFMC shall
request a copy from the facility within two working days.

c. Written notice of the IFMC reconsidered determination shall contain the following:
(1) The basis for the reconsidered determination.
(2) A detailed rationale for the reconsidered determination.
(3) A statement explaining theMedicaid payment consequences of the reconsidered determination.
(4) A statement informing the parties of their appeal rights, including the information that must

be included in the request for an administrative hearing, the locations for submitting a request for an
administrative hearing, and the time period for filing a request.

d. If the request for reconsideration is mailed or delivered to IFMC within ten days of the date of
the initial determination, any medical assistance payments previously approved will not be terminated
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until the decision on reconsideration. If the initial decision is upheld on reconsideration, medical
assistance benefits continued pursuant to this subrule will be treated as an overpayment to be repaid to
the department.

81.3(2) Skilled nursing care level of need. Rescinded IAB 7/11/01, effective 7/1/01.
81.3(3) Screening. All persons, regardless of the source of payment, seeking admission to a nursing

facility shall also be screened by the Iowa Foundation for Medical Care to determine if mental illness,
mental retardation, or a related condition is present. The Iowa Medicaid program will cover the cost of
this screening through the managed mental health contractor.

Final approval for initial admissions and continued stay of persons with mental illness, mental
retardation, or a related condition is determined by the department of human services, division of mental
health, mental retardation and developmental disabilities.

Nursing facility payment under the Iowa Medicaid program will be made for persons with mental
illness, mental retardation, or a related condition only if it is determined by the division of mental health,
mental retardation and developmental disabilities that the person’s treatment needs will be or are being
met.

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.

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
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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
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 subrules 81.13(2)“a” and 81.13(6)“c.”)
81.5(1) Notice. When a public assistance recipient requests transfer or discharge, or another person

requests this for the recipient, the administrator shall promptly notify the local office of the department.
This shall be done in sufficient time to permit a social service worker 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.

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 department’s accounting firm. All Medicare-certified hospital-based nursing facilities
shall submit a copy of their Medicare cost report to the department’s accounting firm. Costs for patient
care services shall be reported, 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. The financial and statistical report shall be submitted in an electronic format
approved by the department. These reports shall be based on the following rules.
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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 statement. Adjustments to convert to the accrual basis of accounting shall be made when the
records are maintained on other accounting bases. 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.

81.6(3) Submission of reports. All nursing facilities, except the Iowa Veterans Home, shall submit
reports to the department’s accounting firm no later than three months after the close of the facility’s
established fiscal year. The Iowa Veterans Home shall submit the report to the department’s accounting
firm no later than three months after the close of each six-month period of the facility’s established fiscal
year. Failure to submit a report that meets the requirements of this rule within this time shall reduce
payment to 75 percent of the current rate. The reduced rate shall be paid for no longer than three months,
after which time no further payments will be made.

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 department’s accounting firm 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) Aggregate payments to a nursing facility that is owned or operated by state or non-state
government shall not exceed the facility’s actual medical assistance program costs. Aggregate payments
shall include amounts received from the Medicaid program, as well as receipts from patient and other
third-party payments up to the Medicaid-allowed amount.

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.
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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.

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 are those services which include room, board, nursing services, and such services as
supervision, feeding, incontinency, and similar services, for which the associated costs are in nursing
service.

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) Each facility which supplies transportation services as defined in Iowa Code section 601J.1,
subsection 1, shall provide current documentation of compliance with or exemption from public
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transit coordination requirements as found in Iowa Code chapter 601J and 820—[09,A] chapter 2 of
the department of transportation rules at the time of annual contract renewal. Failure to cooperate in
obtaining or in providing the required documentation of compliance or exemption after receipt from the
Iowa department of transportation, public transit division 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.
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. It includes salary amounts paid for managerial, administrative, professional, and other
services; amounts paid by the facility for the personal benefit of the proprietor or immediate relative;
the cost of assets and services which the proprietor or immediate relative receives from the facility; and
deferred compensation.

(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.
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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
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.

i. Management fees 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.

(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
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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 fees are an allowable cost when directly related to patient care. Legal fees
related to defense against threatened state license revocation or Medicaid decertification are allowable
costs only up to the date a final appeal decision is issued. However, in no case will legal fees related to
Medicaid decertification be allowable costs following the decertification date.

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.”

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. 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) Facility-requested rate adjustment. A facility may request a rate adjustment for a period of
time no more than 18 months prior to the facility’s rate effective date. The request for adjustment shall
be made to the department’s accounting firm.

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 department’s accounting firm of the date its 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
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



IAC 11/4/09 Human Services[441] Ch 81, p.13

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. Beginning July 1, 2001, patient days for purposes of the
computation of administrative, environmental, and property expenses shall be inpatient days as specified
in subrule 81.6(7) or 80 percent of the licensed capacity of the facility, whichever is greater.

Beginning July 1, 2003, and thereafter, patient days for purposes of the computation of
administrative, environmental, and property expenses 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:

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
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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
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
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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:

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
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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. Accountability measures. Additional reimbursement for non-state-owned facilities, based
on accountability measures, is available beginning July 1, 2008, as provided in this paragraph.
Accountability measures are nursing facility characteristics that indicate the quality of care, efficiency,
or commitment to care for certain resident populations. These characteristics are objective, measurable,
and, when considered in combination with each other, 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.

Additional reimbursement for accountability measures 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
amount of additional reimbursement based on accountability measures.

To qualify for additional Medicaid reimbursement for accountability measures, a facility must
achieve a minimum score of 3 points. The maximum available points are 11.

The Iowa Medicaid enterprise shall award points based on the measures described in subparagraphs
(1) through (10).

(1) Deficiency-free survey.
1. Standard. Facilities shall be deficiency-free on the latest annual state and federal licensing and

certification survey and any subsequent surveys, complaint investigations, or revisit investigations. If
a nursing 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, for purposes of this measure, be deemed
to have a deficiency-free survey. Surveys are considered complete when all appeal rights have been
exhausted.

2. Measurement period. The measurement period shall be the latest annual survey completed on
or before December 31 of each year and any subsequent surveys, complaint investigations, or revisit
investigations completed between the annual survey date and December 31.

3. Value. 2 points.
4. Source. The department shall request that the department of inspections and appeals furnish by

May 1 of each year a listing of nursing facilities that have met the standard.
(2) Regulatory compliance with survey.
1. Standard. Facilities shall be considered to be in regulatory compliance if no on-site revisit

is required for recertification surveys or for any substantiated complaint investigations during the
measurement period.

2. Measurement period. The measurement period shall include any recertification survey or
complaint investigations completed on or before December 31 of each year.

3. Value. 1 point. (A nursing facility that achieves a deficiency-free survey according to
subparagraph (1) cannot also receive a point value for this standard.)

4. Source. The department shall request that the department of inspections and appeals furnish by
May 1 of each year a listing of nursing facilities that have met the standard.

(3) Nursing hours provided.
1. Standard. A nursing facility’s per resident day nursing hours are at or above the fiftieth

percentile of per resident day nursing hours. Nursing hours include those of registered nurses, licensed
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practical nurses, certified nursing assistants, 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. The case-mix index used to normalize nursing hours shall be the facility cost report
period case-mix index.

2. Measurement period. The measurement period shall be calculated using the latest financial and
statistical report with a fiscal year end of December 31 or earlier.

3. Value. 1 point for a nursing facility that falls between the fiftieth and seventy-fifth percentiles.
2 points for a nursing facility at or above the seventy-fifth percentile.

4. Source. The fiscal consultant shall calculate whether the nursing facility has met this measure
from Form 470-0030, Financial and Statistical Report.

(4) Resident satisfaction.
1. Standard. A nursing facility shall be at or above the fiftieth percentile of resident satisfaction.

Resident satisfaction shall be measured using Form 470-3890, Resident Opinion Survey. To be
considered for this measure, a nursing facility must have a minimum survey response rate of 35 percent
from its residents or their responsible parties.

2. Measurement period. For purposes of determining the July 1, 2002, rate, Form 470-3890,
Resident Opinion Survey, must be completed by April 1, 2002, and Form 470-3891, Resident Opinion
Survey Transmittal Report, must be submitted to the department by May 1, 2002. For purposes of
determining rates for years on or after July 1, 2003, Form 470-3890, Resident Opinion Survey, may
be completed anytime during the period September through December of the preceding year and the
transmittal report submitted to the department by April 1 of the following year.

3. Value. 1 point.
4. Source. The nursing facility shall distribute Form 470-3890, Resident Opinion Survey, and

instructions to all residents or their responsible parties. The nursing facility shall have an independent
party collect and compile the results of the survey and communicate the results to the department byMay
1 of 2002 and April 1 of each year thereafter on Form 470-3891, Resident Opinion Survey Transmittal
Report. The department or its contractor shall calculate whether the nursing facility has met this measure.

(5) Resident advocate committee resolution rate.
1. Standard. A nursing facility shall have a resident advocate committee resolution rate of issues

and grievances pursuant to 321—Chapter 9 at or above 60 percent.
2. Measurement period. For the purpose of determining the July 1, 2002, rates, the resolution

rate shall be computed for the period October 1, 2001, through March 31, 2002. For the purpose of
determining rates for July 1, 2003, and thereafter, the resident advocate committee resolution rate shall
be computed using data from the immediately preceding calendar year.

3. Value. 1 point.
4. Source. The department shall request that the office of the long-term care ombudsman furnish

by May 1 of each year a listing of nursing facilities that have met the standard.
(6) High employee retention rate.
1. Standard. A nursing facility shall have an employee retention rate at or above the fiftieth

percentile.
2. Measurement period. The high employee retention rate shall be calculated using Schedule I

of the latest Form 470-0030, Financial and Statistical Report, with a fiscal year end of December 31 or
earlier.

3. Value. 1 point.
4. Source. The department’s fiscal consultant shall calculate whether the nursing facility has met

this measure from Form 470-0030, Financial and Statistical Report, Schedule I.
(7) High occupancy rate.
1. Standard. A nursing facility shall have an occupancy rate at or above 95 percent. “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.

2. Measurement period. The high occupancy rate shall be calculated using the latest Form
470-0030, Financial and Statistical Report, with a fiscal year end of December 31 or earlier.
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3. Value. 1 point.
4. Source. The department’s fiscal consultant shall calculate whether the nursing facility has met

this measure from Form 470-0030, Financial and Statistical Report.
(8) Low administrative costs.
1. Standard. A nursing facility’s percentage of administrative costs to total costs shall be at or

below the fiftieth percentile.
2. Measurement period. The low administrative costs shall be calculated using the latest Form

470-0030, Financial and Statistical Report, with a fiscal year end of December 31 or earlier.
3. Value. 1 point.
4. Source. The department’s fiscal consultant shall calculate whether the nursing facility has met

this measure from Form 470-0030, Financial and Statistical Report.
(9) Special licensure classification.
1. Standard. Nursing facility units shall be licensed for the care of residents with chronic confusion

or a dementing illness (CCDI units).
2. Measurement period. The measurement period shall be the facility’s status on December 31 of

each year.
3. Value. 1 point.
4. Source. The department shall request that the department of inspections and appeals furnish

the department by May 1 of each year a listing of nursing facilities that were licensed as CCDI units as
of December 31.

(10) High Medicaid utilization.
1. Standard. A nursing facility shall have Medicaid utilization at or above the fiftieth percentile.

Medicaid utilization is determined by dividing total nursing facility Medicaid days by total nursing
facility patient days.

2. Measurement period. The Medicaid utilization rate shall be calculated using the latest Form
470-0030, Financial and Statistical Report, with a fiscal year end of December 31 or earlier.

3. Value. 1 point.
4. Source. The department’s fiscal consultant shall calculate whether the nursing facility has met

this measure from Form 470-0030, Financial and Statistical Report.
(11) Calculation of potential reimbursement. The number of points awarded shall be determined

annually on the first day of the state fiscal year and shall be used to calculate the amount of the additional
reimbursement for accountability measures as follows:

0 - 2 points No additional reimbursement
3 - 4 points 1 percent of the direct care plus non-direct care cost component

patient-day-weighted medians multiplied by 80 percent, subject to
reduction as provided in subparagraph (12)

5 - 6 points 2 percent of the direct care plus non-direct care cost component
patient-day-weighted medians multiplied by 80 percent, subject to
reduction as provided in subparagraph (12)

7 or more points 3 percent of the direct care plus non-direct care cost component
patient-day-weighted medians multiplied by 80 percent, subject to
reduction as provided in subparagraph (12)

(12) Reduction of additional reimbursement. The additional reimbursement for accountability
measures calculated according to subparagraph (11) shall be subject to reduction as follows:

1. A facility’s additional reimbursement 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.

2. If the facility fails to cure a cited level G deficiency within the time allowed by the department of
inspections and appeals, the additional reimbursement shall be forfeited and the facility shall not receive
any accountability measure payment for the year.
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3. If a facility receives a citation for a deficiency resulting in actual harm or immediate jeopardy
at a scope and severity level of H or higher pursuant to the federal certification guidelines, regardless of
the amount of any fines assessed, the additional reimbursement shall be forfeited and the facility shall
not receive any accountability measure payment for the year.

(13) Report of deficiencies. The department shall request that the department of inspections and
appeals furnish by September 1, December 1, March 1 and August 1 of each year a list of nursing
facilities subject to a reduction of the additional reimbursement for accountability measures pursuant to
the criteria in subparagraph (12).

(14) Application of additional payments. The additional reimbursement for accountability measures
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 to the first day of the state fiscal
year to include the amount of additional reimbursement for accountability measures calculated according
to 81.6(16)“g”; and

2. Reprice all facility claims with dates of service during the period in which an additional
reimbursement for accountability measures is effective to reflect the adjusted reimbursement rate.

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.
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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
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:
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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.

(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. 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.
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1. 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
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
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(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
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.
c. AdditionalMedicaid payment for crossover claims uncollectible fromMedicare. Medicaid shall

reimburse nursing facilities for the portion of crossover claims not covered by Medicaid reimbursement
pursuant to paragraph “b” and not reimbursable by Medicare as an allowable bad debt pursuant to
42 CFR 413.80, as amended June 13, 2001, up to a limit of 30 percent of the amount not paid by
Medicaid pursuant to paragraph “b.” The department shall calculate these amounts for each provider on
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a calendar-year basis and make payment for these amounts by March 31 of each year for the preceding
calendar year or by a mutually acceptable schedule consistent with Medicare interim payment schedules.

d. Application of savings. Effective May 1, 2003, savings in Medicaid reimbursements
attributable to the limits on nursing facility crossover claims established by this subrule shall be used to
pay costs associated with development and implementation of this subrule before reversion to Medicaid.

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
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.2(7), 249A.3(2)“c,” 249A.4, and

249A.16, chapter 249K, and 2009 Iowa Acts, Senate File 476.
[ARC 8258B, IAB 11/4/09, effective 1/1/10]

441—81.7(249A) Continued review.   The Iowa Foundation for Medical Care shall review Medicaid
recipients’ need of continued care in nursing facilities, pursuant to the standards and subject to the
reconsideration and appeals processes in subrule 81.3(1).

This rule is intended to implement Iowa Code sections 249A.2(6) and 249A.3(2)“a.”
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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.
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.
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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 or hospitalization shall be made
at 42 percent of the nursing facility’s rate. Effective May 1, 2003, Medicaid reimbursement savings
attributable to the limitation of payments to facilities for periods when residents are absent shall be
used to pay costs associated with the design and implementation of that limitation before reversion to
Medicaid.

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.

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 which the facility shall provide:
(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, 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—78.1(2)“f.”
(5) Fees charged by medical professionals for services requested by the facility which do not meet

criteria for direct Medicaid payment.
b. The facility shall arrange for transportation to receive necessary medical services outside the

facility. 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.

c. The Medicaid program will provide direct payment to relieve the facility of payment
responsibility for certain medical equipment and services which meet the Medicare definition of medical
necessity and are provided by vendors enrolled in the Medicaid programs including:

(1) Physician services.
(2) Ambulance services.
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(3) Hospital services.
(4) Hearing aids, braces and prosthetic devices.
(5) Therapy services.
d. Other supplies or services for which direct Medicaid payment may be available include:
(1) Drugs covered pursuant to 441—78.1(2).
(2) Dental services.
(3) Optician and optometrist services.
(4) Repair of medical equipment and appliances which belong to the resident.
(5) Transportation to receive medical services outside the community subject to limitations

specified in rule 441—78.13(249A).
(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 spends over 18 days per year on visits (or longer under
81.10(4)“d”) or spends over 10 days per calendar month on a hospital stay. These supplementation
payments shall not exceed the amount the department would pay to hold the bed under paragraph
81.10(4)“f.”

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.

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.

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 may be submitted electronically on software
provided by the Iowa Medicaid enterprise or in writing on Form 470-0039.

a. When payment is made, the facility will receive a copy of Form 470-0039, Iowa Medicaid
Long-Term Care Claim. The white copy of the form shall be signed and returned to the Iowa Medicaid
enterprise as a claim for the next month. If the claim is submitted electronically, the facility will receive
remittance advice of the claims paid.

b. When there has been a new admission or a discharge, the facility shall submit Form 470-0039
with the changes noted. When a change is necessary to adjust a previously paid claim, the facility shall
submit Form 470-0040, Credit/Adjustment Request. Adjustments to electronically submitted claims
may be made electronically as provided for by the IowaMedicaid enterprise. A request for an adjustment
to a paid claim must be received by the IowaMedicaid 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.”

441—81.12(249A) Closing of facility.   When a facility is planning on closing, the department 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 local office of the department.

This rule is intended to implement Iowa Code sections 249A.2(6) and 249A.3(2)“a.”
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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.

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
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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,
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:
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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.

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.
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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.

(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.
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(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:
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.
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(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.
(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 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.
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(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:

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.
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(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.
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.
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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:
(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.
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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.
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.
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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.

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.
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(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 family or legal representative to the extent practicable, and shall be periodically reviewed and
revised by a team of qualified persons after each assessment.

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.
(1) A nursing facility shall not admit a new resident with mental illness or mental retardation

unless the division of mental health, mental retardation, and developmental disabilities has approved
the admission, based on an independent physical and mental health evaluation. This evaluation shall
be reviewed by the Iowa Foundation for Medical Care prior to admission to determine whether the
individual requires the level of services provided by the facility because of the physical and mental
condition of the individual. If the individual requires nursing facility level of services, the individual
shall receive specialized services for mental illness or mental retardation.

(2) Definition. For purposes of this rule:
1. An individual is considered to have “mental illness” if the individual has a primary or secondary

diagnosis of mental disorder (as defined in the Diagnostic and Statistical Manual of Mental Disorders,
3rd edition) and does not have a primary diagnosis of dementia (including Alzheimer’s disease or a
related disorder).

2. An individual is considered to be “mentally retarded” if the individual is mentally retarded or
a person with a related condition as described in 42 CFR 435.1009.

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
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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:

(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.
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(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:
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
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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.

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.
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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.
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 rehabilitative services.
a. Provision of services. If specialized rehabilitative services such as, but not limited to, physical

therapy, speech-language pathology, occupational therapy, and mental health rehabilitative services for
mental illness and mental retardation, 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. Qualifications. Specialized rehabilitative services shall be provided under the written order of

a physician by qualified personnel.
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.
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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.

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.



IAC 11/4/09 Human Services[441] Ch 81, p.45

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.
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.
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(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.

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.
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“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.

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.
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(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.
(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:
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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.

(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:
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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.

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. Field auditors of the department of inspections and appeals, or representatives 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. Field auditors of the department of inspections and appeals or representatives 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).

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.
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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 training and competency evaluation approved by the department of inspections and appeals
if the nurse aide successfully completed a training and competency evaluation program before July 1,
1989. The aide would have satisfied this requirement if:

a. At least 60 hours were substituted for 75 hours; and
b. The aide has made up at least the difference in the number of hours in the program the

aide completed and 75 hours in supervised practical nurse aide training or in regular in-service nurse
education; or

c. The person was found to be competent (whether or not by the state) after completion of a nurse
aide training of at least 100 hours’ duration; or

d. 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

e. 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.

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.
(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
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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.

(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 pro gram.
The department has designated the department of inspections and appeals to approve required nurse aide
training and testing 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 by the department
of inspections and appeals, it shall, at a minimum:

(1) Consist of no less than 75 clock hours of training.
(2) Include at least the subjects specified in 81.16(3).
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(3) Include at least 15 hours of laboratory experience, 30 hours of classroom instruction (the first
16 hours of which must occur before the nurse aide has resident contact) and 30 hours of supervised
clinical training. Supervised clinical trainingmeans training in a setting inwhich the trainee demonstrates
knowledge while performing tasks on a resident under the general supervision of a registered nurse or
licensed practical nurse.

(4) Ensure that students do not independently perform any services for which they have not been
trained and found proficient by the instructor. It shall also ensure that students who are providing services
to residents are under the general supervision of a licensed nurse or a registered nurse.

(5) Meet the following requirements for 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 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 qualified trainers to students shall not exceed one instructor for every ten students
in the clinical setting.

(6) Contain information regarding competency evaluation through written or oral and skills testing.
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.



Ch 81, p.54 Human Services[441] IAC 11/4/09

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.
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) No 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 be charged for any portion of the program including any fees
for textbooks or other required evaluation or course materials.

(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 not 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 aides for the course, books, and tests.
2. Divide the total arrived at in No. 1 above by 12 to prorate the costs over a one-year period and

establish a monthly rate.
3. The aide shall be reimbursed the monthly rate each month the aide works at the facility until

one year from the time the 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.
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(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.
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.
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(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
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.
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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.
(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.
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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.
(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
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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.

(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. 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:
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(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) Payment for periods when residents are absent for visitation or hospitalization will be made
to out-of-state facilities at 75 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.

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.”

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 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 date of eligibility is given on the Facility Card, Form 470-0371. 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.

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.
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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.
“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.
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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.

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.
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(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:

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.
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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.
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:
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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.

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.
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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
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.



IAC 11/4/09 Human Services[441] Ch 81, p.67

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.
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.
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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.
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
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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).

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.
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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.
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.

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.
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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.
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.
a. 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, such
as:

(1) Payment for the cost of relocating residents to other facilities;
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(2) State costs related to the operation of a facility pending correction of deficiencies or closure;
and

(3) Reimbursement of residents for personal funds or property lost at a facility as a result of actions
by the facility or by individuals used by the facility to provide services to residents.

b. Reserved.

441—81.53(249A)Civil money penalties—settlement of penalties.   The department of inspections and
appeals has the authority to settle cases at any time prior to the evidentiary hearing decision.

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:
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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.
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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]
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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 10/1/901]
[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 12/1/902]
[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 7/15/923]
[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 6/1/934]
[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 2/1/025]
[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]
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[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]

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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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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NATURAL RESOURCE COMMISSION[571]
[Prior to 12/31/86, see Conservation Commission [290], renamed Natural Resource Commission[571]

under the “umbrella” of Department of Natural Resources by 1986 Iowa Acts, chapter 1245]

TITLE I
GENERAL

CHAPTER 1
OPERATION OF NATURAL RESOURCE COMMISSION

1.1(17A,455A) Scope
1.2(17A,455A) Time of meetings
1.3(17A,455A) Place of meetings
1.4(17A,455A) Notification of meetings
1.5(17A,455A) Attendance and participation by the public
1.6(17A,455A) Quorum and voting requirements
1.7(17A,455A) Conduct of meeting
1.8(17A,455A) Minutes, transcripts, and recordings of meetings
1.9(17A,455A) Officers and duties
1.10(17A,455A) Election and succession of officers
1.11(68B) Sales of goods and services

CHAPTER 2
PUBLIC RECORDS AND FAIR INFORMATION PRACTICES

2.1(22) Adoption by reference

CHAPTER 3
SUBMISSION OF INFORMATION AND
COMPLAINTS—INVESTIGATIONS

3.1(17A) Adoption by reference

CHAPTER 4
AGENCY PROCEDURE FOR RULE MAKING

4.1(17A) Adoption by reference

CHAPTER 5
PETITIONS FOR RULE MAKING

5.1(17A) Adoption by reference

CHAPTER 6
DECLARATORY RULINGS

6.1(17A) Adoption by reference

CHAPTER 7
RULES OF PRACTICE IN CONTESTED CASES

7.1(17A) Adoption by reference

CHAPTER 8
CONTRACTS FOR PUBLIC IMPROVEMENTS AND PROFESSIONAL SERVICES

8.1(17A) Adoption by reference

CHAPTER 9
STATE MIGRATORY WATERFOWL, TROUT AND HABITAT

STAMP DESIGN CONTESTS
9.1(483A,484A) Design contests
9.2(483A,484A) Selection of promoter
9.3(483A,484A) Stamp design—related proceeds
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9.4(483A,484A) Design
9.5(483A,484A) Commissioned design
9.6(483A,484A) Financial records
9.7(483A,484A) Title to property

CHAPTER 10
FORFEITED PROPERTY

10.1(809) Purpose
10.2(809) Definitions
10.3(809) Jurisdiction
10.4(809) Supervisor approval
10.5(809) Disposition of general property
10.6(809) Disposition of weapons
10.7(809) Property destroyed
10.8(809) Disposition of furs

CHAPTER 11
WAIVERS OR VARIANCES FROM ADMINISTRATIVE RULES

11.1(17A) Adoption by reference
11.2(17A) Report to commission

CHAPTER 12
CONSERVATION EDUCATION

12.1(455A) Purpose
12.2(455A) Conservation education program policy
12.3(455A) Conservation education program board
12.4(455A) Definitions
12.5(455A) Eligibility for funds
12.6(455A) Grant applications, general procedures
12.7(455A) Conflict of interest
12.8(455A) Criteria
12.9(455A) Grantee responsibilities
12.10(455A) Board review and approval
12.11(455A) Waivers of retroactivity
12.12(455A) Penalties
12.13(455A) Remedy
12.14(455A) Termination for convenience
12.15(455A) Termination for cause
12.16(455A) Responsibility of grantee at termination
12.17(455A) Appeals

CHAPTER 13
PERMITS AND EASEMENTS FOR CONSTRUCTION AND RELATED ACTIVITIES

ON PUBLIC LANDS AND WATERS
13.1(455A,461A,462A) Purpose
13.2(455A,461A,462A) Affected public lands and waters
13.3(455A,461A) Definitions

DIVISION I
PERMITS

13.4(455A,461A) Permits required
13.5(455A,461A) Interest in real estate
13.6(455A,461A,462A) Evaluation
13.7(455A,461A,462A) Review standards
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13.8(455A,461A) Leases or easements as a condition of permits
13.9(455A,461A,462A) Permit application
13.10(455A,461A) Additional information or analysis required for permit review
13.11(455A,461A) Permit issued or denied
13.12(455A,461A) Authorized agent
13.13(455A,461A) Inspection
13.14(455A,461A) Additional information or analysis required during term of the permit
13.15(455A,461A) Violations; types of enforcement actions; citation and notice of violation
13.16(455A,461A) Removal orders
13.17(455A,461A) Civil penalties
13.18(455A,461A) Report of completion
13.19(455A,461A) Final inspection
13.20(455A,461A) Permit extensions
13.21(455A,461A) Project modifications
13.22(455A,461A) Transferability
13.23 to 13.50 Reserved

DIVISION II
LEASES AND EASEMENTS

13.51(455A,461A) Leases
13.52(455A,461A) Easements
13.53(455A,461A) Appeals

TITLE II
LICENSES, PERMITS AND
CONCESSION CONTRACTS

CHAPTER 14
CONCESSIONS

14.1(461A) Definitions
14.2(461A) Advertising or notice procedure
14.3(461A) Bidding process
14.4(461A) Selection of a concessionaire
14.5(461A) Concession contract—general
14.6(461A) Dispute resolution
14.7(461A) Suspension or termination for cause
14.8(461A) Severability

CHAPTER 15
GENERAL LICENSE REGULATIONS

15.1(483A) Scope

DIVISION I
LICENSE SALES, REFUNDS AND ADMINISTRATION

15.2(483A) Definitions
15.3(483A) Form of licenses
15.4(483A) Administration fee
15.5(483A) Electronic license sales
15.6(483A) Paper license sales
15.7(483A) Lost or destroyed license blanks
15.8(483A) Refund or change requests for special deer and turkey hunting licenses and general

licenses
15.9 to 15.15 Reserved
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DIVISION II
MULTIPLE OFFENDER AND WILDLIFE VIOLATOR COMPACT

15.16(481A,481B,482,483A,484A,484B) Multiple offenders—revocation and suspension of hunting,
fishing, and trapping privileges from those persons who are determined to
be multiple offenders

15.17(456A) Wildlife violator compact
15.18 to 15.20 Reserved

DIVISION III
SPECIAL LICENSES

15.21(483A) Fishing license exemption for patients of substance abuse facilities
15.22(481A) Authorization to use a crossbow for deer and turkey hunting during the bow season

by handicapped individuals
15.23(483A) Free hunting and fishing license for low-income persons 65 years of age and older

or low-income persons who are permanently disabled
15.24(483A) Free lifetime fishing license for persons who have severe physical or mental

disabilities
15.25(483A) Transportation tags for military personnel on leave from active duty
15.26 to 15.40 Reserved

DIVISION IV
EDUCATION AND CERTIFICATION PROGRAMS

15.41(483A) Hunter safety and ethics education program
15.42(483A) Testing procedures
15.43(321G,462A,483A) Volunteer bow and fur harvester education instructors, snowmobile and

all-terrain vehicle (ATV) safety instructors, boating safety instructors and
hunter education instructors

CHAPTER 16
DOCKS AND OTHER STRUCTURES ON PUBLIC WATERS

16.1(461A,462A) Definitions

DIVISION I
PRIVATE, COMMERCIAL AND PUBLIC DOCKS

16.2(461A,462A) Scope of division and classes of permits
16.3(461A,462A) Standard requirements for all docks
16.4(461A,462A) Class I permits for standard private docks
16.5(461A,462A) Class I permits for docks permitted by Corps of Engineers
16.6(461A,462A) Class II permits for docks authorized by cities and counties that own or otherwise

control shoreline property
16.7(461A,462A) Class III permits for nonstandard private docks
16.8(461A,462A) Class IV permits for commercial docks
16.9(461A,462A) Exceptions for renewal of Class III and Class IV permits for existing docks
16.10(461A,462A) Exceptions to Class III and Class IV permits for new structures
16.11 Reserved
16.12(461A,462A) Initial decision and right of appeal
16.13(461A,462A) Application forms and administrative fees
16.14 to 16.16 Reserved
16.17(461A,462A) Duration and transferability of permits; refund of application fees; suspension,

modification, or revocation of permits; complaint investigation; property line
location

16.18(461A,462A) Exemptions from winter removal requirement
16.19(461A,462A) General conditions of all dock permits
16.20(461A,462A) Permit criteria for rafts, platforms, or other structures
16.21 to 16.24 Reserved
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DIVISION II
DOCK MANAGEMENT AREAS

16.25(461A) Designation or modification of dock management areas
16.26(461A) Procedures and policies for dock site permits and hoist or slip assignments in

dock management areas
16.27(461A) Standard requirements for dock management area docks
16.28(461A) Dock management area permit restrictions and conditions
16.29(461A) Fees for docks in dock management areas
16.30(461A) Suspension, modification or revocation of dock management area permits
16.31(461A) Persons affected by DMA permit—hearing request

CHAPTER 17
BARGE FLEETING REGULATIONS

17.1(461A) Purpose
17.2(461A) Policy
17.3(461A) Applicability
17.4(461A) Definitions
17.5(461A) Barge fleeting leases
17.6(461A) Restricted areas
17.7(461A) Prohibited areas
17.8(461A) Riparian rights
17.9(461A) Standards
17.10(461A) Application
17.11(461A) Application review and approval
17.12(461A) Lease fee
17.13(461A) Renewals
17.14(461A) Disputes concerning leases
17.15(461A) Lease revocation
17.16(461A) Nonuse

CHAPTER 18
RENTAL FEE SCHEDULE FOR STATE-OWNED PROPERTY,

RIVERBED, LAKEBED, AND WATERFRONT LANDS
18.1(461A) General
18.2(461A) Table 1—Areas designated for industrial or commercial use by the natural resource

commission
18.3(461A) Table 2—Areas designated for noncommercial use or use by nonprofit

organizations
18.4(461A) Other fees

CHAPTER 19
SAND AND GRAVEL PERMITS

19.1(461A) Purpose
19.2(461A) Definitions
19.3(461A) Permit applications
19.4(461A) Permit conditions and operating procedures

CHAPTER 20
MANUFACTURER’S CERTIFICATE OF ORIGIN

20.1(462A) Definitions
20.2(462A) Applicability
20.3(462A) Certificate of origin—content
20.4(462A) Procedure—manufacturer
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20.5(462A) Procedure—dealer
20.6(462A) Procedure—purchaser
20.7(462A) Procedure—county recorder
20.8(462A) Vessel titling

TITLE III
ASSISTANCE PROGRAMS

CHAPTER 21
AGRICULTURAL LEASE PROGRAM

21.1(456A) Purpose
21.2(456A) Definitions
21.3(456A) Agricultural lease policy
21.4(456A) Lease procedures

CHAPTER 22
WILDLIFE HABITAT ON PRIVATE LANDS PROMOTION PROGRAM

22.1(456A,483A) Purpose
22.2(456A,483A) Authority
22.3(456A,483A) Project scope
22.4(456A,483A) Availability of funds
22.5(483A) Winter habitat areas
22.6(456A,483A) Shelterbelts
22.7(456A,483A) Pheasant and quail restoration practices
22.8(456A,483A) Cost reimbursement
22.9(456A,483A) Wildlife habitat enhancement on public and private lands

CHAPTER 23
WILDLIFE HABITAT PROMOTION WITH LOCAL ENTITIES PROGRAM

23.1(483A) Purpose and definitions
23.2(483A) Availability of funds
23.3(483A) Eligibility
23.4(483A) Project limitations
23.5(483A) Eligibility for cost-sharing assistance
23.6(483A) Application for assistance
23.7(483A) Project review and selection
23.8(483A) Commission review
23.9(483A) Grant amendments
23.10(483A) Timely commencement of projects
23.11(483A) Project period
23.12(483A) Payments
23.13(483A) Record keeping and retention
23.14(483A) Penalties

CHAPTER 24
BLUFFLANDS PROTECTION PROGRAM AND REVOLVING LOAN FUND

24.1(161A) Purpose
24.2(161A) Allocation of funds
24.3(161A) Definitions
24.4(161A) Types of acquisitions
24.5(161A) Application for loans
24.6(161A) Approval of loan applications
24.7(161A) Interest and other terms of loan agreements
24.8(161A) Eligible expenditures with loan funds
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24.9(161A) Custody and management of land during loan term
24.10(161A) Loans not to exceed appraised value

CHAPTER 25
CERTIFICATION OF LAND AS NATIVE PRAIRIE OR WILDLIFE HABITAT

25.1(427) Purpose
25.2(427) Definitions
25.3(427) Restrictions
25.4(427) Maintenance
25.5(427) Certification
25.6(427) Application for exemption
25.7(427) Decertification

CHAPTER 26
RELOCATION ASSISTANCE

26.1(316) Definitions
26.2(316) Actual reasonable moving costs and related expenses
26.3(316) Replacement housing payments for homeowners
26.4(316) Replacement housing payments for tenants and certain others
26.5(316) Notice of relocation assistance advisory service
26.6(316) Preconstruction project certificate
26.7(316) Record of payment determinations and claims for benefits paid
26.8(316) Last resort housing

CHAPTER 27
LANDS AND WATERS CONSERVATION FUND PROGRAM

27.1(456A) Purpose
27.2(456A) Apportionment distribution
27.3(456A) Eligibility requirements
27.4(456A) Assistance ceiling
27.5(456A) Grant application submission
27.6(456A) Project review and selection
27.7(456A) Public participation
27.8(456A) Commission review
27.9(456A) Federal review
27.10(456A) Grant amendments
27.11(456A) Timely commencement of projects
27.12(456A) Project period
27.13(456A) Reimbursements
27.14(456A) Ineligible items
27.15(456A) Record keeping and retention

CHAPTER 28
SNOWMOBILE AND ALL-TERRAIN VEHICLE REGISTRATION

REVENUE COST-SHARE PROGRAM
28.1(321G) Definitions
28.2(321G) Purpose and intent
28.3(321G) Distribution of funds
28.4(321G) Application procedures
28.5(321G) Review and selection committees
28.6(321G) Director’s review of approved projects
28.7(321G) Project selection criteria
28.8(321G) Eligibility of projects
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28.9(321G) Use of funded items
28.10(321G) Disposal of equipment, facilities or property
28.11(321G) Record keeping
28.12(321G) Sponsors bonded
28.13(321G) Items eligible for funding specific to the all-terrain vehicle program
28.14(321G) Items eligible for funding specific to the snowmobile program
28.15(321G) Competitive bids
28.16(321G) Prepayment for certain anticipated costs
28.17(321G) Expense documentation, balance payment or reimbursement
28.18(321G) Use of funds

CHAPTER 29
LOCAL RECREATION INFRASTRUCTURE GRANTS PROGRAM

29.1(8,77GA,ch1219) Purpose
29.2(8,77GA,ch1219) Definitions
29.3(8,77GA,ch1219) Eligibility requirements
29.4(8,77GA,ch1219) Assistance ceiling and cost share
29.5(8,77GA,ch1219) Minimum grant amount
29.6(8,77GA,ch1219) Grant application submission
29.7(8,77GA,ch1219) Project review and selection
29.8(8,77GA,ch1219) Rating system not used
29.9(8,77GA,ch1219) Applications not approved for funding
29.10(8,77GA,ch1219) Commission review
29.11(8,77GA,ch1219) Grant amendments
29.12(8,77GA,ch1219) Timely commencement of projects
29.13(8,77GA,ch1219) Payments
29.14(8,77GA,ch1219) Record keeping and retention
29.15(8,77GA,ch1219) Eligible projects
29.16(8,77GA,ch1219) Project life and recovery of funds
29.17(8,77GA,ch1219) Unlawful use of funds
29.18(8,77GA,ch1219) Remedy
29.19(8,77GA,ch1219) Ineligibility

CHAPTER 30
WATERS COST-SHARE AND GRANT PROGRAMS

DIVISION I
WATER RECREATION ACCESS COST-SHARE PROGRAM

30.1(452A) Title and purpose
30.2(452A) Availability of funds
30.3(452A) Eligibility of development projects
30.4(452A) Eligibility of acquisition projects
30.5(452A) Projects not eligible
30.6(452A) Waiver of retroactivity
30.7(452A) Establishing project priorities
30.8(452A) Application procedures
30.9(452A) Cost-sharing rates
30.10(452A) Joint sponsorship
30.11(452A) Control of project site
30.12(452A) Project agreements
30.13(452A) Reimbursement procedures
30.14(77GA,SF2381) Implementation of pilot program for state and local cooperative lake

rehabilitation
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30.15 to 30.50 Reserved

DIVISION II
WATER TRAILS DEVELOPMENT PROGRAM AND LOW-HEAD DAM PUBLIC HAZARD PROGRAM

30.51(455A,461A,462A) Definitions
30.52(455A,461A,462A) Purpose and intent
30.53(455A,461A,462A) Program descriptions
30.54(455A,461A,462A) Announcement of funding opportunity
30.55(455A,461A,462A) Grant requirements
30.56(455A,461A,462A) Application procedures
30.57(455A,461A,462A) Proposal evaluation
30.58(455A,461A,462A) Sponsor eligibility
30.59(455A,461A,462A) Project eligibility
30.60(455A,461A,462A) Cost-share requirements
30.61(455A,461A,462A) Evaluation criteria
30.62(455A,461A,462A) Disbursement of awards
30.63(455A,461A,462A) Water trails advisory committee

CHAPTER 31
PUBLICLY OWNED LAKES PROGRAM

31.1(456A) Purpose
31.2(456A) Definitions
31.3(456A) Priority of watersheds
31.4(456A) Application
31.5(456A) Application review
31.6(456A) Commission approvals

CHAPTER 32
PRIVATE OPEN SPACE LANDS

32.1(9H) Applicability
32.2(9H) Definition

CHAPTER 33
RESOURCE ENHANCEMENT AND PROTECTION PROGRAM:

COUNTY, CITY AND PRIVATE OPEN SPACES GRANT PROGRAMS

Part 1
GENERAL PROVISIONS

33.1(455A) Purpose
33.2(455A) Resource enhancement policy
33.3(455A) Definitions
33.4(455A) Restrictions
33.5(455A) Grant applications, general procedures
33.6(455A) Appraisals
33.7(455A) Groundwater hazard statements
33.8(455A) Rating systems not used
33.9(455A) Applications not selected for grants
33.10(455A) Similar development projects
33.11(455A) Commission review and approval
33.12(455A) Timely commencement and completion of projects
33.13(455A) Waivers of retroactivity
33.14(455A) Project amendments
33.15(455A) Payments
33.16(455A) Record keeping and retention
33.17(455A) Penalties
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33.18 Reserved
33.19(455A) Property tax reimbursement
33.20(455A) Public hearing
33.21(455A) Conflict of interest
33.22(455A) Public communications
33.23 to 33.29 Reserved

Part 2
COUNTY GRANTS

33.30(455A) County conservation account
33.31 to 33.39 Reserved

Part 3
CITY GRANTS

33.40(455A) Competitive grants to cities
33.41 to 33.49 Reserved

Part 4
PRIVATE GRANTS

33.50(455A) Private cost-sharing program

CHAPTER 34
COMMUNITY FORESTRY
GRANT PROGRAM (CFGP)

34.1(461A) Purpose
34.2(461A) Definitions
34.3(461A) Availability of funds
34.4(461A) Eligibility of forestry development projects
34.5(461A) Eligibility of community tree planting projects
34.6(461A) Projects not eligible
34.7(461A) Eligible applicants
34.8(461A) Establishing project priorities
34.9(461A) Application procedures
34.10(461A) Requirements for funding
34.11(461A) Project agreements
34.12(461A) Reimbursement procedures

CHAPTER 35
FISH HABITAT PROMOTION FOR COUNTY CONSERVATION BOARDS

35.1(483A) Purpose and definitions
35.2(483A) Availability of funds
35.3(483A) Program eligibility
35.4(483A) Eligibility for cost-sharing assistance
35.5(483A) Application for assistance
35.6(483A) Project review and selection
35.7(483A) Commission review
35.8(483A) Grant amendments
35.9(483A) Timely commencement of projects
35.10(483A) Project period
35.11(483A) Payments
35.12(483A) Record keeping and retention
35.13(483A) Penalties
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TITLE IV
RECREATIONAL VESSEL AND VEHICLE

REGISTRATION AND SAFETY

CHAPTER 36
GREEN VALLEY LAKE SPECIAL WATER ACTIVITY RULES

36.1(462A) General
36.2(462A) Inboard boats
36.3(462A) Racing craft
36.4(462A) Wake
36.5(462A) Speed
36.6(462A) Hours
36.7(462A) Ski zone
36.8(462A) Traffic pattern
36.9(462A) Designated activities in ski zone
36.10(462A) Designated areas
36.11(462A) Traffic
36.12(462A) Lifesaving device
36.13(462A) Speed
36.14(462A) Distance from shore
36.15(462A) Horsepower limitation

CHAPTER 37
BOATING SAFETY EQUIPMENT

37.1(462A) Fire extinguishers
37.2(462A) Flame arrester required
37.3 to 37.5 Reserved
37.6(462A) Lights on vessels
37.7(462A) Lighting requirements for sailing vessels
37.8(462A) Sailing vessels with auxiliary power
37.9 to 37.12 Reserved
37.13(462A) Buoyant safety equipment

CHAPTER 38
BOAT REGISTRATION AND NUMBERING

38.1(462A) Emblem placed
38.2 to 38.5 Reserved
38.6(462A) Procedure for application for boat registration number—content
38.7 to 38.9 Reserved
38.10(462A) Information on certificate
38.11(462A) Registration applied for card
38.12(462A) Vessels in storage
38.13 and 38.14 Reserved
38.15(462A) Numbering pattern to be used
38.16 to 38.18 Reserved
38.19(462A) Display of number on vessel, as to size, block type and contrasting color
38.20(462A) Special certificates for boat dealers or manufacturers
38.21(462A) Boat dealer’s annual report of vessels with expired registrations
38.22 to 38.24 Reserved
38.25(462A) Number designating passenger capacity
38.26(462A) Monthly reports by county recorders
38.27 to 38.29 Reserved
38.30(462A) Boats for hire



Analysis, p.12 Natural Resource Commission[571] IAC 11/4/09

CHAPTER 39
BOATING PASSENGER CAPACITY

39.1(462A) U.S. Coast Guard capacity rating
39.2(462A) Vessels assigned a capacity rating by the manufacturer
39.3(462A) Vessels not containing capacity rating information
39.4(462A) Incorrect registration

CHAPTER 40
BOATING SPEED AND DISTANCE ZONING

40.1(462A) Restricted areas
40.2(462A) Uniform buoy system
40.3(462A) Commission approval
40.4(462A) Right for aggrieved party to appeal
40.5(462A) Rathbun Lake, Appanoose County—zoned areas
40.6(462A) Red Rock Lake, Marion County—zoned areas
40.7(462A) Coralville Lake, Johnson County—zoned areas
40.8(462A) Saylorville Lake, Polk County—zoned areas
40.9(462A) Lake Odessa in Louisa County
40.10(462A) Mississippi River lock and dam safety zone
40.11(462A) Joyce Slough Area
40.12(462A) Swan Slough, Camanche, Iowa
40.13(462A) Massey Slough
40.14(462A) Black Hawk County waters
40.15(462A) Mitchell County waters
40.16(462A) Maquoketa River
40.17(462A) Zoning of off-channel waters of the Wapsipinicon River in Pinicon Ridge Park in

Linn County
40.18(462A) Speed restrictions on Lake Manawa
40.19(462A) Zoning of Little Wall Lake
40.20(462A) Lake Icaria, Adams County—watercraft use
40.21(462A) Zoning of the Des Moines River
40.22(462A) Upper Gar Lake, Dickinson County
40.23(462A) Zoning of the Mississippi River, Guttenberg river mile 616, Clayton County
40.24(462A) Mt. Ayr City Lake (Loch Ayr)
40.25(462A) Iowa River in Iowa City, Johnson County
40.26(462A) Zoning of the Mississippi River, Dubuque, Dubuque County
40.27(462A) Zoning Harpers Slough, Harpers Ferry, Allamakee County
40.28(462A) Black Hawk Lake, Sac County—zoned areas
40.29(462A) Speed and other restrictions on Brown’s Lake, Woodbury County
40.30(462A) Speed and other restrictions on Snyder Bend Lake, Woodbury County
40.31(462A) Speed restrictions on East Okoboji and West Okoboji Lakes in Dickinson County
40.32(462A) Spirit Lake, Dickinson County—zoned areas
40.33(462A) Speed restrictions on the Mississippi River, Jackson County, at Spruce Creek

County Park
40.34(462A) Speed restrictions on the Mississippi River, Jackson County, at the city of Sabula
40.35(462A) Speed restrictions on the Greene Impoundment of the Shell Rock River
40.36(462A) Zoning of the Iowa River, Iowa Falls, Hardin County
40.37(462A) Zoning of Crystal Lake
40.38(462A) Five Island Lake, Palo Alto County
40.39(462A) Lost Island Lake, Palo Alto and Clay Counties
40.40(462A) Ingham Lake, Emmet County
40.41(462A) Storm Lake, Buena Vista County
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40.42(462A) Raccoon River Regional Park Lake, Polk County
40.43(462A) Zoning of the Mississippi River, Bellevue, Jackson County
40.44(462A) Three Mile Lake, Union County—watercraft use
40.45(462A) Zoning of the Cedar River
40.46(462A) Zoning of Carter Lake, Pottawattamie County
40.47(462A) Zoning of the Mississippi River, McGregor, Clayton County
40.48(462A) Zoning of the Mississippi River, Marquette, Clayton County
40.49(462A) Zoning of Green Island, Jackson County
40.50(462A) Mooring of vessels on riparian property of the state of Iowa
40.51(462A) Little River Lake, Decatur County
40.52(462A) Zoning of the Mississippi River, Johnson Slough, Clayton County
40.53(462A) Zoning of the Mississippi River, Mud Lake, Dubuque County
40.54(462A) Nighttime speed limit, Dickinson County
40.55(462A) Zoning of Clear Lake, Cerro Gordo County
40.56(462A) Zoning of Mississippi River, Des Moines County, city of Burlington
40.57(462A) Zoning of Catfish Creek, Mines of Spain State Recreation Area, Dubuque County
40.58(462A) Zoning of Lake Cornelia, Wright County

CHAPTER 41
BOATING NAVIGATION AIDS

41.1(462A) Definitions
41.2(462A) Waterway markers
41.3(462A) Authority to place markers
41.4(462A) Maintenance of waterway markers
41.5 and 41.6 Reserved
41.7(462A) Display of waterway markers
41.8(462A) Specifications for waterway markers
41.9(462A) Waterway marking devices
41.10(462A) The diver’s flag

CHAPTER 42
BOATING ACCIDENT REPORTS

42.1(462A) Accident report
42.2(462A) Procedure
42.3(462A) Contents

CHAPTER 43
MOTORBOAT NOISE

43.1(462A) Definitions
43.2(462A) Sound level limitation
43.3(462A) Serviceability

CHAPTER 44
BOATING, SPECIAL EVENTS

44.1(462A) Registration exemption
44.2(462A) Sponsoring organizations

CHAPTER 45
BOAT MOTOR REGULATIONS

45.1(462A) Horsepower rating
45.2(462A) Alteration of horsepower rating
45.3(462A) Propulsion mechanism not in use
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45.4(462A) Horsepower limitations on artificial lakes
45.5(462A) Artificial marshes

CHAPTER 46
ALL-TERRAIN VEHICLE AND SNOWMOBILE BONDING

46.1(321G) Bond required before issuance of title or registration

CHAPTER 47
VESSEL BONDING

47.1(462A) Bond required before issuance of title or registration

CHAPTER 48
INSPECTION OF PERMANENTLY MOORED VESSELS

48.1(462A) Purpose
48.2(462A) Definitions
48.3(462A) Inspection requirements
48.4(462A) Inspectors
48.5(462A) Statewide inspection contract
48.6(462A) Submission
48.7(462A) Notification to the commission

CHAPTER 49
OPERATION OF MOTOR VEHICLES IN MEANDERED

STREAMS, NAVIGABLE STREAMS AND TROUT STREAMS
49.1(462A) Purpose and intent
49.2(462A) Definitions
49.3(462A) Stream identification process
49.4(462A) Motor vehicle prohibition in meandered streams, trout streams and navigable

streams
49.5(462A) Motor vehicle prohibition in meandered streams

CHAPTER 50
ALL-TERRAIN VEHICLE AND SNOWMOBILE

ACCIDENT REPORTS, TITLING, REGISTRATION AND NUMBERING
50.1(321G) Accident report
50.2(321G) Registration and titling—required forms
50.3(321G) All-terrain vehicle and snowmobile safety-education classes
50.4 Reserved
50.5(321G) Registration applied for card and proof of purchase
50.6(321G) Placement in storage
50.7(321G) Application for and placement of new or replacement vehicle identification

number (VIN)
50.8(321G) Identification number
50.9(321G) Procedure for placement of registration decal
50.10(321G) Special certificates for dealers or manufacturers
50.11(321G) Dealer’s annual report of expired registrations
50.12(321G) Monthly all-terrain vehicle reports by county recorders
50.13(321G) Monthly snowmobile vehicle reports by county recorders
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TITLE V
MANAGEMENT AREAS AND PRACTICES

CHAPTER 51
GAME MANAGEMENT AREAS

51.1(481A) Definitions
51.2(481A) Jurisdiction
51.3(481A) Use of firearms
51.4(481A) Use of horses on game management areas
51.5(481A) Dogs prohibited—exception
51.6(481A) Use of blinds and decoys on game management areas
51.7(481A) Trapping on game management areas
51.8(481A) Motor vehicle restrictions
51.9(481A) Employees exempt
51.10(481A) Use of nontoxic shot on wildlife areas
51.11(481A) Rock climbing and rappelling
51.12(481A) Camping restrictions

CHAPTER 52
WILDLIFE REFUGES

52.1(481A) Established

CHAPTER 53
CONTROLLED HUNTING AREAS

53.1(481A) Definitions
53.2 Reserved
53.3(481A) Waterfowl hunting on Lake Odessa

CHAPTER 54
RESTRICTION ON REMOVAL OF PLANT LIFE

54.1(461A) Mushrooms and asparagus
54.2(461A) Fruit
54.3(461A) American ginseng
54.4(461A) Trees

CHAPTER 55
NONPERMANENT STRUCTURES

55.1(461A) Ice fishing shelters

CHAPTERS 56 to 60
Reserved

TITLE VI
PARKS AND RECREATION AREAS

CHAPTER 61
STATE PARKS AND RECREATION AREAS

61.1(461A) Applicability
61.2(461A) Definitions
61.3(461A) Establishment of centralized reservation system operating procedures and policies
61.4(461A) Camping
61.5(461A) Rental facilities
61.6(461A) Vessel storage fees
61.7(461A) Restrictions—area and use
61.8(461A) Certain conditions of public use applicable to specific parks and recreation areas
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61.9(461A) Mines of Spain hunting, trapping and firearms use
61.10(461A) After-hours fishing—exception to closing time
61.11(461A) Designated areas for after-hours fishing
61.12(461A) Vessels prohibited
61.13(461A) Severability
61.14(461A) Restore the outdoors program
61.15(461A,463C) Honey Creek Resort State Park

CHAPTER 62
STATE FOREST CAMPING

62.1(461A) Applicability
62.2(461A) Definitions
62.3(461A) Camping areas established and marked
62.4(461A) Campground reservations
62.5(461A) Camping fees and registration
62.6(461A) Camping restrictions
62.7(461A) Camping time limit
62.8(461A) Camping refused
62.9(461A) Firearms use prohibited
62.10(461A) Hours
62.11(461A) Horses and pets
62.12(461A) Noise

CHAPTER 63
KEG BEER RULES

63.1(111,123) Purpose
63.2(111,123) Applicability
63.3(111,123) Definitions
63.4(111,123) Prohibited areas
63.5(111,123) Procedure
63.6(461A,123) Deposit disposition
63.7(111,123) Responsibility agreement

CHAPTER 64
METAL DETECTORS USE IN STATE AREAS

64.1(461A) Definitions
64.2(461A) Use areas
64.3(461A) Archaeological/scientific studies
64.4(461A) Found items
64.5(461A) Lost item search by owner
64.6(461A) Tools used
64.7(461A) Digging limitations and restoration
64.8(461A) Disposal of litter

CHAPTER 65
FIREWORKS DISPLAYS—

STATE PARKS AND RECREATION AREAS
65.1(461A) Entities eligible for permits
65.2(461A) Application procedure
65.3(461A) Fireworks display procedures
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CHAPTER 66
SAYLORVILLE MULTIUSE TRAIL

66.1(461A,481A) Applicability
66.2(456A,481A) Wildlife refuge
66.3(481A) Hunting and trapping restrictions
66.4(461A) Area use restrictions

CHAPTER 67
DEVELOPMENT AND MANAGEMENT OF RECREATION TRAILS

ON STATE FORESTS, PARKS, PRESERVES AND RECREATION AREAS
67.1(456A,461A) Applicability
67.2(456A,461A) Definitions
67.3(456A,461A) Purpose
67.4(456A,461A) Establishment of trails
67.5(456A,461A) Designation of recreation trails
67.6(456A,461A) Guidelines for trail location
67.7(456A,461A) Control of trail use
67.8(456A,461A) Use of designated trails

CHAPTERS 68 to 70
Reserved

TITLE VII
FORESTRY

CHAPTER 71
NURSERY STOCK SALE TO THE PUBLIC

71.1(456A,461A) Purpose
71.2(456A,461A) Procedures
71.3(456A,461A) Nursery stock prices

CHAPTER 72
TIMBER BUYERS

72.1(456A) Definitions
72.2(456A) Applicability of rules
72.3(456A) Forms

CHAPTER 73
FOREST AND FRUIT-TREE RESERVATIONS

73.1(427C,456A) Criteria for establishing and maintaining forest and fruit-tree reservations
73.2(427C,456A) County assessor’s annual report on forest and fruit-tree reservations to the

department of natural resources

CHAPTER 74
FOREST LAND ENHANCEMENT PROGRAM (FLEP)

74.1(461A) Purpose
74.2(461A) Definitions
74.3(461A) Project scope
74.4(461A) Availability of funds
74.5(461A) Forest land enhancement program areas
74.6(461A) Cost reimbursement

CHAPTER 75
Reserved
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TITLE VIII
SEASONS, LIMITS, METHODS OF TAKE

CHAPTER 76
UNPROTECTED NONGAME

76.1(481A) Species

CHAPTER 77
ENDANGERED AND THREATENED PLANT AND ANIMAL SPECIES

77.1(481B) Definitions
77.2(481B) Endangered, threatened, and special concern animals
77.3(481B) Endangered, threatened, and special concern plants
77.4(481B) Exemptions

CHAPTER 78
GINSENG HARVESTING AND SALE

78.1(456A) Purpose
78.2(456A) Scope
78.3(456A) Definitions
78.4(456A) Season for legal harvest
78.5(456A) General prohibitions
78.6(456A) Ginseng permits
78.7(456A) Dealers—record keeping
78.8(456A) Dealer locations
78.9(456A) Certificates of origin
78.10(456A) Inspection
78.11(456A) Restrictions and prohibitions for harvesting wild ginseng
78.12(456A) Additional restrictions and prohibitions for wild ginseng
78.13(456A) Compliance with laws
78.14(456A) Violations of this chapter
78.15(456A) Possession
78.16(456A) Valuation
78.17(456A) Revocation of permits
78.18(456A) Reciprocity

CHAPTER 79
FISH STOCKING PROCEDURES AND FEES FOR PRIVATE WATERS

79.1(481A) Purpose
79.2(481A) Application procedures
79.3(481A) Fish stocks
79.4(481A) Fees

CHAPTER 80
SALVAGE OF FISH AND GAME

80.1(481A) Salvage
80.2(481A) Game killed by motor vehicle
80.3(481A) Confiscated fish or game

CHAPTER 81
FISHING REGULATIONS

81.1(481A) Seasons, territories, daily bag limits, possession limits, and length limits
81.2(481A) Exceptions to seasons and limits, set in 81.1(481A)
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CHAPTER 82
COMMERCIAL FISHING

INLAND WATERS
82.1(482) Contract policy

MISSISSIPPI AND MISSOURI RIVERS
82.2(482) Commercial taking

CHAPTER 83
SCUBA AND SKIN SPEARING OF ROUGH FISH

83.1(481A) When permitted
83.2(481A) Prohibited areas
83.3(481A) Permitted equipment
83.4(481A) Prohibited equipment
83.5(481A) Diver’s flag
83.6(481A) Employees exempt

CHAPTER 84
PROMISCUOUS FISHING

84.1(481A) General

CHAPTER 85
TROTLINES

85.1(481A) Trotlines

CHAPTER 86
TURTLES

86.1(481A,482) Taking

CHAPTER 87
MUSSEL REGULATIONS

87.1(481A) Seasons, areas, methods, species, limits

CHAPTER 88
FISHING TOURNAMENTS

88.1(462A,481A) Definition
88.2(462A,481A) Permit required
88.3(462A,481A) Application procedures
88.4(462A,481A) Permit conditions

CHAPTER 89
AQUACULTURE

89.1(481A) Approved aquaculture species
89.2(481A) Importation permit
89.3(481A) Disease-free certification

CHAPTER 90
AQUATIC INVASIVE SPECIES

90.1(456A) Definitions
90.2(456A) Aquatic invasive species
90.3(456A) Restrictions
90.4(456A) Infested waters
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CHAPTER 91
WATERFOWL AND COOT HUNTING SEASONS

91.1(481A) Duck hunting
91.2(481A) Coots (split season)
91.3(481A) Goose hunting
91.4(481A) Closed areas
91.5(481A) Canada goose hunting within closed areas
91.6(481A) Youth waterfowl hunt

CHAPTER 92
MIGRATORY GAME BIRDS

92.1(481A) General
92.2(481A) Duck stamp
92.3(481A) Hunting methods
92.4(481A) Restrictions applicable to possession, tagging, and record-keeping requirements
92.5(481A) Transportation within the state or between states
92.6(481A) Wounded, live migratory game birds
92.7(481A) Harvest information program (HIP)

CHAPTER 93
COMMERCIAL USE OF CAPTIVE-REARED WATERFOWL

93.1(481A) General
93.2(481A) Required markings
93.3(481A) Definitions
93.4(484B) Marked for shooting
93.5(481A) Commercial sale of captive-reared waterfowl by a taxidermist

CHAPTER 94
NONRESIDENT DEER HUNTING

94.1(483A) Licenses
94.2(483A) Season dates
94.3(483A) Shooting hours
94.4(481A) Limits
94.5(483A) Zones open to hunting
94.6(483A) License quotas
94.7(483A) Method of take
94.8(483A) Application procedure
94.9(483A) Transportation tag
94.10(481A) Deer hunting season for severely disabled persons
94.11(481A) Harvest reporting
94.12(481A) January antlerless season

CHAPTER 95
GAME HARVEST REPORTING AND LANDOWNER-TENANT REGISTRATION

95.1(481A) Harvest reporting system
95.2(481A) Verifying eligibility for free landowner or tenant licenses

CHAPTER 96
PHEASANT, QUAIL AND GRAY (HUNGARIAN)

PARTRIDGE HUNTING SEASONS
96.1(481A) Pheasant season
96.2(481A) Gray (Hungarian) partridge season
96.3(481A) Quail season
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CHAPTER 97
COMMON SNIPE, VIRGINIA RAIL AND SORA, WOODCOCK

AND RUFFED GROUSE HUNTING SEASONS
97.1(481A) Common snipe season
97.2(481A) Virginia rail and sora season
97.3(481A) Woodcock season
97.4(481A) Ruffed grouse season

CHAPTER 98
WILD TURKEY SPRING HUNTING

RESIDENT WILD TURKEY SPRING HUNTING
98.1(483A) General
98.2(483A) Means and method of take
98.3(483A) Procedures to obtain licenses
98.4(483A) Transportation tag
98.5(483A) Eligibility for free landowner/tenant turkey licenses
98.6(483A) Youth spring wild turkey hunt
98.7(481A) Harvest reporting
98.8 Reserved

NONRESIDENT WILD TURKEY SPRING HUNTING
98.9(483A) General
98.10(483A) Zones open to hunting
98.11(483A) License quotas
98.12(483A) Means and method of take
98.13(483A) Application procedure
98.14(483A) Transportation tag
98.15(481A) Harvest reporting

CHAPTER 99
WILD TURKEY FALL HUNTING

99.1(481A) General
99.2(481A) Licenses
99.3(481A) Seasons
99.4(481A) Zones
99.5(481A) Quotas
99.6(481A) Daily, season, and possession bag limits
99.7(481A) Shooting hours
99.8(481A) Means and method of take
99.9(481A) Procedures to obtain licenses
99.10(481A) Transportation tag
99.11(481A) Eligibility for free landowner/tenant turkey licenses
99.12(481A) Harvest reporting

CHAPTER 100
CROW AND PIGEON REGULATIONS

100.1(481A) Crow season
100.2(481A) Pigeons

CHAPTER 101
FALCONRY REGULATIONS

101.1(481A) Falconry regulations
101.2(481A) Facilities and equipment
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101.3(481A) Taking and possession provision
101.4(481A) Annual reports
101.5(481A) Other provisions
101.6(481A) Compliance

CHAPTER 102
FALCONRY REGULATIONS FOR HUNTING GAME

102.1(481A) General
102.2(481A) Migratory bird regulations
102.3(481A) Small game
102.4(481A) Means and methods of take
102.5(481A) Exclusions

CHAPTER 103
MOBILE RADIO TRANSMITTERS

103.1(481A) Definitions
103.2(481A) Falconry
103.3(481A) Hunting dogs

CHAPTER 104
WILDLIFE IMPORTATION, TRANSPORTATION AND DISEASE MONITORING

104.1(481A) Definitions
104.2(481A) Chronic wasting disease in captive cervids
104.3(481A) Chronic wasting disease in captive cervids—herd monitoring program
104.4(481A) Identification of animals
104.5(481A) Supervision of the CCWDSI program
104.6(481A) Surveillance procedures
104.7(481A) Official cervid CWD tests
104.8(481A) Investigation of CWD affected animals identified through surveillance
104.9(481A) Duration of quarantine
104.10(481A) Herd plan
104.11(481A) Identification and disposal requirements
104.12(481A) Cleaning and disinfecting
104.13(481A) Methods for obtaining certified CWD cervid herd status
104.14(481A) Recertification of CWD cervid herds
104.15(481A) Movement into a certified CWD cervid herd
104.16(481A) Movement into a monitored CWD cervid herd
104.17(481A) Recognition of monitored CWD cervid herds
104.18(481A) Recognition of certified CWD cervid herds
104.19(481A) Intrastate movement requirements
104.20(481A) Import requirements
104.21(481A) Prohibited movement of cervid carcasses
104.22(481A) Inspection

CHAPTER 105
DEER POPULATION MANAGEMENT ZONES

105.1(481A) Purpose
105.2(481A) Definitions
105.3(481A) Special deer management zones
105.4(481A) State parks and recreation areas
105.5(481A) Urban deer management zones
105.6(481A) Iowa Army Ammunition Plant (IAAP) deer management zone
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105.7(481A) County park deer management zones
105.8(481A) Special deer management zones on private land

CHAPTER 106
DEER HUNTING BY RESIDENTS

106.1(481A) Licenses
106.2(481A) Season dates
106.3(481A) Shooting hours
106.4(481A) Limits
106.5(481A) Areas closed to hunting
106.6(481A) Paid deer license quotas and restrictions
106.7(481A) Method of take
106.8(481A) Procedures to obtain licenses
106.9(481A) Transportation tag
106.10(481A) Youth deer and severely disabled hunts
106.11(481A) Deer depredation management
106.12(481A) Eligibility for free landowner/tenant deer licenses
106.13(481A) Harvest reporting

CHAPTER 107
RABBIT AND SQUIRREL HUNTING

107.1(481A) Cottontail rabbit season
107.2(481A) Jackrabbit season
107.3(481A) Squirrel season

CHAPTER 108
MINK, MUSKRAT, RACCOON, BADGER, OPOSSUM, WEASEL,

STRIPED SKUNK, FOX (RED AND GRAY), BEAVER, COYOTE, RIVER OTTER,
BOBCAT, GRAY (TIMBER) WOLF AND SPOTTED SKUNK SEASONS

108.1(481A) Mink, muskrat and weasel
108.2(481A) Raccoon, badger, opossum and striped skunk
108.3(481A) Red and gray fox
108.4(481A) Beaver
108.5(481A) Coyote
108.6(481A) Gray (timber) wolf and spotted skunk
108.7(481A) River otter and bobcat
108.8(481A) Accidental capture of a river otter or bobcat during a closed season
108.9(481A) Trapping restrictions

CHAPTER 109
GROUNDHOG SEASON

109.1(481A) Groundhog

CHAPTER 110
TRAPPING LIMITATIONS

110.1(481A) Public roadside limitations—snares, body-gripping, and conibear type traps
110.2(481A) Snares
110.3(481A) Body-gripping and conibear type traps
110.4(481A) Foothold and leghold traps
110.5(481A) Removal of animals from traps and snares
110.6(481A) Trap tag requirements
110.7(481A) Colony traps
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CHAPTER 111
SCIENTIFIC COLLECTING AND WILDLIFE REHABILITATION

111.1(481A) Definitions
111.2(481A) Scientific collector’s license
111.3(481A) Wildlife salvage permit
111.4(481A) Educational project permit
111.5(481A) Wildlife rehabilitation permit
111.6(481A) Application qualifications
111.7(481A) Evaluation committee
111.8(481A) Disposition of animals
111.9(481A) General conditions for permits

CHAPTER 112
HUNTING PRESERVES

112.1(484B) Definitions
112.2(484B) Hunting preserve operator’s license
112.3(484B) Land leases required
112.4(484B) Boundary signs required
112.5(484B) Fencing required—ungulates
112.6(484B) Records and annual report
112.7(484B) Game bird transportation tags
112.8(484B) Ungulate transportation tags
112.9(484B) Processed game birds
112.10(484B) Processed ungulates
112.11(484B) Health requirements—game birds and ungulates
112.12(484B) General conditions for permits

CHAPTER 113
RESTITUTION FOR POLLUTION CAUSING INJURY TO WILD ANIMALS

113.1(481A) Applicability
113.2(481A) Definitions
113.3(481A) Liability to the state
113.4(481A) Assessment
113.5(481A) Compensation

CHAPTER 114
NUISANCE WILDLIFE CONTROL

114.1(456A) Nuisance wildlife control program
114.2(456A) Definitions
114.3(456A) Nuisance wildlife control operator’s permit
114.4(456A) Application requirements
114.5(456A) Nuisance wildlife control operator’s guidebook
114.6(456A) Nuisance wildlife control operator’s test and interview
114.7(456A) Records and record-keeping requirements
114.8(456A) Annual activity report
114.9(456A) Permit renewal
114.10(456A) Helper
114.11(456A) Capture methods and trap tagging
114.12(456A) Endangered and threatened wildlife species
114.13(456A) Special Canada goose control permits
114.14(456A) Disposition of captured nuisance wildlife
114.15(456A) General conditions for permits
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114.16(456A) Permit refusal
114.17(456A) Penalties

CHAPTER 115
WHITETAIL HUNTING PRESERVES

115.1(81GA,SF206) Definitions
115.2(81GA,SF206) Hunting preserve operator’s registration
115.3(81GA,SF206) Boundary signs required
115.4(81GA,SF206) Fencing required
115.5(81GA,SF206) Records and annual report
115.6(81GA,SF206) Whitetail transportation tags
115.7(81GA,SF206) Processed whitetail
115.8(81GA,SF206) Health requirements—whitetail
115.9(81GA,SF206) Chronic wasting disease testing
115.10(81GA,SF206) Positive chronic wasting disease test results
115.11(81GA,SF206) General conditions for registration

CHAPTER 116
HELP US STOP HUNGER PROGRAM ADMINISTRATION

116.1(483A) Purpose
116.2(483A) Definitions
116.3(483A) Restrictions
116.4(483A) HUSH council
116.5(483A) Duties of the department
116.6(483A) Duties of venison distributor
116.7(483A) Meat processors
116.8(483A) Partnerships with other organizations
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CHAPTER 94
NONRESIDENT DEER HUNTING

571—94.1(483A) Licenses.   Every hunter must have in possession a valid nonresident deer license, a
valid nonresident hunting license, and proof that the hunter has paid the current year’s wildlife habitat
fee when hunting, possessing, or transporting deer. No person, while hunting deer, shall carry or have in
possession any license or transportation tag issued to another person. No one who is issued a deer hunting
license and transportation tag shall allow another person to use or possess that license or transportation
tag while deer hunting or tagging a deer.

94.1(1) Types of licenses.
a. Any-deer licenses. Any-deer licenses shall be valid for taking deer of either sex in the zone and

season designated by the hunter when the application is submitted as described in rule 94.8(483A).
b. Mandatory antlerless-only licenses. Each hunter who is successful in drawing an any-deer

license must also purchase an antlerless-only license for the same zone and season as the any-deer
license. If the hunter is unsuccessful in drawing an any-deer license, neither the any-deer nor
antlerless-only license will be issued.

c. Optional antlerless-only licenses. Ahunter who is not successful in drawing an any-deer license
may purchase an antlerless-only license as described in rule 571—94.8(483A).

d. Antlerless deer defined. Antlerless-only licenses shall be valid for taking deer that have no
forked antler.

94.1(2) Bow season license. Bow and arrow deer licenses shall be valid for deer of either sex or
antlerless deer during the bow season and in the zone designated by the hunter at the time the application
is submitted.

94.1(3) Regular gun season license. Regular gun season licenses will be issued for deer of either
sex or antlerless deer. Regular gun season licenses will be issued by zone and season and will be valid
in the zone and season designated by the hunter when the application is submitted.

94.1(4) Muzzleloader season license. Muzzleloader season licenses will be issued for deer of either
sex or antlerless deer and shall be valid only during the muzzleloader season and in the zone designated
by the hunter when the application is submitted.

94.1(5) Special licenses. The commission shall issue licenses in conformance with Iowa Code
section 483A.24(10) to nonresidents 21 years of age or younger who have a severe physical disability
or who have been diagnosed with a terminal illness. A person applying for this license must provide a
completed form obtained from the department of natural resources. The application shall be certified
by the applicant’s attending physician with an original signature and declare that the applicant has a
severe physical disability or a terminal illness using the criteria listed in 571—Chapter 15. A medical
statement from the applicant’s attending physician that specifies criteria met shall be on 8½″ × 11″
letterhead stationery. The attending physician shall be a currently practicing doctor of medicine, doctor
of osteopathy, physician assistant or nurse practitioner.
[ARC 8252B, IAB 11/4/09, effective 12/9/09]

571—94.2(483A) Season dates.   Deer may be taken only during the following periods.
94.2(1) Bow season. Deer may be taken by bow and arrow only in accordance with the type and

zone of license issued from October 1 through the Friday before the first Saturday in December, and
from the Monday following the third Saturday in December through January 10 of the following year.

94.2(2) Regular gun seasons. Deer may be taken with gun only in accordance with the type, season,
and zone of license issued, from the first Saturday in December and continuing for five consecutive days
or from the second Saturday in December and continuing for nine consecutive days.

94.2(3) Muzzleloader season. Deer may be taken by muzzleloader only in accordance with the type
and zone of license issued from the Monday following the third Saturday in December through January
10 of the following year.
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571—94.3(483A) Shooting hours.   Legal shooting hours shall be from one-half hour before sunrise to
one-half hour after sunset in all seasons.

571—94.4(481A) Limits.
94.4(1) Bow season. The daily bag limit is one deer per license. The possession limit is one deer per

license. A person may shoot and tag a deer only by utilizing the license and tag issued in the person’s
name.

94.4(2) Muzzleloader season. The daily bag limit is one deer per license. The possession limit is
one deer per license. A person may shoot and tag a deer only by utilizing the license and tag issued in
the person’s name.

94.4(3) Regular gun seasons. The bag limit is one deer for each hunter in the party who has a valid
deer transportation tag. The possession limit is one deer per license. “Possession” shall mean that the
deer is in the possession of the person whose license number matches the number of the transportation
tag on the carcass of the deer.

94.4(4) Maximum annual possession limit. The maximum annual possession limit for a nonresident
deer hunter is one deer for each legal license and transportation tag obtained.

571—94.5(483A) Zones open to hunting.   Licenses will be valid only in designated areas as follows:
94.5(1) Zone descriptions. The zones are described as areas bounded as follows:
a. Zone 1. Beginning at a point where U.S. Highway 169 crosses the Minnesota-Iowa state line;

thence along U.S. Highway 169 to state Highway 3; thence along state Highway 3 to U.S. Highway 71;
thence along U.S. Highway 71 to U.S. Highway 20; thence along U.S. Highway 20 to the Nebraska-Iowa
state line; thence along the Nebraska-Iowa, South Dakota-Iowa and Minnesota-Iowa state lines to the
point of beginning.

b. Zone 2. Beginning at the point where state Highway 3 and Interstate Highway 35 intersect;
thence along Interstate Highway 35 to its eastern junction with Interstate Highways 80 and 235; thence
along Interstate Highway 235 to its western junction with Interstate Highways 80 and 35; thence along
Interstate Highway 80 to U.S. Highway 59; thence along U.S. Highway 59 to U.S. Highway 20; thence
along U.S. Highway 20 to U.S. Highway 71; thence along U.S. Highway 71 to state Highway 3; thence
along state Highway 3 to the point of beginning.

c. Zone 3. Beginning at the point where U.S. Highway 20 crosses the Nebraska-Iowa state line;
thence along U.S. Highway 20 to U.S. Highway 59; thence along U.S. Highway 59 to the Missouri-Iowa
state line; thence along the Missouri-Iowa and Nebraska-Iowa state lines to the point of beginning.

d. Zone 4. Beginning at the western junction of Interstate Highway 235 with Interstate Highways
80 and 35; thence along Interstate Highway 35 to the Missouri-Iowa state line; thence along the
Missouri-Iowa state line to U.S. Highway 59; thence along U.S. Highway 59 to Interstate Highway 80;
thence along Interstate Highway 80 to the point of beginning.

e. Zone 5. Beginning at the point where Interstate Highway 235 and state Highway 163
intersect; thence along state Highway 163 to state Highway 92; thence along state Highway 92 to U.S.
Highway 218; thence along U.S. Highway 218 to U.S. Highway 34; thence along U.S. Highway 34
to U.S. Highway 63; thence along U.S. Highway 63 to the Missouri-Iowa state line; thence along the
Missouri-Iowa state line to Interstate Highway 35; thence along Interstate Highway 35 to its western
junction with Interstate Highways 80 and 235; thence along Interstate Highway 235 to the point of
beginning.

f. Zone 6. Beginning at the point where U.S. Highway 63 crosses the Missouri-Iowa state line;
thence along U.S. Highway 63 to U.S. Highway 34; thence along U.S. Highway 34 to U.S. Highway 218;
thence along U.S. Highway 218 to state Highway 92; thence along state Highway 92 to the Illinois-Iowa
state line; thence along the Illinois-Iowa and Missouri-Iowa state lines to the point of beginning.

g. Zone 7. Beginning at the point where U.S. Highway 61 intersects with state Highway 92 at its
northern junction; thence along state Highway 92 to state Highway 163; thence along state Highway 163
to Interstate Highway 235; thence along Interstate Highway 235 to its eastern junction with Interstate
Highways 80 and 35; thence along Interstate Highway 35 to state Highway 3; thence along state Highway
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3 to state Highway 38; thence along state Highway 38 to U.S. Highway 61; thence along U.S. Highway
61 to the point of beginning.

h. Zone 8. Beginning at the point where state Highway 92 intersects with the Illinois-Iowa state
line; thence along state Highway 92 to U.S. Highway 61; thence along U.S. Highway 61 to state Highway
38; thence along state Highway 38 to state Highway 3; thence along state Highway 3 to the Illinois-Iowa
state line; thence along the Illinois-Iowa state line to the point of beginning.

i. Zone 9. Beginning at the point where state Highway 3 intersects with the Illinois-Iowa state line;
thence along state Highway 3 to U.S. Highway 63; thence along U.S. Highway 63 to theMinnesota-Iowa
state line; thence along the Minnesota-Iowa, Wisconsin-Iowa, and Illinois-Iowa state lines to the point
of beginning.

j. Zone 10. Beginning at the point where U.S. Highway 63 crosses the Minnesota-Iowa state line;
thence along U.S. Highway 63 to state Highway 3; thence along state Highway 3 to U.S. Highway 169;
thence along U.S. Highway 169 to the Minnesota-Iowa state line; thence along the Minnesota-Iowa state
line to the point of beginning.

94.5(2) Closed areas. There shall be no open season for hunting deer on the county roads
immediately adjacent to or through Union Slough National Wildlife Refuge, Kossuth County, where
posted accordingly.

571—94.6(483A) License quotas.   A limited number of nonresident deer licenses will be issued in zones
as follows:

94.6(1) Zone license quotas. Nonresident license quotas are as follows:

Any-deer licenses
All Methods Bow

Mandatory
Antlerless-only

Optional
Antlerless-only

Zone 1. 180 63 180
Zone 2. 180 63 180
Zone 3. 560 196 560
Zone 4. 1280 448 1280
Zone 5. 1600 560 1600
Zone 6. 800 280 800
Zone 7. 360 126 360
Zone 8. 240 84 240
Zone 9. 600 210 600
Zone 10. 200 70 200
Total 6000 2100 6000 3500

94.6(2) Quota applicability. The license quota issued for each zone will be the quota for all bow,
regular gun and muzzleloader season licenses combined. No more than 6,000 any-deer licenses and
6,000 mandatory antlerless-only licenses will be issued for all methods of take combined, for the entire
state. Of the 6,000 any-deer and 6,000 mandatory antlerless-only licenses, no more than 35 percent in
any zone can be bow licenses. A maximum of 4,500 optional antlerless-only licenses will be issued on
a county-by-county basis. The licenses will be divided between the counties in the same proportion as
resident antlerless-only licenses. Hunters must designate a zone or county and season when purchasing
the license and hunt only in that zone or county and season.

94.6(3) Antlerless defined. Rescinded IAB 3/1/06, effective 4/5/06.
[ARC 7687B, IAB 4/8/09, effective 5/13/09]

571—94.7(483A)Method of take.   Permitted weapons and devices vary according to the type of season.
94.7(1) Bow season. Except for crossbows for persons with certain afflictions of the upper body, as

provided in 571—15.5(481A), only longbow, compound or recurve bows shooting broadhead arrows are
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permitted. Arrows must be at least 18 inches long. No explosive or chemical devices may be attached
to the arrow or broadhead.

94.7(2) Regular gun season. Only 10-, 12-, 16-, or 20-gauge shotguns, shooting single slugs only,
and flintlock or percussion cap lock muzzleloaded rifles or muskets of not less than .44 nor larger than
.775 caliber, shooting single projectiles only, and handguns as described in 571—subrule 106.7(3), will
be permitted in taking deer during the regular gun season.

94.7(3) Muzzleloader and holiday seasons. During the muzzleloader and holiday seasons, deer may
be taken with a muzzleloader, handgun, or bow as described in 94.7(1). Muzzleloading rifles are defined
as flintlock or percussion cap lockmuzzleloaded rifles andmuskets of not less than .44 and not larger than
.775 caliber, shooting single projectiles only. Centerfire handguns must be .357 caliber or larger shooting
straight-walled cartridges propelling an expanding-type bullet (no full-metal jacket) and complying with
all other requirements provided in Iowa Code section 481A.48. Legal handgun calibers are listed on
the department of natural resources list of “Acceptable Handgun Calibers for Hunting Deer in Iowa.”
Revolvers, pistols and black powder handguns must have a 4-inch minimum barrel length. There can
be no shoulder stock or long-barrel modifications to handguns. Muzzleloading handguns must be .44
caliber or larger, shooting single projectiles only.

94.7(4) Prohibited weapons and devices. The use of dogs, domestic animals, salt or bait, rifles
other than muzzleloaded, handguns except as provided in 94.7(3), crossbows except as provided in
571—15.5(481A), automobiles, aircraft, or any mechanical conveyances or device including electronic
calls is prohibited except that paraplegics and single or double amputees of the legs may hunt from
any stationary motor-driven land conveyance. “Bait” means grain, fruit, vegetables, nuts, hay, salt or
mineral blocks or any other natural food materials, or by-products of such materials transported to or
placed in an area for the intent of attracting wildlife. Bait does not include food placed during normal
agricultural activities. “Paraplegic” means an individual with paralysis of the lower half of the body
with involvement of both legs, usually due to disease of or injury to the spinal cord.

It shall be unlawful for a person, while hunting deer, to have on their person a rifle other than a
muzzleloading rifle that meets the requirements of 571—subrule 106.7(3).

94.7(5) Discharge of firearms from highway. No person shall discharge a shotgun shooting slugs or
muzzleloader from a highway during the regular gun seasons in all counties and parts of counties north
of Highway 30 and west of Highway 63. A “highway” means the way between property lines open to
the public for vehicle traffic as defined in Iowa Code section 321.1(78).

94.7(6) Hunting from blinds. No person shall use a blind for hunting deer during the regular gun
deer seasons as defined in 94.2(2), unless such blind exhibits a solid blaze orange marking visible in
all directions with a minimum height of 12 inches and a minimum width of 12 inches. Such blaze
orange shall be affixed directly on or directly on top of the blind. For the purposes of this subrule, the
term “blind” is defined as a place of concealment constructed, either wholly or partially from man-made
materials, and used by a person who is hunting for the purpose of hiding from sight. A blind is not a
naturally occurring landscape feature or an arrangement of natural or agricultural plant material that a
hunter uses for concealment. In addition to the requirements in this subrule, hunters using blinds must
also satisfy the requirements of wearing blaze orange as prescribed in Iowa Code section 481A.122.
[ARC 7687B, IAB 4/8/09, effective 5/13/09]

571—94.8(483A) Application procedure.   Applications for nonresident deer hunting licenses must
be made through the electronic licensing system for Iowa (ELSI) telephone order system or the ELSI
Internet license sales Web site.

94.8(1) Any-deer licenses. Applications for any-deer and mandatory antlerless-only licenses will be
accepted from the first Saturday in May through the first Sunday in June. No one may submit more than
one application during the application period. Hunters may apply as individuals or as a group of up to 15
applicants. All members of a group will be accepted or rejected together in the drawing. If applications
have been sold in excess of the license quota for any zone or season, a drawing will be held to determine
which applicants receive licenses. Licenses or refunds of license feeswill bemailed to applicants after the
drawing is completed. License agent writing fees, department administrative fees and telephone order
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charges will not be refunded. If any zone’s license quota for any-deer and mandatory antlerless-only
licenses has not been filled, the excess any-deer and mandatory antlerless-only licenses will be sold on
a first-come, first-served basis through the telephone ordering system or the Internet license sales Web
site. Excess any-deer and mandatory antlerless-only licenses will be sold beginning the last Saturday in
July until the quota has been filled or the last day of the hunting period for which the license is valid,
whichever occurs first. Members of a group that is rejected may purchase licenses individually if excess
any-deer and mandatory antlerless-only licenses or optional antlerless-only licenses are available.

94.8(2) Optional antlerless-only licenses. Optional antlerless-only licenses must be purchased
through the ELSI telephone ordering system or the ELSI Internet license sales Web site. Licenses for
taking only antlerless deer will be available on the same date as excess any-deer licenses are sold as
explained in 94.8(1). Optional antlerless-only licenses will only be issued for one of the two regular
gun seasons and for qualified disabled hunters (571—94.10(481A)). They will be sold first-come,
first-served until the county quota is filled, or until the last day of the season for which a license is
valid. If optional antlerless-only licenses are still available on December 15, they may be purchased by
nonresidents to hunt during the period from December 24 through January 2. These licenses will be
available to nonresidents who have not purchased a nonresident deer license during one of the current
deer seasons. The hunter must have in possession a valid nonresident small game hunting license and
proof of having paid the current year’s wildlife habitat fee. Optional antlerless-only licenses will be
valid only in the season and county designated by the hunter at the time the license is purchased.

a. Nonresident landowners. Nonresidents who own land in Iowa will have preference in
obtaining optional antlerless-only licenses. Nonresidents must qualify as landowners following the
criteria stated in 571—subrule 106.12(1) and 571—subrules 106.12(3) through 106.12(6), except that
nonresident tenants and family members of nonresident landowners and tenants do not qualify and
nonresident optional antlerless-only licenses will not be free of charge. If a farm unit is owned jointly
by more than one nonresident, only one owner may claim landowner preference in the same year.
Nonresidents who own land jointly with a resident do not qualify for preference. Nonresidents who
have provided proof to the department that they own land in Iowa and meet the qualifying criteria may
purchase an optional antlerless-only license for one of the two regular gun seasons when excess any-deer
licenses go on sale or for the holiday season beginning December 15. Such proof must be provided
before an optional antlerless-only license can be purchased and must be resubmitted each year in which
an optional antlerless-only license is purchased. These licenses do not count against the county quota.

b. Nonresident proof of land ownership. Nonresidents who request preference for optional
antlerless-only licenses will be required to submit a copy of their state of Iowa property tax statement
for the current year or sign an affidavit that lists the legal description of their land, date purchased, and
book and page number, or instrument number, where the deed is recorded.

94.8(3) Preference points. Each individual applicant who is unsuccessful in the drawing for an
any-deer license will be assigned one preference point for each year that the individual is unsuccessful.
Preference points will not accrue in a year in which an applicant fails to apply, but the applicant will
retain any preference points previously earned. Preference points will apply only to obtaining any-deer
licenses. Once an applicant receives an any-deer nonresident deer hunting license, all preference points
will be removed until the applicant is again unsuccessful in a drawing or purchases a preference point
as described in subrule 94.8(4). Preference points will apply to any zone or season for which a hunter
applies. The first drawing for any-deer licenses each year will be made from the pool of applicants with
the most preference points. If licenses are still available after the first drawing, subsequent drawings
will be made from pools of applicants with successively fewer preference points and continue until the
any-deer license quota is reached or all applicants have received licenses. Applicants who apply as a
group will be included in a pool of applicants with the same number of preference points as that of the
member of the group with the fewest preference points assigned.

94.8(4) Purchasing preference points. A nonresident who does not want to hunt in the current year
may purchase one preference point per calendar year. The preference point will apply to the next year’s
drawing for any-deer licenses. The preference point will be treated in the same manner as preference
points obtained by hunters who are unsuccessful in the any-deer license drawing. A nonresident may



Ch 94, p.6 Natural Resource Commission[571] IAC 11/4/09

not purchase a preference point and apply for an any-deer license in the same calendar year. Preference
points may be purchased only during the application period for any-deer licenses. Preference points will
cost $10 to offset administrative costs in addition to the usual writing fee, convenience fee and other fees
charged by the ELSI system.

571—94.9(483A) Transportation tag.   A transportation tag bearing the license number of the licensee,
year of issuance, and date of kill properly shown shall be visibly attached to the carcass of each deer, in
such a manner that the tag cannot be removed without mutilating or destroying the tag, within 15 minutes
of the time the deer is killed or before the carcass of the deer is moved in any manner, whichever first
occurs. This tag shall be proof of possession and shall remain affixed to the carcass until such time as the
animal is processed for consumption. The head, and antlers if any, shall remain attached to all deer while
being transported by any means whatsoever from the place where taken to the processor or commercial
preservation facility, or until the deer has been processed for consumption.

571—94.10(481A) Deer hunting season for severely disabled persons.
94.10(1) Licenses. A nonresident meeting the requirements of Iowa Code section 321L.1(8)

may apply for or purchase a nonresident deer hunting license to participate in a special deer hunting
season for severely disabled persons. Nonresidents applying for this license must have on file with
the department of natural resources either a copy of a disabilities parking permit issued by a state
department of transportation or an Iowa DNR form signed by a physician that verifies their disability.

94.10(2) Season dates. Any deer or antlerless deer may be taken in the hunting zone indicated on
the deer license during 16 consecutive days beginning the third Saturday in September.

94.10(3) Shooting hours. Legal shooting hours will be from one-half hour before sunrise until
one-half hour after sunset each day regardless of the type of weapon used.

94.10(4) Limits. Daily bag and possession limit is one deer. A person may shoot and tag only one
deer by utilizing the license and tag issued in the person’s name.

94.10(5) License quotas. Licenses for the special hunting season for severely disabled persons shall
be issued from the quotas established in 571—94.6(483A). A special quota will not be set aside for
severely disabled persons.

94.10(6) Method of take and other regulations. Deer may be taken with shotgun, bow,
muzzleloading rifle or pistol as defined in 571—94.7(483A). All participants must meet the hunters’
orange apparel requirement in Iowa Code section 481A.122. All other regulations for taking deer with
a gun or bow shall apply.

94.10(7) Application procedures. Persons meeting the requirements for this season must apply
following the procedures described in 571—94.8(483A). A person who does not have a form on file to
verify a disability will not be entered into the drawing or be allowed to purchase a license and will have
the license fee refunded, less a $10 administrative fee to cover the cost of handling the application as
provided in 571—subrule 15.11(1). License agent writing fees, department administrative fees, Internet
sales charges and telephone order charges will not be refunded.

571—94.11(481A) Harvest reporting.   Each hunter who bags a deer must report that kill according to
procedures described in 571—95.1(481A).

571—94.12(481A) January antlerless season.   Beginning on January 11, nonresident hunters may
obtain antlerless-only licenses for the January antlerless season specified in 571—subrule 106.2(5).
Licenses will be available only in those counties specified in 571—subrule 106.6(4) until the quota
provided in 571—subrule 106.6(6) is filled. All regulations specified in 571—Chapter 106 for the
January antlerless season for resident hunters including limits, shooting hours, method of take, tagging
and reporting requirements will also apply to nonresident hunters during this season.
[ARC 7687B, IAB 4/8/09, effective 5/13/09]

These rules are intended to implement Iowa Code sections 481A.38, 481A.39, 481A.48, 483A.1,
483A.8 and 483A.24.

[Filed emergency 8/11/89—published 8/23/89, effective 8/11/89]
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[Filed 5/11/90, Notice 3/7/90—published 5/30/90, effective 8/1/90]
[Filed 5/10/91, Notice 3/6/91—published 5/29/91, effective 8/1/91]
[Filed 5/8/92, Notice 3/4/92—published 5/27/92, effective 7/6/92]

[Filed emergency 4/9/93 after Notice 2/17/93—published 4/28/93, effective 4/9/93]
[Filed emergency 5/20/94 after Notice 3/2/94—published 6/8/94, effective 5/20/94]

[Filed 2/9/95, Notice 12/7/94—published 3/1/95, effective 4/5/95]
[Filed 2/9/96, Notice 1/3/96—published 2/28/96, effective 4/10/96]
[Filed 12/13/96, Notice 11/6/96—published 1/1/97, effective 2/5/97]

[Filed emergency 11/14/97 after Notice 9/10/97—published 12/3/97, effective 11/14/97]
[Filed 2/20/98, Notice 12/31/97—published 3/11/98, effective 4/15/98]
[Filed 2/19/99, Notice 12/2/98—published 3/10/99, effective 4/14/99]

[Filed emergency 11/12/99 after Notice 9/8/99—published 12/1/99, effective 11/12/99]
[Filed 8/18/00, Notice 5/3/00—published 9/6/00, effective 10/11/00]
[Filed 2/16/01, Notice 12/27/00—published 3/7/01, effective 4/11/01]
[Filed 2/15/02, Notice 11/28/01—published 3/6/02, effective 4/10/02]
[Filed 2/14/03, Notice 12/11/02—published 3/5/03, effective 4/9/03]
[Filed 10/10/03, Notice 9/3/03—published 10/29/03, effective 12/3/03]
[Filed 2/13/04, Notice 12/10/03—published 3/3/04, effective 4/21/04]
[Filed 2/11/05, Notice 12/8/04—published 3/2/05, effective 4/6/05]
[Filed 5/18/05, Notice 3/30/05—published 6/8/05, effective 7/13/05]
[Filed emergency 6/28/05—published 7/20/05, effective 6/29/05]
[Filed 2/9/06, Notice 12/7/05—published 3/1/06, effective 4/5/06]
[Filed 2/8/07, Notice 12/6/06—published 2/28/07, effective 4/6/07]
[Filed 2/21/08, Notice 12/5/07—published 3/12/08, effective 4/16/08]

[Filed ARC 7687B (Notice ARC 7500B, IAB 1/14/09), IAB 4/8/09, effective 5/13/09]
[Filed ARC 8252B (Notice ARC 8016B, IAB 7/29/09), IAB 11/4/09, effective 12/9/09]
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CHAPTER 98
WILD TURKEY SPRING HUNTING
[Prior to 12/31/86, Conservation Commission[290] Ch 111]

RESIDENT WILD TURKEY SPRING HUNTING

571—98.1(483A) General.   Wild turkey may be taken during the spring season subject to the following:
98.1(1) License. When hunting wild turkey, all hunters must have in possession a wild turkey spring

hunting license valid for the current year, the unused transportation tag issued with that license, a hunting
license, and evidence of having paid the habitat fee (if normally required to have a hunting license and
to pay the habitat fee to hunt). No one, while hunting wild turkey, shall carry or have in possession any
license or transportation tag issued to another hunter. No one who is issued a wild turkey license and
transportation tag shall allow another person to use or possess that license or transportation tag while
turkey hunting or tagging a turkey. A hunter having a license valid for one of the spring turkey seasons
may accompany, call for, or otherwise assist any other hunter who has a valid turkey hunting license for
any of the spring seasons. The hunter who is assisting may not shoot a turkey or carry a firearm or bow
unless the hunter has a valid license with an unused tag for the current season.

a. Two types of licenses will be issued.
(1) Combination shotgun-or-archery license. Combination shotgun-or-archery licenses shall be

issued by season and shall be valid statewide in the designated season only.
(2) Archery-only license. Archery-only licenses shall be valid statewide and shall be valid during

all seasons open for spring turkey hunting, except the youth season.
b. Number of licenses. No one may apply for or obtain more than two paid spring wild turkey

hunting licenses. A hunter may obtain no more than two combination shotgun-or-archery licenses, or
two archery-only licenses, or one of each. If two paid combination shotgun-or-archery licenses are
obtained, at least one must be for season 4. If one paid combination shotgun-or-archery license and one
archery-only license are obtained, the combination shotgun-or-archery license must be for season 4.

98.1(2) Daily bag and possession limit. Season possession limit, including daily bag limit, is one
bearded (or male) wild turkey per license.

98.1(3) Shooting hours. Shooting hours shall be from one-half hour before sunrise to sunset.

571—98.2(483A) Means and method of take.
98.2(1) Permitted weapons. Wild turkey may be taken in accordance with the type of license issued

as follows:
a. Combination shotgun-or-archery license. Wild turkey may be taken by shotgun or

muzzleloading shotgun not smaller than 20-gauge and shooting only shot sizes number 2 or 3 nontoxic
shot or number 4, 5, 6, 7½, or 8 lead or nontoxic shot; and by bow and arrow as defined in paragraph
98.2(1)“b.” A person shall not have shot shells containing shot of any size other than number 2 or 3
nontoxic shot or number 4, 5, 6, 7½, or 8 lead or nontoxic shot on the person while hunting wild turkey.

b. Archery-only license. Except for crossbows for persons with certain afflictions of the upper
body, as provided in 571—15.5(481A), only longbow, compound or recurve bows shooting broadhead
arrows are permitted. Blunthead arrows with a minimum diameter of 9/16 inch may also be used.
Arrows must be at least 18 inches long. No explosive or chemical devices may be attached to the arrow,
broadhead, or blunthead.

98.2(2) Prohibited devices. The use of live decoys, dogs, horses, motorized vehicles, aircraft, bait,
crossbows, except as otherwise provided, and the use or aid of recorded or electronically amplified bird
calls or sounds, or recorded or electronically amplified imitations of bird calls or sounds are prohibited.
Paraplegics and single or double amputees of the legs may hunt from any stationary motor-driven land
conveyance. “Paraplegic” means an individual afflicted with paralysis of the lower half of the body with
the involvement of both legs, usually due to disease of or injury to the spinal cord. “Bait” means grain,
fruit, vegetables, nuts or any other natural food materials; commercial products containing natural food
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products; or by-products of such materials transported to or placed in an area for the intent of attracting
wildlife.

98.2(3) Zones. A person with a resident wild turkey spring hunting license may take wild turkey
statewide.

98.2(4) Seasons. Seasons will be established in accordance with the type of license issued.
a. Combination shotgun-or-archery licenses. Consecutive seasons are 4, 5, 7, and 19 days,

respectively, with the first season beginning on the Monday closest to April 13. These seasons shall
be designated as seasons 1, 2, 3 and 4, respectively.

b. Archery-only licenses. The season shall be 35 days beginning on the Monday closest to April
13.

571—98.3(483A) Procedures to obtain licenses.   All spring wild turkey hunting licenses will be sold
using the electronic licensing system for Iowa (ELSI). Licenses may be purchased through ELSI license
agents, by calling the ELSI telephone ordering system, or through the ELSI Internet license sales Web
site.

98.3(1) Spring wild turkey hunting licenses will be sold beginning December 15 through the last
day of the season for which the license is valid.

98.3(2) License quotas. There will be no quotas for combination shotgun-or-archery licenses or for
archery-only licenses for resident hunters.

98.3(3) Landowner/tenant licenses. An eligible landowner or tenant may obtain a free combination
shotgun-or-archery license or a free archery-only license. Nonresident landowners are not eligible for
free turkey hunting licenses.

a. Free combination shotgun-or-archery licenses. A free combination shotgun-or-archery license
will be issued by season and will be valid only on the farm unit of the landowner or tenant.

b. Free archery-only licenses. A free archery-only license will be valid for all seasons but only
on the farm unit of the landowner or tenant.

c. Number of licenses. One paid combination shotgun-or-archery license or one paid archery-only
license may be obtained in addition to the free shotgun-or-archery license or the free archery-only
license. If a free archery-only license and a paid combination shotgun-or-archery license are obtained,
the shotgun-or-archery license must be for season 4. If a free shotgun-or-archery license and a paid
shotgun-or-archery license are obtained, one of the licenses must be for season 4.

571—98.4(483A) Transportation tag.   Immediately upon the killing of a wild turkey, the transportation
tag issued with the license and bearing the license number of the licensee, year of issuance, and date of
kill properly shown shall be visibly attached to one leg of the turkey. The hunter who shot the turkey
must use the transportation tag issued to that hunter to tag the turkey. No one may tag a turkey with a
transportation tag issued to another hunter. The tag must be attached in such a manner that it cannot be
removed without mutilating or destroying the tag. The tag must be attached before the carcass can be
moved in any manner from the place of kill. The transportation tag shall remain affixed to the leg of
the turkey until the turkey is processed for consumption. The leg that bears the tag must be attached to
the carcass of any wild turkey being transported within the state during any wild turkey spring hunting
season. The tag shall be proof of possession of the carcass by the above-mentioned licensee.

571—98.5(483A) Eligibility for free landowner/tenant turkey licenses.
98.5(1) Who qualifies for a free turkey hunting license.
a. Owners and tenants of a farm unit and the spouse or domestic partner as defined by the Iowa

department of administrative services and juvenile child of an owner or tenant who reside with the owner
or tenant are eligible for free turkey licenses. The owner or tenant does not have to reside on the farm
unit but must be actively engaged in farming it. Nonresident landowners do not qualify.

b. “Juvenile child” means a person less than 18 years of age or a person who is 18 or 19 years
of age and is in full-time attendance at an accredited school pursuing a course of study leading to a
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high school diploma or a high school equivalency diploma. A person 18 years of age or older who has
received a high school diploma or high school equivalency diploma does not qualify.

98.5(2) Who qualifies as a tenant. A “tenant” is a person other than the landowner who is actively
engaged in the operation of the farm. The tenant may be a member of the landowner’s family, including
in some circumstances the landowner’s spouse or child, or a third party who is not a family member.
The tenant does not have to reside on the farm unit.

98.5(3) Definition of “actively engaged in farming.” Landowners and tenants are “actively engaged
in farming” if they personally participate in decisions about farm operations and those decisions, along
with external factors such as weather and market prices, determine their profit or loss for the products
they produce. Tenants qualify if they farm land owned by another and pay rent in cash or in kind. A
farm manager or other third party that operates a farm for a fee or a laborer who works on the farm for
a wage and is not a family member does not qualify as a tenant.

98.5(4) Landowners who qualify as active farmers. These landowners:
a. Are the sole operator of a farm unit (along with immediate family members); or
b. Make all decisions about farm operations, but contract for custom farming or hire labor to do

some or all of the work; or
c. Participate annually in decisions about farm operations such as negotiations with federal farm

agencies or negotiations about cropping practices on specific fields that are rented to a tenant; or
d. Raise specialty crops from operations such as orchards, nurseries, or tree farms that do

not necessarily produce annual income but require annual operating decisions about maintenance or
improvements; or

e. May have portions of the farm enrolled in a long-term land retirement program such as the
Conservation Reserve Program (CRP) as long as other farm operations occur annually; or

f. Place their entire cropland in the CRP or other long-term land retirement program with no other
active farming operation occurring on the farm.

98.5(5) Landowners who do not qualify. These landowners:
a. Use a farm manager or other third party to operate the farm; or
b. Cash rent the entire farm to a tenant who is responsible for all farm operations including

following preapproved operations plans.
98.5(6) Where free licenses are valid. A free license is valid only on the farm unit of the landowner

or tenant. “Farm unit” means all parcels of land that are at least two contiguous acres in size, that are
operated as a unit for agricultural purposes, and that are under lawful control of the landowner or tenant
regardless of how that land is subdivided for business purposes. Individual parcels of land do not need
to be adjacent to one another to be included in the farm unit. “Agricultural purposes” includes but is
not limited to field crops, livestock, horticultural crops (e.g., from nurseries, orchards, truck farms, or
Christmas tree plantations), and land managed for timber production.

98.5(7) How many free licenses may be obtained. The maximum number of free licenses for the
spring turkey season is two per farm unit, one for the landowner (or family member) and one for the
tenant (or family member). If there is no tenant, the landowner’s family may obtain only one license. A
tenant or the tenant’s family is entitled to only one free license even if the tenant farms land for more
than one landowner.

98.5(8) Registration of landowners and tenants. Landowners and tenants and their eligible family
members who want to obtain free spring wild turkey hunting licenses must register with DNR before the
free licenses will be issued. Procedures for registering are described in 571—95.2(481A).

571—98.6(483A) Youth spring wild turkey hunt.
98.6(1) Licenses. A special youth spring wild turkey hunting license valid statewide may be issued

to any Iowa resident who is 15 years old or younger on the date the youth purchases the license. The
youth license may be paid or free to persons eligible for free licenses. If the youth obtains a free
landowner/tenant license, it will count as the one free license for which the youth’s family is eligible.
Each participating youth must be accompanied by an adult who possesses a valid wild turkey spring
hunting license for one of the seasons and a hunting license, and has paid the habitat fee (if the adult is
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normally required to have a hunting license and to pay the habitat fee to hunt). The accompanying adult
must not possess a firearm or bow and must be in the direct company of the youth at all times. A person
may obtain only one youth turkey hunting license but may also obtain one archery-only license or one
combination shotgun-or-archery license for season 4.

98.6(2) Youth season dates. The youth turkey hunting license shall be valid during the Friday,
Saturday and Sunday immediately before the first turkey season.

98.6(3) Limits and license quotas. An unlimited number of licenses may be issued. The daily and
season bag and possession limit is one bearded (or male) wild turkey.

98.6(4) Method of take and other regulations. Wild turkeys may be taken with shotguns,
muzzleloaded shotguns or bows as described in 571—98.2(483A). All other spring wild turkey hunting
regulations for residents shall apply.

98.6(5) Procedures for obtaining licenses. Paid and free youth season licenses may be obtained
through ELSI beginning December 15 through the last day of the youth season.

571—98.7(481A) Harvest reporting.   Each hunter who bags a turkey must report that kill according to
procedures described in 571—95.1(481A).

571—98.8    Reserved.

NONRESIDENT WILD TURKEY SPRING HUNTING

571—98.9(483A) General.   Wild turkey may be taken during the spring season subject to the following:
98.9(1) License. When hunting wild turkey, all hunters must have in possession a valid nonresident

wild turkey spring hunting license, the unused transportation tag issued with that license, a valid
nonresident hunting license, and proof of having paid the current year’s habitat fee. No one, while
hunting turkey, shall carry or have in possession any license or transportation tag issued to another
hunter. No one who is issued a wild turkey license and transportation tag shall allow another person
to possess that license or transportation tag while turkey hunting or tagging a turkey. Licenses will be
issued by zone and season and will be valid in the designated zone and season only. No one shall obtain
more than one nonresident wild turkey spring hunting license. A hunter having a license valid for one
of the spring turkey seasons may accompany, call for, or otherwise assist any other hunter who has a
valid turkey hunting license in that season and zone. The hunter who is providing assistance may not
shoot a turkey or carry a firearm or bow unless that hunter has a valid license and an unused tag for the
current season and zone. Two types of licenses will be issued:

a. Combination shotgun-or-archery license. Shotguns, muzzleloading shotguns and archery
equipment as defined in subrule 98.12(1) may be used.

b. Muzzleloading shotgun-only license. Only muzzleloading shotguns as defined in subrule
98.12(1) may be used.

98.9(2) Seasons. Bearded (or male) wild turkey may be taken only by the use of shotguns,
muzzleloading shotguns, and bow and arrow during the first, second, third or fourth seasons as defined
in 98.2(4)“a.”

98.9(3) Daily bag, possession and season limits. The daily bag limit is one bearded (or male) wild
turkey; the possession and season limit is one bearded (or male) wild turkey.

98.9(4) Shooting hours. Shooting hours shall be from one-half hour before sunrise to sunset each
day.

98.9(5) Special licenses. The commission shall issue licenses in conformance with Iowa Code
section 483A.24(10) to nonresidents 21 years of age or younger who have a severe physical disability
or who have been diagnosed with a terminal illness. A person applying for this license must provide a
completed form obtained from the department of natural resources. The application shall be certified
by the applicant’s attending physician with an original signature and declare that the applicant has a
severe physical disability or a terminal illness using the criteria listed in 571—Chapter 15. A medical
statement from the applicant’s attending physician that specifies criteria met shall be on 8½″ × 11″
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letterhead stationery. The attending physician shall be a currently practicing doctor of medicine, doctor
of osteopathy, physician assistant or nurse practitioner.
[ARC 8253B, IAB 11/4/09, effective 12/9/09]

571—98.10(483A) Zones open to hunting.   Licenses shall be valid only in designated areas as follows:
1. Zone 4. Zone 4 is that portion of Iowa bounded on the north by Interstate Highway 80 and on

the west by U.S. Highway 59.
2. Zone 5. Zone 5 is that portion of Iowa bounded on the north by U.S. Highway 20 and on the

east by U.S. Highway 59.
3. Zone 6. Zone 6 is that portion of Iowa lying east of U.S. Highway 63 and north of Interstate

Highway 80.
4. Zone 7. Zone 7 is that portion of Iowa bounded on the north by U.S. Highway 20, on the west

by U.S. Highway 59, on the south by Interstate Highway 80, and on the east by U.S. Highway 63.
5. Zone 8. Zone 8 is that portion of Iowa north of U.S. Highway 20 and west of U.S. Highway 63.

571—98.11(483A) License quotas.   A limited number of wild turkey hunting licenses will be issued in
each zone in each season as follows:

98.11(1) Combination shotgun-or-archery licenses.
a. Zone 4. 262. 
b. Zone 5. 55. 
c. Zone 6. 165. 
d. Zone 7. 35. 
e. Zone 8. 20. 
98.11(2) Muzzleloading shotgun-only licenses. 150 statewide. A hunter purchasing amuzzleloading

shotgun license must declare a zone and season and hunt only in that zone and season.

571—98.12(483A) Means and method of take.
98.12(1) Permitted weapons. Wild turkey may be taken only with shotguns and muzzleloading

shotguns not smaller than 20-gauge and shooting shot sizes 2 or 3 nontoxic shot or 4, 5, 6, 7½, and 8
lead shot. No person may have shot shells containing shot of any size other than 2 or 3 nontoxic shot or
4, 5, 6, 7½, or 8 lead shot on the person while hunting wild turkey. Except for crossbows for persons
with certain afflictions of the upper body, as provided in 571—15.5(481A), only longbow, compound or
recurve bows shooting broadhead arrows are permitted. Blunthead arrows with a minimum diameter of
9/16 inch may also be used. Arrows must be at least 18 inches long. No explosive or chemical devices
may be attached to the arrow, broadhead, or blunthead.

98.12(2) Prohibited devices. The use of live decoys, dogs, horses, motorized vehicles, aircraft, bait,
crossbows, except as otherwise provided, and the use or aid of recorded or electronically amplified bird
calls or sounds, or recorded or electronically amplified imitations of bird calls or sounds are prohibited,
except that paraplegics and single or double amputees of the legs may hunt from any stationary
motor-driven land conveyance. “Paraplegic” means an individual afflicted with paralysis of the lower
half of the body with the involvement of both legs, usually due to disease of or injury to the spinal cord.
“Bait” means grain, fruit, vegetables, nuts or any other natural food materials; commercial products
containing natural food materials; or by-products of such materials transported to or placed in an area
for the intent of attracting wildlife.

571—98.13(483A) Application procedure.   Applications for nonresident wild turkey spring hunting
licensesmust bemade through the electronic licensing system for Iowa (ELSI) telephone ordering system
or the ELSI Internet license sales Web site. Applications will be accepted from December 15 through
the last Sunday in January. No one may submit more than one application during the application period.
If applications have been sold in excess of the license quota for any license type, zone, or season, a
drawing will be held to determine which applicants receive licenses. Licenses or refunds of license
fees will be mailed to applicants after the drawing is completed. License agent writing fees, department
administrative fees, Internet sales charges and telephone order chargeswill not be refunded. If any license
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quota has not been filled, the excess licenses will be sold first-come, first-served through the telephone
ordering system or the Internet license sales Web site beginning at 6 a.m. the second Saturday after the
close of the application period until the quota has been filled or the last day of the season for which the
license is valid, whichever occurs first. No one may obtain more than one nonresident wild turkey spring
hunting license. Hunters may apply individually or as a group of up to 15 applicants. All members of
a group will be accepted or rejected as a group in the drawing. If a group is rejected, members of that
group may purchase licenses individually if excess licenses are available.

Each individual applicant who is unsuccessful in the drawing will be assigned one preference point
for each year in which the individual applies and is unsuccessful. Preference points will not accrue in a
year in which an applicant fails to apply, but the applicant will retain any preference points previously
earned. Once an applicant receives a license, all preference points will be erased. Preference points will
apply to any zone or season for which a hunter applies. The first license drawing each year will be made
from the pool of applicants with the most preference points. If licenses are still available after the first
drawing, subsequent drawings will be made from pools of applicants with successively fewer preference
points and continue until the license quota is reached or all applicants have received licenses. Applicants
who apply as a group will be included in a pool of applicants with the same number of preference points
as that of the member of the group with the fewest preference points assigned.

571—98.14(483A) Transportation tag.   Immediately upon the killing of a wild turkey, the
transportation tag issued with the license and bearing the license number of the licensee, year of
issuance, and date of kill properly shown shall be visibly attached to one leg of the turkey. The hunter
who shot the turkey must use the transportation tag issued to that hunter to tag the turkey. No one
may tag a turkey with a transportation tag issued to another hunter. The tag must be attached in such
a manner that it cannot be removed without mutilating or destroying the tag. The tag must be attached
before the carcass can be moved in any manner from the place of kill. The transportation tag shall
remain affixed to the leg of the turkey until the turkey is processed for consumption. The leg that bears
the tag must be attached to the carcass of any wild turkey being transported within the state during
any wild turkey spring hunting season. The tag shall be proof of possession of the carcass by the
above-mentioned licensee.

571—98.15(481A) Harvest reporting.   Each hunter who bags a turkey must report that kill according
to procedures described in 571—95.1(481A).

These rules are intended to implement Iowa Code sections 481A.38, 481A.39, 481A.48, 483A.1,
483A.7 and 483A.24.

[Temporary, filed 11/7/75—published 12/1/75, effective 11/7/75]
[Filed emergency 11/18/76—published 12/15/76, effective 11/18/76]
[Filed 12/9/77, Notice 11/2/77—published 12/28/77, effective 2/1/78]
[Filed 12/7/78, Notice 10/18/78—published 12/27/78, effective 1/31/79]
[Filed 12/5/79, Notice 10/31/79—published 12/26/79, effective 1/30/80]
[Filed 11/7/80, Notice 9/17/80—published 11/26/80, effective 1/1/81]
[Filed 11/6/81, Notice 9/30/81—published 11/25/81, effective 1/1/82]
[Filed 11/5/82, Notice 9/29/82—published 11/24/82, effective 1/1/83]
[Filed 11/10/83, Notice 9/28/83—published 12/7/83, effective 1/11/84]
[Filed 11/2/84, Notice 9/26/84—published 11/21/84, effective 1/1/85]
[Filed emergency 2/26/85—published 3/13/85, effective 2/26/85]

[Filed 11/14/85, Notice 9/25/85—published 12/4/85, effective 1/8/86]
[Filed 11/14/86, Notice 9/24/86—published 12/3/86, effective 1/7/87]
[Filed without Notice 12/12/86—published 12/31/86, effective 2/4/87]
[Filed 11/13/87, Notice 9/23/87—published 12/2/87, effective 1/6/88]
[Filed 11/10/88, Notice 9/21/88—published 11/30/88, effective 1/4/89]

[Filed emergency 12/8/89 after Notice 10/4/89—published 12/27/89, effective 12/8/89]
[Filed emergency 2/12/90 after Notice 12/27/89—published 3/7/90, effective 2/12/90]
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[Filed emergency 12/7/90 after Notice 10/3/90—published 12/26/90, effective 12/7/90]
[Filed 11/8/91, Notice 10/2/91—published 11/27/91, effective 1/1/92]
[Filed 11/6/92, Notice 9/30/92—published 11/25/92, effective 1/1/93]
[Filed 11/5/93, Notice 9/29/93—published 11/24/93, effective 12/29/93]
[Filed 11/18/94, Notice 9/28/94—published 12/7/94, effective 1/11/95]
[Filed 11/16/95, Notice 9/27/95—published 12/6/95, effective 1/10/96]
[Filed 11/15/96, Notice 10/9/96—published 12/4/96, effective 1/10/97]
[Filed 11/14/97, Notice 10/8/97—published 12/3/97, effective 1/7/98]
[Filed 11/13/98, Notice 10/7/98—published 12/2/98, effective 1/6/99]
[Filed 11/12/99, Notice 9/8/99—published 12/1/99, effective 1/5/00]
[Filed 11/13/00, Notice 10/4/00—published 11/29/00, effective 1/3/01]

[Filed emergency 3/14/01—published 4/4/01, effective 3/14/01]
[Filed 10/12/01, Notice 9/5/01—published 10/31/01, effective 12/5/01]
[Filed 11/21/02, Notice 9/4/02—published 12/11/02, effective 1/15/03]

[Nullified language editorially removed 5/28/03]†
[Filed 11/19/03, Notice 9/3/03—published 12/10/03, effective 1/14/04]
[Filed 11/17/04, Notice 9/1/04—published 12/8/04, effective 1/12/05]
[Filed 6/28/05, Notice 3/30/05—published 7/20/05, effective 8/24/05]
[Filed 5/17/06, Notice 3/29/06—published 6/7/06, effective 7/12/06]
[Filed 5/21/07, Notice 3/28/07—published 6/20/07, effective 7/25/07]
[Filed 6/24/08, Notice 4/9/08—published 7/16/08, effective 8/20/08]

[Filed ARC 8253B (Notice ARC 8017B, IAB 7/29/09), IAB 11/4/09, effective 12/9/09]

†See HJR 5 of 2003 Session of Eightieth General Assembly.
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CHAPTER 99
WILD TURKEY FALL HUNTING

571—99.1(481A) General.   When hunting wild turkey, all hunters must have in possession a fall wild
turkey hunting license valid for the current year, the unused transportation tag issued with that license,
a hunting license, and evidence of having paid the habitat fee (if normally required to have a hunting
license and to pay the habitat fee to hunt). No person shall carry or have in possession a fall wild turkey
hunting license or transportation tag issued to another person while hunting wild turkey. No one who is
issued a wild turkey hunting license and transportation tag shall allow another person to use or possess
that license or transportation tag while turkey hunting or tagging a turkey. Licenses for the fall turkey
season will only be issued to Iowa residents except as specified in subrule 99.2(4).
[ARC 8254B, IAB 11/4/09, effective 12/9/09]

571—99.2(481A) Licenses.
99.2(1) Paid combination shotgun-or-archery licenses. Paid combination shotgun-or-archery

licenses shall be valid for taking turkeys of either sex in the zone designated on the license.
99.2(2) Paid archery-only licenses. Paid archery-only licenses shall be valid statewide for taking

turkeys of either sex.
99.2(3) Number of licenses. No one may apply for or obtain more than two wild turkey fall hunting

licenses, whether free or paid. A hunter may obtain no more than two combination shotgun-or-archery
licenses, or two archery-only licenses, or one of each. One license of either type may be free to eligible
landowners or tenants.

99.2(4) Special licenses. The commission shall issue licenses in conformance with Iowa Code
section 483A.24(10) to nonresidents 21 years of age or younger who have a severe physical disability
or who have been diagnosed with a terminal illness. A person applying for this license must provide a
completed form obtained from the department of natural resources. The application shall be certified
by the applicant’s attending physician with an original signature and declare that the applicant has a
severe physical disability or a terminal illness using the criteria listed in 571—Chapter 15. A medical
statement from the applicant’s attending physician that specifies criteria met shall be on 8½″ × 11″
letterhead stationery. The attending physician shall be a currently practicing doctor of medicine, doctor
of osteopathy, physician assistant or nurse practitioner.
[ARC 7920B, IAB 7/1/09, effective 8/5/09; ARC 8254B, IAB 11/4/09, effective 12/9/09]

571—99.3(481A) Seasons.   Wild turkey may be taken only during specified periods as follows:
99.3(1) Combination shotgun-or-archery season. The dates for the combination shotgun-or-archery

season shall be from the Monday following the second Saturday in October through the Friday before
the first Saturday in December of the same year.

99.3(2) Archery-only season. The dates for the fall archery-only wild turkey hunting season shall be
the same as the dates for the bow season for deer as defined in 571—Chapter 106.

571—99.4(481A) Zones.   Wild turkey may be taken with a combination shotgun-or-archery license only
in the following zones:

99.4(1) Zone 4. Zone 4 is that portion of Iowa bounded on the north by Interstate Highway 80 and
on the west by U.S. Highway 59.

99.4(2) Zone 5. Zone 5 is that portion of Iowa bounded on the east by U.S. Highway 59 and on the
north by U.S. Highway 20.

99.4(3) Zone 6. Zone 6 is that portion of Iowa bounded on the south by Interstate Highway 80 and
on the west by U.S. Highway 63.

99.4(4) Zone 7. Zone 7 is that portion of Iowa bounded on the north by U.S. Highway 20, on the
west by U.S. Highway 59, on the south by Interstate Highway 80, and on the east by U.S. Highway 63.

99.4(5) Zone 8. Zone 8 is that portion of Iowa bounded on the south by U.S. Highway 20, on the
east by U.S. Highway 63, and on the west by U.S. Highway 69.
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99.4(6) Zone 9. Zone 9 is that portion of Iowa bounded on the south by U.S. Highway 20 and on the
east by U.S. Highway 69.

571—99.5(481A) Quotas.
99.5(1) Combination shotgun-or-archery licenses. A limited number of paid combination

shotgun-or-archery licenses will be issued by zone as follows:
a. Zone 4. 1,500
b. Zone 5. 650
c. Zone 6. 1,400
d. Zone 7. 250
e. Zone 8. 150
f. Zone 9. 200
99.5(2) Archery-only licenses. The number of archery-only licenses shall not be limited.
99.5(3) Free landowner-tenant licenses. The number of free licenses shall not be limited.
99.5(4) Additional licenses. Additional combination shotgun-or-archery licenses may be added to

zone quotas if turkey surveys indicate that annual brood production and turkey populations are high
enough to warrant additional hunting opportunity. The licenses will be added at the discretion of the
natural resource commission upon advice from the wildlife bureau.
[ARC 7920B, IAB 7/1/09, effective 8/5/09]

571—99.6(481A) Daily, season, and possession bag limits.   The daily, season, and possession bag limit
is one wild turkey per license.

571—99.7(481A) Shooting hours.
99.7(1) Combination shotgun-or-archery season. Shooting hours shall be from one-half hour before

sunrise to sunset each day.
99.7(2) Archery-only season. Shooting hours shall be from one-half hour before sunrise to one-half

hour after sunset each day.

571—99.8(481A) Means and method of take.
99.8(1) Permitted weapons. In accordance with the type of license issued, wild turkey may be taken

by shotgun and muzzleloading shotgun not smaller than 20-gauge and shooting only shot sizes 2 or 3
nontoxic shot or 4, 5, 6, 7½, or 8 lead or nontoxic shot; and by longbow, recurve or compound bow
shooting broadhead or blunthead (minimum diameter 9/16 inch) arrows only. No person may carry or
have in possession shotshells containing shot of any size other than 2 or 3 nontoxic shot or 4, 5, 6, 7½,
or 8 lead or nontoxic shot while hunting wild turkey. Arrows with chemical or explosive pods are not
permitted.

99.8(2) Prohibited devices. The use of live decoys, horses, motorized vehicles, aircraft, bait and
the use or aid of recorded or electronically amplified bird calls or sounds, or recorded or electronically
amplified imitations of bird calls or sounds are prohibited. Paraplegics and single or double amputees of
the legs may hunt from any stationary motor-driven land conveyance. “Paraplegic” means an individual
afflicted with paralysis of the lower half of the body with the involvement of both legs, usually due to
disease of or injury to the spinal cord. “Bait” means grain, fruit, vegetables, nuts or any other natural
food materials; commercial products containing natural food materials; or by-products of such materials
transported to or placed in an area for the intent of attracting wildlife.

571—99.9(481A) Procedures to obtain licenses.   All paid and free resident fall turkey hunting licenses
must be obtained using the electronic licensing system for Iowa (ELSI). Licenses may be purchased from
ELSI license agents or by calling the ELSI telephone ordering system.

99.9(1) Licenses with quotas. All paid turkey hunting licenses for which a quota is established may
be obtained from ELSI agents on a first-come, first-served basis beginning August 15 until the quota
fills, or through the last day of the hunting period for which the license is valid.
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99.9(2) Licenses without quotas. All paid and free turkey hunting licenses that have no quota may
be obtained from ELSI agents beginning August 15 through the last day of the hunting period for which
a license is valid.

99.9(3) Providing false information. If anyone provides false information when obtaining any fall
turkey hunting license, that license and transportation tag and any other fall turkey hunting license and
transportation tag obtained during the same year shall be invalid.

571—99.10(481A) Transportation tag.   Immediately upon the killing of a wild turkey, the
transportation tag issued with the license and bearing the license number of the licensee, year of
issuance, and date of kill properly shown shall be visibly attached to one leg of the turkey. The hunter
who shot the turkey must use the transportation tag issued to that hunter to tag the turkey. No one may
tag a turkey with a transportation tag issued to another hunter. The tag must be attached in such a manner
that it cannot be removed without mutilating or destroying the tag. The tag must be attached before the
carcass can be moved in any manner from the place of kill. The transportation tag shall remain affixed
to the leg of the turkey until the turkey is processed for consumption. The leg that bears the tag must
be attached to the carcass of any wild turkey being transported within the state during any wild turkey
hunting season. The tag shall be proof of possession of the carcass by the above-mentioned licensee.

571—99.11(481A) Eligibility for free landowner/tenant turkey licenses.
99.11(1) Who qualifies for free turkey hunting license.
a. Owners and tenants of a farm unit and the spouse or domestic partner as defined by the Iowa

department of administrative services and juvenile child of an owner or tenant who reside with the owner
or tenant are eligible for free turkey licenses. The owner or tenant does not have to reside on the farm
unit but must be actively engaged in farming it. Nonresident landowners do not qualify.

b. “Juvenile child” means a person less than 18 years of age or a person who is 18 or 19 years
of age and is in full-time attendance at an accredited school pursuing a course of study leading to a
high school diploma or a high school equivalency diploma. A person 18 years of age or older who has
received a high school diploma or high school equivalency diploma does not qualify.

99.11(2) Who qualifies as a tenant. A “tenant” is a person other than the landowner who is actively
engaged in the operation of the farm. The tenant may be a member of the landowner’s family, including
in some circumstances the landowner’s spouse or child, or a third party who is not a family member.
The tenant does not have to reside on the farm unit.

99.11(3) What “actively engaged in farming”means. Landowners and tenants are “actively engaged
in farming” if they personally participate in decisions about farm operations and those decisions, along
with external factors such as weather and market prices, determine their profit or loss for the products
they produce. Tenants qualify if they farm land owned by another and pay rent in cash or in kind. A
farm manager or other third party who operates a farm for a fee or a laborer who works on the farm for
a wage and is not a family member does not qualify as a tenant.

99.11(4) Landowners who qualify as active farmers. These landowners:
a. Are the sole operator of a farm unit (along with immediate family members), or
b. Make all decisions about farm operations, but contract for custom farming or hire labor to do

some or all of the work, or
c. Participate annually in decisions about farm operations such as negotiations with federal farm

agencies or negotiations about cropping practices on specific fields that are rented to a tenant, or
d. Raise specialty crops from operations such as orchards, nurseries, or tree farms that do

not necessarily produce annual income but require annual operating decisions about maintenance or
improvements, or

e. May have portions of the farm enrolled in a long-term land retirement program such as the
Conservation Reserve Program (CRP) as long as other farm operations occur annually, or

f. Place their entire cropland in the CRP or other long-term land retirement program with no other
active farming operation occurring on the farm.
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99.11(5) Landowners who do not qualify. These landowners:
a. Use a farm manager or other third party to operate the farm, or
b. Cash rent the entire farm to a tenant who is responsible for all farm operations including

following preapproved operations plans.
99.11(6) Where free licenses are valid. A free license is valid only on the farm unit of the landowner

or tenant. “Farm unit” means all parcels of land that are at least two contiguous acres in size, that are
operated as a unit for agricultural purposes, and that are under lawful control of the landowner or tenant
regardless of how that land is subdivided for business purposes. Individual parcels of land do not need
to be adjacent to one another to be included in the farm unit. “Agricultural purposes” includes but is not
limited to field crops, livestock, horticultural crops (e.g., nurseries, orchards, truck farms, or Christmas
tree plantations), and land managed for timber production.

99.11(7) How many free licenses may be obtained. The maximum number of free licenses for the
fall turkey season is two per farm unit, one for the landowner (or family member) and one for the tenant
(or family member). If there is no tenant, the landowner’s family may obtain only one license. A tenant
or the tenant’s family is entitled to only one free license even if the tenant farms land for more than one
landowner.

99.11(8) Registration of landowners and tenants. Landowners and tenants and their eligible family
members who want to obtain free fall wild turkey hunting licenses must register with DNR before the
free licenses will be issued. Procedures for registering are described in 571—95.2(481A).

571—99.12(481A) Harvest reporting.   Each hunter who bags a turkey must report that kill according
to procedures described in 571—95.1(481A).

These rules are intended to implement Iowa Code sections 481A.38, 481A.39, 481A.48, 483A.7 and
483A.24.

[Filed 5/7/81, Notice 3/4/81—published 5/27/81, effective 7/1/81]
[Filed 5/6/82, Notice 3/3/82—published 5/26/82, effective 7/1/82]
[Filed 5/6/83, Notice 3/30/83—published 5/25/83, effective 7/1/83]
[Filed 5/4/84, Notice 2/29/84—published 5/23/84, effective 7/1/84]
[Filed 5/8/85, Notice 2/27/85—published 6/5/85, effective 7/10/85]
[Filed 5/2/86, Notice 2/26/86—published 5/21/86, effective 7/1/86]

[Filed without Notice 12/12/86—published 12/31/86, effective 2/4/87]
[Filed 5/15/87, Notice 3/11/87—published 6/3/87, effective 7/8/87]
[Filed 5/13/88, Notice 2/24/88—published 6/1/88, effective 7/6/88]
[Filed 5/12/89, Notice 3/8/89—published 5/31/89, effective 7/5/89]
[Filed emergency 8/11/89—published 8/23/89, effective 8/11/89]
[Filed 5/11/90, Notice 3/7/90—published 5/30/90, effective 7/4/90]
[Filed 5/10/91, Notice 3/6/91—published 5/29/91, effective 7/3/91]
[Filed 5/8/92, Notice 3/4/92—published 5/27/92, effective 7/6/92]
[Filed 5/7/93, Notice 3/31/93—published 5/26/93, effective 7/5/93]
[Filed 5/20/94, Notice 3/2/94—published 6/8/94, effective 7/15/94]
[Filed 5/15/95, Notice 3/1/95—published 6/7/95, effective 7/14/95]
[Filed 5/15/96, Notice 2/28/96—published 6/5/96, effective 7/10/96]
[Filed 5/15/97, Notice 3/12/97—published 6/4/97, effective 7/9/97]
[Filed 5/29/98, Notice 3/11/98—published 6/17/98, effective 7/22/98]
[Filed 5/14/99, Notice 3/10/99—published 6/2/99, effective 7/7/99]
[Filed 5/12/00, Notice 3/8/00—published 5/31/00, effective 7/5/00]
[Filed 5/11/01, Notice 3/7/01—published 5/30/01, effective 7/4/01]
[Filed 5/9/02, Notice 3/6/02—published 5/29/02, effective 7/3/02]
[Filed 5/9/03, Notice 3/5/03—published 5/28/03, effective 7/2/03]
[Filed 5/20/04, Notice 3/3/04—published 6/9/04, effective 7/14/04]
[Filed 5/18/05, Notice 3/30/05—published 6/8/05, effective 7/13/05]
[Filed 8/11/06, Notice 6/7/06—published 8/30/06, effective 10/4/06]
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[Filed 5/21/07, Notice 3/28/07—published 6/20/07, effective 7/25/07]
[Filed 6/24/08, Notice 4/9/08—published 7/16/08, effective 8/20/08]

[Filed ARC 7920B (Notice ARC 7689B, IAB 4/8/09), IAB 7/1/09, effective 8/5/09]
[Filed ARC 8254B (Notice ARC 8018B, IAB 7/29/09), IAB 11/4/09, effective 12/9/09]
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CHAPTER 106
DEER HUNTING BY RESIDENTS

[Prior to 12/31/86, Conservation Commission[290] Ch 106]

571—106.1(481A) Licenses.   When hunting deer, all hunters must have in their possession a valid deer
hunting license and a valid resident hunting license and must have paid the habitat fee (if normally
required to have a hunting license and to pay the habitat fee to hunt). No person while hunting deer
shall carry or have in possession any license or transportation tag issued to another person. No one who
is issued a deer hunting license and transportation tag shall allow another person to use or possess that
license or transportation tag while that person is deer hunting or tagging a deer.

106.1(1) Type of license.
a. Any-deer licenses. Any-deer licenses shall be valid for taking deer of either sex in one season

selected at the time the license is purchased. Paid any-deer licenses shall be valid statewide except where
prohibited in deer population management zones established under 571—Chapter 105. Free any-deer
licenses shall be valid only on the farm unit of an eligible landowner or tenant in the season or seasons
selected at the time the license is obtained.

b. Antlerless-deer-only licenses. Antlerless-deer-only licenses shall be valid for taking deer that
have no forked antler. Paid antlerless-deer-only licenses shall be valid in one county or in one deer
population management zone and in one season as selected at the time the license is purchased. Free
and reduced-fee antlerless-deer-only licenses shall be valid on the farm unit of an eligible landowner or
tenant in the season or seasons selected at the time the license is obtained.

106.1(2) Bow season licenses. Any-deer and antlerless-deer-only licenses, paid or free, shall be valid
in both segments of the bow season.

106.1(3) Regular gun season licenses. Paid any-deer and antlerless-deer-only licenses shall be valid
in either the first or the second regular gun season, as designated on the license. Free any-deer licenses
and antlerless-deer-only licenses shall be valid in both the first and second regular gun seasons.

106.1(4) Muzzleloader season licenses. Any-deer and antlerless-deer-only licenses, paid or free,
shall be valid in either the early or the late muzzleloader season, as designated on the license.

106.1(5) November antlerless-deer-only licenses. Only antlerless-deer-only licenses, paid or free,
will be issued for the November antlerless-deer-only season.

106.1(6) January antlerless-deer-only licenses. Only antlerless-deer-only licenses, paid or free, will
be issued for the January antlerless-deer-only season. Free antlerless-deer-only licenses shall be available
only in the portion of the farm unit located in a county where paid antlerless-deer-only licenses are
available during that season.

106.1(7) Free and reduced-fee deer licenses for landowners and tenants. A maximum of one
free any-deer license, two free antlerless-deer-only licenses, and two reduced-fee antlerless-deer-only
licenses may be issued to a qualifying landowner or eligible family member and a qualifying tenant or
eligible family member. Eligibility for licenses is described in 571—106.12(481A). The free any-deer
license shall be available for one of the following seasons: the youth/disabled hunter season (if
eligible), bow season, early muzzleloader season, late muzzleloader season or first and second regular
gun seasons. One free antlerless-deer-only license shall be available for one of the following seasons:
youth/disabled hunter season (if eligible), bow season, early muzzleloader season, late muzzleloader
season, first and second regular gun seasons, or November antlerless-deer-only season. The second free
antlerless-deer-only license shall be valid only for the January antlerless-deer-only season and will be
available only if a portion of the farm unit lies within a county where paid antlerless-deer-only licenses
are available during that season. Each reduced-fee antlerless-deer-only license shall be valid for one
of the following seasons: youth/disabled hunter season (if eligible), bow season, early muzzleloader
season, late muzzleloader season, first and second regular gun seasons, November antlerless-deer-only
season or January antlerless-deer-only season. January antlerless-deer-only licenses will be available
only if a portion of the farm unit is located in a county where paid antlerless-deer-only licenses are
available in that season.
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106.1(8) Antlerless-deer-only crossbow licenses for senior citizens. Persons 70 years old or older
may obtain one paid antlerless-deer-only license valid statewide for taking antlerless deer with a
crossbow. The license will be valid only during the bow season.

106.1(9) Nonambulatory deer hunting licenses. The commission shall issue licenses in conformance
with 2009 Iowa Acts, Senate File 187. A person applying for this license must provide a completed form
obtained from the department of natural resources. The application shall be certified by the applicant’s
attending physician with an original signature and declare that the applicant is nonambulatory using the
criteria listed in 2009 Iowa Acts, Senate File 187. A medical statement from the applicant’s attending
physician that specifies criteria met shall be on 8½″ × 11″ letterhead stationery. The attending physician
shall be a currently practicing doctor of medicine, doctor of osteopathy, physician assistant or nurse
practitioner.
[ARC 7921B, IAB 7/1/09, effective 8/5/09; ARC 8255B, IAB 11/4/09, effective 12/9/09]

571—106.2(481A) Season dates.   Deer may be taken only during the following seasons:
106.2(1) Bow season. Deer may be taken in accordance with the type of license issued from October

1 through the Friday before the first Saturday in December and from the Monday following the third
Saturday in December through January 10 of the following year.

106.2(2) Regular gun seasons. Deer may be taken in accordance with the type, season and zone
designated on the license from the first Saturday in December and continuing for five consecutive days
(first regular gun season) or from the second Saturday in December and continuing for nine consecutive
days (second regular gun season).

106.2(3) Muzzleloader seasons.  Deer may be taken in accordance with the type, season and zone
designated on the license from the Saturday closest to October 14 and continuing for nine consecutive
days (early muzzleloader season) or from the Monday following the third Saturday in December through
January 10 of the following year (late muzzleloader season).

106.2(4) November antlerless-deer-only season. Antlerless deer may be taken for three days
beginning the Friday after Thanksgiving.

106.2(5) January antlerless-deer-only season. Antlerless deer may be taken from January 11
through the third following Sunday.

571—106.3(481A) Shooting hours.   Legal shooting hours shall be from one-half hour before sunrise to
one-half hour after sunset in all seasons.

571—106.4(481A) Limits.
106.4(1) Bow season. The daily bag limit is one deer per license. The possession limit is one deer

per license. A person may shoot and tag a deer only by utilizing the license and tag issued in the person’s
name.

106.4(2) Muzzleloader seasons. The daily bag limit is one deer per license. The possession limit is
one deer per license. A person may shoot and tag a deer only by utilizing the license and tag issued in
the person’s name.

106.4(3) Regular gun seasons. The bag limit is one deer for each hunter in the party who has a valid
deer transportation tag. The possession limit is one deer per license. “Possession” shall mean that the
deer is in the possession of the person whose license number matches the number of the transportation
tag on the carcass of the deer.

106.4(4) November antlerless-deer-only season. The bag and possession limits and the tagging
requirements are the same as for the regular gun seasons.

106.4(5) January antlerless-deer-only season. The daily bag and possession limit and the tagging
requirements are the same as for the regular gun seasons.

106.4(6) Maximum annual possession limit. The maximum annual possession limit for a resident
deer hunter is one deer for each legal license and transportation tag obtained.

571—106.5(481A) Areas closed to hunting.   There shall be no open seasons for hunting deer on the
county roads immediately adjacent to or through Union Slough National Wildlife Refuge, Kossuth
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County, where posted accordingly. There shall be no open seasons for hunting deer on all portions of
rights-of-way on Interstate Highways 29, 35, 80 and 380.

571—106.6(481A) Paid deer license quotas and restrictions.   Paid deer licenses, including
antlerless-deer-only licenses, will be restricted in the type and number that may be purchased.

106.6(1) Paid any-deer licenses. Residents may purchase no more than two paid any-deer licenses,
one for the bow season and one for one of the following seasons: early muzzleloader season, late
muzzleloader season, first regular gun season, or second regular gun season. No more than 7,500
paid statewide any-deer licenses will be sold for the early muzzleloader season. Fifty additional paid
early muzzleloader season licenses will be sold through and will be valid only for the Iowa Army
Ammunition Plant. There will be no quota on the number of paid any-deer licenses issued in the bow
season, late muzzleloader season, first regular gun season, or second regular gun season.

106.6(2) Paid antlerless-deer-only licenses. Paid antlerless-deer-only licenses have quotas for each
county and will be sold for each county until quotas are reached.

a. Paid antlerless-deer-only licenses may be purchased for any season in counties where licenses
are available, except as outlined in 106.6(2)“b.” A license must be used in the season, county or deer
population management area selected at the time the license is purchased.

b. No one may obtain paid licenses for both the first regular gun season and second regular
gun season regardless of whether the licenses are valid for any deer or antlerless deer only. Paid
antlerless-deer-only licenses for the early muzzleloader season may only be purchased by hunters who
have already purchased one of the 7,500 paid statewide any-deer licenses.

c. Prior to September 15, a hunter may purchase one antlerless-deer-only license for any season
for which the hunter is eligible. Beginning September 15, a hunter may purchase an unlimited number of
antlerless-deer-only licenses for any season for which the hunter is eligible, as set forth in 106.6(2)“b,”
until the county or population management area quotas are filled. Licenses purchased for deer population
management areas will not count in the county quota.

106.6(3) November antlerless-deer-only season. Antlerless-deer-only licenses for the November
antlerless-deer-only season shall be available in the following counties: Adair, Adams, Allamakee,
Appanoose, Cass, Clarke, Clayton, Dallas, Davis, Decatur, Des Moines, Fayette, Fremont, Guthrie,
Harrison, Henry, Jasper, Jefferson, Keokuk, Lee, Louisa, Lucas, Madison, Mahaska, Marion, Mills,
Monona, Monroe, Montgomery, Page, Polk, Pottawattamie, Ringgold, Taylor, Union, Van Buren,
Wapello, Warren, Washington, Wayne, Winneshiek, and Woodbury. Beginning the second Saturday
prior to the opening of the November antlerless-deer-only season, an unlimited number of paid
antlerless-deer-only licenses may be purchased for the November antlerless-deer-only season. These
licenses may be obtained regardless of any other paid any-deer or paid antlerless-deer-only licenses that
may have been obtained. Licenses will be sold until county quotas are filled. Licenses issued for this
season are valid only on private property.

106.6(4) January antlerless-deer-only licenses. Antlerless-deer-only licenses for the January
antlerless-deer-only season shall be available in the following counties: Adair, Adams, Allamakee,
Appanoose, Cass, Clarke, Clayton, Dallas, Davis, Decatur, Des Moines, Fayette, Fremont, Guthrie,
Harrison, Henry, Jasper, Jefferson, Keokuk, Lee, Louisa, Lucas, Madison, Mahaska, Marion,
Mills, Monona, Monroe, Montgomery, Page, Polk, Pottawattamie, Ringgold, Taylor, Union, Van
Buren, Wapello, Warren, Washington, Wayne, Winneshiek, and Woodbury. Beginning December
15, an unlimited number of paid antlerless-deer-only licenses may be purchased for the January
antlerless-deer-only season. These licenses may be obtained regardless of any other paid any-deer or
paid antlerless-deer-only licenses that may have been obtained.

106.6(5) Free landowner/tenant licenses. A person obtaining a free landowner/tenant license may
purchase any combination of paid bow and paid gun licenses available to persons who are not eligible
for landowner/tenant licenses as described in 571—106.12(481A).

106.6(6) Antlerless-deer-only licenses. Paid antlerless-deer-only licenses will be available by
county as follows:
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County Quota County Quota County Quota
Adair 2400 Floyd 150 Monona 1900
Adams 1950 Franklin 100 Monroe 3000
Allamakee 4500 Fremont 1500 Montgomery 1300
Appanoose 3300 Greene 150 Muscatine 1700
Audubon 100 Grundy 0 O’Brien 0
Benton 1000 Guthrie 3300 Osceola 0
Black Hawk 0 Hamilton 100 Page 1800
Boone 650 Hancock 0 Palo Alto 0
Bremer 700 Hardin 400 Plymouth 100
Buchanan 400 Harrison 1900 Pocahontas 0
Buena Vista 0 Henry 2000 Polk 1500
Butler 150 Howard 800 Pottawattamie 2100
Calhoun 0 Humboldt 0 Poweshiek 750
Carroll 100 Ida 0 Ringgold 2600
Cass 1300 Iowa 1200 Sac 0
Cedar 1300 Jackson 1800 Scott 800
Cerro Gordo 0 Jasper 1700 Shelby 300
Cherokee 0 Jefferson 2150 Sioux 0
Chickasaw 600 Johnson 2000 Story 500
Clarke 2200 Jones 1500 Tama 800
Clay 0 Keokuk 1900 Taylor 2650
Clayton 5800 Kossuth 0 Union 2100
Clinton 1200 Lee 2500 Van Buren 5400
Crawford 200 Linn 1900 Wapello 2150
Dallas 2700 Louisa 1500 Warren 3200
Davis 3600 Lucas 2200 Washington 2250
Decatur 2800 Lyon 0 Wayne 3000
Delaware 1700 Madison 4000 Webster 100
Des Moines 2000 Mahaska 1350 Winnebago 0
Dickinson 0 Marion 2250 Winneshiek 3500
Dubuque 2000 Marshall 650 Woodbury 1900
Emmet 0 Mills 1350 Worth 50
Fayette 3000 Mitchell 150 Wright 0

[ARC 7921B, IAB 7/1/09, effective 8/5/09]

571—106.7(481A) Method of take.   Permitted weapons and devices vary according to the type of
season.

106.7(1) Bow season. Only longbow, compound or recurve bows shooting broadhead arrows are
permitted during the bow season. Arrows must be at least 18 inches long.

a. Crossbows may be used during the bow season in the following two situations:
(1) By persons with certain afflictions of the upper body as provided in 571—15.5(481A); and
(2) By persons over the age of 70 with an antlerless-deer-only license as provided in Iowa Code

section 483A.8A.
b. No explosive or chemical devices may be attached to the arrow, broadhead or bolt (if used with

a crossbow).
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106.7(2) Regular gun seasons. Only 10-, 12-, 16- and 20-gauge shotguns shooting single slugs and
muzzleloaders and handguns as described in 106.7(3) will be permitted for taking deer during the regular
gun seasons.

106.7(3) Muzzleloader seasons. Only muzzleloading rifles and muzzleloading pistols will be
permitted for taking deer during the early muzzleloader season. During the late muzzleloader
season, deer may be taken with a muzzleloader, centerfire handgun, or bow as described in 106.7(1).
Muzzleloading rifles are defined as flintlock or percussion cap lock muzzleloaded rifles and muskets of
not less than .44 and not larger than .775 caliber, shooting single projectiles only. Centerfire handguns
must be .357 caliber or larger shooting straight-walled cartridges propelling an expanding-type bullet
(no full-metal jacket) and complying with all other requirements provided in Iowa Code section
481A.48. Legal handgun calibers are listed on the department of natural resources list of Acceptable
Handgun Calibers for Hunting Deer in Iowa. Revolvers, pistols and black powder handguns must
have a 4-inch minimum barrel length. There can be no shoulder stock or long-barrel modifications to
handguns. Muzzleloading handguns must be .44 caliber or larger, shooting single projectiles only.

106.7(4) November antlerless-deer-only season. Bows, shotguns, muzzleloaders and handguns as
described in this rule may be used.

106.7(5) January antlerless-deer-only season. Bows, shotguns, muzzleloaders and handguns as
described in this rule may be used during the January antlerless-deer-only season. Centerfire rifles .24
caliber or larger may be used in the southern two tiers of counties.

106.7(6) Prohibited weapons and devices. The use of dogs, domestic animals, bait, rifles other than
muzzleloaded or as provided in 106.7(5), handguns except as provided in 106.7(3), crossbows except
as provided in 106.7(1), automobiles, aircraft, or any mechanical conveyance or device, including
electronic calls, is prohibited, except that paraplegics and single or double amputees of the legs may
hunt from any stationary motor-driven land conveyance. “Bait” means grain, fruit, vegetables, nuts,
hay, salt, mineral blocks, or any other natural food materials; commercial products containing natural
food materials; or by-products of such materials transported to or placed in an area for the intent of
attracting wildlife. Bait does not include food placed during normal agricultural activities. “Paraplegic”
means an individual with paralysis of the lower half of the body with involvement of both legs, usually
due to disease of or injury to the spinal cord. It shall be unlawful for a person, while hunting deer, to
carry or have in possession a rifle except as provided in 106.7(3) and 106.7(5). It shall be unlawful for
a person hunting with a bow license to carry a handgun unless that person also has a valid deer hunting
license and an unfilled transportation tag that permits a handgun to be used to take deer.

106.7(7) Discharge of firearms from roadway. No person shall discharge a rifle, including a
muzzleloading rifle or musket, or a handgun from a highway while deer hunting. In addition, no person
shall discharge a shotgun shooting slugs from a highway north of U.S. Highway 30. A “highway”
means the way between property lines open to the public for vehicle traffic, including the road ditch, as
defined in Iowa Code section 321.1(78).

106.7(8) Hunting from blinds.  No person shall use a blind for hunting deer during the regular gun
deer seasons as defined in 106.2(3), unless such blind exhibits a solid blaze orange marking visible in
all directions with a minimum height of 12 inches and a minimum width of 12 inches. Such blaze
orange shall be affixed directly on or directly on top of the blind. For the purposes of this subrule, the
term “blind” is defined as a place of concealment constructed, either wholly or partially from man-made
materials, and used by a person who is hunting for the purpose of hiding from sight. A blind is not a
naturally occurring landscape feature or an arrangement of natural or agricultural plant material that a
hunter uses for concealment. In addition to the requirements in this subrule, hunters using blinds must
also satisfy the requirements of wearing blaze orange as prescribed in Iowa Code section 481A.122.

571—106.8(481A) Procedures to obtain licenses.   All resident deer hunting licenses must be obtained
using the electronic licensing system for Iowa (ELSI). Licenses may be purchased from ELSI license
agents, or online at www.iowadnr.com, or by calling the ELSI telephone ordering system.
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106.8(1) Licenses with quotas. All paid deer hunting licenses for which a quota is established may
be obtained from the ELSI system on a first-come, first-served basis beginning August 15 until the quota
fills, or through the last day of the hunting period for which the license is valid.

106.8(2) Licenses without quotas. All deer hunting licenses that have no quota may be obtained from
the ELSI system beginning August 15 through the last day of the hunting period for which a license is
valid.

106.8(3) Providing false information.
a. Any person who provides false information about the person’s identity or eligibility for any paid

or free landowner/tenant deer license and tag and who attests that the information is correct by accepting
and signing the license or tag shall have the person’s hunting license revoked as a part of the sentencing
for such criminal conviction, and the person shall not be issued a hunting license for one year pursuant
to the authority of Iowa Code Supplement section 483A.24(2)“f” and rule 571—15.6(483A).

b. In addition to any legal penalties that may be imposed, the obtaining of a license in violation of
this rule shall invalidate that deer license and transportation tag and any other deer hunting license and
transportation tag obtained during the same year.

571—106.9(481A) Transportation tag.   A transportation tag bearing the license number of the licensee,
year of issuance, and date of kill properly shown shall be visibly attached to the carcass of each deer in
such a manner that the tag cannot be removed without mutilating or destroying the tag. This tag shall be
attached to the carcass of the deer within 15 minutes of the time the deer is killed or before the carcass is
moved in any manner, whichever occurs first. No person shall tag a deer with a transportation tag issued
to another person. During the youth/disabled hunter season, bow season, early muzzleloader season and
late muzzleloader season, the hunter who killed the deer must tag the deer by using the transportation
tag issued in that person’s name. During the first and second regular gun seasons and the November
and January antlerless-deer-only seasons, anyone present in the hunting party may tag a deer with a tag
issued in that person’s name. This tag shall be proof of possession and shall remain affixed to the carcass
until such time as the animal is processed for consumption. The head, and antlers if any, shall remain
attached to the deer while being transported by any means whatsoever from the place where taken to the
processor or commercial preservation facility or until the deer has been processed for consumption.

571—106.10(481A) Youth deer and severely disabled hunts.
106.10(1) Licenses.
a. Youth deer hunt. A youth deer license may be issued to any Iowa resident who is not over 15

years old on the day the youth obtains the license. The youth license may be paid or free to persons
eligible for free licenses. If the youth obtains a free landowner/tenant license, it will count as the one
free any-deer license for which the youth’s family is eligible.

Each participating youth must be accompanied by an adult who possesses a regular hunting license
and has paid the habitat fee (if the adult is normally required to have a hunting license and to pay the
habitat fee to hunt). Only one adult may participate for each youth hunter. The accompanying adult must
not possess a firearm or bow and must be in the direct company of the youth at all times.

A person may obtain only one youth any-deer license but may also obtain any other paid or free
any-deer and antlerless-deer-only licenses that are available to other hunters. Antlerless-deer-only
licenses must be obtained in the same manner with which other hunters obtain them, as described in
106.6(2).

b. Severely disabled hunt. Any severely disabled Iowa resident meeting the requirements of Iowa
Code section 321L.1(8) may be issued one any-deer license to hunt deer during the youth season. A
person applying for this license must either possess a disability parking permit or provide a completed
form from the department of natural resources. The form must be signed by a physician verifying that
the person’s disability meets the criteria defined in Iowa Code section 321L.1(8). Forms are available
online at www.iowadnr.com, by visiting the DNR central office or any district office, or by calling
(515)281-5918. A person between 16 and 65 years of age must also possess a regular hunting license
and have paid the habitat fee to obtain a license (if normally required to have a hunting license and to pay



IAC 11/4/09 Natural Resource Commission[571] Ch 106, p.7

the habitat fee to hunt). A severely disabled person obtaining this license may obtain any other paid and
free any-deer and antlerless-deer-only licenses that are available to other hunters. Antlerless-deer-only
licenses must be obtained in the same manner by which other hunters obtain them, as described in
106.6(2).

106.10(2) Season dates.  Deer of either sex may be taken statewide for 16 consecutive days
beginning on the third Saturday in September. A person who is issued a youth deer hunting license and
does not take a deer during the youth deer hunting season may use the deer hunting license and unused
tag during the early muzzleloader, late muzzleloader, and one of the shotgun seasons. The license will
be valid for the type of deer and in the area specified on the original license. The youth must follow
all other rules specified in this chapter for each season. A youth hunting in one of the other seasons
must obtain a hunting license and habitat stamp or hunt with a licensed adult if required by Iowa Code
section 483A.24. If the tag is filled during one of the seasons, the license will not be valid in subsequent
seasons.

106.10(3) Shooting hours. Legal shooting hours will be one-half hour before sunrise to one-half
hour after sunset each day regardless of weapon used.

106.10(4) Limits and license quotas. An unlimited number of licenses may be issued. The daily and
season bag and possession limit is one deer per license. A person may shoot and tag a deer only by
utilizing the license and tag issued in the person’s name.

106.10(5) Method of take and other regulations. Deer may be taken with shotgun, bow or
muzzleloaded rifles as permitted in 571—106.7(481A). All participants must meet the deer hunters’
orange apparel requirement in Iowa Code section 481A.122. All other regulations for obtaining licenses
or hunting deer shall apply.

106.10(6) Procedures for obtaining licenses. Paid and free youth season licenses and licenses for
severely disabled hunters may be obtained through ELSI beginning August 15 through the last day of
the youth season.

571—106.11(481A) Deer depredation management.   The deer depredation management program
provides assistance to producers through technical advice and additional deer licenses and permits
where the localized reduction of female deer is needed to reduce damage. Upon signing a depredation
management agreement with the department, producers of agricultural or high-value horticultural crops
may be issued deer depredation permits to shoot deer causing excessive crop damage. If immediate
action is necessary to forestall serious damage, depredation permits may be issued before an agreement
is signed. Further permits will not be authorized until an agreement is signed.

106.11(1) Method of take and other regulations. Legal weapons and restrictions will be governed
by 571—106.7(481A). For deer shooting permits only, there are no shooting hour restrictions; however,
taking deer with an artificial light is prohibited by Iowa Code section 481A.93. The producer or designee
must meet the deer hunters’ orange apparel requirement in Iowa Code section 481A.122.

106.11(2) Eligibility. Producers growing typical agricultural crops (such as corn, soybeans, hay
and oats and tree farms and other forestlands under a timber management program) and producers of
high-value horticultural crops (such as Christmas trees, fruit or vegetable crops, nursery stock, and
commercially grown nuts) shall be eligible to enter into depredation management agreements if these
crops sustain excessive damage.

a. The producer may be the landowner or a tenant, whoever has cropping rights to the land.
b. Excessive damage is defined as crop losses exceeding $1,000 in a single growing season, or the

likelihood that damage will exceed $1,000 if preventive action is not taken, or a documented history of
at least $1,000 of damage annually in previous years.

c. Producers who lease their deer hunting rights are not eligible for the deer depredation
management program.

106.11(3) Depredation management plans. Upon request from a producer, field employees of the
wildlife bureau will inspect and identify the type and amount of crop damage sustained from deer. If
damage is not excessive, technical advice will be given to the producer on methods to reduce or prevent
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future damage. If damage is excessive and the producer agrees to participate, a written depredation
management plan will be developed by depredation biologists in consultation with the producer.

a. The goal of the management plan will be to reduce damage to below excessive levels within a
specified time period through a combination of producer-initiated preventive measures and the issuance
of deer depredation permits.

(1) Depredation plans written for producers of typical agricultural crops may require preventive
measures such as harassment of deer with pyrotechnics and cannons, guard dogs, and temporary fencing,
as well as allowing more hunters, increasing the take of antlerless deer, and other measures that may
prove effective.

(2) Depredation plans written for producers of high-value horticultural crops may include all of the
measures in (1) above, plus permanent fencing where necessary. Fencing will not be required if the cost
of a fence exceeds $1,000.

(3) Depredation permits to shoot deer may be issued to Iowa residents to reduce deer numbers until
long-term preventive measures become effective. Depredation permits will not be used as a long-term
solution to deer damage problems.

b. Depredation management plans will normally be written for a three-year period with progress
reviewed annually by the department and the producer.

(1) The plan will become effective when signed by the depredation biologist and the producer.
(2) Plans may be modified or extended if mutually agreed upon by the department and the producer.
(3) Depredation permits will not be issued after the initial term of the management plan if the

producer fails to implement preventive measures outlined in the plan.
106.11(4) Depredation permits. Two types of permits may be issued under a depredation

management plan.
a. Deer depredation licenses. Deer depredation licenses may be sold to resident hunters only for

the regular deer license fee for use during one or more legal hunting seasons. Depredation licenses will
be available to producers of agricultural and horticultural crops.

(1) Depredation licenses will be issued up to the number specified in the management plan.
(2) The landowner or an eligible family member, which shall include the landowner's spouse or

domestic partner and juvenile children, may obtain one depredation license for each season established
by the commission. No other individual may initially obtain more than three depredation licenses per
management plan. When a deer is reported harvested on one of these licenses, then another license may
be obtained.

(3) Depredation licenses will be valid only for hunting antlerless deer, regardless of restrictions
that may be imposed on regular deer hunting licenses in that county.

(4) Hunters may keep any deer legally tagged with a depredation license.
(5) All other regulations for the hunting season specified on the license will apply.
(6) Depredation licenses will be valid only on the land where damage is occurring and the

immediately adjacent property unless the land is within a designated block hunt area as described in
subparagraph (7). Other parcels of land in the farm unit not adjacent to the parcels receiving damage
will not qualify.

(7) Block hunt areas are areas designated and delineated bywildlife biologists of the wildlife bureau
to facilitate herd reduction in a given area where all producers may not qualify for the depredation
program or in areas of persistent deer depredation. Depredation licenses issued to producers within
the block hunt area are valid on all properties within the delineated boundaries. Individual landowner
permission is required for hunters utilizing depredation licenses within the block hunt area boundaries.
Creation of a given block hunt area does not authorize trespass.

b. Deer shooting permits. Permits for shooting deer outside an established hunting season may
be issued to producers of high-value horticultural crops when damage cannot be controlled in a timely
manner during the hunting seasons (such as late summer buck rubs in an orchard and winter browsing
in a Christmas tree plantation) and to other agricultural producers who have an approved DNR deer
depredation plan, and on areas such as airports where public safety may be an issue.

(1) Deer shooting permits will be issued at no cost to the applicant.



IAC 11/4/09 Natural Resource Commission[571] Ch 106, p.9

(2) The applicant or one or more designees approved by the department may take all the deer
specified on the permit.

(3) Permits available to producers of high-value horticultural crops or agricultural crops may be
valid for taking deer outside of a hunting season depending on the nature of the damage. The number
and type of deer to be killed will be determined by a department depredation biologist and will be part
of the deer depredation management plan.

(4) Permits issued due to public safety concerns may be used for taking any deer, as necessary, to
address unpredictable intrusion which could jeopardize public safety. Permits may be issued for an entire
year (January 1 through December 31) if the facility involved signs an agreement with the department.

(5) All deer killed must be recovered and processed for human consumption.
(6) The times, dates, place and other restrictions on the shooting of deer will be specified on the

permit.
(7) Antlers from all deer recovered must be turned over to the conservation officer within 48 hours.

Antlers will be disposed of according to department rules.
(8) For out-of-season shooting permits, there are no shooting hour restrictions; however, taking

deer with an artificial light is prohibited by Iowa Code section 481A.93.
c. Depredation licenses and shooting permits will be issued in addition to any other licenses for

which the hunters may be eligible.
d. Depredation licenses and shooting permits will not be issued if the producer restricts the legal

take of deer from the property sustaining damage by limiting hunter numbers below levels required to
control the deer herd. This restriction does not apply in situations where shooting permits are issued for
public safety concerns.

e. A person who receives a depredation permit pursuant to this paragraph shall pay a $1 fee for
each license that shall be used and is appropriated for the purpose of deer herd population management,
including assisting with the cost of processing deer donated to the help us stop hunger (HUSH) program
administered by the commission and a $1 writing fee for each license to the license agent.

106.11(5) Disposal. Rescinded IAB 7/16/08, effective 8/20/08.
[ARC 7921B, IAB 7/1/09, effective 8/5/09]

571—106.12(481A) Eligibility for free landowner/tenant deer licenses.
106.12(1) Who qualifies for free deer hunting licenses.
a. Owners and tenants of a farm unit and the spouse and juvenile child of an owner or tenant who

reside with the owner or tenant are eligible for free deer licenses. The owner or tenant does not have
to reside on the farm unit but must be actively engaged in farming it. Nonresident landowners do not
qualify.

b. Juvenile child defined. “Juvenile child” means a person less than 18 years of age or a person
who is 18 or 19 years of age and is in full-time attendance at an accredited school pursuing a course of
study leading to a high school diploma or a high school equivalency diploma. A person 18 years of age
or older who has received a high school diploma or high school equivalency diploma does not qualify.

106.12(2) Who qualifies as a tenant. A “tenant” is a person other than the landowner who is actively
engaged in the operation of the farm. The tenant may be a member of the landowner’s family, including
in some circumstances the landowner’s spouse or child, or a third party who is not a family member.
The tenant does not have to reside on the farm unit.

106.12(3) What “actively engaged in farming” means. Landowners and tenants are “actively
engaged in farming” if they personally participate in decisions about farm operations and those
decisions, along with external factors such as weather and market prices, determine their profit or loss
for the products they produce. Tenants qualify if they farm land owned by another and pay rent in cash
or in kind. A farm manager or other third party who operates a farm for a fee or a laborer who works on
the farm for a wage and is not a family member does not qualify as a tenant.

106.12(4) Landowners who qualify as active farmers. These landowners:
a. Are the sole operator of a farm unit (along with immediate family members), or
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b. Make all decisions about farm operations, but contract for custom farming or hire labor to do
some or all of the work, or

c. Participate annually in decisions about farm operations such as negotiations with federal farm
agencies or negotiations about cropping practices on specific fields that are rented to a tenant, or

d. Raise specialty crops from operations such as orchards, nurseries, or tree farms that do
not necessarily produce annual income but require annual operating decisions about maintenance or
improvements, or

e. May have portions of the farm enrolled in a long-term land retirement program such as the
Conservation Reserve Program (CRP) as long as other farm operations occur annually, or

f. Place their entire cropland in the CRP or other long-term land retirement program with no other
active farming operation occurring on the farm.

106.12(5) Landowners who do not qualify. These landowners:
a. Use a farm manager or other third party to operate the farm, or
b. Cash rent the entire farm to a tenant who is responsible for all farm operations including

following preapproved operations plans.
106.12(6) Where free licenses are valid. A free license is valid only on that portion of the farm unit

that is in a zone open to deer hunting. “Farm unit” means all parcels of land in tracts of two or more
contiguous acres that are operated as a unit for agricultural purposes and are under lawful control of the
landowner or tenant regardless of how that land is subdivided for business purposes. Individual parcels
of land do not need to be adjacent to one another to be included in the farm unit. “Agricultural purposes”
includes but is not limited to field crops, livestock, horticultural crops (e.g., from nurseries, orchards,
truck farms, or Christmas tree plantations), and land managed for timber production.

106.12(7) Registration of landowners and tenants. Landowners and tenants and their eligible family
members who want to obtain free deer hunting licenses must register with the department before the free
licenses will be issued. Procedures for registering are described in 571—95.2(481A).

571—106.13(481A) Harvest reporting.   Each hunter who bags a deer must report that kill according to
procedures described in 571—95.1(481A).

571—106.14(481A) Extension to the regular gun seasons.   Rescinded IAB 7/16/08, effective 8/20/08.
These rules are intended to implement Iowa Code sections 481A.38, 481A.39, 481A.48, 483A.24,

and 483A.24B and 2009 Iowa Acts, Senate File 187.
[Filed 7/16/75]

[Filed emergency 6/11/76—published 6/28/76, effective 6/11/76]
[Filed emergency 6/13/77—published 7/13/77, effective 6/13/77]
[Filed emergency 9/1/77—published 9/21/77, effective 9/1/77]

[Filed 6/8/78, Notice 3/8/78—published 6/28/78, effective 8/2/78]
[Filed 6/5/79, Notice 3/7/79—published 6/27/79, effective 8/1/79]
[Filed 6/6/80, Notice 3/5/80—published 6/25/80, effective 7/30/80]
[Filed 6/5/81, Notice 3/4/81—published 6/24/81, effective 7/29/81]
[Filed 6/3/82, Notice 3/3/82—published 6/23/82, effective 7/28/82]
[Filed 6/3/83, Notice 3/30/83—published 6/22/83, effective 8/1/83]

[Filed emergency after Notice 6/13/84, Notice 2/29/84—published 7/4/84, effective 6/15/84]
[Filed 5/31/85, Notice 2/27/85—published 6/19/85, effective 7/24/85]
[Filed emergency 8/16/85—published 9/11/85, effective 8/16/85]
[Filed 6/11/86, Notice 2/26/86—published 7/2/86, effective 8/6/86]

[Filed without Notice 12/12/86—published 12/31/86, effective 2/4/87]
[Filed 6/11/87, Notice 3/11/87—published 7/1/87, effective 8/10/87]
[Filed 5/13/88, Notice 2/24/88—published 6/1/88, effective 7/6/88]
[Filed 6/10/88, Notice 2/24/88—published 6/29/88, effective 8/10/88]
[Filed 5/12/89, Notice 3/8/89—published 5/31/89, effective 7/5/89]
[Filed 5/11/90, Notice 3/7/90—published 5/30/90, effective 7/4/90]
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[Filed 5/10/91, Notice 3/6/91—published 5/29/91, effective 7/3/91]
[Filed 5/8/92, Notice 3/4/92—published 5/27/92, effective 7/6/92]
[Filed emergency 12/4/92—published 12/23/92, effective 12/4/92]
[Filed emergency 3/12/93—published 3/31/93, effective 3/12/93]
[Filed 5/7/93, Notice 3/31/93—published 5/26/93, effective 7/6/93]
[Filed 5/20/94, Notice 3/2/94—published 6/8/94, effective 7/13/94]
[Filed emergency 5/15/95—published 6/7/95, effective 5/15/95]

[Filed 5/15/95, Notice 3/1/95—published 6/7/95, effective 7/14/95]
[Filed 8/11/95, Notice 6/7/95—published 8/30/95, effective 10/4/95]
[Filed 5/15/96, Notice 2/28/96—published 6/5/96, effective 7/15/96]

[Filed emergency 12/13/96 after Notice 11/6/96—published 1/1/97, effective 12/13/96]
[Filed 5/15/97, Notice 3/12/97—published 6/4/97, effective 7/14/97]
[Filed 8/22/97, Notice 6/4/97—published 9/10/97, effective 10/15/97]
[Filed 9/19/97, Notice 7/16/97—published 10/8/97, effective 11/12/97]
[Filed 5/29/98, Notice 3/11/98—published 6/17/98, effective 7/22/98]
[Filed 5/14/99, Notice 3/10/99—published 6/2/99, effective 7/7/99]
[Filed emergency 9/13/99—published 10/6/99, effective 9/13/99]

[Filed emergency 11/12/99 after Notice 9/8/99—published 12/1/99, effective 11/12/99]
[Filed 5/12/00, Notice 3/8/00—published 5/31/00, effective 7/5/00]
[Filed 5/11/01, Notice 3/7/01—published 5/30/01, effective 7/4/01]
[Filed 5/9/02, Notice 3/6/02—published 5/29/02, effective 7/3/02]

[Nullified language editorially removed 5/28/03]†
[Filed 6/20/03, Notice 3/5/03—published 7/9/03, effective 8/13/03]

[Filed 10/10/03, Notice 7/9/03—published 10/29/03, effective 12/3/03]
[Filed 6/18/04, Notice 3/3/04—published 7/7/04, effective 8/11/04]
[Filed 6/17/05, Notice 3/30/05—published 7/6/05, effective 8/10/05]
[Filed 6/16/06, Notice 3/29/06—published 7/5/06, effective 8/9/06]
[Filed 6/14/07, Notice 3/28/07—published 7/4/07, effective 8/8/07]
[Filed emergency 12/14/07—published 1/16/08, effective 12/14/07]
[Filed 6/24/08, Notice 4/9/08—published 7/16/08, effective 8/20/08]

[Filed 11/20/08, Notice 9/10/08—published 12/17/08, effective 1/21/09]
[Filed ARC 7921B (Notice ARC 7690B, IAB 4/8/09), IAB 7/1/09, effective 8/5/09]

[Filed ARC 8255B (Notice ARC 8015B, IAB 7/29/09), IAB 11/4/09, effective 12/9/09]

†See HJR 5 of 2003 Session of Eightieth General Assembly.
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PUBLIC HEALTH DEPARTMENT[641]
Rules of divisions under this department “umbrella” include Substance Abuse[643], Professional Licensure[645], Dental

Examiners[650], Medical Examiners[653], Nursing Board[655] and Pharmacy Examiners[657]

CHAPTER 1
REPORTABLE DISEASES, POISONINGS AND CONDITIONS, AND

QUARANTINE AND ISOLATION
1.1(139A) Definitions
1.2(139A) Purpose and authority

REPORTABLE COMMUNICABLE AND INFECTIOUS DISEASES
1.3(139A,141A) Reportable communicable and infectious diseases
1.4(135,139A) Reporting of reportable communicable and infectious diseases

REPORTABLE POISONINGS AND CONDITIONS—NONCOMMUNICABLE
1.5(139A,135) Reportable poisonings and conditions
1.6(135,139A) Reporting poisonings and conditions

INVESTIGATION
1.7(135,139A) Investigation of reportable diseases

ISOLATION AND QUARANTINE
1.8(139A) Isolation and quarantine
1.9(135,139A) Quarantine and isolation
1.10 and 1.11 Reserved
1.12(135,137,139A) Quarantine and isolation—model rule for local boards
1.13(135,139A) Area quarantine

SPECIFIC NONCOMMUNICABLE CONDITIONS
1.14(139A) Cancer
1.15(144) Congenital and inherited disorders
1.16(139A) Agriculturally related injury

CONFIDENTIALITY
1.17(139A,22) Confidentiality

CHAPTER 2
HEPATITIS PROGRAMS

VIRAL HEPATITIS PROGRAM—VACCINATIONS AND TESTING
2.1(135) Definitions
2.2(135) Purpose
2.3(135) Exposure risks for hepatitis C virus
2.4(135) Information for public distribution
2.5(135) Hepatitis vaccination and testing program
2.6 to 2.8 Reserved

HEPATITIS C AWARENESS PROGRAM—VETERANS
2.9(135) Definitions
2.10(135) Purpose
2.11(135) Awareness materials
2.12(135) Awareness information
2.13(135) Resources for hepatitis follow-up and treatment
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CHAPTER 3
EARLY HEARING DETECTION AND INTERVENTION

EARLY HEARING DETECTION AND INTERVENTION (EHDI) PROGRAM
3.1(135) Definitions
3.2(135) Purpose
3.3(135) Goal and outcomes
3.4(135) Program components
3.5(135) Screening the hearing of all newborns
3.6(135) Procedures required of birthing hospitals
3.7(135) Procedures required of birth centers
3.8(135) Procedures to ensure that children born in locations other than a birth center or

birthing hospital receive a hearing screening
3.9(135) Reporting hearing screening results and information to the department
3.10(135) Conducting and reporting screening results and diagnostic audiologic assessments

to the department
3.11(135) Sharing of information and confidentiality
3.12 Reserved
3.13(135) Procedure to accommodate parental objection
3.14(135) Civil/criminal liability
3.15 and 3.16 Reserved

HEARING AIDS AND AUDIOLOGIC SERVICES FUNDING PROGRAM
3.17(83GA,HF811) Eligibility criteria
3.18(83GA,HF811) Covered services
3.19(83GA,HF811) Application procedures
3.20(83GA,HF811) Hearing aids and audiologic services funding wait list
3.21(83GA,HF811) Reimbursement of providers
3.22(83GA,HF811) Appeals

CHAPTER 4
CENTER FOR CONGENITAL AND INHERITED DISORDERS

4.1(136A) Program explanation
4.2(136A) Definitions
4.3(136A) Iowa neonatal metabolic screening program (INMSP)
4.4(136A) Iowa maternal prenatal screening program (IMPSP)
4.5(136A) Regional genetic consultation service (RGCS)
4.6(136A) Neuromuscular and other related genetic disease program (NMP)
4.7(136A) Iowa registry for congenital and inherited disorders (IRCID)

CHAPTER 5
MATERNAL DEATHS

5.1(135) Reporting of maternal deaths
5.2(135) Ascertainment of maternal deaths
5.3(135) Reviewing of maternal deaths

CHAPTER 6
VENEREAL DISEASE PROPHYLACTICS

6.1(135) Definitions
6.2(135) Application for permit
6.3(135) Permit number and decal to be displayed
6.4(135) Compliance
6.5(135) Standards
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CHAPTER 7
IMMUNIZATION AND IMMUNIZATION EDUCATION: PERSONS ATTENDING ELEMENTARY
OR SECONDARY SCHOOLS, LICENSED CHILD CARE CENTERS OR INSTITUTIONS OF

HIGHER EDUCATION
7.1(139A) Definitions
7.2(139A) Persons included
7.3(139A) Persons excluded
7.4(139A) Required immunizations
7.5(139A) Required education
7.6(139A) Proof of immunization
7.7(139A) Provisional enrollment
7.8(139A) Records and reporting
7.9(139A) Providing immunization services
7.10(139A) Compliance
7.11(22) Iowa’s immunization registry
7.12(22) Release of immunization information

CHAPTER 8
Reserved

CHAPTER 9
OUTPATIENT DIABETES EDUCATION PROGRAMS

9.1(135) Scope
9.2(135) Definitions
9.3(135) Powers and duties
9.4(135) Application procedures for American Diabetes Association recognized programs
9.5(135) Renewal procedures for American Diabetes Association recognized programs
9.6(135) Application procedures for programs not recognized by the American Diabetes

Association
9.7(135) Diabetes program management for programs not recognized by the American

Diabetes Association
9.8(135) Program staff for programs not recognized by the American Diabetes Association
9.9(135) Renewal application procedures for programs not recognized by the American

Diabetes Association
9.10(135) Annual report
9.11(135) Enforcement
9.12(135) Complaints
9.13(135) Appeal process
9.14(135) Formal contest

CHAPTER 10
Reserved

CHAPTER 11
ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS)

FINANCIAL ASSISTANCE
TO ELIGIBLE HIV-INFECTED PATIENTS

11.1 to 11.15 Reserved

CERTIFICATION OF LABORATORIES
FOR HIV TESTING

11.16(141) Purpose
11.17(141) Definitions
11.18(141) Responsibilities of the department
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11.19(141) Initial application and certification requirements
11.20 Reserved
11.21(141) Renewal of laboratory certification
11.22(141) Reinstatement of certification
11.23(141) Application fees and inspection costs
11.24(141) Requirements for laboratory personnel
11.25(141) Laboratory procedures and procedure manual requirements
11.26(141) Notification of certain changes during a certification period
11.27(141) Testing methodologies and confirmation of positive test results
11.28(141) Record maintenance and documentation of the testing process
11.29(141) Reporting of test results to the department
11.30(141) Complaints or noncompliance
11.31(141) Adverse actions and the appeal process
11.32 to 11.34 Reserved

TRAINING PROGRAMS
11.35(141) Purpose
11.36 to 11.39 Reserved

DIRECT NOTIFICATION OF AN IDENTIFIABLE THIRD PARTY
11.40(141) Purpose
11.41 to 11.44 Reserved

EMERGENCY CARE PROVIDERS
EXPOSED TO CONTAGIOUS OR

INFECTIOUS DISEASES
11.45(139B,141) Purpose
11.46(139B,141) Definitions
11.47(139B,141) General provisions
11.48(139B,141) Contagious or infectious diseases, not including HIV—hospitals
11.49(139B,141) Contagious or infectious diseases, not including HIV—health care providers
11.50(139B,141) HIV infection—hospitals
11.51(139B,141) HIV infection—health care providers
11.52(139B,141) Immunity
11.53(139B,141) Confidentiality
11.54 to 11.69 Reserved

HIV-RELATED TEST FOR CONVICTED OR ALLEGED
SEXUAL-ASSAULT OFFENDERS AND THE VICTIMS

11.70(709B) Purpose
11.71(709B) Definitions
11.72(709B) HIV test—convicted or alleged sexual assault offender
11.73(709B) Medical examination costs
11.74(709B) Testing, reporting, and counseling—penalties
11.75 to 11.79 Reserved

HIV HOME COLLECTION
11.80(126) Purpose
11.81(126) Definitions
11.82(126) HIV home testing kit
11.83(126) HIV home collection kit

AIDS DRUG ASSISTANCE PROGRAM (ADAP)
11.84(141A) Definitions
11.85(141A) Purpose
11.86(141A) Eligibility requirements
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11.87(141A) Enrollment process
11.88(141A) Distribution requirements
11.89(141A) ADAP waiting list
11.90(141A) Appeals
11.91(141A) Confidentiality

CHAPTER 12
APPROVAL OF CONFIRMATORY LABORATORIES FOR
PRIVATE SECTOR DRUG-FREE WORKPLACE TESTING

12.1(730) Purpose
12.2(730) Definitions
12.3(730) Powers and duties
12.4(730) Application procedures and requirements
12.5(730) Requirements of laboratory personnel involved in confirmatory testing for alcohol

or other drugs, or their metabolites
12.6(730) Quality assurance program and procedure manual requirements
12.7(730) Analytical quality control
12.8(730) Sample security and confidentiality of test results
12.9(730) Confirmatory testing
12.10(730) Documentation of the confirmatory testing process
12.11(730) Reporting of confirmed positive test results to the medical review officer
12.12(730) Reporting requirements to department
12.13(730) Approval, renewal, and inspection fees
12.14(730) Renewal
12.15(730) Reciprocity
12.16(730) Changes during approval periods
12.17(730) Enforcement
12.18(730) Denial, suspension, modification or revocation of approval
12.19(730) Restoration of approval
12.20(730) Appeals process
12.21(730) Complaints

CHAPTER 13
Reserved

CHAPTER 14
WATER TREATMENT SYSTEMS

14.1(714) Purpose
14.2(714) Applicability
14.3(714) Definitions
14.4(714) Performance testing
14.5(714) Third-party testing agencies
14.6(714) Registration
14.7(714) Label and manufacturer’s performance data sheet
14.8(714) Consumer information pamphlet
14.9(714) Sales of water treatment systems
14.10(714) Treatment of records
14.11(714) Penalties

CHAPTER 15
SWIMMING POOLS AND SPAS

15.1(135I) Applicability
15.2(135I) Scope
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15.3(135I) Definitions and abbreviations

SWIMMING POOLS
15.4(135I) Swimming pool operations
15.5(135I) Construction and reconstruction

ADMINISTRATION
15.6(135I) Enforcement
15.7(135I) Variances
15.8(135I) Penalties
15.9(135I) Registration
15.10(135I) Training courses
15.11(135I) Swimming pool/spa operator qualifications
15.12(135I) Fees
15.13(135I) 28E agreements
15.14(135I) Application denial or partial denial—appeal
15.15 to 15.50 Reserved

SPAS
15.51(135I) Spa operations
15.52(135I) Construction and reconstruction

CHAPTERS 16 to 19
Reserved

CHAPTER 20
COMMUNITY WATER FLUORIDATION GRANT PROGRAM

20.1(135) Purpose
20.2(135) Definitions
20.3(135) Applications
20.4(135) Review and rating of applications
20.5(135) Project contracts
20.6(135) Implementation procedures
20.7(135) Reimbursement
20.8(135) Termination
20.9(135) Appeals

CHAPTER 21
CENTRAL REGISTRY FOR

BRAIN AND SPINAL CORD INJURIES
21.1(135) Purpose
21.2(135) Definitions
21.3(135) Reportable injuries
21.4(135) Who reports and under what circumstances
21.5(135) Method and frequency of reporting
21.6(135) Confidentiality
21.7(135) Quality assurance

CHAPTER 22
PRACTICE OF TATTOOING

22.1(135) Purpose
22.2(135) Definitions
22.3(135) General provisions
22.4(135) Sanitation and infection control
22.5(135) Equipment
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22.6(135) Procedures
22.7(135) Permit issuance and renewal
22.8(135) Establishment permit requirements
22.9(135) Tattoo artist permit requirements
22.10(135) Temporary establishment permit requirements
22.11(135) Mobile unit permit requirements
22.12(135) Agreements
22.13(135) Inspection requirements
22.14(135) Tattoo inspector qualifications
22.15(135) Client records
22.16(135) Enforcement
22.17(135) Adverse actions and the appeal process

CHAPTER 23
Reserved

CHAPTER 24
PRIVATE WELL TESTING, RECONSTRUCTION, AND

PLUGGING—GRANTS TO COUNTIES
24.1(135) Applicability
24.2(135) Definitions
24.3(135) Eligibility
24.4(135) Goal and objectives
24.5(135) Eligible grant costs
24.6(135) Ineligible grant costs
24.7(135) Performance requirements
24.8(135) Contents of grant application
24.9(135) Grant application submission
24.10(135) Multicounty grant applications
24.11(135) Grant period
24.12(135) Record keeping and retention
24.13(135) Grant amendments
24.14(135) Termination or forfeiture of grant funds

CHAPTER 25
STATE PLUMBING CODE

25.1(135) Adoption
25.2(135) Applicability
25.3(135) Fuel gas piping
25.4(135) Amendments to the Uniform Plumbing Code
25.5(135) Backflow prevention with containment

CHAPTER 26
BACKFLOW PREVENTION ASSEMBLY TESTER REGISTRATION

26.1(135K) Applicability
26.2(135K) Definitions
26.3(135K) Registration required
26.4(135K) Backflow prevention assembly tester training
26.5(135K) Registration
26.6(135K) Standards of conduct
26.7(135K) Penalty
26.8(135K) Denial, suspension or revocation
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CHAPTER 27
PLUMBING AND MECHANICAL SYSTEMS EXAMINING BOARD—ADMINISTRATIVE AND

REGULATORY AUTHORITY
27.1(17A,105) Definitions
27.2(17A,105) Purpose of board
27.3(17A,105) Organization of board and proceedings
27.4(17A,105) Official communications
27.5(17A,105) Office hours
27.6(21) Public meetings

CHAPTER 28
PLUMBING AND MECHANICAL SYSTEMS LICENSURE FEES

28.1(105) Fees
28.2(105) Biennial review of fee schedule

CHAPTER 29
PLUMBING AND MECHANICAL SYSTEMS PROFESSIONALS—

APPLICATION, LICENSURE, AND EXAMINATION
29.1(105) Definitions
29.2(105) Requirements for licensure
29.3(105) Medical gas piping certification
29.4(105) Minimum qualifications for licensure
29.5(105) General requirements for application for licensure
29.6(105) Examination
29.7(105) License renewal
29.8(105) Denial of license

CHAPTER 30
CONTINUING EDUCATION FOR PLUMBING AND

MECHANICAL SYSTEMS PROFESSIONALS
30.1(105) Definitions
30.2(105) Continuing education requirements
30.3(105) Continuing education programs/activities
30.4(105) Course instructor(s)
30.5(105) Audit of continuing education requirements
30.6(105) Continuing education exemptions
30.7(105) Continuing education extensions
30.8(105) Continuing education reporting requirements

CHAPTERS 31 to 36
Reserved

CHAPTER 37
BREAST AND CERVICAL CANCER
EARLY DETECTION PROGRAM

37.1(135) Definitions
37.2(135) Components of the IA BCCEDP
37.3(135) Client eligibility criteria
37.4(135) Client application procedures for IA BCCEDP services
37.5(135) Priority for program expenditures
37.6(135) Right to appeal
37.7(135) Verification for breast or cervical cancer treatment (BCCT) option of Medicaid
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CHAPTER 38
GENERAL PROVISIONS FOR RADIATION MACHINES

AND RADIOACTIVE MATERIALS
38.1(136C) Purpose and scope
38.2(136C) Definitions
38.3(136C) Exemptions from the regulatory requirements
38.4(136C) General regulatory requirements
38.5 Reserved
38.6(136C) Prohibited uses
38.7(136C) Communications
38.8(136C) Fees
38.9(136C) Administrative enforcement actions
38.10(136C) Deliberate misconduct

CHAPTER 39
REGISTRATION OF RADIATION MACHINE FACILITIES, LICENSURE OF RADIOACTIVE

MATERIALS AND TRANSPORTATION OF RADIOACTIVE MATERIALS
39.1(136C) Purpose and scope
39.2(136C) Definitions
39.3(136C) Requirements for registration of X-ray and other electronic machines that produce

radiation
39.4(136C) Requirements for licensing of radioactive materials
39.5(136C) Transportation of radioactive material

CHAPTER 40
STANDARDS FOR PROTECTION AGAINST RADIATION

GENERAL PROVISIONS
40.1(136C) Purpose and scope
40.2(136C) Definitions
40.3(136C) Implementation
40.4 to 40.9 Reserved

RADIATION PROTECTION PROGRAMS
40.10(136C) Radiation protection programs
40.11 to 40.14 Reserved

OCCUPATIONAL DOSE LIMITS
40.15(136C) Occupational dose limits for adults
40.16(136C) Compliance with requirements for summation of external and internal doses
40.17(136C) Determination of external dose from airborne radioactive material
40.18(136C) Determination of internal exposure
40.19(136C) Determination of prior occupational dose
40.20(136C) Planned special exposures
40.21(136C) Occupational dose limits for minors
40.22(136C) Dose equivalent to an embryo/fetus
40.23 to 40.25 Reserved

RADIATION DOSE LIMITS FOR INDIVIDUAL MEMBERS OF THE PUBLIC
40.26(136C) Dose limits for individual members of the public
40.27(136C) Compliance with dose limits for individual members of the public

RADIOLOGICAL CRITERIA FOR LICENSE TERMINATION
40.28(136C) Radiological criteria for license termination
40.29(136C) Radiological criteria for unrestricted use
40.30(136C) Criteria for license termination under restricted conditions
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40.31(136C) Alternate criteria for license termination

TESTING FOR LEAKAGE OR CONTAMINATION OF SEALED SOURCES
40.32(136C) Testing for leakage or contamination of sealed sources
40.33 to 40.35 Reserved

SURVEYS AND MONITORING
40.36(136C) Surveys and monitoring—general
40.37(136C) Conditions requiring individual monitoring of external and internal occupational

dose
40.38 to 40.41 Reserved

CONTROL OF EXPOSURE FROM EXTERNAL SOURCES IN RESTRICTED AREAS
40.42(136C) Control of access to high radiation areas
40.43(136C) Control of access to very high radiation areas
40.44(136C) Control of access to very high radiation areas—irradiators
40.45 to 40.47 Reserved

RESPIRATORY PROTECTION AND CONTROLS TO RESTRICT
INTERNAL EXPOSURE IN RESTRICTED AREAS

40.48(136C) Use of process or other engineering controls
40.49(136C) Use of other controls
40.50(136C) Use of individual respiratory protection equipment
40.51 to 40.53 Reserved

STORAGE AND CONTROL OF LICENSED OR REGISTERED
SOURCES OF RADIATION

40.54(136C) Security and control of licensed radioactive material in quantities of concern
40.55(136C) Security and control of licensed or registered sources of radiation
40.56(136C) Control of sources of radiation not in storage
40.57 to 40.59 Reserved

PRECAUTIONARY PROCEDURES
40.60(136C) Caution signs
40.61(136C) Posting requirements
40.62(136C) Exceptions to posting requirements
40.63(136C) Labeling containers and radiation machines
40.64(136C) Exemptions to labeling requirements
40.65(136C) Procedures for receiving and opening packages
40.66 to 40.69 Reserved

WASTE DISPOSAL
40.70(136C) General requirements
40.71(136C) Method for obtaining approval of proposed disposal procedures
40.72(136C) Disposal by release into sanitary sewerage
40.73(136C) Treatment or disposal by incineration
40.74(136C) Disposal of specific wastes
40.75(136C) Transfer for disposal and manifests
40.76(136C) Compliance with environmental and health protection regulations
40.77 to 40.79 Reserved

RECORDS
40.80(136C) General provisions
40.81(136C) Records of radiation protection programs
40.82(136C) Records of surveys
40.83(136C) Records of tests for leakage or contamination of sealed sources
40.84(136C) Records of prior occupational dose
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40.85(136C) Records of planned special exposures
40.86(136C) Records of individual monitoring results
40.87(136C) Records of dose to individual members of the public
40.88(136C) Records of waste disposal
40.89(136C) Records of testing entry control devices for very high radiation areas
40.90(136C) Form of records
40.91 to 40.94 Reserved

REPORTS
40.95(136C) Reports of stolen, lost, or missing licensed or registered sources of radiation
40.96(136C) Notification of incidents
40.97(136C) Reports of exposures, radiation levels, and concentrations of radioactive material

exceeding the constraints or limits
40.98(136C) Reports of planned special exposures
40.99(136C) Reports of transactions involving nationally tracked sources
40.100(136C) Reports of individual monitoring
40.101(136C) Notifications and reports to individuals
40.102(136C) Reports of leaking or contaminated sealed sources
40.103 and 40.104 Reserved

ADDITIONAL REQUIREMENTS
40.105(136C) Vacating premises
40.106 to 40.109 Reserved

NOTICES, INSTRUCTIONS, AND REPORTS TO WORKERS; INSPECTIONS
40.110(136C) Posting of notices to workers
40.111(136C) Instructions to workers
40.112(136C) Notifications and reports to individuals
40.113(136C) Presence of representatives of licensees or registrants and workers during

inspection
40.114(136C) Consultation with workers during inspections
40.115(136C) Requests by workers for inspections
40.116(136C) Inspections not warranted—informal review
40.117(136C) Employee protection

CHAPTER 41
SAFETY REQUIREMENTS FOR THE USE OF
RADIATION MACHINES AND CERTAIN USES

OF RADIOACTIVE MATERIALS
41.1(136C) X-rays in the healing arts
41.2(136C) Use of radionuclides in the healing arts
41.3(136C) Therapeutic use of radiation machines
41.4 and 41.5 Reserved
41.6(136C) X-ray machines used for screening and diagnostic mammography
41.7(136C) X-ray machines used for stereotactically guided breast biopsy

CHAPTER 42
MINIMUM CERTIFICATION STANDARDS FOR DIAGNOSTIC RADIOGRAPHERS,

NUCLEAR MEDICINE TECHNOLOGISTS, AND RADIATION THERAPISTS
42.1(136C) Purpose and scope
42.2(136C) General requirements
42.3(136C) Specific requirements for diagnostic radiographers
42.4(136C) Specific requirements for nuclear medicine technologists
42.5(136C) Specific requirements for radiation therapists
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42.6(136C) Specific eligibility requirements for radiologist assistant
42.7(136C) Specific requirements for podiatric radiographers

CHAPTER 43
MINIMUM REQUIREMENTS FOR RADON TESTING AND ANALYSIS

43.1(136B) Purpose and scope
43.2(136B) Definitions
43.3(136B) General provisions
43.4(136B) Application for certification
43.5(136B) Revocation of certification
43.6(136B) Reporting requirements
43.7(136B) Training and continuing education programs
43.8(136B) Exemptions
43.9(136B) Enforcement
43.10(136B) Penalties
43.11(136B) Persons exempted from certification

CHAPTER 44
MINIMUM REQUIREMENTS FOR RADON MITIGATION

44.1(136B) Purpose and scope
44.2(136B) Definitions
44.3(136B) General provisions
44.4(136B) Application for credentialing
44.5(136B) Revocation of credentialing
44.6(136B) Additional record-keeping requirements
44.7(136B) Continuing education
44.8(136B) Exemptions
44.9(136B) Enforcement
44.10(136B) Penalties

CHAPTER 45
RADIATION SAFETY REQUIREMENTS FOR INDUSTRIAL

RADIOGRAPHIC OPERATIONS
45.1(136C) General requirements for industrial radiography operations
45.2(136C) Radiation safety requirements for the use of radiation machines in industrial

radiography
45.3(136C) Radiation safety requirements for use of sealed sources of radiation in industrial

radiography
45.4(136C) Radiation safety requirements for the use of particle accelerators for nonhuman use
45.5(136C) Radiation safety requirements for analytical X-ray equipment
45.6(136C) Radiation safety requirements for well-logging, wireline service operations and

subsurface tracer studies

CHAPTER 46
MINIMUM REQUIREMENTS FOR TANNING FACILITIES

46.1(136D) Purpose and scope
46.2(136D) Definitions
46.3(136D) Exemptions
46.4(136D) Permits and fees
46.5(136D) Construction and operation of tanning facilities
46.6(136D) Inspections, violations and injunctions
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CHAPTERS 47 to 49
Reserved

CHAPTER 50
ORAL HEALTH

50.1(135) Purpose
50.2(135) Definitions
50.3(135) Dental director responsibilities
50.4(135) Oral health bureau functions
50.5(135) Funding

CHAPTER 51
DENTAL SCREENING

51.1(82GA,ch146,SF2111) Purpose
51.2(82GA,ch146,SF2111) Definitions
51.3(82GA,ch146,SF2111) Persons included
51.4(82GA,ch146,SF2111) Persons excluded
51.5(82GA,ch146,SF2111) Dental screening components
51.6(82GA,ch146,SF2111) Dental screening providers
51.7(82GA,ch146,SF2111) Time line for valid dental screening
51.8(82GA,ch146,SF2111) Proof of dental screening
51.9(82GA,ch146,SF2111) Dental screening documentation
51.10(82GA,ch146,SF2111) Assuring dental screening services
51.11(82GA,ch146,SF2111) Records
51.12(82GA,ch146,SF2111) Reporting
51.13(82GA,ch146,SF2111) Iowa’s dental screening database
51.14(82GA,ch146,SF2111) Release of dental screening information
51.15(82GA,ch146,SF2111) Referral requirements
51.16(82GA,ch146,SF2111) Provider training

CHAPTERS 52 to 54
Reserved

CHAPTER 55
ADVISORY COUNCIL ON HEAD INJURIES

55.1(135) Council established
55.2(135) Meetings
55.3(135) Task forces
55.4(135) Minutes
55.5(135) Duties of the council
55.6(135) Conflict of interest

CHAPTER 56
BRAIN INJURY SERVICES PROGRAM

56.1(135) Definitions
56.2(135) Purpose
56.3(135) Waiver-eligible component
56.4(135) Cost-share component
56.5(135) Application process
56.6(135) Service providers and reimbursement
56.7(135) Available services/service plan
56.8(135) Redetermination
56.9(135) Appeal rights
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CHAPTERS 57 to 66
Reserved

CHAPTER 67
BLOOD LEAD TESTING

67.1(135) Purpose
67.2(135) Definitions
67.3(135) Persons included
67.4(135) Persons excluded
67.5(135) Blood lead testing requirement
67.6(135) Time line for valid blood lead testing
67.7(135) Proof of blood lead testing
67.8(135) Referral requirements
67.9(135) Blood lead testing documentation
67.10(135) Records
67.11(135) Provider training

CHAPTER 68
CONTROL OF LEAD-BASED PAINT HAZARDS

68.1(135) Applicability
68.2(135) Definitions
68.3(135) Elevated blood lead (EBL) inspections required
68.4(135) Refusal of admittance
68.5(135) Lead hazard reduction required
68.6(135) Retaliation prohibited
68.7(135) Enforcement
68.8(135) Hearings
68.9(135) Variances
68.10(135) Injunction
68.11(135) Effective date

CHAPTER 69
RENOVATION, REMODELING, AND REPAINTING—

LEAD HAZARD NOTIFICATION PROCESS
69.1(135) Applicability
69.2(135) Definitions
69.3(135) Notification required
69.4(135) Notification required in multifamily housing
69.5(135) Emergency renovation, remodeling, and repainting
69.6(135) Certification of attempted delivery
69.7(135) Exemption
69.8(135) Record-keeping requirements
69.9(135) Compliance inspections
69.10(135) Enforcement
69.11(135) Waivers

CHAPTER 70
LEAD-BASED PAINT ACTIVITIES

70.1(135) Applicability
70.2(135) Definitions
70.3(135) Certification
70.4(135) Course approval and standards
70.5(135) Certification, interim certification, and recertification
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70.6(135) Work practice standards for conducting lead-based paint activities in target housing
and child-occupied facilities

70.7(135) Firms
70.8(135) Lead-safe work practices training program approval and lead-safe work practices

contractor registration
70.9(135) Compliance inspections
70.10(135) Denial, suspension, or revocation of certification; denial, suspension, revocation,

or modification of course approval; and imposition of penalties
70.11(135) Waivers

CHAPTER 71
EMERGENCY INFORMATION SYSTEM ON PESTICIDES FOR USE BY HEALTH CARE

PROVIDERS DURING MEDICAL EMERGENCIES
71.1(139A) Scope
71.2(139A) Definitions
71.3(139A) Operation of EIS

CHAPTER 72
CHILDHOOD LEAD POISONING

PREVENTION PROGRAM
72.1(135) Definitions
72.2(135) Approved programs
72.3(135) Level of funding
72.4(135) Appeals

CHAPTER 73
SPECIAL SUPPLEMENTAL NUTRITION PROGRAM
FOR WOMEN, INFANTS, AND CHILDREN (WIC)

73.1(135) Program explanation
73.2(135) Adoption by reference
73.3(135) Availability of rules
73.4(135) Certain rules exempted from public participation
73.5(135) Definitions
73.6(135) Staffing of contract agencies
73.7(135) Certification of participants
73.8(135) Food delivery
73.9(135) Food package
73.10(135) Education
73.11(135) Health services
73.12(135) Appeals and fair hearings—local agencies and vendors
73.13(135) Right to appeal—participant
73.14(135) State monitoring of contract agencies
73.15(135) Migrant services
73.16(135) Civil rights
73.17(135) Audits
73.18(135) Reporting
73.19(135) Program violation
73.20(135) Data processing
73.21(135) Outreach
73.22(135) Caseload management
73.23(135) Grant application procedures for contract agencies
73.24(135) Participant rights
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CHAPTER 74
FAMILY PLANNING SERVICES

74.1(135) Program explanation
74.2(135) Adoption by reference
74.3(135) Rule coverage
74.4(135) Definitions
74.5(135) Grant application procedures for contract agencies
74.6(135) Funding levels for contract agencies
74.7(135) Agency performance
74.8(135) Reporting
74.9(135) Fiscal management
74.10(135) Audits
74.11(135) Denial, suspension, revocation, or reduction of contracts with contract agencies
74.12(135) Right to appeal—contract agency

CHAPTER 75
STATEWIDE OBSTETRICAL AND

NEWBORN INDIGENT PATIENT CARE PROGRAM
75.1(255A) Definitions
75.2(255A) Covered services
75.3(255A) Quota assignment
75.4(255A) Eligibility criteria
75.5(255A) Application procedures
75.6(255A) Reimbursement of providers
75.7(255A) Reassignment of county quotas
75.8(255A) Appeals and fair hearings

CHAPTER 76
MATERNAL AND CHILD HEALTH PROGRAM

76.1(135) Program explanation
76.2(135) Adoption by reference
76.3(135) Rule coverage
76.4(135) Definitions
76.5(135) MCH services
76.6(135) Client eligibility criteria
76.7(135) Client application procedures for MCH services
76.8(135) Right to appeal—client
76.9(135) Grant application procedures for community-based contract agencies
76.10(135) Funding levels for community-based contract agencies
76.11(135) Contract agency performance
76.12(135) Reporting
76.13(135) Fiscal management
76.14(135) Audits
76.15 Reserved
76.16(135) Denial, suspension, revocation or reduction of contracts with contract agencies
76.17(135) Right to appeal—contract agency

CHAPTER 77
LOCAL BOARDS OF HEALTH

77.1(137) Purpose of local boards of health
77.2(137) Definitions
77.3(137) Roles and responsibilities of local boards of health
77.4(137) Organization of local boards of health
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77.5(137) Operating procedures of local boards of health
77.6(137) Expenses of board of health members

CHAPTER 78
DISTRICT HEALTH DEPARTMENTS

78.1(137) Minimum standards for district health departments
78.2(137) Preparation of district health department plan
78.3(137) Approval of district health departments
78.4(137) Additions to district health departments
78.5(137) Withdrawal from district health departments

CHAPTER 79
Reserved

CHAPTER 80
LOCAL PUBLIC HEALTH SERVICES

80.1(135) Purpose
80.2(135) Definitions
80.3(135) Local public health services state grant
80.4(135) Billing services to the local public health services state grant
80.5(135) Right to appeal
80.6(135) Case management
80.7(135) Local board of health services
80.8(135) Local public health services
80.9(135) Public health nursing services
80.10(135) Home care aide services

CHAPTER 81
GENERAL RULES FOR MIGRATORY LABOR CAMPS

81.1(138) Shelters
81.2(138) Water supply
81.3(138) Waste disposal
81.4(138) Bathing facilities
81.5(138) Central dining facilities
81.6(138) Safety and fire

CHAPTER 82
OFFICE OF MULTICULTURAL HEALTH

82.1(135) Purpose
82.2(135) Definitions
82.3(135) Responsibilities of the office of multicultural health
82.4(135) Advisory council

CHAPTER 83
EARLY CHILDHOOD IOWA COUNCIL

83.1(135) Definitions
83.2(135) Purpose and vision
83.3(135) Membership
83.4(135) Meetings
83.5(135) Minutes
83.6(135) Duties
83.7(135) Steering committee
83.8(135) Component groups



Analysis, p.18 Public Health[641] IAC 11/4/09

83.9(135) State agency liaison team
83.10(135) Lead agency and other state agencies

CHAPTER 84
STATE SUBSTITUTE MEDICAL DECISION-MAKING BOARD

84.1(135) Purpose
84.2(135) Composition of board
84.3(135) Appointment
84.4(135) Duties
84.5(135) Officers
84.6(135) Meetings
84.7(135) Panels
84.8(135) Review of local boards

CHAPTER 85
LOCAL SUBSTITUTE MEDICAL DECISION-MAKING BOARDS

85.1(135) Purpose
85.2(135) Definitions
85.3(135) Appointment of local boards
85.4(135) Filing an application
85.5(135) Notification of patient and review of application
85.6(135) Panel appointment and procedures
85.7(135) Panel determination of need for surrogate decision making
85.8(135) Panel determination regarding proposed medical care decision
85.9(135) Right of appeal
85.10(135) Procedure when there is no local board
85.11(135) Records and reports
85.12(135) Liability

CHAPTER 86
PLACES WHERE DEAD HUMAN BODIES ARE PREPARED

FOR BURIAL OR ENTOMBMENT
86.1(156) Purpose
86.2(156) Definitions
86.3(156) Licensing
86.4(156) Public access areas
86.5(156) Preparation room
86.6(156) Crematorium chambers
86.7(156) Inspection fees

CHAPTER 87
HEALTHY FAMILIES IOWA (HFI)

87.1(135) Purpose
87.2(135) Definitions
87.3(135) Applicant eligibility
87.4(135) Participant eligibility
87.5(135) Program requirements
87.6(135) Contractor assurance
87.7(135) Applicant appeal process
87.8(135) Participant right to appeal
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CHAPTER 88
VOLUNTEER HEALTH CARE PROVIDER PROGRAM

88.1(135) Definitions
88.2(135) Purpose
88.3(135) Eligibility for defense and indemnification coverage
88.4(135) Sponsor program eligibility
88.5(135) Covered health care services
88.6(135) Defense and indemnification
88.7(135) Term of agreement
88.8(135) Reporting requirements and duties
88.9(135) Revocation of eligibility and registration
88.10(135) Procedure for revocation of eligibility and registration
88.11(135) Effect of suspension or revocation
88.12(135) Registration denied
88.13(135) Board notice of disciplinary action
88.14(135) Effect of eligibility certification
88.15(135) Reporting by volunteer health care provider and program

CHAPTER 89
DECISION-MAKING ASSISTANCE PROGRAM
AND PARENTAL NOTIFICATION OF INTENT

TO TERMINATE A PREGNANCY THROUGH ABORTION
89.1(135L) Title
89.2(135L) Purpose and scope
89.3(135L) Definitions
89.4 to 89.10 Reserved

DECISION-MAKING ASSISTANCE PROGRAM
89.11(135L) Purpose
89.12(135L) Initial appointment of a pregnant minor with a licensed physician from whom an

abortion is sought and certification procedure for the decision-making assistance
program

89.13 to 89.20 Reserved

NOTIFICATION PROCESS
89.21(135L) Notification of parent prior to the performance of abortion on a pregnant minor
89.22(135L) Exceptions to notification of parent
89.23(135L) Physician compliance
89.24 and 89.25 Reserved
89.26(135L) Fraudulent practice

CHAPTER 90
IOWA CHILD DEATH REVIEW TEAM

90.1(135) Purpose
90.2(135) Definitions
90.3(135) Agency
90.4(135) Membership
90.5(135) Officers
90.6(135) Meetings
90.7(135) Expenses of team members
90.8(135) Team responsibilities
90.9(135) Liaisons
90.10(135) Confidentiality and disclosure of information
90.11(135) Immunity and liability
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CHAPTER 91
IOWA DOMESTIC ABUSE DEATH REVIEW TEAM

91.1(77GA,ch1221) Purpose
91.2(77GA,ch1221) Definitions
91.3(77GA,ch1221) Agency
91.4(77GA,ch1221) Membership
91.5(77GA,ch1221) Officers
91.6(77GA,ch1221) Meetings
91.7(77GA,ch1221) Expenses of team members
91.8(77GA,ch1221) Team responsibilities
91.9(77GA,ch1221) Liaisons
91.10(77GA,ch1221) Confidentiality and disclosure of information
91.11(77GA,ch1221) Immunity and liability

CHAPTER 92
IOWA FATALITY REVIEW COMMITTEE

92.1(135) Purpose
92.2(135) Definitions
92.3(135) Committee
92.4(135) Formation of the committee
92.5(135) Committee protocol for review
92.6(135) Content of report
92.7(135) Consultation with county attorney
92.8(135) Supplemental report
92.9(135) Confidentiality and disclosure of information
92.10(135) Immunity and liability

CHAPTER 93
ABUSE EDUCATION REVIEW PANEL

93.1(135) Purpose
93.2(135) Panel
93.3(135) Meetings
93.4(135) Duties
93.5(135) Standards for approval of curricula
93.6(135) Process for application review and approval
93.7(135) Process for appeal

CHAPTER 94
CHILD PROTECTION CENTER GRANT PROGRAM

94.1(135) Scope and purpose
94.2(135) Definitions
94.3(135) Goals
94.4(135) Review process
94.5(135) Eligibility and criteria
94.6(135) Appeals

CHAPTER 95
CERTIFICATE OF BIRTH—REGISTRATION FEE

95.1(144) Birth certificates—when filing fee required
95.2(144) Collection
95.3(144) Waivers
95.4(144) Fee deposit
95.5(144) Responsibilities of institutions
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95.6 Reserved
95.7(144) County registrars
95.8(144) State registrar
95.9(144) Retention
95.10(144) Forms

CHAPTER 96
VITAL RECORDS

96.1(144) Definitions
96.2(144) Specification
96.3(144) Handling
96.4(144) Fees
96.5(144) Additional statistical data
96.6(144) General public accessibility
96.7(144) Direct tangible interest accessibility
96.8(144) County custodians’ responsibility for maintenance of confidentiality

CHAPTER 97
Reserved

CHAPTER 98
FORMS UNIFORM

98.1(144) Forms property of Iowa department of public health
98.2(144) Preparation of certificates

CHAPTER 99
DELAYED BIRTH, DEATH AND MARRIAGE REGISTRATION

99.1(144) Foundling registration
99.2(144) Birth registration—five days to one year
99.3(144) Delayed birth registration—after one year
99.4(144) Who may file delayed certificate
99.5(144) Delayed certificate to be signed
99.6(144) Facts to be established for delayed registration of birth
99.7(144) Documentary evidence
99.8(144) Abstraction and certification by state registrar
99.9(144) Documents returned
99.10(144) Cancellation after one year
99.11(144) Duties of county registrar
99.12(144) Delayed registration of death records
99.13(144) Delayed registration of marriage records

CHAPTER 100
ESTABLISHMENT OF NEW CERTIFICATES OF BIRTH

100.1(144) Certificates, forms
100.2(144) Data required
100.3(144) Certificate following adoption
100.4(144) Certificate following legitimation
100.5(144) Certificate following determination of paternity
100.6(144) Minimum information required
100.7(144) Original certificate to be sealed
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CHAPTER 101
DEATH CERTIFICATION, AUTOPSY AND DISINTERMENT

101.1(144) Report of autopsy findings
101.2(144) Attending physician not available
101.3(144) Hospital or institution may assist in preparation of certificate
101.4(135) Removal of dead body or fetus
101.5(144) Burial-transit permit
101.6(135) Transportation and disposition of dead body or fetus
101.7(135,144) Disinterment permits
101.8(144) Extension of time

CHAPTER 102
CORRECTION AND AMENDMENT OF VITAL RECORDS

102.1(144) Application to amend records
102.2(144) Correction of minor errors within first year
102.3(144) Amendments or major corrections
102.4(144) Correction of same item more than once
102.5(144) Methods of amending certificates
102.6(144) Amendment of birth certificate by paternity affidavit
102.7(144) Change of given names within first year
102.8(144) Addition of given names until seventh birthday
102.9(144) Addition of given name after seventh birthday
102.10(144) Legal change of name

CHAPTER 103
CONFIDENTIALITY OF RECORDS

103.1(144) Disclosure of data

CHAPTER 104
COPIES OF VITAL RECORDS

104.1(144) Certified copies and verifications
104.2(144) Cancellation of fraudulent records

CHAPTER 105
DECLARATION OF PATERNITY REGISTRY

105.1(144) Definitions
105.2(144) Registry established
105.3(144) Information to be provided
105.4(144) Change of address
105.5(144) Fees
105.6(144) Access to registry information
105.7(144) Revocation
105.8(144) Forms

CHAPTER 106
REPORTING OF TERMINATION OF PREGNANCY

106.1(144) Definitions
106.2(144) Report of termination of pregnancy
106.3(144) Confidentiality of released information
106.4(144) Confidentiality of reports submitted
106.5(144) Provider codes
106.6(144) Unlawful acts—punishment
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CHAPTER 107
MUTUAL CONSENT VOLUNTARY ADOPTION REGISTRY

107.1(78GA,HF497) Definitions
107.2(78GA,HF497) Eligibility
107.3(78GA,HF497) Exception
107.4(78GA,HF497) Application
107.5(78GA,HF497) Notification
107.6(78GA,HF497) Withdrawal
107.7(78GA,HF497) Fees

CHAPTER 108
Reserved

CHAPTER 109
PRESCRIPTION DRUG DONATION REPOSITORY PROGRAM

109.1(135M) Definitions
109.2(135M) Purpose
109.3(135M) Eligibility criteria for program participation by medical facilities and pharmacies
109.4(135M) Standards and procedures for accepting donated prescription drugs and supplies
109.5(135M) Standards and procedures for inspecting and storing donated prescription drugs

and supplies
109.6(135M) Standards and procedures for dispensing donated prescription drugs and supplies
109.7(135M) Eligibility criteria for individuals to receive donated prescription drugs and supplies
109.8(135M) Forms and record keeping
109.9(135M) Handling fee
109.10(135M) List of drugs and supplies program will accept
109.11(135M) Exemption from disciplinary action, civil liability and criminal prosecution

CHAPTER 110
CENTER FOR RURAL HEALTH

AND PRIMARY CARE
110.1(135) Purpose and scope
110.2(135) Definitions
110.3(135) Responsibilities of the center
110.4(135) Advisory committee to the center for rural health and primary care
110.5(135) Organization
110.6(135) Meetings
110.7 to 110.10 Reserved

PRIMECARRE COMMUNITY GRANT PROGRAM
110.11(135) Purpose
110.12 to 110.15 Reserved

PRIMECARRE PRIMARY CARE PROVIDER
COMMUNITY SCHOLARSHIP PROGRAM

110.16(135) Purpose
110.17 to 110.20 Reserved

PRIMECARRE PRIMARY CARE PROVIDER LOAN REPAYMENT PROGRAM
110.21(135) Purpose

CHAPTER 111
Reserved
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CHAPTER 112
BIOLOGICAL AGENT RISK ASSESSMENT

112.1(135) Purpose
112.2(135) Definitions
112.3(135) Biosecurity council established
112.4(135) Biological agent risk assessment
112.5(135) Requests for biological agent information
112.6(135) Exceptions

CHAPTER 113
PUBLIC HEALTH RESPONSE TEAMS

113.1(135) Definitions
113.2(135) Purpose
113.3(135) Sponsor agency
113.4(135) Public health response team members
113.5(135) Disaster medical assistance team
113.6(135) Environmental health response team
113.7(135) Legal and other protections
113.8(135) Reporting requirements and duties

CHAPTER 114
PREPAREDNESS ADVISORY COMMITTEE

114.1(135) Definitions
114.2(135) Purpose
114.3(135) Appointment
114.4(135) Membership
114.5(135) Officers
114.6(135) Meetings
114.7(135) Subcommittees
114.8(135) Expenses of preparedness advisory committee voting members
114.9(135) Gender balance

CHAPTERS 115 to 123
Reserved

CHAPTER 124
INTERAGENCY COORDINATING COUNCIL
FOR THE STATE MEDICAL EXAMINER

124.1(691) Purpose
124.2(691) Membership
124.3(691) Meetings
124.4(691) Duties
124.5(691) Minutes

CHAPTER 125
ADVISORY COUNCIL FOR THE STATE MEDICAL EXAMINER

125.1(691) Purpose
125.2(691) Membership
125.3(691) Meetings
125.4(691) Duties
125.5(691) Minutes
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CHAPTER 126
STATE MEDICAL EXAMINER

126.1(144,331,691) Definitions
126.2 Reserved
126.3(691) Fees for autopsies and related services and reimbursement for related expenses
126.4(691) Fees for tissue recovery

CHAPTER 127
COUNTY MEDICAL EXAMINERS

127.1(144,331,691) Definitions
127.2(331,691) Duties of medical examiners—jurisdiction over deaths which affect the public

interest
127.3(331,691) Autopsies
127.4(331,691) Fees
127.5(144,331,691) Death certificates—deaths affecting the public interest
127.6(331,691) Cremation
127.7(331,691) County medical examiner investigators
127.8(331,691) Deputy county medical examiners
127.9(331,691) Failure to comply with rules
127.10(331,691,22) Confidentiality
127.11(331,691,670) Indemnification

CHAPTERS 128 and 129
Reserved

CHAPTER 130
EMERGENCY MEDICAL SERVICES ADVISORY COUNCIL

130.1(147A) Definitions
130.2(147A) Purpose
130.3(147A) Appointment
130.4(147A) Absences
130.5(147A) Officers
130.6(147A) Meetings
130.7(147A) Subcommittees
130.8(147A) Expenses of advisory council members
130.9(147A) Gender balance

CHAPTER 131
EMERGENCY MEDICAL SERVICES

PROVIDER EDUCATION/TRAINING/CERTIFICATION
131.1(147A) Definitions
131.2(147A) Emergency medical care providers—requirements for enrollment in training

programs
131.3(147A) Emergency medical care providers—EMS provider authority
131.4(147A) Emergency medical care providers—certification, renewal standards, procedures,

continuing education, and fees
131.5(147A) Training programs—standards, application, inspection and approval
131.6(147A) Continuing education providers—approval, record keeping and inspection
131.7(147A) Complaints and investigations—denial, citation and warning, probation,

suspension, or revocation of emergency medical care personnel certificates or
renewal
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131.8(147A) Complaints and investigations—denial, citation and warning, probation,
suspension, or revocation of training program or continuing education provider
approval or renewal

131.9(147A) Reinstatement of certification
131.10(147A) Certification denial
131.11(147A) Emergency adjudicative proceedings
131.12(147A) Complaints, investigations and appeals

CHAPTER 132
EMERGENCY MEDICAL SERVICES—SERVICE PROGRAM AUTHORIZATION

132.1(147A) Definitions
132.2(147A) Authority of emergency medical care provider
132.3 to 132.6 Reserved
132.7(147A) Service program—authorization and renewal procedures, inspections and transfer

or assignment of certificates of authorization
132.8(147A) Service program levels of care and staffing standards
132.9(147A) Service program—off-line medical direction
132.10(147A) Complaints and investigations—denial, citation and warning, probation,

suspension or revocation of service program authorization or renewal
132.11 to 132.13 Reserved
132.14(147A) Temporary variances
132.15(147A) Transport options for fully authorized paramedic service programs

CHAPTER 133
WHITE FLASHING LIGHT AUTHORIZATION

133.1(321) Definitions
133.2(321) Purpose
133.3(321) Application
133.4(321) Approval, denial, probation, suspension and revocation of authorization
133.5(321) Appeal of denial, probation, or revocation of authorization

CHAPTER 134
TRAUMA CARE FACILITY CATEGORIZATION

AND VERIFICATION
134.1(147A) Definitions
134.2(147A) Trauma care facility categorization and verification
134.3(147A) Complaints and investigations and appeals—denial, citation and warning,

probation, suspension, and revocation of verification as a trauma care facility

CHAPTER 135
TRAUMA TRIAGE AND TRANSFER PROTOCOLS

135.1(147A) Definitions
135.2(147A) Trauma triage and transfer protocols
135.3(147A) Offenses and penalties

CHAPTER 136
TRAUMA REGISTRY

136.1(147A) Definitions
136.2(147A) Trauma registry
136.3(147A) Offenses and penalties
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CHAPTER 137
TRAUMA EDUCATION AND TRAINING

137.1(147A) Definitions
137.2(147A) Initial trauma education for Iowa’s trauma system
137.3(147A) Continuing trauma education for Iowa’s trauma system
137.4(147A) Offenses and penalties

CHAPTER 138
TRAUMA SYSTEM EVALUATION QUALITY IMPROVEMENT COMMITTEE

138.1(147A) Definitions
138.2(147A) System evaluation quality improvement committee (SEQIC)

CHAPTER 139
IOWA LAW ENFORCEMENT EMERGENCY CARE PROVIDER

139.1(147A) Definitions
139.2(147A) Authority of Iowa law enforcement emergency care provider
139.3(147A) Iowa law enforcement emergency care providers—requirements for enrollment in

training programs
139.4(147A) Iowa law enforcement emergency care providers—certification, renewal standards

and procedures, and fees
139.5(147A) Iowa law enforcement training programs
139.6(147A) Law enforcement AED service program authorization

CHAPTER 140
EMERGENCY MEDICAL SERVICES SYSTEM DEVELOPMENT GRANTS FUND

140.1(135) Definitions
140.2(135) Purpose
140.3(135) County EMS associations
140.4(135) County EMS system development grants

CHAPTER 141
LOVE OUR KIDS GRANT

141.1(321) Definitions
141.2(321) Purpose
141.3(321) Funding limitations
141.4(321) Use of funds
141.5(321) Application process
141.6(321) Application denial or partial denial—appeal

CHAPTER 142
OUT-OF-HOSPITAL DO-NOT-RESUSCITATE ORDERS

142.1(144A) Definitions
142.2(144A) Purpose
142.3(144A,147A) Responsibilities of the department
142.4(144A,147A) EMS providers
142.5(144A) Guidelines for non-EMS health care providers, patients, and organizations
142.6(144A) Revocation of the out-of-hospital do-not-resuscitate order
142.7(144A) Personal wishes of family members or other individuals who are not authorized

to act on the patient’s behalf
142.8(144A) Transfer of patients
142.9(144A) Application to existing orders
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CHAPTER 143
AUTOMATED EXTERNAL DEFIBRILLATOR PROGRAM

AUTOMATED EXTERNAL DEFIBRILLATOR GRANT PROGRAM
143.1(135) Purpose
143.2(135) Definitions
143.3(135) Application process
143.4(135) Early defibrillation program
143.5(135) Review process
143.6(135) Appeals
143.7 to 143.9 Reserved

AUTOMATED EXTERNAL DEFIBRILLATOR MAINTENANCE
143.10(135) Purpose
143.11(135) Definition
143.12(135) AED maintenance

CHAPTERS 144 to 149
Reserved

CHAPTER 150
IOWA REGIONALIZED SYSTEM OF PERINATAL HEALTH CARE

150.1(135,77GA,ch1221) Purpose and scope
150.2(135,77GA,ch1221) Definitions
150.3(135,77GA,ch1221) Perinatal guidelines advisory committee
150.4(135,77GA,ch1221) Categorization and selection of level of care designation
150.5(135,77GA,ch1221) Recommendation by the statewide perinatal care program
150.6(135,77GA,ch1221) Level I hospitals
150.7(135,77GA,ch1221) Level II hospitals
150.8(135,77GA,ch1221) Level II regional centers
150.9(135,77GA,ch1221) Level II regional neonatology centers
150.10(135,77GA,ch1221) Level III centers
150.11(135,77GA,ch1221) Grant or denial of certificate of verification; and offenses and penalties
150.12(135,77GA,ch1221) Prohibited acts
150.13(135,77GA,ch1221) Construction of rules

CHAPTER 151
TOBACCO USE PREVENTION AND CONTROL

COMMUNITY PARTNERSHIP INITIATIVE
151.1(142A) Scope
151.2(142A) Community partnership areas
151.3(142A) Community partnerships
151.4(142A) Application requirements for community partnerships
151.5(142A) Performance indicators
151.6(142A) Application deadline
151.7(142A) Distribution of funding
151.8(142A) Gifts

CHAPTER 152
TOBACCO USE PREVENTION AND CONTROL FUNDING PROCESS

152.1(78GA,HF2565) Scope and purpose
152.2(78GA,HF2565) Funding
152.3(78GA,HF2565) Appeals
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CHAPTER 153
SMOKEFREE AIR

153.1(82GA,HF2212) Purpose and scope
153.2(82GA,HF2212) Definitions
153.3(82GA,HF2212) Prohibition of smoking
153.4(82GA,HF2212) Areas where smoking not regulated
153.5(82GA,HF2212) Duties of employers, owners, operators, managers, and persons having

custody or control of a public place, place of employment, area declared
nonsmoking pursuant to 2008 Iowa Acts, House File 2212, section 5, or
outdoor areas where smoking is prohibited

153.6(82GA,HF2212) Duties of other state agencies and political subdivisions
153.7(82GA,HF2212) Leases
153.8(82GA,HF2212) Complaints and enforcement
153.9(82GA,HF2212) Limitation of rules

CHAPTER 154
Reserved

CHAPTER 155
LICENSURE STANDARDS FOR SUBSTANCE ABUSE TREATMENT PROGRAMS

155.1(125) Definitions
155.2(125) Licensing
155.3(125) Type of licenses
155.4(125) Nonassignability
155.5(125) Application procedures
155.6(125) Application review
155.7(125) Inspection of licensees
155.8(125) Licenses—renewal
155.9(125) Corrective action plan
155.10(125) Grounds for denial of initial license
155.11(125) Suspension, revocation, or refusal to renew a license
155.12(125) Contested case hearing
155.13(125) Rehearing application
155.14(125) Judicial review
155.15(125) Reissuance or reinstatement
155.16(125) Complaints and investigations
155.17 Reserved
155.18(125) Deemed status
155.19(125) Funding
155.20(125) Inspection
155.21(125) General standards for all substance abuse treatment programs
155.22(125) Inpatient, residential, and halfway house safety
155.23(125) Specific standards for inpatient, residential, and halfway house service
155.24(125) Specific standards for inpatient, residential, and halfway house substance abuse

service admitting juveniles
155.25(125) Specific standards for assessment and evaluation programs
155.26 to 155.34 Reserved
155.35(125) Specific standards for opioid treatment programs
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CHAPTER 156
LICENSURE STANDARDS FOR SUBSTANCE ABUSE TREATMENT PROGRAMS

IN CORRECTIONAL FACILITIES
156.1(125) Definitions
156.2(125) Inspection
156.3(125) General standards for all correctional substance abuse treatment programs

CHAPTER 157
STANDARDS FOR SUBSTANCE ABUSE TREATMENT AND

ASSESSMENT PROGRAMS AND THE OPERATING A MOTOR VEHICLE
WHILE INTOXICATED (OWI) LAW

157.1(125) Definitions
157.2(125) Screening, evaluation, treatment, and drinking drivers course
157.3(125) Screening, evaluation, treatment, and drinking drivers course completion
157.4(125) Cost of evaluation and treatment
157.5(125) Timeliness
157.6(125) Confidentiality
157.7(125) Records
157.8(125) Reciprocity

CHAPTER 158
REGIONS FOR SUBSTANCE ABUSE PREVENTION AND TREATMENT

158.1(125) Service areas established
158.2(125) Request for a change in service areas
158.3(125) Application
158.4(125) Notification of affected parties
158.5(125) Public hearing
158.6(125) Proposed decision
158.7(125) Change during term of contract
158.8(125) State board of health review
158.9(125) State board of health decision

CHAPTERS 159 to 161
Reserved

CHAPTER 162
LICENSURE STANDARDS FOR PROBLEM GAMBLING TREATMENT PROGRAMS

162.1(135) Definitions
162.2(135) Licensure
162.3(135) Type of licenses
162.4(135) Nonassignability
162.5(135) Application procedures
162.6(135) Application review
162.7(135) Inspection of licensees
162.8(135) Licensure renewal
162.9(135) Corrective action plans
162.10(135) On-site inspection for initial licensure
162.11(135) Denial, suspension, revocation, or refusal to renew a license
162.12(135) Contested case hearings
162.13(135) Rehearing application
162.14(135) Judicial review
162.15(135) Reissuance or reinstatement
162.16(135) Complaints and investigations
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162.17(135) Funding
162.18(135) Inspection
162.19(135) Exemptions to rule 641—162.20(135)
162.20(135) General standards for all problem gambling treatment programs

CHAPTERS 163 to 169
Reserved

CHAPTER 170
DESCRIPTION OF ORGANIZATION

170.1(17A) Definitions
170.2(17A) State board of health
170.3(17A) Director of public health
170.4(17A,135) Administrative divisions of the department
170.5(17A) Central office
170.6(17A) Business hours
170.7(17A) Submission of materials
170.8(17A) Request for information

CHAPTER 171
PETITIONS FOR RULE MAKING

171.1(17A) Petition for rule making
171.2(17A) Briefs
171.3(17A) Inquiries
171.4(17A) Department consideration

CHAPTER 172
DECLARATORY ORDERS

172.1(17A) Petition for declaratory order
172.2(17A) Notice of petition
172.3(17A) Intervention
172.4(17A) Briefs
172.5(17A) Inquiries
172.6(17A) Service and filing of petitions and other papers
172.7(17A) Consideration
172.8(17A) Action on petition
172.9(17A) Refusal to issue order
172.10(17A) Contents of declaratory order—effective date
172.11(17A) Copies of orders
172.12(17A) Effect of a declaratory order

CHAPTER 173
CONTESTED CASES

173.1(17A) Scope and applicability
173.2(17A) Definitions
173.3(17A) Time requirements
173.4(17A) Requests for contested case proceeding
173.5(17A) Notice of hearing
173.6(17A) Presiding officer
173.7(17A) Waiver of procedures
173.8(17A) Telephone proceedings
173.9(17A) Disqualification
173.10(17A) Consolidation—severance
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173.11(17A) Pleadings
173.12(17A) Service and filing of pleadings and other papers
173.13(17A) Discovery
173.14(17A,135) Subpoenas
173.15(17A) Motions
173.16(17A) Prehearing conference
173.17(17A) Continuances
173.18(17A) Withdrawals
173.19(17A) Intervention
173.20(17A) Hearing procedures
173.21(17A) Evidence
173.22(17A) Default
173.23(17A) Ex parte communication
173.24(17A) Recording costs
173.25(17A) Interlocutory appeals
173.26(17A) Final decision
173.27(17A) Appeals and review
173.28(17A) Applications for rehearing
173.29(17A) Stays of department actions
173.30(17A) No factual dispute contested cases
173.31(17A) Emergency adjudicative proceedings

CHAPTER 174
AGENCY PROCEDURE FOR RULE MAKING

(Uniform Rules)

174.3(17A) Public rule-making docket
174.4(17A) Notice of proposed rule making
174.5(17A) Public participation
174.6(17A) Regulatory flexibility analysis
174.11(17A) Concise statement of reasons
174.13(17A) Agency rule-making record

CHAPTER 175
FAIR INFORMATION PRACTICES AND PUBLIC RECORDS

175.1(17A,22) Definitions
175.2(17A,22) Statement of policy
175.3(17A,22) Requests for access to records
175.4(17A,22) Access to confidential records
175.5(17A,22) Requests for treatment of a record as a confidential record and its withholding

from examination
175.6(17A,22) Procedure by which additions, dissents, or objections may be entered into certain

records
175.7(17A,22) Consent to disclosure by the subject of a confidential record
175.8(17A,22) Notice to suppliers of information
175.9(17A,22) Disclosures without the consent of the subject
175.10(17A,22) Routine use
175.11(17A,22) Consensual disclosure of confidential records
175.12(17A,22) Release to subject
175.13(17A,22) Availability of records
175.14(17A,22) Personally identifiable information
175.15(17A,22) Other groups of records
175.16(17A,22) Data processing systems
175.17(17A,22) Applicability
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CHAPTER 176
CRITERIA FOR AWARDS OR GRANTS

176.1(135,17A) Purpose
176.2(135,17A) Definitions
176.3(135,17A) Exceptions
176.4(135,17A) Requirements
176.5(135,17A) Review process (competitive applications only)
176.6 Reserved
176.7(135,17A) Public notice of available funds
176.8(135,17A) Appeals

CHAPTER 177
HEALTH DATA

177.1(76GA,ch1212) Purpose
177.2(76GA,ch1212) Definitions
177.3(76GA,ch1212) Description of data to be submitted
177.4(76GA,ch1212) Department studies
177.5(76GA,ch1212) Fees
177.6(76GA,ch1212) Patient confidentiality
177.7(76GA,ch1212) Department contracting
177.8(76GA,ch1212) Address and specification for data submissions

CHAPTER 178
VARIANCES AND WAIVERS OF PUBLIC HEALTH

ADMINISTRATIVE RULES
178.1(17A,135) Waivers
178.2(17A,135) Sample petition for waiver

CHAPTERS 179 to 190
Reserved

CHAPTER 191
ADVISORY BODIES OF THE DEPARTMENT

191.1(135) Definitions
191.2(135) Purpose
191.3(135) Appointment
191.4(135) Officers
191.5(135) Meetings
191.6(135) Subcommittees
191.7(135) Expenses of advisory body members
191.8(135) Gender balance

CHAPTER 192
CHILD SUPPORT NONCOMPLIANCE

192.1(252J) Issuance or renewal of a license—denial
192.2(252J) Suspension or revocation of a license
192.3(17A,22,252J) Sharing of information
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CHAPTER 193
IMPAIRED PRACTITIONER REVIEW COMMITTEE

193.1(272C) Impaired practitioner review committee

CHAPTER 194
NONPAYMENT OF STATE DEBT

194.1(272D) Definitions
194.2(272D) Issuance or renewal of a license—denial
194.3(272D) Suspension or revocation of a license
194.4(272D) Sharing of information

CHAPTER 195
STUDENT LOAN DEFAULT/NONCOMPLIANCE WITH

AGREEMENT FOR PAYMENT OF OBLIGATION
195.1(261) General definitions
195.2(261) Issuance or renewal of a license—denial
195.3(261) Suspension or revocation of a license
195.4(17A,22,261) Sharing of information

CHAPTERS 196 to 200
Reserved

CHAPTER 201
ORGANIZED DELIVERY SYSTEMS

LICENSURE AND REGULATION
201.1(135,75GA,ch158) Purpose and scope
201.2(135,75GA,ch158) Definitions
201.3(135,75GA,ch158) Application
201.4(135,75GA,ch158) Governing body
201.5(135,75GA,ch158) Service area/geographic access
201.6(135,75GA,ch158,78GA,ch41) Provider network and contracts; treatment and services
201.7(135,75GA,ch158) Complaints
201.8(135,75GA,ch158) Accountability
201.9(135,75GA,ch158) Reporting
201.10(135,75GA,ch158) Evaluation
201.11(135,75GA,ch158) Annual report
201.12(135,75GA,ch158) Finance and solvency
201.13(135,75GA,ch158) Investment
201.14(135,75GA,ch158) Rating practices
201.15(135,75GA,ch158) Name
201.16(135,75GA,ch158) Change in organizational documents or control
201.17(135,75GA,ch158) Appeal
201.18(135,78GA,ch41) External review
201.19 Reserved

ANTITRUST
201.20(135,75GA,ch158) Purpose
201.21(135,75GA,ch158) Definitions
201.22(135,75GA,ch158) Scope
201.23(135,75GA,ch158) Application
201.24(135,75GA,ch158) Notice and comment
201.25(135,75GA,ch158) Procedure for review of applications
201.26(135,75GA,ch158) Criteria for decision
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201.27(135,75GA,ch158) Decision
201.28(135,75GA,ch158) Appeal
201.29(135,75GA,ch158) Supervision after approval
201.30(135,75GA,ch158) Revocation

CHAPTER 202
CERTIFICATE OF NEED PROGRAM

202.1(135) Definitions
202.2(135) Letter of intent
202.3(135) Preliminary review
202.4(135) Submission of application
202.5(135) Organizational procedures
202.6(135) Public hearing on application
202.7(135) Summary review
202.8(135) Extension of review time
202.9(135) Rehearing of certificate of need decision
202.10(135) Status reports to affected persons
202.11(135) Finality
202.12(135) Project progress reports
202.13(135) Request for extension of certificate
202.14(135) Application changes after approval
202.15(135) Sanctions

CHAPTER 203
STANDARDS FOR CERTIFICATE OF NEED REVIEW

203.1(135) Acute care bed need
203.2(135) Cardiac catheterization and cardiovascular surgery standards
203.3(135) Radiation therapy or radiotherapy standards
203.4(135) Computerized tomography standards
203.5(135) Long-term care
203.6(135) Bed need formula for mentally retarded
203.7(135) End-stage renal disease standards
203.8(135) Financial and economic feasibility
203.9(135) Obstetrical services and neonatal intensive care unit standards
203.10(135) Designated pediatric units standards
203.11(135) Designated inpatient substance abuse treatment unit standards
203.12(135) Magnetic resonance imaging services standards
203.13(135) Positron emission tomography services standards

CHAPTER 204
UNIFORM REPORTING REQUIREMENTS

204.1(135) Reporting requirements
204.2(135) Initial reporting period
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CHAPTER 30
CONTINUING EDUCATION FOR PLUMBING AND

MECHANICAL SYSTEMS PROFESSIONALS

641—30.1(105) Definitions.   For the purpose of these rules, the following definitions shall apply:
“Approved program/activity” means a continuing education program/activity meeting the standard

set forth in these rules.
“Audit” means the selection of licensees for verification of satisfactory completion of continuing

education requirements during a specified time period.
“Board” means the plumbing and mechanical systems board as established pursuant to Iowa Code

section 105.3.
“Continuing education”means planned, organized learning acts acquired during licensure designed

to maintain, improve, or expand a licensee’s knowledge and skills relevant to the enhancement of
practice, education, or theory development to improve the safety and welfare of the public.

“Hour of continuing education”means at least 50 minutes spent in one sitting by a licensee in actual
attendance at and in completion of an approved continuing education activity.

“License” means a license to work in a specific discipline covered under Iowa Code chapter 105.
“Licensee” means any person licensed to work in a specific discipline covered under Iowa Code

chapter 105.
[ARC 8270B, IAB 11/4/09, effective 10/16/09]

641—30.2(105) Continuing education requirements.
30.2(1) The biennial continuing education compliance period shall begin on the license issue date

and end two years later on the license expiration date.
30.2(2) Each biennium:
a. A master or journey licensee shall be required to complete a minimum of 8 hours of

board-approved continuing education, of which 4 hours shall be in the prescribed practice discipline.
A minimum of 2 hours of the 8 hours shall be in the content area of the applicable Iowa plumbing or
mechanical codes, and 2 hours of the 8 hours shall be in the content area of the Iowa Occupational
Safety and Health Act.

b. A master or journey licensee holding licenses in multiple disciplines shall obtain a minimum
of 14 hours of board-approved continuing education, of which 8 hours shall be in any of the prescribed
practice disciplines. A minimum of 2 hours of the 14 hours shall be in each of the content areas of the
applicable Iowa plumbing code, Iowa mechanical code, or both, and 4 hours of the 14 hours shall be in
the content area of the Iowa Occupational Safety and Health Act.

30.2(3) Up to 2 hours of board-approved continuing education required by subrule 30.2(2)
each biennium may be obtained through completion of computer-based continuing education
programs/activities approved by the board.

30.2(4) It is the responsibility of each licensee to finance the cost of continuing education.
30.2(5) A licenseewho is a presenter of a board-approved continuing education programmay receive

credit once per biennium for the presentation of the program. The licensee may receive the same number
of hours granted the attendees.
[ARC 8270B, IAB 11/4/09, effective 10/16/09]

641—30.3(105) Continuing education programs/activities.
30.3(1) Standards for continuing education programs/activities. A program/activity is appropriate

for continuing education credit if the program/activity meets all of the following criteria:
a. Is board-approved;
b. Constitutes an organized program of learning that contributes directly to the professional

competency of the licensee;
c. Pertains to subject matters that integrally relate to the practice of the discipline;



Ch 30, p.2 Public Health[641] IAC 11/4/09

d. Is conducted by individuals who have obtained board approval as required under subrule
30.4(1). This criterion shall not be required for computer-based continuing education programs/activities
conducted pursuant to subrule 30.2(3);

e. Fulfills stated program goals, objectives, or both; and
f. Covers product knowledge, methods, and systems of one or more of the following:
(1) The theory and technique for a specific discipline;
(2) The current Iowa plumbing code, Iowa mechanical code, or both;
(3) The standards comprising the current Iowa Occupational Safety and Health Act.
30.3(2) Board approval. Board approval for specific programs/activities under paragraph

30.3(1)“a” shall be valid for one year.
[ARC 8270B, IAB 11/4/09, effective 10/16/09]

641—30.4(105) Course instructor(s).
30.4(1) Standards for instructor approval. An individual is deemed qualified to instruct continuing

education programs/activities if the individual meets all of the following criteria:
a. Is board-approved to instruct continuing education programs/activities in one or more of the

educational content areas set forth in paragraphs 30.2(2)“a” and “b” (i.e., prescribed practice discipline,
plumbing or mechanical code or both, or the Iowa Occupational Safety and Health Act); and

b. Demonstrates appropriate competency to instruct continuing education programs/activities by
meeting one or both of the following:

(1) If seeking approval to instruct in the content areas of the plumbing or mechanical code or both
or the Iowa Occupational Safety and Health Act, the individual must possess specialized education or
training relevant to the subject matter; or

(2) If seeking approval to instruct in the content area of a prescribed practice discipline, the
individual must possess specialized education, training, or experience relevant to the subject matter.

30.4(2) Board approval. Board approval for an instructor under paragraph 30.4(1)“a” shall be valid
for three years.
[ARC 8270B, IAB 11/4/09, effective 10/16/09]

641—30.5(105) Audit of continuing education requirements.   The board may conduct an audit of a
licensee’s license renewal application to review compliance with continuing education requirements.

30.5(1) Upon board request, the licensee must submit to the board an individual certificate of
completion issued to the licensee or evidence of successful completion of the course from the course
sponsor or course instructor. These documents must contain the course title, date(s), contact hours,
sponsor’s name, and licensee’s name. In some instances, licensees will be requested to provide to the
board additional information including, but not limited to, program content, objectives, presenters,
location, and schedule. An inclusive brochure may meet this requirement.

30.5(2) Upon board request, a licenseemust submit all information set forth in subrule 30.5(1) within
30 calendar days following the board’s request. The board may grant extensions on an individual basis.

30.5(3) If the submitted materials are incomplete or unsatisfactory and the board determines that
the deficiency was the result of good-faith conduct on the part of the licensee, the licensee may be
given the opportunity to submit make-up credit to cover the deficit found through the audit. A licensee
must complete the continuing education hours and submit documentation establishing completion of the
required make-up continuing education hours to the board within 120 calendar days from the date of the
board’s finding of good-faith conduct.

30.5(4) A licensee’s failure to provide the board with an accurate mailing address shall not be an
excuse for noncompliance with any requirement set forth in this rule.
[ARC 8270B, IAB 11/4/09, effective 10/16/09]

641—30.6(105) Continuing education exemptions.
30.6(1) Automatic exemptions. A licensee shall be exempt from the continuing education

requirement during the license biennium when that person:
a. Served honorably on active duty in the military service; or



IAC 11/4/09 Public Health[641] Ch 30, p.3

b. Resided in another state or district having continuing education requirements for the discipline
and met all requirements of that state or district for practice therein; or

c. Was a government employee working in the licensee’s specialty and assigned to duty outside
the United States; or

d. Was absent from the state but engaged in active practice under circumstances which are
approved by the board.

30.6(2) Permissive exemptions. The board may, in cases involving exceptional hardship or
extenuating circumstances, grant an exemption from some or all of the continuing education
requirements.

a. A licensee seeking a permissive exemption shall apply to the board, in such form as the board
may prescribe.

b. A licensee seeking a permissive exemption shall be required to provide all such documentary
evidence as the board may request to establish the exceptional hardship or extenuating circumstances.

c. In the event of a claimed physical or mental disability or illness, the board may request
information from a licensed health care professional who can attest to the existence of any such
disability or illness.

d. A licensee who applies for a permissive exemption shall be notified in writing of the board’s
decision.

e. In granting an exemption, the board may impose any such additional conditions on the
exemption including, but not limited to, the requirement that the licensee make up a portion of the
continuing education requirements.

f. In lieu of granting a full or partial exemption, the board may grant the licensee an extension of
time in which to complete the continuing education requirements.

g. The granting of an exemption shall not prohibit a licensee from seeking, or the board from
granting, an exemption in a subsequent biennial continuing education compliance period(s).

h. Permissive exemptions shall only be granted in the most exceptional and extraordinary of
circumstances.
[ARC 8270B, IAB 11/4/09, effective 10/16/09]

641—30.7(105) Continuing education extensions.   The board may, in individual cases involving
hardship or extenuating circumstances, grant an extension of time within which to fulfill the minimum
continuing education requirements.

30.7(1) Hardship or extenuating circumstances include documented circumstances beyond the
control of the licensee which prevent attendance at required activities.

30.7(2) All requests for extension must be made prior to the license expiration date.
[ARC 8270B, IAB 11/4/09, effective 10/16/09]

641—30.8(105) Continuing education reporting requirements.
30.8(1) Non-computer-based continuing education programs/activities. For non-computer-based

continuing education programs/activities, at the conclusion of each continuing education course, the
course instructor shall:

a. Inform each attending licensee that a survey of the course and instructor may be completed and
submitted by the licensee to the board through either a board-approved written evaluation form or an
Internet-based form.

b. Provide a certificate of completion to each licensee who attends the course. The certificate of
completion shall include the following information:

(1) The licensee’s full name and board-issued license number;
(2) The course name or title;
(3) The board-approved course identification number;
(4) The date of the course;
(5) The number of program contact hours;
(6) The instructor’s full name and board-approved identification number; and
(7) The instructor’s signature.
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c. Submit to the board a typed or electronic course completion roster within 30 days following the
completion of the course. The course completion roster shall contain the following information:

(1) The full name and board-issued license number of each attending licensee;
(2) The course name or title;
(3) The board-approved course identification number;
(4) The date of the course;
(5) The location of the course;
(6) The number of program contact hours;
(7) The instructor’s full name and board-approved identification number; and
(8) The instructor’s signature.
30.8(2) Computer-based continuing education programs/activities. For computer-based continuing

education programs/activities under subrule 30.2(3), at the conclusion of each computer-based
continuing education course, the person authorized to monitor and verify attendance/course completion
shall:

a. Provide a certificate of completion to each licensee who completes the course. The certificate
of completion shall include the following information:

(1) The licensee’s full name and board-issued license number;
(2) The course name or title;
(3) The board-approved course identification number;
(4) The date the course was completed; and
(5) The number of program contact hours.
b. Submit to the board a typed or electronic course completion roster within 30 days following a

licensee’s completion of a computer-based continuing education course. The course completion roster
shall contain the following information:

(1) The full name and board-issued license number of each attending licensee;
(2) The course name or title;
(3) The board-approved course identification number;
(4) The date of the course;
(5) The location of the course; and
(6) The number of program contact hours.
These rules are intended to implement Iowa Code chapters 105 and 272C.

[ARC 8270B, IAB 11/4/09, effective 10/16/09]
[Filed Emergency ARC 8270B, IAB 11/4/09, effective 10/16/09]
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CHAPTERS 31 to 36
Reserved
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SAILBOATS
See BOATS AND BOATING

SALE BARNS
See LIVESTOCK: Movement: Markets

SALES AND USE TAX
See TAXATION

SALONS
See COSMETOLOGY AND COSMETOLOGISTS

SALVAGE
See also FOOD; GAME; MOTOR VEHICLES
Landfills, salvaging 567—113.8(1)c

SANATORIUMS
Mentally ill, see MENTAL HEALTH
Oakdale 681—12.1(3)
Tuberculosis 681—12.1(3)

SAND
See MINES AND MINING: Minerals
Construction facilities, storm water discharge 567—64.6(1)a(3), 64.6(1)c(3), 64.15(3)
Foundry, landfill cover 567—108.3, 108.4(6), 108.6(1)a, 108.8(5)
Handling operations, metal processing 567—23.4(6); 701—230.8
Production/processing, water withdrawal diversion, permit 567—50.3(1)
Removal, state-owned land/waters, permit 561—1.3(2)c(6); 571—ch 19
Wastewater filter 567—108.4(16)
Well plugging, abandoned 567—39.3, 39.7, 39.8

SANITARY DISPOSAL PROJECTS
See ENVIRONMENTAL PROTECTION COMMISSION: Solid Waste Management/Disposal

SANITARY LANDFILLS
See also ENVIRONMENTAL PROTECTION COMMISSION: Solid Waste Management/Disposal
Signs 761—131.5

SANITATION
See BARBERS; COSMETOLOGY AND COSMETOLOGISTS; DAIRIES; DISEASES: Communicable: Disinfection;

EGGS; FOOD subheadings Establishments; Service Establishments; HEALTH CARE FACILITIES
subheadings Food Service; Laundry/Linens; HOSPITALS; LIVESTOCK: Dead, Disposal; Disease: Control,
Disinfection; PHARMACISTS AND PHARMACY; PUBLIC HEALTH DEPARTMENT

SAVINGS AND LOAN ASSOCIATIONS
Accounts
Bonus 197—3.1(1)
Demand 197—8.1(6), 8.2(4)
Escrow, physical exercise clubs 61—26.4, 26.7
Fixed-rate/fixed-term 197—3.1(4), 4.2
Individual development 441—ch 10
Ninety-day notice 197—3.1(3)
NOW (negotiable order of withdrawal) 197—ch 8
Variable 197—3.1(2)
Withdrawals
Joint, deaths 701—86. 1(6)
Penalties 197—3.1(9)

Advertising 197—14.6
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Branch office, establishment 197—ch 2
Capital stock conversion
Applications 197—6.3, 6.10
Approval/rejection 197—6.6, 6.10
Articles/bylaws 197—6.4
Certificate 197—6.10(4)
Definitions 197—6.2
Meetings 197—6.7
Plan content 197—6.5
Stock acquisition, control change 197—6.10

Commerce department supervision 181—1.4(4)
Credit cards
Authorization 197—ch 7
Disclosure 781—ch 5

Debit cards, see Electronic Transfers, Funds below
Definitions 181—1.5; 197—5.3, 6.2, 8.1, 9.2, 10.1, 12.1, 13.2, 14.2
Depositories
Agreements 781—3.1(2), 3.3, 3.6
Approval 781—3.3, 3.6(7)
Collateral 781—3.2, 3.4, 3.6
Custodians 781—3.6, 3.7, 3.10
Default 781—3.7(7), 3.11
Definitions 781—3.2
Forms 781—3.1(2), 3.3–3.7
Letter of credit 781—3.2, 3.4, 3.5
Name/location change 781—3.6(6)
Sale/merger 781—3.9
Termination, insurance 781—3.8

Disclosures, see Loans below
Division
Address 181—1.6(6)
Adjudicative proceedings, emergency 197—17.31
Appeals 197—17.27
Commerce department authority 181—1.4(4)
Contested cases 197—ch 17
Declaratory orders 197—ch 16
Procurements 261—ch 54; 541—ch 10, see also ADMINISTRATIVE SERVICES DEPARTMENT (DAS)
Records, generally, public/fair information 197—ch 1
Rule making 197—ch 15

Election funds 351—4.5
Electronic transfers, funds 197—ch 14
Individual development accounts (IDAs) 441—ch 10
Investments 197—ch 9, 10.4–10.7, 10.9; 441—10.2(4); 781—ch 3
Loans
Consumer 197—ch 9
Credit, line 61—ch 16
Disclosure 191—5.50–5.54; 197—ch 5, 11.6, 12.4
Farmers 25—chs 2, 4, 5; 27—ch 11, see also Small Business this subheading below
Group home facilities 265—ch 6
Linked investments for tomorrow (LIFT) 781—ch 4
Mortgage, adjustable 197—ch 11

SAVINGS AND LOAN ASSOCIATIONS (cont’d)
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Real estate
Application/disclosure notice 197—12.4
Complaints/address 197—5.4
Definitions 197—5.3, 12.1
First mortgages/home loans, generally 197—12.2, 12.3
Reports/records, disclosure 197—ch 5

Revenue bond financing 265—ch 4
Service contracts, motor vehicle/residential 191—54.50(5)c
Small business 261—chs 55, 69, 78; 265—ch 5; 781—ch 4
Soil conservation program 27—ch 11
Student, Federal Family Education Loan Program (FFELP) 283—ch 10

Mutual deposit associations
Generally 197—ch 4
Certificates, fixed-rate/fixed-term accounts 197—4.2
Conversion procedure 197—4.1(2)
Interest payments 197—8.3(3)
Limitations 197—4.2(2)

NOW accounts, see Accounts above
Ownership, see Capital Stock Conversion above
Property, leasing/owning 197—ch 13
Records/reports, disclosure 197—ch 5, see also Division: Records, Generally, Public/Fair Information above
Retirement facilities 191—ch 24
Safe deposit boxes 701—26.8(4), 86.1(6)
Securities
Brokerage services 191—50.21, 50.22
Corporate debt 197—ch 9

Taxation
Franchise 701—chs 57–61
Sales 701—16.10

Trust services
Generally 197—ch 10
Audits 197—10.11
Compensation 197—10.8
Dissolution 197—10.12, 10.13
Investments 197—10.4–10.7, 10.9
Mergers 197—10.14
Policies/procedures 197—10.3
Records/reports 197—10.10
Restrictions 197—10.6
Revocation order/hearing 197—10.15

SCABIES
See LIVESTOCK: Disease

SCALES
See WEIGHTS AND MEASURES

SCHOLARSHIPS
See STUDENTS

SCHOOL BUDGET REVIEW COMMITTEE
Address 289—1.2, 1.3
Authorizations 281—98.22
Declaratory orders 289—ch 3

SAVINGS AND LOAN ASSOCIATIONS (cont’d)
Loans



IndexSCHO IAC 11/4/09

4

Definitions 289—5.1, 6.1
Hearings 289—6.2, 6.3
On-time funding 289—ch 7
Records 289—ch 5
Rule making 289—chs 2, 4, 5.12, ch 8

SCHOOLS
See also COLLEGES AND UNIVERSITIES; EDUCATION; TEACHERS
Accreditation 281—ch 12, 21.11
Administration, minimum wage exemption 875—218.201(3), 218.206, 218.211(3), 218.215
Administrators, see EDUCATION
Area, see COLLEGES AND UNIVERSITIES: Community Colleges
Athletics, see EDUCATION: Extracurricular Activities
Audiologists, see SPEECH PATHOLOGY AND AUDIOLOGY
Audits 281—12.3(1,8), 36.10, 36.11
Barber, see BARBERS
Bingo/raffle/game nights 481—100.2, 100.3(8)c, 100.9(1), 103.2“3,” 107.5(1)
Blind, see Braille/Sight-Saving below
Boards
Elections 351—4.9(11), 4.13(4); 721—21.500
Local 281—ch 12, 15.6, 18.2, ch 19, 33.3, 36.4(1), 47.2(4), chs 68, 83, 95, 102.5; 282—11.37;

605—7.3(1); 701—71.19(2)
State 281—1.1, 1.2, 5.15(2), 12.1(4,5), 17.5(2), ch 68, 102.2

Bonds 701—108.2(3), 109.1(1)a, 109.2(8)a, 109.6(2)a, 109.7
Braille/sight-saving 441—77.44; 681—ch 15
Budgets
See also Funds below
Appeal board review 543—ch 2
Beginning teacher mentoring/induction program 281—83.3(4)
Dropout programs 289—6.6(2)d(2), 6.6(3)d(2)
Gifted/talented programs 281—59.5(10,11); 289—6.6(2)d(1), 6.6(3)d(1)
Juvenile homes 281—63.4, 63.6(4), 63.21
Management department duties 541—1.4
Review committee 281—12.8(4)b(5), 96.1, 97.5(6); 289—chs 1–8, see also SCHOOL BUDGET REVIEW

COMMITTEE
Staff development 281—12.7
Youth services 281—66.4(15)

Buildings 193C—1.5(5,6); 281—12.3(9), 98.22, 98.61(3)b,c,f, 98.64, 98.69, ch 100; 289—6.5(5)b, see also
Fire Safety below

Buses, see BUSES
Calendar 281—12.1(7)
Career education 261—ch 11; 281—12.5(7), ch 47
Charter 281—ch 68, see also EDUCATION: Special Education: Schools
Child care, see Funds below; Grants below
Closure 281—ch 19
Colleges, see COLLEGES AND UNIVERSITIES
Community colleges (merged areas), see COLLEGES AND UNIVERSITIES
Conservation education 281—98.65; 571—ch 12, 71.3(7)
Construction/improvements 281—chs 96, 98; 661—5.3; 761—ch 180
Cosmetology, see COSMETOLOGY AND COSMETOLOGISTS
Counselors, see EDUCATION
Curricula, see EDUCATION

SCHOOL BUDGET REVIEW COMMITTEE (cont’d)
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Dance, see Taxation below
Day defined 281—12.1(7–11), 41.11
Deaf
Definitions 281—41.50(3–5)
School, state 11—43.2(2)b; 441—77.44; 681—ch 16
Teachers/support personnel 281—41.402(3), 41.403(2); 282—14.2(8); 701—203.2(2)b

Disease
Attendance policy 641—1.9(1)c
Bus drivers 281—43.15, 43.17
Health education 281—12.5(3)e, 12.5(5)e
Immunization 281—31.2(1)a(7), 31.5(1)e, 33.5; 641—ch 7
Reporting 641—1.6(3,4)

Diversity/court-ordered desegregation plans 281—17.14
Elections
Board 351—4.3(1), 4.9(5,11), 4.13(4); 721—21.500
Infrastructure projects 701—chs 108, 109; 721—21.803

Employees, see Personnel below
Energy conservation/management 565—ch 6
Enrollment, see EDUCATION
Fees, student waiver 11—ch 116; 11—ch 116; 281—ch 18
Fire safety 661—5.3, 5.8, ch 5 Table 8–A p.28,29, see also FIRE AND FIRE PROTECTION
Food service establishments, inspections 481—1.5“2,” 30.1, see also Lunch/Breakfast Program below
Funds
See also Budgets above; Grants below; Taxation: Sales: Infrastructure Projects below
Generally 281—98.2
Activities, student 281—98.70
Advance funding authority 285—ch 1
Agency 281—98.101
At-risk children 281—97.1, 97.3, 98.18, see also Grants below
Audit 281—12.3(1,8), 36.10, 36.11
Capital projects 281—98.69
Certificate of need, construction 281—ch 96
Child care services 281—98.74; 441—ch 168, 170.4(3)g
Community colleges, see COLLEGES AND UNIVERSITIES
Construction, student 281—98.76
Cultural leadership partners program 221—ch 8
Debt service 281—98.61(2)l,m, 98.62(2)g, 98.64(2)j, 98.68, 98.69(2)a(3), 98.69(2)b(2)
Depositories 781—chs 3, 12–15
Early intervention program 281—12.5(18), 98.23
Emergency levy 281—98.111
Energy management programs 565—6.6
English/bilingual instruction 281—60.6, 98.16
Enterprise funds 281—98.77
Equalization fund 281—98.112
Fund-raisers
Activity fund 281—98.70
Gambling license 481—100.3(8)c

General 281—98.22, 98.61
Internal services 281—98.82
Juvenile supervision program 441—151.31(5,6)
Management fund 281—98.62

SCHOOLS (cont’d)
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Nutrition 281—98.73
Permanent 281—98.67
Physical plant/equipment levy (PPEL) 281—98.64
Preschools 281—16.5–16.13, 98.13, 98.75
Professional development 281—83.7“3”
Public educational/recreational levy (PERL) 281—98.65
Secure an advanced vision for education (SAVE) 701—109.4, 109.5; 721—21.803
Supplementary weighting 281—17.10(1–3), 22.24(2), 22.26(2), 22.28, 22.29, ch 97, 98.14–98.19
Tax levies 281—98.60
Teacher induction 281—83.3, 98.42
Textbooks 281—98.44, 98.61(2)f
Tobacco use, prevention/control 641—ch 152
Trusts 281—98.66, 98.92, 98.93
Vision Iowa programs 261—chs 212, 213
Youth development program, juvenile justice 428—ch 3

Gambling, see Bingo/Raffle/Game Nights above
Grade realignment 281—19.3
Grants
Adolescent pregnancy prevention 441—ch 163
Children
At-risk
See also Funds above
Development programs 281—ch 64
Innovative, early elementary 281—ch 65
Parent support services 281—ch 67
Wrap-around care program 441—ch 168

Care services 441—ch 168

Colleges/universities, see COLLEGES AND UNIVERSITIES; EDUCATION
Conservation education 571—ch 12
Country school preservation 223—ch 49
Early intervention block 281—98.23
Preschools 281—ch 41 Div. X
Recruitment, women/minority staff 281—ch 94
Teachers, beginning, induction/mentoring program 281—83.3
Tuition 281—63.16(2); 701—42.30, see also COLLEGES AND UNIVERSITIES; EDUCATION
Vision Iowa programs, infrastructure activities 281—ch 100, see also Elections above

Guidance counselors, see EDUCATION: Counselors
Harassment, see Students below
Health services 281—12.3(11), 41.34(1), 41.34(3)m, 41.107(2), 41.404(1)g, 41.404(2)e, 41.405, 98.82;

641—51.10–51.12, ch 67
Home instruction 281—17.10(3), ch 31, 98.12; 751—7.8
Immunization, see Disease above
Infrastructure, see Grants above; Taxation: Sales below
Insurance 191—35.3, 35.20; 281—98.62, 98.82
IPERS (Iowa public employees’ retirement system), see PUBLIC EMPLOYEES’ RETIREMENT SYSTEM (IPERS):

Membership
Juvenile justice, school-based supervision, see Students: Truants, Supervision below
Laboratory, regents institutions, enrollment 281—17.12
Law enforcement academy 501—chs 1–5
Lead inspection/abatement/blood testing 641—ch 67, 70.6, 72.2(3), see also LEAD
Libraries, see LIBRARIES
Lunch/breakfast program 281—5.15(11), ch 58, 98.73; 701—17.11, see also Funds: At-Risk Children above

SCHOOLS (cont’d)
Funds
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Massage therapy 645—ch 132
Merged areas, see COLLEGES AND UNIVERSITIES: Community Colleges
Nonpublic, see Private/Nonpublic below
Nurses
See also Lead Inspection/Abatement/Blood Testing above
Diseases, reporting 641—1.6(3)
Education programs 281—52.5, 52.13; 655—ch 2
Employment, funding 281—98.61(2)d
Endorsements/authorizations 282—13.28(28), 16.1“2,” 16.3, 16.7
License, filing 281—12.4(12)
LPNs 655—6.6(2)
Scholarships, institution eligibility 283—11.1(6)
Special education, health services 281—41.34(1), 41.34(3)m, 41.405; 282—16.7

Paraeducators, certification programs 281—16.2, ch 80; 282—12.1“13,” 12.2“10,” ch 24
Parent-teacher conferences 281—12.1(7–9)
Permits, wildlife education 571—111.4
Personnel
See also Nurses above; PSYCHOLOGISTS; TEACHERS
Abuse, student 281—chs 102, 103
Administrative, see EDUCATION
Assistants 281—12.4(9)
Benefits, funding 281—98.62, 98.93
Employment, equal opportunity 281—ch 95
Ethics 282—ch 25
Evaluation 281—12.3(3)
Health services, student, see Nurses above
Instructional/noninstructional 281—12.4(1–3)
Paraeducators, see Paraeducators, Certification Programs above
Physicals 281—12.4(14), 43.15
Punishment, corporal 281—ch 103
Retirement, benefits, see PUBLIC EMPLOYEES’ RETIREMENT SYSTEM (IPERS): Membership
Sharing 281—97.7
Specialists, see EDUCATION: Special Education: Media Specialists; TEACHERS: Reading
Staff development/in-service 281—12.1(7,10), 12.4(9), 12.7, 16.3(8), 41.207, 59.5(8), 60.3(3), 83.6
Support staff 281—12.4(15), see also EDUCATION: Special Education: Endorsements/Statements of Professional

Recognition (SPR)
Unemployment insurance, claims/benefits 281—98.62; 871—23.27(7), 24.22(2)i, 24.26(19,22), 24.51–24.54
Volunteers 281—12.4(16)
Wages, minimum, exemption 875—216.3, 218.211, 218.215, 218.314

Pollution, emergency 567—26.4 Table V
Postsecondary, see EDUCATION
Preschools
Funds 281—98.13, 98.75; 349—1.4(28), 1.10(3)a(6); 441—ch 168, see also Voluntary Program this

subheading below
Grants, special education 281—ch 41 Div. X
Homeless education 281—33.1, 33.2, 33.8(1), 33.10(1), 33.11(1)g, see also EDUCATION: Special Education
Lead inspections, see Lead Inspection/Abatement/Blood Testing above
Licenses 441—118.3(1)
Medical monitoring/treatment 441—77.30(8), 77.37(22), 77.39(25), 78.34(8), 78.41(9), 78.43(14)
Respite care 441—77.30(5), 77.34(5), 77.37(15), 77.39(14), 79.1(2)p.6
Special education 281—41.116, 41.124, 41.148(3), ch 41 Div. X
Standards
Rating system 441—118.2, 118.3
Voluntary program 281—16.2, 16.3

SCHOOLS (cont’d)
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Taxation
Credit, child development 701—42.23“24,” 42.29
Sales 701—17.1(6), 17.11

Voluntary program 281—ch 16

Principals, see EDUCATION
Private/nonpublic 281—1.1(7)a, 5.15(29,30), ch 12, 17.10(3), 22.2(2)b(2,3), 22.7(4,5), 22.8, 22.11(2),

22.16(1,2), ch 31, 36.15(5)b,c, 36.20(2), 60.5, 98.44, 102.2, 102.5, ch 103; 282—11.37, see also
EDUCATION: Special Education: Schools

Procurements 261—54.3(2)c, 54.3(3), 54.10, 54.14(1)f, 54.15
Psychologists, see PSYCHOLOGISTS
Records 281—5.15, 12.1(9), 12.3(1,8), 12.4(11), 36.11, 36.12, 102.13; 875—216.3, see also Students below
Recreational facilities/equipment 281—98.64(2)n, 98.65
Reorganization 281—98.19, 98.112
Reports 281—11.5, 12.8(3), 96.2, 97.5(5,6), 102.13; 282—11.37; 441—151.31(7); 641—1.6(4)
SAVE account, see Funds above
Smoking restrictions 641—ch 153
Social workers, see SOCIAL WORKERS
Special education, see Preschools above; EDUCATION
Speech pathologists/audiologists, see SPEECH PATHOLOGY AND AUDIOLOGY
Students
Abuse 281—ch 102; 282—26.3“10”
Achievement, accountability 281—12.8
Activities 281—12.6, ch 36, 98.70
At-risk 281—12.2, 12.5(13), see also Funds above
Attendance 281—12.1(10), 36.20(2); 641—1.9(1)c; 761—615.23(2)
Bullying/harassment
Open enrollment 281—17.3(2)c, 17.5, 17.14(4)c
Policy 281—12.3(13)

College course enrollment 281—ch 22, 97.2(5), see Laboratory, Regents Institutions, Enrollment above
Confinement/detention, see Corporal Punishment this subheading below
Construction fund 281—98.76
Corporal punishment 281—ch 103
Discipline 281—12.3(6)
Driver’s licenses 761—602.26, 605.5(4), 605.20(2), 615.21, 615.23, 615.33(2), see also MOTOR VEHICLES:

Licenses: Driver’s: Minors
Dropouts, see EDUCATION
Employment program, disadvantaged 877—10.3, see also Youth Services Program (SBYSP) this subheading

below
Enrollment, see EDUCATION
Fees, waivers 281—ch 18
Foster care, fees 441—156.8(6)
Gifted/talented programs 281—12.5(12), ch 59, 98.20
Graduation, standards 281—12.3(5)
Grants, see Grants above
Harassment, see Bullying/Harassment this subheading above
Homeless 281—ch 33
Illness, serious, open enrollment 281—17.14(4)d
Loans, see LOANS
Records 281—5.15(10), 12.3(4), 33.4; 282—25.3(6)h; 441—151.21(2,5); 641—7.8(1), 51.11, 67.7, 67.10
Restraints, see Corporal Punishment this subheading above
Scholarships 11—ch 116; 281—5.14(15); 283—ch 11; 641—110.16

SCHOOLS (cont’d)
Preschools
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Suspensions/expulsions 281—11.3(1), 17.8(1), 41.170, 41.536(3)
Teacher education, see TEACHERS
Transfers 281—ch 11, 17.12, 33.4, see also EDUCATION: Enrollment: Open
Transportation 281—11.3, 16.12, 17.9, 17.10(4), 17.11, 18.2, 22.20, 33.10, 98.64(2)l; 761—ch 911, see also

BUSES
Truants, supervision 441—151.31
Youth services program (SBYSP) 281—ch 66

Superintendents, see EDUCATION
Taxation
See also Preschools above
Dance 701—26.14, 26.24
Deductions, tuition 701—41.5(14), see also TAXATION: Income Tax, Individual: Credits
Levies 281—98.60, 98.63–98.65, 98.68, 98.69, 98.111, 98.112
Returns, district name 701—39.3(1)
Sales
Exemptions 701—16.26(2), 16.39, 17.1, 17.11, 17.12, 26.24, 80.15
Infrastructure projects 281—chs 96, 100; 701—chs 108, 109; 721—21.803

Surtax 701—42.1

Teachers, see TEACHERS
Telecommunications network 199—39.4; 281—ch 15; 751—7.4(1), 7.5–7.8, 8.2, ch 9, 12.4, ch 14, 15.4, 15.5
Textbooks, funding, see Funds above
Traffic signs 761—130.1, 131.3
Training school, Eldora 441—ch 103
Unemployment compensation, see Personnel above
Veterans, education/training 281—chs 51, 52, see also VETERANS
Violence, student safety 281—ch 11
Vision Iowa programs 261—chs 212, 213; 281—ch 100
Vocational, see EDUCATION
Water supply 567—41.2(1)c(1)“3,5,” 41.3(1)a
Wildlife education, see Permits, Wildlife Education above

SCRAPIE
See LIVESTOCK: Sheep: Disease

SECONDARY ROADS
See HIGHWAYS

SECRETARY OF STATE
Accounts, charge 721—2.3
Address 721—1.6(4), 4.1, 7.5(1), 7.6(2), 7.11(1), 8.1, 8.3, 9.1, 9.3(3), 9.5, 9.6(2), 40.1, 42.2–42.4
Athlete agent registration 721—4.6, ch 42
Bills, legislative, depository 721—1.7
Complaints 721—2.2, ch 25
Corporations
Generally 721—1.2
Agricultural landholding 721—4.2(4)
Document filing 721—40.1, 40.5(1), 40.7
Fees 721—40.4, 40.7
Forms 721—4.2
Incorporation, certificates 721—1.2(1), 40.2
Marks, registration 721—40.6
Names, distinguishable 721—40.3

Declaratory orders 721—ch 9
Elections 721—1.4, 1.12, 4.3, 5.14(2), chs 20–28, see also ELECTIONS
Fees 721—2.3(3,5), 5.3(7), 30.1(10,11,14), 30.3(3), 40.4

SCHOOLS (cont’d)
Students
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Filing, electronic 721—30.1(6), 30.1(7)e, 30.3(3,4)
Forms 721—2.1, 2.3(1), ch 4, 30.1(9), ch 43, see also Elections above
Government agreements, filing 721—1.10
Hearings 721—ch 3, 10.9, ch 25
Land office 721—1.5
Notary public 721—1.6, 5.14(8), ch 43
Oaths/bonds 721—1.9
Organization 721—ch 1
Process agent, law suits 721—1.8
Records, generally, public/fair information 721—2.4, 3.6(8), ch 5, 30.1(13,14)
Reports
Agriculture 721—4.2(4)
Annual 721—1.2(2), 4.2(3)
Liens 721—4.5, 30.6
Search, see Uniform Commercial Code (UCC) below

Rule making 721—chs 7, 8, 10
Schools, registration 721—ch 31
Uniform Commercial Code (UCC)
Administration 721—1.3
Document filing 721—4.4, ch 30
Search requests/reports 721—30.1(8), 30.1(9)b, 30.1(10)b,c, 30.3(4)c, 30.4(17), 30.5

Voter registration, see ELECTIONS
Voting systems 721—22.32

SECURITIES
See also BONDS
Administrator, consent to service 191—50.51
Advertisement 191—50.16(1)q, 50.19(4–6), 50.20(1)a, 50.21(4,6), 50.22(1)a, 50.38(2), 50.50, 50.69, 50.112
Agents
Canadian 191—50.18(2,4,7–11)
Continuing education 191—50.13
Examinations 191—50.12(1,2)
Registration 191—50.12, 50.18, 50.52, 50.53, 50.80, 50.110

Agricultural cooperative associations 191—50.82
Banks
Brokerage activities 187—2.15, 2.16; 191—50.19–50.22
Instruments, sales 187—2.11

Benevolent associations 191—8.3(2), 8.11
Broker-dealers
Advertisements 191—50.16(1)p,q, 50.50, 50.69(5,6)
Agents 191—50.12, 50.13, 50.17(4), 50.18, 50.69(5,6), 50.100, see also Banks/Savings Institutions/Credit

Unions this subheading below
Audits/inspections 191—50.2
Banks/savings institutions/credit unions 191—50.19–50.22
Canadian 191—50.18
Commissions 191—50.16(1)i, 50.16(2)e, 50.17(1)a, 50.19(7)b, 50.80(2)a, 50.100(2)a
Employees, supervisory 191—50.17(3)
Examination requirements 191—50.12(1,2)
Financial reports/notices, filing 191—50.10(9), 50.15(2)
Fraud, see Fraud below
Principals 191—50.11
Records 191—50.14, 50.20, 50.22
Registration 191—50.1, 50.10, 50.12, 50.18, 50.52, 50.53

SECRETARY OF STATE (cont’d)
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Reports/notifications 191—50.16(1)x, 50.83(4), see also Financial Reports/Notices, Filing this subheading above
Transactions, confirmations 191—50.16(1)j, 50.17(1,2), 50.19(7)

Bureau
Generally 191—1.1(5)
Cemeteries, perpetual care 191—ch 18
Retirement facilities 191—ch 24
Service contracts
Motor vehicle 191—ch 23
Residential 191—ch 54

Commodity pools, see Registration below
Contracts, investment defined 191—50.1, see also Viatical Settlement Investment Contracts below
Credit unions, brokerage services 191—50.21, 50.22
Definitions 191—50.1
Disclosure 191—50.19(4–6), 50.21(4–6), 50.66(3,16), 50.100(3)h, 50.111, 50.112(2)f,g, 50.113, see also

Investment Advisers below; Issuers below
Ethics 191—50.16, see also Fraud below
Exemptions, see Issuers: Offerings, Exemptions below
Fraud 191—50.16(1)n, 50.100, see also Investment Advisers below
Insurance companies 191—6.3–6.6, ch 7, see also Organized Delivery Systems (ODSs) below
Investment advisers
Advertisements 191—50.38(2), 50.50, 50.69
Audits/inspections 191—50.2
Bonds 191—50.41
Child support noncompliance 191—50.52
Definitions 191—50.36(5), 50.37(4), 50.38(4), 50.39(3), 50.40(7), 50.42(1)l(2), 50.42(12)
Disclosure 191—50.36, 50.37(1)b(3), 50.37(1)c, 50.37(2,5), 50.38(1)k,u
Examinations 191—50.32(2), 50.33
Exclusions, professionals, advice 191—50.44
Federal covered, notice filing 191—50.34, 50.38, 50.50
Fraud 191—50.37(1), 50.38, 50.102
Funds, custody 191—50.39, 50.40(7)b
Loans, student, noncompliance 191—50.53
Pooled investment vehicles 191—50.102(3)
Records 191—50.37(5), 50.42
Registration 191—50.2, 50.30–50.35, 50.44(2), 50.52, 50.53
Reports, financial 191—50.30(2), 50.42(1)l(1), 50.42(1)m(2), 50.43
Trustees 191—50.39(2)e

Investment company offerings 191—50.39(2)d, 50.60, 50.69(3)
Issuers
Agents 191—50.12
Disclosure 191—50.80(1), 50.84(4), 50.113
Financial statements 191—50.61(2)d, 50.63(2), 50.64, 50.82
Fraud 191—50.100(1,3)
Internet offers 191—50.85
Offerings, exemptions 191—50.63(3), 50.80–50.88
Sales, nonaccredited investors 191—50.80(2)e
Solicitations 191—50.84

ODSs, see Organized Delivery Systems (ODSs) below
Offerings, notice filings 191—50.60, 50.81, 50.82
Oil/gas drilling programs, see Registration below
Opinions, interpretative/no-action letters 191—50.3

SECURITIES (cont’d)
Broker-dealers
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Options/warrants, issuance 191—50.66(13)
Organized delivery systems (ODSs) 641—201.13
Prospectuses 191—50.16(1)j,x, 50.19(7)a, 50.21(7)a, 50.68, 50.69(1), 50.84(1)h, 50.84(4)c, 50.85“3”
Public funds investment 781—chs 3, 13–15
Registration
See also Broker-Dealers above; Investment Advisers above
Agents, see Agents above
Asset-backed 191—50.66(19)
Commodity pool programs 191—50.66(5)
Coordination 191—50.66(2–8,16,19)
Corporate offerings, small 191—50.61
Disallowance 191—50.66(18)
Equipment programs 191—50.66(6)
Exemption, see Issuers: Offerings, Exemptions above
Guidelines, NASAA 191—50.66
Investment company offerings 191—50.60
Mortgage programs 191—50.66(8)
Multijurisdictional offerings 191—50.63
Oil/gas drilling programs 191—50.66(2)
Omnibus guidelines 191—50.66(4)
Partnerships/ventures/unincorporated associations 191—50.66(2)
Promotional shares 191—50.66(15)
Qualification 191—50.65, 50.66(2–8,16,19), 50.67, 50.68
Real estate programs/investment trusts 191—50.66(7,9)
Streamlined 191—50.62

Rescission offers 191—50.101
Sales/solicitations, commissions 191—50.16(1)i, 50.16(2)e, 50.17(1)a, 50.19(7)b, 50.38(1)k(2), 50.61(2)c,

50.80(2), 50.83(2)b, 50.100(2)a
Savings and loans 191—50.21, 50.22
Service contracts 191—chs 23, 54
Stock, preferred 191—50.66(14)
Superintendent, duties 191—18.2, 23.4(3), 24.4, 54.10
Taxation
Collection, collateral 701—11.10, 38.9, 81.7, 82.3, 83.2, 103.10
Corporate income, interest/dividends/profits 701—52.5(2), 53.2(2)c, 53.5, 53.6, 54.2, 54.3, 54.6(3)b(2)
Fiduciary 701—89.8(7)t“7,8,” 89.8(8)n
Franchise, interest/dividends 701—59.5, 59.6
Individual income, interest/dividends 701—40.2, 40.3, 40.6, 40.16(7), 40.32, 40.52, 46.4(2)“3,” 49.1(4)“6”
Partnerships 701—ch 45

Uniform limited offering exemption 191—50.80
Viatical settlement investment contracts 191—ch 48, 50.110–50.113

SECURITY MEDICAL FACILITY
See CORRECTIONS DEPARTMENT: Institutions, Adult: Medical and Classification Center

SEEDS
Aerial planting, exempt labor 871—23.26(8)
Bureau, duties 21—1.2(8)
Certification 21—40.14
Definitions 21—40.1, 40.6
Federal regulations 21—40.15
Feed, weed content 21—41.10(2)
Ginseng 571—78.7

SECURITIES (cont’d)
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Inoculation 701—17.10, 226.11
Labels 21—40.3, 40.7, 40.9–40.13
Sales/distribution
Labels, see Labels above
Licensure 21—1.2(8), ch 7
Nursery stock 571—71.2(1)d, 71.3(4–6)

Sprouts 21—40.11
Taxation 701—17.10, 18.57(8), 226.18(11), 226.19(1)
Tests 21—40.2
Vegetable, germination standards 21—40.8
Wildlife habitats, native plantings 571—22.9

SENIOR CITIZENS
See ELDER AFFAIRS DEPARTMENT; ELDERLY

SEPTIC TANKS/SEPTAGE
See ENVIRONMENTAL PROTECTION COMMISSION: Wastewater Treatment/Disposal: Private Sewage Disposal

Systems

SERVICE STATIONS
See also FUEL
Construction 871—23.82(2)n(6)
Highways, access 761—112.5(1)d

SEWERS
See also ENVIRONMENTAL PROTECTION COMMISSION
Animals, disposal plants, see Rendering Plants below
Building code, see Plumbing Code Requirements below
Cities, annexation/consolidation/incorporation 263—8.3(11)
Construction
See also Highways, Right-of-Way/Adjustments below
Contractors 871—23.82(2)e
Funds 261—23.4(6,8), 23.6, 74.5; 567—90.2, 91.8(1)a,d
Permits 567—ch 9, see also PERMITS: Utilities: Facilities, Highways
Storm sewers, see Storm Sewers below

Embalming facilities 641—86.5(8)
Foster care facilities 441—113.6(5), 114.4(10)
Groundwater, receptor exposure 567—135.10(6)g
Health care facilities 481—57.30(8), 60.3(9)c, 60.11(4)f, 60.12(6)f(3), 61.11(4)d, 63.28(8)
Highways, right-of-way/adjustments 761—115.2, 115.4(1)b, 115.4(12), 115.13(5)e, see also HIGHWAYS:

Right-Of-Way: Utilities, Public/Private
Migrant labor camps 641—81.3
Permits 567—60.3(2)a, see also Construction above; Storm Sewers below
Plumbing code requirements 641—25.5(1)
Relocation 761—ch 111, 150.4(5), see also Highways, Right-of-Way/Adjustments above
Rendering plants 21—61.12(6)
Specifications, publication 641—81.3
Storm sewers
Construction 567—64.2(8), 90.2“8”; 701—19.10(2)e, 219.11(2)e; 761—115.4(1)b, 150.2(1), 150.3(1)d,

150.3(2)a(1), 150.3(2)c(3), 163.7(1)h
Definitions 641—25.5(1)
Effluent limitations 567—62.3(2)
Permits 567—60.3(2)o, 64.13

Taxation, services 701—14.3(9), 18.5(3), 18.39, 26.72
Wells, separation distances 567—43.3(7) Table A

SEEDS (cont’d)
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SEX OFFENDERS
See ABUSE; CHILDREN; CRIME

SEXUAL HARASSMENT
Complaints 11—68.6
Definitions 11—68.1

SHEEP
See LIVESTOCK

SHELTERS
See also CHILDREN
Animal 21—67.1–67.6, 67.7(2–4), 67.9, 67.10, 67.12
Food, assistance program 441—65.31, ch 66
Grants/funds
Elderly 321—ch 15
Emergency services 261—21.2(2), ch 24; 265—ch 36; 427—23.5(6)
Homeless 261—21.2(2,4), chs 28, 29; 265—chs 14, 36; 427—23.5(6)b
Public service allocation 265—ch 36
Reimbursement 441—150.3(5)a(8), 150.3(5)p

Ice fishing 571—ch 55
Juvenile 441—85.25(2)c, ch 105, 143.5, 150.3(5)a(8), 150.3(5)p, 156.10(3), 156.11(3); 481—ch 40
Matthew Edel Blacksmith Shop historic site 223—1.5(6)f
Migratory labor camps 641—ch 81
Parks/recreational areas 571—61.2, 61.5(1)d–f, 61.5(3)h,i, 61.5(4), 61.7(12)
Storm, mobile home parks 701—80.14

SHERIFFS
See also CRIME; LAW ENFORCEMENT ACADEMY; PEACE OFFICERS; POLICE
Alcoholic beverages, execution/levy 185—4.19
Arrests, information forms 661—11.9
Certificates of title 761—400.11
Certification 501—3.1
Emergencies
Management commission 605—7.3(1)b
Medical care providers, training 641—ch 139
Military support 605—9.1“VI”

Explosives, disposition 661—95.10
Fingerprints 661—11.9
Firearms, see Weapons below
Game refuges, entry 571—ch 52
Hazardous conditions, notification 567—131.2
Jails 201—ch 50; 501—ch 9
Law enforcement administrator’s telecommunications advisory committee 661—ch 15
Livestock feeding operations, manure releases, notification 567—65.2(9)a
Motor vehicle sanctions, service of notice 761—615.37(2)
Property
Levies, unemployment contributions, default 871—23.66(4), 23.67
Sales, debtors 701—152.3

Retirement benefits 495—4.6(2), 4.6(4)d, 9.2(5), 12.1(6)c,d
Security business, private 661—121.5(6)b, 121.18
Sex offenders 661—83.3(2–4, 7–9), 83.4(4,5)
Telecommunications network 751—7.7(1)q

SEX OFFENDERS
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Training 501—3.1
Undercover officers, licenses 761—ch 625
Uniforms 661—ch 3
Weapons
Permits 661—91.2, 91.4(1–3), 91.5, 91.6
Training programs 661—91.2“1,” 121.18

SHOES
See also PODIATRY
Fluoroscopes 641—38.6
Orthopedic, medical assistance providers 441—77.18, 78.1(6), 78.5, 78.15, 79.1(2)p.10, 79.1(13)c, 79.3(2)d(32);

701—20.9(3)c
Repair shops
Pollution emergency 567—26.4 Table V“3”h
Taxation 701—26.41

Shine stands 701—26.41

SHOOT FIGHTING
Generally 875—ch 177

SHRUBS
See PLANTS

SIDEWALKS
See CITIES

SIGN LANGUAGE INTERPRETERS AND TRANSLITERATORS
Address/name change 645—4.4(2,3), 363.2(24)
Board
Address 645—4.4(1), 361.2(1)
Authority 645—4.3(7)
Definitions 645—4.1, 361.1, 362.1, 363.1
Discipline 645—4.2(3), 4.13, 4.15(7), 361.5(7), ch 363
Hearings 645—4.15(3,4), 5.18(8)
Meetings 645—4.3, 4.6, 13.3, ch 17
Organization 645—4.3
Public health department support 641—170.4(1)

Child support noncompliance 641—ch 192; 645—ch 14
Continuing education 645—4.11, 4.12, 4.14, 361.2(6)b(2), 361.5(3), 361.9(3)b(2), ch 362, 363.2(21)
Debts, state, noncompliance 645—ch 194
Discipline, see Board above
Ethics 645—363.2(3,28)
Fraud 645—363.2(1,3,5,9)
Impaired practitioner review committee 641—ch 193; 645—ch 16, 363.2(30)
Licenses
Certificates/wallet cards 645—4.8, 4.9, 5.18(5), 361.5(4,5)
Denial 641—192.1, 194.2, 195.2; 645—4.10
Endorsement 282—13.28(25); 645—361.1, 361.3
Examinations 645—361.2(1)d, 361.3“5,” 363.3(6,7)
Fees 641—192.2(5), 194.2(5), 194.3(5), 195.3(7); 645—5.18, 361.2(1)c, 361.9(2)
Inactive 645—361.5(7), 361.9
Reactivation 645—5.18(9), 361.1, 361.9, 361.10
Reciprocity 645—4.7, 361.1
Reinstatement 641—192.1, 192.2(5,7), 194.2(5), 194.3(5), 195.3(7); 645—361.1, 361.10

SHERIFFS (cont’d)
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Renewal 641—192.1, 192.2(5), 194.2, 195.2, 195.3(7); 645—5.18(3,4), 361.2(2), 361.5, 364.1(3,4)
Suspension/revocation 641—192.2, 194.3, 195.3; 645—361.10, 363.2(13), 363.3
Temporary 645—5.18(2), 361.2, 362.2(3), 363.2(31)

Loans, student noncompliance 641—ch 195; 645—ch 15
Scope of practice 645—363.2(4)
Violations 645—4.3(7)e, 363.2

SIGNS AND SIGNBOARDS
See also LABELS AND MARKS
Advertising
See also ADVERTISING
Alcoholic beverages 185—16.5(2,3,6)
Outdoor 761—ch 117
Political 351—4.25(1)d, 4.39, 4.44(1), 5.4(2)e

Definitions 761—118.2, 119.1, 120.1
Directional
Private property 761—ch 120
Tourist-oriented 761—ch 119

Dock management areas 571—16.27(6)
Farmers’ markets, vendors, certified 21—50.3
Fuel, sale 21—85.48; 761—118.4(3)
Hazardous materials 567—144.2, 144.4; 875—140.1
Highways, erection requirements 761—105.4(2), 105.5(2), 106.6(1), chs 117–120, 130, 131, 132.4(4), see also

HIGHWAYS
Installation, electrician license 661—502.2(6)c
Logos
Highways 761—ch 118
Lottery 705—11.11

Oil, waste, collection 567—119.4
Parking 661—18.5; 761—131.9
Parks/parklands 571—61.4(5)j, 61.7(12)b; 761—120.1, 131.1, 131.8
Pesticide application, notification 21—45.50
Polling places 721—21.9
Private property, see Directional above
Radioactive equipment/materials, see RADIATION MACHINES AND RADIOACTIVE MATERIALS: Caution Signs/

Labels/Signals
Railroad crossings, see RAILROADS
Real estate, see REAL ESTATE
School buses 281—44.4(13)c(7), 44.4(20,34), 44.6(2)
Service/business, generally, see HIGHWAYS
Smoking prohibition 641—153.5(1)d,e
Swimming pools/spas 641—15.4(6), 15.51(5)
Taxation
Construction/installation 701—26.75
Sales 701—16.18, 213.17

Traffic, see HIGHWAYS
Trails, snowmobiles/all-terrain vehicles 571—28.13(8,11), 28.14(3)
Vehicles, oversize 761—511.15(3)
Waterway markers 571—chs 40, 41

SINKHOLES
Water protection 27—12.10; 567—51.3, 65.2(6), 65.11(2), 65.12(5), 65.15(8), 65.15(14)c, 65.101(5,8),

65.109(4), ch 65 Appendix C“8,34,” ch 65 Table 6 p.159, 120.7(3)

SIGN LANGUAGE INTERPRETERS AND TRANSLITERATORS (cont’d)
Licenses
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SKELETONS
See ARCHAEOLOGY

SLAUGHTER
See LIVESTOCK

SLOT MACHINES
See RACING AND GAMING: Gambling, Boats/Racetracks/Structures: Games

SMALL BUSINESS
Alcoholic beverages division, rule-making impact 185—2.6
Blind department, rule-making impact 111—3.6
CEBA (community economic betterment account) program 261—chs 53, 172–175, 187–189
Comprehensive management assistance/entrepreneurial development 261—53.2, 53.12
Cottage industry 481—25.7
Credit, consumer code impact 61—11.8
Definitions 111—3.6; 261—53.2, 54.2, 55.2; 481—25.1; 541—4.4; 681—7.1
Disabilities
Assistive devices, tax credit 261—chs 66, 76; 701—42.14, 42.23“15,” 52.17
Entrepreneurs, grants 281—56.37–56.41
Targeted business
Certification program, see Targeted below
Financial assistance program 261—50.2(3), 51.1, ch 55

Equal opportunity/affirmative action 541—4.4, 4.5(4); 681—7.1
Entrepreneurs
See also Comprehensive Management Assistance/Entrepreneurial Development above; Disabilities above; Loans

below
Grow Iowa values financial assistance program 261—74.6
Training 261—7.17, 7.21(4)

Export trade assistance program (ETAP) 261—ch 72
Funds, individual development accounts (IDAs) 441—ch 10
Grants
Disaster recovery 261—ch 78
Entrepreneurs, see Disabilities above; Entrepreneurs above; GRANTS
Targeted 261—50.2(3), 51.1, ch 55

Human services department, rule-making impact 441—3.6
Insurance 191—ch 71
LIFT, see Loans below
Loans
See also CEBA (Community Economic Betterment Account) Program above
Entrepreneurial ventures assistance (EVA) 261—chs 60, 172–175, 187–189, see also Entrepreneurs above
Gap financing 261—53.7, 53.8, 53.9(2)a
Iowa finance authority 265—ch 5
Linked investments for tomorrow (LIFT) 781—ch 4
Loan and credit guarantee (LCG) program 261—chs 69, 172–175, 187–189
New business opportunities/product development 261—53.9
Targeted 261—50.2(3), 51.1, chs 55, 69, 172–175, 187–189
Underground storage tanks 591—ch 12
Value-added agricultural products/processes, financial assistance program (VAAPFAP) 261—chs 57, 172–175,

187–189
Venture projects 261—53.10

SKELETONS
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Procurement 11—100.6(6), 105.2, 105.4(2), 105.5(7), 105.7(2), 106.12(1); 261—ch 54; 321—5.15(4);
541—ch 10; 681—7.7, 8.1(2), 8.6(5); 751—5.4(3); 761—20.4(1)a

Securities
Forms, SB-2/U-7 191—50.1, 50.61
Registration, corporate offerings 191—50.61
Taxation 701—40.2(2)

Targeted
See also Procurement above
Certification 481—ch 25; 681—7.7(5)
Funding, see Grants above; Loans above
Jobs tax credit 701—53.11(4)

Taxation
Corporation 261—ch 66; 701—52.17, 53.11
Credits
Investment, application 123—2.4
Jobs tax, see Targeted above

Franchise 701—58.5(2), 59.8
Income tax, individual 261—ch 66; 701—40.2(2), 40.21, 42.14
Liabilities 701—80.55(1)b(2)
Property credit, underground storage tank cleanup 701—80.10
Revenue department, rule-making impact 701—6.5

Underground storage tanks
Claims, remedial/retroactive 591—11.2(10)b
Loans 591—ch 12
Tax credit 701—80.10

Unemployment contributions, wages 871—23.3(3)
VAAPFAP, see Loans above
Women/minorities, see Equal Opportunity/Affirmative Action above; Procurement above; Targeted above

SMOKING
See also CIGARETTES AND TOBACCO
Barbershops/schools 645—22.8
Care facilities, see HEALTH CARE FACILITIES
Cessation
Drugs, medical assistance 441—78.2(4)b(4)
Programs 641—153.2, 153.4(8)

Group homes 661—5.620
Insurance, mortality tables 191—ch 44
Smokefree air Act 641—ch 153
State buildings 11—100.3; 223—1.5(5)d

SNAKES
Collection/rehabilitation/salvage 571—ch 111
Endangered species 571—77.2
Ownership requirements 21—ch 77
Unprotected 571—76.1(2)

SNOWMOBILES
Accident reports 571—50.1
Cost-share program 571—ch 28
Dealers 571—50.10, 50.11
Education, safety
Instructors, certification 571—15.43
Vehicles, registration 571—50.3

SMALL BUSINESS (cont’d)
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Natural resources department authority 561—1.2(9), 1.3(2)c(4), 1.3(2)h(1)
Registration 571—chs 28, 46, 50.3, 50.5, 50.9
Taxation 701—16.46, 213.22
Trails 571—ch 28, 66.4, 67.5, 67.8

SOCIAL SECURITY
Employee identification 871—23.11
Number, voter registration 821—2.1(2)a, 2.8(3), 2.14(3), 3.10
Public employees’ retirement system (IPERS) 495—ch 22
Taxation, see TAXATION: Income Tax, Individual
Unemployment benefits, exemption 871—24.13(4)n

SOCIAL SERVICES DEPARTMENT
See HUMAN SERVICES DEPARTMENT

SOCIAL WORKERS
Abuse, reports, see Continuing Education below
Address/name change 645—4.4(2,3), 283.2(25)
Advertising 645—282.2(12)g,h, 283.2(5)
Board
See also PROFESSIONAL LICENSURE DIVISION*
Address 645—4.4(1), 280.3(1)
Authority 645—4.3(7)
Discipline 645—4.2(3), 4.3(7)f, 4.13, 4.15(7), 5.19(8), 281.7, ch 283
Hearings 645—4.15(3,4), 5.19(8), 280.13, 283.5(3,4)
Meetings 645—4.3, 4.6, 13.3, ch 17
Organization 645—4.3
Public health department support 641—170.4(1)

Child support noncompliance 641—ch 192; 645—ch 14
Complaints/malpractice claims 645—ch 9, 279.3(8)f
Conduct 645—282.2, 283.2(29)
Confidentiality 645—282.2(4)
Conflict of interest 645—282.2(8)
Continuing education
Abuse identification/reporting 645—280.1, 280.9(3)
Approvals 645—281.3, 281.4
Exemptions 645—4.12, 4.14
Hours 645—281.1, 281.2, 281.3(2)a–c,g–j
Program development 645—4.2(2)
Records/reports 645—4.11, 280.9, 281.4, 283.2(22)

Debts, state, noncompliance 645—ch 194
Definitions 645—4.1, 279.1, 280.1, 281.1, 282.1, 283.1
Ethics 645—283.2(3,29)
Fees 645—282.2(7), see also Licenses below
Fraud 645—283.2(1,3,5,9)
Health care facilities, see HEALTH CARE FACILITIES
Hospital outpatient services 441—78.31(4)c(2), 78.31(4)d(5,7)
Impaired practitioner review committee 641—ch 193; 645—ch 16, 282.2(13)b, 283.2(31)
Inactive practitioners 645—280.1, 280.9(2)g, 280.9(5), 281.1, 283.2(26)
Licenses
Application 645—5.19(1), 280.3, 283.2(1)
Certificates/wallet cards 645—4.8, 4.9, 5.19(5), 280.9(6)

*Rules 645—chs 4, 6–18 apply to all professional licensure boards

SNOWMOBILES (cont’d)
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Denial 641—192.1, 194.2, 195.2; 645—4.10
Display 645—280.9(2)d
Endorsements 645—5.19(1), 280.1, 280.7
Examinations 645—4.15, 280.4, 280.7, 281.6“6”
Fees 641—192.2(5), 194.2(5), 194.3(5), 195.3(7); 645—5.19, 280.3(3), 280.4(6), 280.9(2,4)
Independent practice 645—280.5(3)
Reactivation 645—5.19(4), 280.1, 280.9(2)a(1), 280.9(5), 280.14, 281.2(4)
Reciprocity 645—4.7, 280.1
Reinstatement 641—192.1, 192.2(5,7), 194.2(5), 194.3(5), 195.3(7); 645—4.13“3,” 5.19, 280.1, 280.15,

281.6
Renewal 641—192.1, 192.2(5), 194.2, 195.2, 195.3(7); 645—4.13“3,” 5.19(2,3), 280.9, 281.2, 281.5(1,5),

281.6
Supervised practice 645—280.6
Suspension/revocation/probation 641—192.2, 194.3, 195.3; 645—283.2(13,26), 283.3

Loans, student, noncompliance 641—ch 195; 645—ch 15
Malpractice 645—283.2(16)
Maternal health centers 441—77.23
Medical assistance providers, see HUMAN SERVICES DEPARTMENT: Medical Assistance (Medicaid)
Medical decision-making boards 641—85.3
Records 645—282.2(5,6), 283.2(8)
Schools 281—41.34(1), 41.34(3)n, 79.19–79.21; 282—15.1(2)d, 27.1, 27.2, 27.3(7)
Scope of practice 645—283.2(4)
Services, electronic/telephonic 645—280.2
Supervision 645—280.6, 282.2(3)
Violations 645—4.3(7)e, ch 283

SOIL
Conditioners 21—43.21–43.24, 44.50–44.58, ch 49; 567—105.1(3)
Conservation
See also SOIL CONSERVATION DIVISION
Flood plains, land tillage limitations 567—72.2(8)
Irrigation, permits 567—50.6(2), 52.2(1)
Nursery stock, private land plantings 561—1.2(6), 1.3(2)e; 571—ch 71
Pipeline construction standards 199—9.4
Watersheds, publicly owned lakes 27—10.41(2,4), 10.52, 10.56, 10.60(3,5); 571—ch 31

Contaminated, disposal 567—101.7(3)c, ch 120, see also Landfills below
Lagoons/basins, construction, feeding operations 567—65.15(6,15)
Landfills 567—108.4(14), 108.8(10), 109.11(2), 113.6(3)
Lead inspection 641—70.2, 70.6(4)g, 70.6(4)i(4), 70.6(5)h,i, 70.6(6)g, 70.6(12)
Manure management, see CROPS; LIVESTOCK: Feedlots subheadings Manure Control: Land Application; Storage

Structures/Effluent Basins/AT Systems: Construction
Organic crops 21—47.3(5)
Petroleum/hazardous substances
Cleanup 567—137.9(3,6); 591—11.3(8)c, 11.3(9)
Landfarming 567—ch 120, see also Landfills above
Sampling/analyzation, see ENVIRONMENTAL PROTECTION COMMISSION: Tanks, Underground Storage (UST)

Sludge/septage application 567—67.7(1)c(8), 67.8(1)c(8), 67.8(2)e–g,i,j, 68.10(2)c(2,3), 121.6(1)a, 121.7
Standards, contaminants, land recycling program 567—137.5(1,3,5), 137.6(6,7,10,11), 137.10(2,4,5)
Taxation, sales 701—18.57(8)

SOCIAL WORKERS (cont’d)
Licenses
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SOIL CONSERVATION DIVISION
Coal mining/reclamation
Generally 21—1.4(3); 27—ch 40
Areas unsuitable 27—40.22, 40.23
Assessment conference 27—40.74(5)
Blaster certification 27—40.81, 40.82
Bonding/insurance 27—40.51, 40.74(8), 50.40, 50.190
Code of Federal Regulations 27—40.3–40.7, 40.11–40.13, 40.21–40.23, 40.30–40.39, 40.41, 40.51,

40.61–40.67, 40.71, 40.74, 40.75, 40.81, 40.82, 40.92(8)
Definitions 27—40.3, 40.73, 50.20
Entry/consent 27—50.70, 50.80, 50.90, 50.150
Funding 27—40.74(8), 50.20(5), 50.30, 50.140(5)
Hearings/appeals 27—40.31(15), 40.74(6,7), 40.91–40.99, 50.140(1), 50.170(3)
Initial program 27—40.11–40.13
Inspection/enforcement 27—40.71–40.73
Land acquisition, abandoned mine
Appeals 27—50.170(3)
Appraisal 27—50.110, 50.160, 50.170
Condemnation 27—50.110(3)
Disposition 27—50.140
Eligibility 27—50.40, 50.100
Forms, abandoned mined land (AML) 27—50.190
Gifts 27—50.120
Liens 27—50.170, 50.180
Management 27—50.130

Penalties 27—40.74
Performance standards 27—40.61–40.67
Permits 27—40.30–40.39, 40.73(4), 40.92
Private land 27—50.150
Projects
Evaluation 27—50.60
Objectives/priorities 27—50.50

Rule severability 27—40.2, 50.11
Small operator assistance 27—40.41
Violations 27—40.73–40.75

Committee, soil conservation 21—1.4, 6.14(4)j, 6.14(7), 6.15(7,8); 27—chs 1, 2, 10.33(3,4), 10.41(8), 10.60(4),
12.85

Contested cases 27—ch 3, 8.9
Contracts/contractors
Forms, abandoned mined land (AML) program 27—50.190
Interest, retained funds 27—ch 7
Public improvements/professional services 27—ch 6
Reports, agency 541—10.3

Declaratory orders 27—ch 4
Definitions 27—8.1, 10.20, 11.20, 13.20, 20.7, 22.20, 40.3, 40.73, 50.20
Erosion, see Financial Incentive Program, Erosion Control below; Watershed Projects below
Financial incentive program, erosion control
Generally 21—1.4(2); 27—ch 10
Agreements, performance/maintenance 27—10.30–10.32, 10.52(6), 10.54(1), 10.74(5), 10.95(1)
Applications 27—10.52(6), 10.54(1), 10.70–10.74, 10.95
Appropriations 27—10.41

SOIL CONSERVATION DIVISION
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Compliance 27—10.30–10.32, 10.74(2), 10.74(3)b
Conservation cover 27—10.60(6)
Definitions 27—10.20
District programs, allocations
Cost-share rates 27—10.41, 10.60
Lakes, publicly owned 27—10.41(2), 10.52, 10.56, 10.60(5)
Mandatory 27—10.41(3), 10.54, 10.60(4)
Recall/reallocation 27—10.51(3,6), 10.52
Reserve fund 27—10.57
Summer construction incentives (SCI) 27—10.41(5), 10.60(2)
Supplemental 27—10.41(1), 10.51(2,5)
Voluntary 27—10.41(1,5), 10.51, 10.60(1)
Watersheds 27—10.41(2,4), 10.52, 10.56, 10.60(3,5)

Forms 27—10.31, 10.54, 10.95
Practices
Eligibility 27—10.73, 10.80–10.83
Specifications 27—10.74(2)a, 10.74(3)b, 10.84

Refunds 27—10.32, 10.33
Reports/records 27—10.91, 10.92
Rule severability 27—10.11

Levee reconstruction/repair 27—ch 14
Loans
See also SOIL
Conservation practices revolving fund
Allocation, districts 27—11.22
Applications 27—11.24, 11.26(3)
Definitions 27—11.20
Eligibility 27—11.23
Incentive program 27—11.26
Institutions, financial 27—11.21
Levee appropriation, credit 27—14.40
Limitations 27—11.27
Project design/construction 27—11.25
Records 27—11.26(3)
Repayment 27—11.28
Reserve funds 27—11.22(4)
Rule severability 27—11.11

Soil practices loan program (SPLP)
Allocation, districts 27—15.50
Amount 27—15.74
Applications 27—15.60–15.62
Appropriation 27—15.40
Authority 27—15.10
Construction, specifications/standards 27—15.73
Definitions 27—15.20
Eligibility
Applicant 27—15.63
Practices 27—15.72

Limitations 27—15.71
Repayment 27—15.63(2), 15.75
Reports 27—15.80
Rule severability 27—15.11

SOIL CONSERVATION DIVISION (cont’d)
Financial incentive program, erosion control
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Mineral extraction, land reclamation 21—1.4(3); 27—ch 60
Organic nutrient management fund
Allocations 27—13.50
Applications 27—13.60–13.63
Appropriation 27—13.40
Authority 27—13.10
Cost-sharing 27—13.72(1), 13.74
Eligibility 27—13.63, 13.70–13.72
Reports 27—13.80
Standards, construction 27—13.73

Procurements 261—ch 54; 541—ch 10, see also ADMINISTRATIVE SERVICES DEPARTMENT (DAS)
Rule making 27—chs 5, 8
Soil 2000 program
Generally 27—20.10
Agreements 27—20.50
Conservation folders 27—20.20, 20.30, 20.60, 20.62, 20.70
Definitions 27—20.70
Farm unit plan 27—20.40, 20.50(1)
Records 27—20.50, 20.60–20.63
Rule severability 27—20.11

Soil/water resource conservation plans
Approval 27—22.40
Content 27—22.30
Definition 27—22.20
Development 27—22.21, 22.50
Review 27—22.30(2)
Rule severability 27—22.11

Water protection fund
Practices
Allocation 27—12.40, 12.50, 12.51
Applications 27—12.60–12.63
Authority 27—12.10
Cost-share rates 27—12.63, 12.70, 12.71, 12.77, 12.84
Definitions 27—12.20
Eligibility 27—12.63, 12.70–12.73, 12.75, 12.82, 12.85
Grasses/woodlands 27—12.51, 12.80
Reimbursement, landowners 27—12.75
Reports 27—12.90
Rule severability 27—12.20
Soil practices appropriation, credit 27—15.40
Specifications 27—12.76, 12.83
Technician, inspections 27—12.71(1), 12.81(1)
Well closure 27—12.74, 12.76(1,2), 12.77(3)

Projects
Applications 27—21.20, 21.30–21.36
Authority 27—21.10
Budget/staff 27—21.50
Completion 27—21.80
Reports 27—21.60
Reviews 27—21.70
Rule severability 27—21.11

SOIL CONSERVATION DIVISION (cont’d)
Loans
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Watershed projects
Bureaus, duties 21—1.4(1,4)
Committees, improvement, local 27—ch 104
Grants 27—chs 104, 105
Improvement fund 27—ch 106
Improvement review board
Address 27—102.2
Declaratory orders 27—102.4
Organization 27—ch 101
Membership 27—101.1, ch 103
Records, public/fair information 27—ch 107
Rule making 27—102.5

Lakes, publicly owned 27—10.41(2), 10.52, 10.60(5); 571—ch 31
Priority 27—12.75
Special 27—10.41(4), 10.56, 10.60(3)

SOLAR ENERGY
See ENERGY

SOLID WASTE DISPOSAL
See ENVIRONMENTAL PROTECTION COMMISSION

SOYBEANS
See CROPS; GRAIN; REFERENDUM

SPANISH-SPEAKING PEOPLE DIVISION
See LATINO AFFAIRS DIVISION

SPAS
Requirements 641—ch 15

SPEECH PATHOLOGY AND AUDIOLOGY
Abuse report, see Continuing Education below
Address/name change 645—4.4(2,3), 304.2(25)
Advertising 645—304.2(4)
Assessments, audiologic 641—ch 3
Assistants 645—300.8
Board
See also PROFESSIONAL LICENSURE DIVISION*
Address 645—4.4(1), 300.3(1)
Authority 645—4.3(7)
Discipline 645—4.2(3), 4.3(7)f, 4.13, 4.15(7), 5.20(8), 303.7, ch 304
Hearings 645—4.15(3,4), 5.20(8), 300.16
Meetings 645—4.3, 4.6, 13.3, ch 17
Organization 645—4.3
Public health department support 641—170.4(1)

Child support noncompliance 641—ch 192; 645—ch 14
Confidentiality 645—304.2(29)c
Conflict of interest 645—304.2(29)d
Continuing education
Abuse identification/reporting 645—300.11(3,4), 303.3(2)d(2)
Exemption 645—4.12, 4.14
Program development 645—4.2(2)
Reports 645—4.11, 300.11(3)a, 304.2(22)

* Rules 645—chs 4, 6–18 apply to all professional licensure boardsHours 645—303.2, 303.3(2)c–e

SOIL CONSERVATION DIVISION (cont’d)
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Definitions 645—4.1, 300.1, 303.1, 304.1
Discipline, see Board above
Education 645—300.4, 300.6, see also Continuing Education above
Ethics 645—304.2(3,29)
Fraud 645—304.2(1,3,4,9)
Health care facilities, see HEALTH CARE FACILITIES
Impaired practitioner review committee 641—ch 193; 645—304.2(32)
Inactive practitioners 645—5.20(4), 300.1, 300.11(8), 303.1
Licenses
See also Schools below
Application 645—300.3, 304.2(1)
Certificates/wallet cards 645—4.8, 4.9, 5.20(5), 300.11(5,6)
Continuing education, see Continuing Education above
Denial 641—192.1, 194.2, 195.2; 645—4.10
Endorsements 645—5.20(1), 300.1, 300.9
Examinations 645—4.15, 300.5, 300.6(2)f, 300.9“4,” 303.3(2)b
Fees 641—192.2(5), 194.2(5), 194.3(5), 195.3(7); 645—5.20, 300.11(3)b
Medical assistance providers 441—77.14
Reactivation 645—5.20(4), 300.1, 300.17, 303.2(4)
Reciprocity 645—4.7, 5.20(1), 300.1
Reinstatement 641—192.1, 192.2(5,7), 194.2(5), 194.3(5), 195.3(7); 645—300.1, 300.18
Renewal 641—192.1, 192.2(5), 194.2, 195.2, 195.3(7); 645—4.13“3,” 5.20(2,3,9), 300.11, 303.2(4),

303.7(3)
Suspension/revocation 641—192.2, 194.3, 195.3; 645—304.2(13,26), 304.3
Temporary 645—5.20(9), 300.6

Loans, student, noncompliance 641—ch 195; 645—ch 15
Malpractice 645—304.2(16)
Medical assistance providers 441—77.14, 78.1(13), 78.9(6), 78.10(3)c, 78.14, 78.19(1)d, 78.28(1)e, 78.49,

78.50(1), 79.1(2)p.3, 79.1(13)c, 82.2(3)b(5)“7,” 88.5(2)a(14)
Permits, temporary, nonresident 645—5.20(10), 300.7
Records 645—4.5(1)f, 304.2(8), 304.2(31)b
Schools 281—41.34(1), 41.34(3)a,o, 41.402(3), 41.403(2), 79.19–79.21; 282—15.1(2)b,c, 16.8, 27.1, 27.2,

27.3(4,8)
Scope of practice 645—304.2(5)
Supervision 645—300.6(2), 300.8(5)
Violations 645—4.3(7)e, ch 304

SPORTS
See ATHLETICS

STAMPS
Cigarette 701—81.1, 82.5–82.8, 82.11
Design, contest, hunting/fishing 571—ch 9
Migratory bird hunting/conservation (duck) 571—ch 9, 92.2
Real estate transfer stamps 701—79.1(3)c
Taxation, sales
Cigarette, see Cigarette above
Collectors 701—18.19, 213.5
Shows 701—12.16

Trout 571—ch 9
Wildlife habitat 571—chs 9, 22, 23

SPEECH PATHOLOGY AND AUDIOLOGY (cont’d)
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STATUS OF AFRICAN-AMERICANS DIVISION
Contested cases 434—ch 6
Declaratory orders 434—ch 5
Organization 434—ch 1
Records 434—ch 2
Rule making 434—chs 3, 4, 7

STATUS OF WOMEN DIVISION
Commission, duties 435—chs 1, 2
Declaratory orders 435—ch 7
Hall of Fame 435—ch 3
Records 435—ch 4, 10.17, see also HUMAN RIGHTS DIVISION
Rule making 435—chs 8–10

STOCKS
See also SECURITIES
Insurance companies 191—ch 46
Stockholders, benevolent associations 191—8.11
Taxation
Income 701—40.38(6,13), see also TAXATION: Income Tax, Individual: Investments
Inheritance 701—86.9(2)b-d

Utility companies, tariff information 199—26.5(5)e(13–17,21)

STOCKYARDS
See LIVESTOCK: Movement: Markets

STREAMS
See RIVERS AND STREAMS

STREETS
See CITIES; HIGHWAYS

STUDENTS
See also COLLEGES AND UNIVERSITIES; EDUCATION; SCHOOLS
Abuse 281—ch 102
Advisory council, student aid programs 283—1.2(7)
At-risk programs 281—12.2, 12.5(13), chs 64, 65, 67, 97.3
Barber 645—23.6“3,” 23.10–23.14
Career awareness, targeted industries competition
See also Employment below
ACE program, grants 261—ch 20
Fund 261—ch 108

Chiropractic 283—ch 32; 641—42.3(4), 42.4(4), 42.5(4); 645—42.2
Cosmetology 645—61.15–61.20
Driver education 761—ch 635
Driver’s license 761—602.1(2), 602.2(2), 602.26, 605.5(4)b, 605.20(2), 615.21, 615.33(2), see also MOTOR

VEHICLES: Licenses: Driver’s: Temporary
Education board, state, membership 281—1.2
Emergency medical care training, see EMERGENCY MEDICAL CARE
Employment
Claims/benefits 871—24.2(1)c(2), 24.22(2)f, 24.53
Internships
School to career program 261—ch 11
Targeted industries 261—chs 104, 108

STATUS OF AFRICAN-AMERICANS DIVISION
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Programs 261—ch 20; 281—ch 66; 283—ch 18; 877—4.8, 10.1, 10.3
Unemployment insurance 871—23.20, 23.21, 23.25(7), 24.2(1)c(2), 24.22(2)f
Vocational rehabilitation 281—56.10
Wages 261—11.3(5); 871—23.20, 23.21, 24.53; 875—216.30

Enrollment, see EDUCATION
Food assistance benefits 441—65.26, 65.29(6), 65.30(5), 65.38
Fraternities/sororities, taxation 701—18.15
Immunization, see CHILDREN
Loans/grants, see Tuition below; LOANS
Mortuary science 645—100.1, 100.2(2), 101.5, 101.6
Osteopathic college, residency requirements 283—14.1(1)
Physician assistants 645—326.15, 326.16
Physicians, patient observation, nonlicensees 653—9.1, 9.2(2)a, 9.2(3)
Punishment, corporal 281—ch 103
Refugee cash assistance 441—60.6
Respiratory therapy 645—261.5
Scholarships 11—ch 116; 222—ch 9; 283—ch 4, 6.12, chs 8, 11, 14.3, chs 16, 36; 641—110.16
Sex offenders, registration 661—83.2, 83.3(2)
Suspension/expulsion 281—11.3(1), 17.8(1), 41.170, 41.536(3)
Teachers
Clinical practice 281—79.14
Mentors, license renewal activities 282—20.5(1)f

Transfers 281—36.15(3,4), see also EDUCATION: Enrollment
Tuition
Accelerated career education (ACE) program 261—ch 20; 283—ch 19
Driver education, instructors 761—635.5(2,4)
Grants/loans 281—63.16(2); 283—chs 9, 10, 12–15, 17, 19, 20, 22, 27, 32–35, 37; 441—65.29(6);

641—chs 139, 140; 653—ch 16; 801—1.3(4)d, 6.12(6), ch 9, see also Scholarships above; COLLEGE
STUDENT AID COMMISSION

Increases, notification 681—9.6, 9.7
Juvenile homes 281—63.16(2)
Postsecondary enrollment 281—22.21, 22.22
School to career program 261—11.3(8)
Taxation credits/deductions 701—42.22
Trust, educational savings plan 701—40.53, 53.21, 59.22; 781—ch 16
War orphans 801—1.3(4)d, 6.12(6), ch 9

Work-study program 283—ch 18
Youth affairs programs, see Employment: Programs above

SUBSTANCE ABUSE
See also ALCOHOL; DRUGS
Children
See also PUBLIC HEALTH DEPARTMENT: Substance Abuse Treatment Programs subheadings Juveniles;

Personnel
Care facilities, personnel convictions 441—110.7(3)b(1)“1”
Psychiatric medical institutions (PMICs), managed health care 441—88.61, 88.63(5)
Special needs, definition 441—156.1“5”

Controlled substances, see DRUGS
Deaths, autopsies 641—127.3(2)h
Drivers
Evaluation/treatment 761—620.5(3), 620.15
Instructor endorsements 282—13.28(4)
License suspension/revocation 761—615.23, ch 620

STUDENTS (cont’d)
Employment
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Education 281—12.5(3)e,g, 17.4(1)h
Employee offenses, merit system policies 11—54.2(6)i, 60.2
Insurance coverage 191—71.14(8); 641—155.5(1)j, 155.21(1)h
Offenders, institutionalized, see PUBLIC HEALTH DEPARTMENT: Substance Abuse Treatment Programs:

Correctional Facilities
OWI, see ALCOHOL
Patients, fishing 571—15.21
Pharmacy board, records 657—14.13(2)g
Pharmacy professionals/technicians, recovery 657—30.6
Physicians
Discipline, violations 653—23.1(6,7,27)
Patient agreements 653—13.2(5)g

Teachers, addiction 282—25.3(2)
Tests 11—54.7; 641—ch 12; 661—ch 157, see also PUBLIC HEALTH DEPARTMENT
Treatment programs 201—ch 47; 761—620.15, see also PUBLIC HEALTH DEPARTMENT

SUPPLEMENTARY ASSISTANCE, STATE (SSA)
Application 441—ch 50
Audits 481—1.3
Conditional benefits 441—50.5, 51.9(2)
Disability requirements 441—50.1, 50.2, ch 52, 75.1(25)
Eligibility 441—50.2–50.4, ch 51, 52.1(3)d
Funds, recovery 441—51.9
Health care facility participation 441—ch 54
Hearings/appeals 481—1.6“1,” 71.7
In-home health care 441—50.2(3), 52.1(5), 177.9(3), 177.11(6); 701—40.43
Investigations, fraud 481—1.4“6,” chs 71, 72, 74
Medical assistance benefits 441—75.1(9,13,23,25), 75.16(1)b,c,e, 75.16(2)d, 76.5(2)b
Payment standard 441—ch 52
Records, department 441—9.10(4)c, 9.11, 9.12(1)a
Reimbursement, county 441—ch 57

SURGEONS
See PHYSICIANS AND SURGEONS

SURVEYORS
Generally 193C—chs 1–3, 5–13, see also ENGINEERING AND LAND SURVEYING

SURVEYS
Corner Certificates, U.S. Public Land 193C—ch 12
Electric transmission lines, petition 199—11.3(1)d
Geological 565—ch 50
Land office records 721—1.5
Property, minimum standards 193C—ch 11
Statistical research, occupational illnesses/injuries 641—110.3(4); 875—2.3
X-ray, see X-RAYS

SWIMMING
Diving 571—41.10, 83.5; 641—15.4(4)c, 15.4(4)j(5), 15.4(6)b, 15.5(13)
Lakes 571—ch 40
Lessons, transportation 281—43.10(3)
Parks/recreation areas 571—61.7(2), 61.8(1,4), 90.4(2)
Pools
Construction 871—23.82(2)n(6)
Funds 571—27.4
Public health department requirements 641—ch 15, see also PUBLIC HEALTH DEPARTMENT

SUBSTANCE ABUSE (cont’d)
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Taxation
Admissions 701—18.39
Chemicals 701—18.3
Cleaning/maintenance 701—26.76

Spas 641—ch 15

SWINE
See LIVESTOCK

SWIMMING (cont’d)
Pools


