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IAC Supp. PREFACE IAC 12/3/08

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(4); an effective date delay imposed by
the ARRC pursuant to section 17A.4(5) or 17A.8(9); rescission of a rule by the Governor pursuant to
section 17A.4(6); 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

Corrections Department[201]
Replace Analysis
Replace Chapter 20

Iowa Finance Authority[265]
Replace Analysis
Replace Chapter 9
Replace Chapter 19

Ethics and Campaign Disclosure Board, Iowa[351]
Replace Chapter 4

Human Services Department[441]
Replace Analysis
Replace Chapter 65
Replace Chapter 75
Replace Chapter 77
Replace Chapter 78
Replace Chapter 150
Replace Chapter 184

Iowa Public Employees’ Retirement System[495]
Replace Chapter 6
Replace Chapter 12

Public Health Department[641]
Replace Analysis
Replace Chapter 7
Replace Chapter 14
Replace Chapter 131
Replace Chapter 132
Replace Chapter 153

Revenue Department[701]
Replace Analysis
Replace Chapter 12
Replace Chapter 70
Replace Chapter 80



Page 2 Instructions IAC Supp. 12/3/08

Replace Chapter 230

Index
Replace “R”
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CORRECTIONS DEPARTMENT[201]
Rules transferred from Social Services Department[770] to Department of Corrections[291];

see 1983 Iowa Acts, chapter 96. Rules transferred from agency number [291] to [201] to conform with
the 1986 reorganization numbering scheme in general, IAC Supp. 3/20/91.

Note: Iowa Code chapter 246 renumbered as chapter 904 and 247 renumbered as chapter 913 in 1993 Iowa Code.

TITLE I
GENERAL DEPARTMENTAL PROCEDURES

CHAPTER 1
DEPARTMENTAL ORGANIZATION AND PROCEDURES

1.1(904) Title I definitions
1.2(904) Mission and function
1.3(904) Offices
1.4(904) Internet Web site
1.5(904) Method by which and location where the public may obtain information or make

submissions or reports
1.6(904) Board of corrections
1.7(904) Director
1.8(904) Organization of the department

CHAPTERS 2 and 3
Reserved

CHAPTER 4
GENERAL ADMINISTRATION

4.1(904) Iowa corrections purchase of services agreement
4.2(904) Cancellation

CHAPTER 5
PUBLIC RECORDS AND

FAIR INFORMATION PRACTICES
(Uniform Rules)

5.1(17A,22) Definitions
5.2(17A,22) Statement of policy
5.3(17A,22) Requests for access to records
5.5(17A,22) Requests for treatment of a record as a confidential record and its withholding

from examination
5.6(17A,22) Procedure by which additions, dissents, or objections may be entered into certain

records
5.9(17A,22) Disclosures without the consent of the subject
5.10(17A,22) Routine use
5.11(17A,22) Consensual disclosure of confidential records
5.12(17A,22) Release to subject
5.13(17A,22) Availability of records
5.14(17A,22) Personally identifiable information
5.15(17A,22) Other groups of records available for public inspection — policies and procedures

(excluding security) meeting minutes
5.16(17A,22) Applicability
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CHAPTER 6
PERSONNEL

6.1(904) Background investigations

CHAPTER 7
WAIVERS AND VARIANCES

7.1(904) Definition
7.2(904) Scope of chapter
7.3(904) Applicability
7.4(904) Criteria for waiver or variance
7.5(904) Filing of petition
7.6(904) Content of petition
7.7(904) Additional information
7.8(904) Notice
7.9(904) Hearing procedures
7.10(904) Ruling
7.11(904) Public availability
7.12(904) Summary reports
7.13(904) Cancellation of a waiver
7.14(904) Violations
7.15(904) Defense
7.16(904) Judicial review
7.17(904) Sample petition for waiver

CHAPTERS 8 and 9
Reserved

CHAPTER 10
RULE MAKING

10.1(17A,904) Commencement of rule making
10.2(17A) Exemption from rule making
10.3(17A) Copies of proposed rules
10.4(17A) Oral presentations
10.5(17A) Conferences or consultation
10.6(17A,904) Adoption
10.7(17A) Statement of reasons
10.8(17A) Petition for rule making

CHAPTER 11
DECLARATORY RULINGS

11.1(17A) General
11.2(17A) Petition for declaratory rulings
11.3(17A) Procedure after petition is filed

CHAPTER 12
CONTESTED CASES

12.1(17A) Notice of noncompliance
12.2(17A) Informal settlement
12.3(17A) The right to request hearing
12.4(17A) Order for hearing
12.5(17A) Notice of hearing
12.6(17A) Form of answer
12.7(17A) Continuances
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12.8(17A) Prehearing conference
12.9(17A) Appearance
12.10(17A) Subpoena powers
12.11(17A) Refusal to obey subpoena
12.12(17A) Failure of a respondent to appear
12.13(17A) Record of proceedings
12.14(17A) Hearings
12.15(17A) Order of proceedings
12.16(17A) Rules of evidence—documentary evidence—official notice
12.17(17A) Proposed decision
12.18(17A) Notification of proposed decision
12.19(17A) Review of proposed decision—procedures and requirements
12.20(246) Motion for rehearing
12.21(17A) Final decision
12.22(17A) Judicial review and appeal
12.23(17A) Ex parte communications—bias
12.24(17A) Emergency action

CHAPTERS 13 to 19
Reserved

TITLE II
INSTITUTIONS

CHAPTER 20
INSTITUTIONS ADMINISTRATION

20.1(904) Application of rules
20.2(904) Title II definitions
20.3(904) Visits to offenders
20.4(904) Mail
20.5(904) Money orders, cashier’s checks, and electronic funds transfers for offenders
20.6(904) Publications
20.7(904) Interviews and statements
20.8(904) Guests of institution
20.9(904) Donations
20.10 Reserved
20.11(904,910) Restitution
20.12(904) Furloughs
20.13(904) Board of parole interviews
20.14(80A) Offender transportation
20.15(910A) Victim notification
20.16 Reserved
20.17(904) Institutional community placement
20.18(904) Violator/shock probation programs
20.19 Reserved
20.20(904) Offender telephone commissions

CHAPTERS 21 to 36
Reserved

CHAPTER 37
IOWA STATE INDUSTRIES

37.1(904) Mission and function
37.2(904) Sale of products
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37.3(904) Catalogs
37.4(904) Offices
37.5(904) Obtaining information from or reporting information to Iowa state industries
37.6(904) Internet Web site
37.7(904) Procurement of goods and services
37.8(904) Prison industries advisory board
37.9(904) Private sector employment projects
37.10(904) Utilization of offender labor in construction and maintenance projects

CHAPTER 38
SEX OFFENDER MANAGEMENT AND TREATMENT

38.1(692A,903B) Application of rules
38.2(692A,903B) Definitions
38.3(692A) Sex offender risk assessment
38.4(903B) Hormonal intervention therapy

CHAPTER 39
Reserved

TITLE III
COMMUNITY-BASED CORRECTIONS

CHAPTER 40
COMMUNITY-BASED CORRECTIONS ADMINISTRATION

40.1(905) Title III definitions
40.2(905) Accreditation
40.3(904) Investigations
40.4(905) District board of directors
40.5(905) District director

CHAPTER 41
PRECONVICTION SERVICE

41.1(811,905) Pretrial services
41.2(901,905) Presentence investigation

CHAPTER 42
PROBATION SERVICES

42.1(907,908,910) Probation

CHAPTER 43
RESIDENTIAL FACILITIES

43.1(905,907,908,910) Residential facilities

CHAPTER 44
WORK RELEASE

44.1(904) Administration
44.2(904) Provision of services
44.3(910) Restitution
44.4(904) Resident finances
44.5(904) Furloughs
44.6(904) Violations
44.7(904) Discharge
44.8(904) Federal contracts for work release
44.9(904,910) Home work release
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CHAPTER 45
PAROLE

45.1(906) Administration
45.2(906) Conditions of parole
45.3(910) Restitution
45.4(908) Violations
45.5(906) Voluntary return to institution
45.6(906) Discharge from parole
45.7(905) Supervision enrollment fees

CHAPTER 46
SUPERVISION UNDER INTERSTATE COMPACT

46.1(913) Compact agreement
46.2(913) Compact administrator
46.3(913) Sending a person out of Iowa under the compact
46.4(913) Receiving cases in Iowa under the interstate compact

CHAPTER 47
OWI PROGRAMS

47.1(904) OWI facilities
47.2(904) Movement of offenders
47.3(904) Fiscal
47.4(904) Program structure

CHAPTERS 48 and 49
Reserved

TITLE IV
JAIL INSPECTION STANDARDS

CHAPTER 50
JAIL FACILITIES

50.1(356,356A) Definitions
50.2(356,356A) General provisions
50.3(356,356A) Inspection and compliance
50.4(356,356A) Physical plant—general
50.5(356,356A) Physical requirements for existing facilities
50.6(356,356A) Physical requirements for new and remodeled facilities—after June 30, 1984
50.7(356,356A) Physical requirements for new and remodeled facilities—after September 12, 2001
50.8(356,356A) Physical requirements for new and remodeled facilities—after December 28, 2005
50.9(356,356A) Fire safety and emergency evacuation
50.10(356,356A) Minimum standards for jail personnel
50.11(356,356A) Training for jail personnel
50.12(356,356A) Standard operating procedures manual
50.13(356,356A) Admission/classification and security
50.14(356,356A) Cleanliness and hygiene
50.15(356,356A) Medical services
50.16(356,356A) General food service requirements
50.17(356,356A) In-house food services
50.18(356,356A) Prisoner activities
50.19(356,356A) Communication
50.20(356,356A) Access to the courts
50.21(356,356A) Discipline and grievance procedures
50.22(356,356A) Records
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50.23(356,356A) Alternative jail facilities
50.24(356,356A) Nonsecure holds for juveniles
50.25(356,356A) Direct supervision jails

CHAPTER 51
TEMPORARY HOLDING FACILITIES

51.1(356,356A) Definitions
51.2(356,356A) General provisions
51.3(356,356A) Inspection and compliance
51.4(356,356A) Physical plant—general
51.5(356,356A) Physical requirements for existing facilities
51.6(356,356A) Physical requirements for new or remodeled facilities—after June 30, 1984
51.7(356,356A) Physical requirements for new or remodeled facilities—after September 12, 2001
51.8(356,356A) Fire safety and emergency evacuation
51.9(356,356A) Minimum standards for facility personnel
51.10(356,356A) Training for facility personnel
51.11(356,356A) Standard operating procedures manual
51.12(356,356A) Cleanliness and hygiene
51.13(356,356A) Medical services
51.14(356,356A) General food service requirements
51.15(356,356A) In-house food services
51.16(356,356A) Communication
51.17(356,356A) Access to the courts
51.18(356,356A) Discipline and grievance procedures
51.19(356,356A) Records
51.20(356,356A) Nonsecure holds for juveniles
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TITLE II
INSTITUTIONS

CHAPTER 20
INSTITUTIONS ADMINISTRATION

[Prior to 10/1/83, Social Services[770] Ch 16]
[Prior to 3/20/91, Corrections Department[291]]

201—20.1(904) Application of rules.   The rules in this chapter apply to all adult correctional institutions
unless otherwise stated. The institutions covered by these rules are the Iowa state penitentiary, Fort
Madison, the Anamosa state penitentiary, Anamosa, the Iowa correctional institution for women,
Mitchellville, the Iowa medical and classification center, Oakdale, the Newton correctional facility,
Newton, the Mt. Pleasant correctional facility, Mt. Pleasant, the Clarinda correctional facility, Clarinda,
the north central correctional facility, Rockwell City, and the Fort Dodge correctional facility, Fort
Dodge.

201—20.2(904) Title II definitions.
“Class I Disciplinary Report”means the same as a major report and is defined in department policy

IO-RD-01.
“Class II Disciplinary Report”means the same as a minor report and is defined in department policy

IO-RD-01.
“Contraband” means weapons; alcohol; drugs; money; obscene materials; or materials advocating

disruption of or injury to offenders, employees, programs, or physical facilities. Contraband shall
also include anything which is illegal to possess under federal or state law; anything which is against
institutional regulations; drugs or alcohol or materials which are used in the production or use of
drugs or alcohol or weapons, explosives, or potential weapons and explosives; and altered authorized
property. The term also includes possession or use of any prohibited communication device.

“Department” means the Iowa department of corrections.
“Furlough” means any temporary release from custody as granted in accordance with Iowa Code

section 904.108(2).
“Furlough residence” means any private dwelling, apartment, house, trailer court, hotel, motel or

community dwelling place.
“Immediate family” means an offender’s spouse, mother, father, sister, brother, child, grandparent,

established legal guardian or other who acted in place of parents, and step- or half-relation if the step- or
half-relation and the offender were raised as cohabiting siblings.

For the purpose of visitation, all the above will be included as immediate family provided a positive
relationship exists. Immediate family members may be subject to criminal background investigation.

“Law enforcement checks”means prescheduled, in person, check-ins at designated law enforcement
agencies such as police departments, sheriff’s offices and highway patrol offices.

“Medical practitioner” means medical doctor, osteopathic physician or physician’s assistant
employed by the department.

“Obscene material” means the same as that described in 20.6(4).
“Performance evaluation” means evaluation of work and program participation as well as other

areas of behavior.
“Plan of payment” means the method by which the offender is to make restitution. The plan may

include legal financial obligations. The plan is to reflect the offender’s present circumstances, such as
income, physical and mental health, education, employment and family circumstances.

“Plan of restitution” means a plan stating the amount of restitution as set by the court.
“Responsible person” means an individual on the offender’s visiting list of legal age and in the

judgment of the staff, is a person of accountability, is able to think and act rationally, and is willing to
facilitate the offender’s successful completion of furloughs within the furlough rules and facilitate the
return of the offender to the institution. A responsible person shall further mean an individual not now
under indictment, sentence or conviction of an indictable public offense. Ex-felons will not be permitted
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to act as responsible persons for furlough until the demonstration of two years’ successful adjustment in
the community after release from any supervision.

This rule is intended to implement Iowa Code section 904.108(1)“k.”

201—20.3(904) Visits to offenders.   Visiting is a privilege which allows offenders to maintain and
strengthen relationships with family members and friends. Though visits are encouraged, institutions’
space, schedules, personnel constraints, treatment considerations, or other safety and security issues of
the institutions and their operations may result in limiting the number and length of visits. Visitation is
additionally governed by the provisions of department of corrections policy OP-MTV-04.

20.3(1) Definitions.
“Application”means a written application identifying the visitor and the visitor’s relationship to the

offender.
“Background investigation” means the process by which central visiting authority staff verify the

accuracy of a visitor’s application for any reason.
“Central visiting authority” or “CVA” means the department office that conducts the visitor

application approval process.
“Extended family”means the offender’s aunts, uncles, nieces, nephews, cousins, great-grandparents,

great-grandchildren, and in-laws.
“Group” means a family unit (e.g., aunt, uncle and minor nieces and nephews) residing at the same

address.
“Immediate family” means an offender’s spouse, mother, father, sister, brother, child, grandparent,

grandchild (whenminors become adults, they will be required to complete the formal visiting application
process), established legal guardian or other who acted in place of parents, and step- or half-relation if
the step- or half-relation and the offender were raised as cohabiting siblings.

“Offender”means a person who has been committed to the custody of the department of corrections
or to a judicial district department of correctional services. “Offender” also includes a “violator” as that
term is defined in 20.18(2).

“Personal search” means a pat-down search on top of the visitor’s clothes or the nonintrusive use
of an electronic search process.

“Visiting list” means the screened list of approved visitors with authorized visiting privileges at all
department of corrections institutions.

20.3(2) Schedule. Each department of corrections institution will structure a visiting schedule
allowing visitation for a minimum of four days per week. Each institution’s visiting room will be open
a minimum of four hours on each authorized day of visiting. The warden/superintendent will designate
the time for visiting on certain days/holidays and advise the offenders. The offender is responsible for
informing the visitor of the days and hours for visitation.

20.3(3) Authorized visitors.
a. The central visiting authority will establish an approved visiting list for each offender. This

visiting list remains valid when the offender is transferred to another institution.
b. To meet facility design limitations and security considerations, the visiting list shall be limited

to the following individuals:
(1) Immediate family members.
(2) A total of four other individuals or groups who are the offender’s friends or extended family

members.
(3) Minor children under the immediate supervision of their parent or legal guardian. The minor

children of an offender shall also be allowed to visit under the immediate supervision of any adult on the
offender’s approved visiting list.

c. Limitation. An individual on the approved visiting list of one offender shall not be on the
approved visiting list of another offender, regardless of the location(s) of the offenders. An exception
may only be granted pursuant to 20.3(5)“b.”

20.3(4) Nonauthorized visitors.
a. The following persons shall not be authorized to visit:



IAC 12/3/08 Corrections Department[201] Ch 20, p.3

(1) Individuals whose behavior represents a control problem or is counterproductive to stable
offender behavior. This determination may be reflected in the background investigation report which
shows that the individual has a record of carrying concealed weapons, use of a controlled substance,
previous violation of institutional rules, or similar behavior.

(2) Individuals under criminal indictment.
(3) Individuals on probation, work release, or parole.
(4) Individuals found to be involved with or convicted of incidents of aiding an escape or

introducing contraband in any detention or supervised correctional setting.
(5) Individuals who intentionally give false information on the visitor’s application form.
(6) Individuals convicted of a felony.
(7) Individuals who may compromise the order and security of the institution.
b. A person working in any institution as a volunteer shall not be on an offender’s visiting list

except with the permission of the warden/superintendent or designee.
c. Neither a victim of a sex offense, whether registered or not, nor the victim’s familymemberswill

be approved for the visiting list of the perpetrator in the victim’s case until department staff consult with
the victim and restorative justice administrator of the department. Visitation requests from victims shall
be considered only when the offender has successfully completed all recommended treatment programs
of the department or board of parole. If the victim’s or victim’s family member’s visitation request is
denied, the victim or victim’s family member may file an appeal pursuant to 20.3(6)“d.”

d. A sex offender whose victim was a minor shall not be permitted to have any children on the
offender’s visiting list until the offender has completed the sex offender treatment program. After the
offender’s completion of the treatment program, a minor victim of the offender may be added to the
offender’s visiting list only with the approval of the institutional treatment team and the victim and
restorative justice administrator of the department. Other childrenmay be added to the offender’s visiting
list after the offender’s completion of the treatment program and approval of the institutional treatment
team.

e. An application from a victim of a crime other than a sex offense who seeks to be added to the
visiting list of the perpetrator in the victim’s case shall be reviewed with the victim and restorative justice
administrator of the department prior to any approval or denial.

20.3(5) Exceptions. The following exceptions may be implemented by the central visiting authority
upon the approval of the warden/superintendent or designee.

a. The offender’s spouse, child, mother or father who is currently under department supervision or
on probation, work release, or parole may be approved to visit the offender by the warden/superintendent
or designee after consultation with the supervising parole/probation officer. The warden/superintendent
or designee may authorize either contact or noncontact visiting.

b. The warden/superintendent or designee may grant an exception to the limitation in 20.3(3)“c”
when the person is an immediate family member of more than one offender and seeks to be added to the
visiting lists of only those offenders.

c. A former or current department employee or volunteer who is a member of an offender’s
immediate family may be approved to visit the offender by the warden/superintendent or designee.

d. A former department employee or volunteer who is not an immediate family member of an
offender may be allowed to visit six months after leaving employment or ceasing volunteer service if the
former employee or volunteer passes the normal background investigation, there are no security issues
arising from the person’s prior employment or volunteer service, and the CVA receives approval from
the warden/superintendent or designee.

e. An offender who is an immediate family member discharged from prison without correctional
supervision must wait six months before contact visits may be arranged. Noncontact visiting may be
authorized only for the spouse, child, mother or father of an offender.

20.3(6) Application process.
a. Visitor application forms shall be provided to offenders at each institution. Offenders are

responsible for mailing visitor application forms to prospective visitors, who may then apply to be
added to the offender’s visiting list. The completed visitor application form must be sent for processing



Ch 20, p.4 Corrections Department[201] IAC 12/3/08

to the central visiting authority at the following address: Mt. Pleasant Correctional Facility, Attn:
Central Records, 1200 E. Washington, Mt. Pleasant, Iowa 52641.

b. All adults, including the offender’s own children if they are 18 years of age or older, must
complete the visitor application process in order to be considered for inclusion on an offender’s visiting
list.

c. Written notification. Written notification of denial of a visitor application will be given to both
the offender and the applicant within 30 days from the CVA’s receipt of the application. Notification
of approval of a visitor application will be given only to the offender. The offender is responsible for
notifying the approved visitor.

d. Appeals. When an application is denied, the applicant and the offender shall be apprised of the
reasons for denial.

(1) Applicants may appeal to the warden/superintendent or designee in writing. An appeal by an
applicant who is the victim of a sex offense, or who is the victim’s family member, and is seeking to visit
the perpetrator of the crime shall be reviewed in consultation with the department sex offender treatment
director or the institution’s treatment director for the moderate intensity family violence prevention
program.

(2) The decision of the warden/superintendent or designee may be appealed to the director of
the department of corrections or the director’s designee. The decision of the director or the director’s
designee constitutes final agency action.

20.3(7) Removal from visiting list. If an offender wishes to have a visitor removed from the
offender’s visiting list, the offender shall complete the Removal of Visitor form contained in department
policy OP-MTV-04 and send it to the central visiting authority. Upon receipt of the removal request,
the central visiting authority shall respond to the request within seven business days and send a copy of
the removal form to the offender. Once a visitor has been removed from a visiting list, six months must
elapse before reapplication by the removed visitor.

20.3(8) Searches. Approved visitors shall be subject to search. In accordance with 20.3(14), the
search may include a pat down, search by an electronic detection device, or visual search.

20.3(9) Identification. All visitors shall present proper identification upon entrance to the institution.
Photo identification is preferred, but any identification presented shall identify personal characteristics,
such as color of hair and eyes, height, weight, and birth date.

a. Signature cards may be required from visitors.
b. All visitors may be required to be photographed for future identification purposes only.
20.3(10) Special visitors.
a. Law enforcement. Division of criminal investigation agents, Federal Bureau of Investigation

agents, and law enforcement officials shall present proof of identity upon entrance to the institution.
b. Attorneys. Attorneys must complete an initial visitor application form to visit an offender;

however, this initial application shall apply to multiple visiting lists. After initial approval is established,
attorneys must contact the central visiting authority at (319)385-9511 to be added to the visiting lists of
additional offenders. Background checks are not required, and attorneys shall not be counted as a friend
on an offender’s visiting list as set forth in 20.3(3)“b.”

Attorneys shall present proof of identity upon entrance to the institution. The offender must express
a desire to visit with an attorney before the attorney will be admitted. Attorney visits shall be during
normal visiting hours unless a special visit has been requested by the offender and approved by the
warden/superintendent or designee prior to the visit.

An attorney testing positive by an electronic detection device may be required to visit without direct
contact.

c. Ministers. Ministers must complete an initial visitor application form to visit an offender;
however, this initial application shall apply to multiple visiting lists. After initial approval is established,
ministers must contact the central visiting authority at (319)385-9511 to be added to the visiting lists of
additional offenders. Background checks are required. Ministers shall not be counted as a friend on an
offender’s visiting list as set forth in 20.3(3)“b.”
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Ministers shall present proof of identity upon entrance to the institution. The offender must
express a desire to visit a minister before the minister will be admitted. Minister visits shall be during
normal visiting hours unless a special visit has been requested by the offender and approved by the
warden/superintendent or designee prior to the visit.

A minister testing positive by an electronic detection device may be required to visit without direct
contact.

20.3(11) Termination of visiting privileges. Individuals may have visiting privileges modified or
terminated when:

a. The offender or visitor engages in behavior that may in any way be disruptive to the order and
control of the institution.

b. The visitor or offender fails to follow the established rules and procedures of the institution.
c. The visitor and offender directly exchange or attempt to exchange any object or article. This

restriction does not apply to purchases from the canteen or visiting room vending machines that are
consumed during the visit.

d. The visitor tests positive for drugs or explosives as determined by an authorized electronic
detection device calibrated and operated for testing for the presence of drugs or other contraband.

e. The visit or future visiting is detrimental to the health or welfare of the offender or visitor.
f. The visitor does not supervise the visitor’s children to prevent them from interfering with or

disrupting other visits.
Offenders may request reconsideration of denied visitors six months after resolution of the reason

for denial or when approved by the warden/superintendent or designee or regional deputy director.
20.3(12) Noncontact visiting. The warden/superintendent or designee may allow noncontact visits

when the order or security of the institution may be threatened or when disciplinary rules or procedures
have been violated. Noncontact visiting hours will be provided on a scheduled basis. The hours and
days will be posted by the warden/superintendent or designee, and notice will be posted at least one
week prior to any change. Visitors on the noncontact list at the time of a schedule change will be notified
of the schedule change by regular mail sent to the last-known address.

20.3(13) Clothing. Visitors shall be properly attired prior to entering a correctional setting. All
visitors shall wear shoes. Visitors wearingminiskirts, shorts, muscle shirts, see-through clothing or halter
tops will not be allowed to visit. Visitors wearing clothing with slogans, pictures, or words intended to
deprecate race, sex, or cultural values will not be allowed entry. Visitors may be required to remove
for the duration of the visit outerwear such as, but not limited to, coats, hats, gloves, or sunglasses. A
medical need for sunglasses must be verified by prescription.

20.3(14) Security procedures. Visitors may be requested to submit to a personal search (pat down)
or an electronic search for weapons or contraband. “Personal search” means a pat-down search on top
of the visitor’s clothes or the nonintrusive use of an electronic search process. If the initial electronic
test confirms the presence of a controlled substance, the visitor will be given a second confirmation test.
When the electronic detection device alarm is activated, the visitor shall produce the item that set off the
alarm or a personal search may bemade to find the item. If the visitor refuses to submit to a search, access
to visiting shall be denied and entrance shall be denied. All searches shall be conducted in a courteous
manner to respect the visitor’s privacy. Minors are subject to personal and electronic searches. When
a visitor accompanied by a minor refuses to leave the minor with a staff person and does not want the
minor present during the search, the visit will be denied. When a minor is searched, the supervising adult
shall be present in the room at all times.

a. The warden/superintendent or designee will maintain records of all searches which produce
positive results, including the name of each person subjected to a search, the names of the persons
conducting and in attendance at the search, and the time, date, and place of the search. The written
record shall reflect the reason for the search and the results of the search. The written authorization for the
search shall be included in the record. Testing records will be maintained by the institution for one year
and then expunged. Records of positive tests will be maintained for five years and then expunged. All
testing records are confidential and will be released only upon the order of a court of proper jurisdiction.
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b. When a visitor tests positive by an electronic search device, the visitor may appeal to the
warden/superintendent or designee in writing. The decision of the warden/superintendent or designee
may be appealed to the director of the department of corrections or the director’s designee. The decision
of the director or the director’s designee constitutes final agency action.

c. Staff may request that local law enforcement search visitors if search procedures or an electronic
testing device shows that there is a clear, reliable reason to believe a particular visitor is attempting to
smuggle contraband into the facility. If the search reveals drugs or illegal contraband, the item shall be
confiscated and preserved by local law enforcement. Visitors found in possession of contraband shall be
referred by local law enforcement to the county attorney for prosecution.

d. Facilities will establish procedures for personnel selection and training of search personnel.
Operators will be trained in accordance with manufacturer’s standards, which require 16 hours of initial
certification and 4 hours of annual training thereafter. Each facility will have at least two certified trainers
of trainers.

20.3(15) Sanctions. Visitors testing positive or refusing to be tested by an electronic detection device
will be restricted.

a. Testing positive. The following restrictions will apply to visitors testing positive:
(1) First occurrence. Visiting privileges will be suspended from the date and time of the test for

the next 2 visiting days. Future visits may be restricted to noncontact status.
(2) Second occurrence. Visiting privileges will be suspended from the date and time of the test for

the next 7 visiting days. Future visits may be restricted to noncontact status.
(3) Third occurrence. Visiting privileges will be suspended from the date and time of the test for

the next 15 visiting days. Future visits may be restricted to noncontact status.
(4) Fourth occurrence. Visiting privileges will be suspended from the date and time of the test for

the next 30 visiting days. In addition, the visitor will be placed on noncontact visiting status for 180
days from the date of the first eligible visit. If the visitor tests positive from this date forward, visiting
privileges may be permanently restricted to noncontact status.

Upon request by the visitor, the warden/superintendent or designee may allow visits in noncontact
status for the first, second, and third occurrence pending the receipt of laboratory reports for any visitor
testing positive by an electronic detection device.

b. Refusing to be tested. Refusal to submit to a drug test by an electronic testing device will result
in suspension of visiting privileges for 15 calendar days from the time of refusal.

c. Written notification. Written notice regarding visiting status or facility access will be
presented or mailed within 5 working days to any individual (nonoffenders) who tests positive or who
refuses consent to search. Such notice will include the duration of any restriction and procedures for
reconsideration or reinstatement.

20.3(16) Money orders, cashier’s checks, and electronic funds transfers. Money orders and cashier’s
checks for deposit in the offender’s account must be made payable to the IowaDepartment of Corrections
Offender Fiduciary Account (IDOC OFA) and sent to: Fort Dodge Correctional Facility, 1550 L Street,
Suite B, Fort Dodge, Iowa 50501, and must include the offender’s name and ID number and the sender’s
name and complete address. Funds will also be accepted via electronic funds transfers from authorized
vendors. Personal checks and cash will not be accepted. An offender’s suspected abuse of requests for
money from the public may be cause for limits or restrictions on the amounts of money which can be
received and from whom money can be received.

20.3(17) Limits. Each institution, according to its facilities and conditions, shall limit the number of
visitors an offender may have at any one time and the length of visits.

20.3(18) Segregation status. Offenders who are assigned to special units such as disciplinary
detention or administrative segregation status may have visits modified in regard to place, time, and
visitor, depending on the staff and space available.

20.3(19) Abuse of visiting privileges. Visiting privileges may be modified, suspended, or terminated
when abuses are evidenced or planned.

20.3(20) Special visits. The warden/superintendent or designee may permit special visits not
otherwise provided for in this rule. These may include, but are not limited to, extended visits for close
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family members traveling extended distances, immediate visits for close relatives or friends about to
leave the area, visits necessary to straighten out critical personal affairs, and other visits for similar
reasons. All these visits shall be at the sole discretion of the warden/superintendent or designee. When
ruling on such visits, the warden/superintendent or designee shall consider appropriate factors including
the uniqueness of the circumstances involved for both the offender and the visitor; security, order, and
administrative needs of the institution; and available alternatives to a special visit. The decision of the
warden/superintendent or designee in these cases constitutes final agency action.

20.3(21) Temporary modifications. Visiting procedures may be temporarily modified or suspended
in the following circumstances: riot, disturbance, fire, labor dispute, space and personnel restrictions,
natural disaster, or other emergency.

This rule is intended to implement Iowa Code section 904.512.

201—20.4(904) Mail.   Constructive, unlimited correspondence with family, friends, and community
sources will be encouraged and facilitated. Offenders have the responsibility in the use of correspondence
to be truthful and honest. Institutions have the responsibility to maintain a safe, secure, and orderly
procedure for offender use of the mail.

20.4(1) Nonconfidential.
a. Mail will not be read or censored on a regular basis unless there is justifiable cause. In an effort

to maintain proper security measures, mail may be monitored on a random basis.
b. All nonconfidential mail shall be inspected for contraband. Nonconfidential mail shall be read

when there is suspected abuse of correspondence or a threat to the good sense of order and security of
the institution.

20.4(2) Confidential.
a. Confidential mail, as defined in this rule, will not be read or censored.
b. Confidential mail will be delivered unopened and then, in the presence of the offender, will be

opened and inspected for contraband and to ensure that the contents are from the return addressee.
Confidential mail may be read only after a finding of probable cause by a court of competent

jurisdiction that a threat to the order and security of the institution or abuse of correspondence exists.
c. Confidential letters may be written to: (the sender’s name and address must be appropriately

identified on the envelope)
(1) Officers of federal, state, or municipal courts (judges, judges’ law clerks, prosecuting attorneys,

court administrators).
(2) Federal agencies chief administrative officer, elected or appointed officials.
(3) State agencies chief administrative officer, elected or appointed officials.
(4) Clerk of court.
(5) The sentencing state department of corrections chief executive officer, deputy directors.
(6) Sentencing state board of parole.
(7) Attorney.
(8) The citizens’ aide office.
(9) Any additional exception by law or policy.
(10) Civil rights commission.
d. Envelopes containing confidential correspondence shall be marked as “confidential” by the

sender.
20.4(3) General.
a. Pursuant to Iowa Code chapter 2C, mail received from the office of citizens’ aide shall be

delivered unopened.
b. When sending confidential mail, offendersmay be requested to seal the envelope in the presence

of staff after the envelope and letters have been inspected for contraband.
c. No mail lists will be maintained restricting persons from writing to offenders or offenders

writing to persons in the public. All letters mailed by offenders will be left unsealed for inspection
of the contents only. Envelopes shall contain letters to the addressee only.
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d. All other nonconfidential correspondence and packages, both incoming and outgoing, shall be
opened for inspection to remove items of contraband.

To facilitate institutional inspection of first-class mail, writers should avoid enclosures other than
the written correspondence. Traditional items such as snapshots of appropriately clothed individuals
and clippings from published material may be permitted. Each institution shall have guidelines for the
amount and type allowed.

e. With the exception of weekends and holidays, incoming and outgoing mail will not be retained
for more than 24 hours prior to delivery unless unusual circumstances exist such as staff shortage,
suspected correspondence violations, disturbance, or similar constraints.

f. Persons under the age of 18 must provide written permission to the warden/superintendent from
parents or guardian before correspondence with offenders will be allowed.

g. Offenders under correctional supervision or detention will not be allowed to correspond with
other offenders unless the individuals are immediate family and approved by the authority of the
institution or both authorities in the case of correspondence between facilities.

“Immediate family” means mother, father, sister, brother, half sister, half brother, spouse, son,
daughter, natural grandparents, and natural grandchildren. Legal guardian, foster parents, stepparents,
stepchildren, stepsister, and stepbrother will be included provided a positive relationship exists or
contact will confer a benefit to the inmate.

h. Offenders will be denied mail privileges with persons that might present a risk to the order and
security of the institution.

i. All outgoing mail must be sent directly to the individual that the correspondence is written to,
and all incoming mail must be sent directly from the individual that wrote the correspondence.

j. No limit will be placed on the number of letters mailed for offenders able to pay the mailing
costs. Offenders that are unable to pay mailing costs will receive limited assistance which may be
recoverable.

k. Stamped, return-addressed envelopes will be sold through canteen services for all outgoing
letters and will be purchased by the offender.

l. Special equipment may be used to review envelopes for items in the envelopes other than the
letter. When the contents of the correspondence is inappropriate or contraband items which are not illegal
to possess under the law are found in the mail, the mail will be rejected and the offender shall be notified
with the option to return to sender or destroy.

m. When mail is rejected due to inappropriate contents of the correspondence or contraband is
found, provided the correspondence is not retained for investigation or prosecution, the offender that
the mail was addressed to will have the option of paying the postage to return the mail to the sender or
having the mail destroyed by institutional staff. The offender must choose one of the two options within
three days of the rejection notice. This rule is in reference to the return of opened mail per United States
Postal Service, Office of Classification and Rates Administration, Ruling #206.

The sender of rejected correspondence may protest the decision in writing to the
warden/superintendent.

n. All outgoing parcel post items will be packed and sealed by the mail room and postage charged
to the offender.

o. Letters will not be delivered which are written in a foreign language or code unless the foreign
language is the only language of the offender (exceptions may be made by the warden/superintendent).

p. The sender’s name shall be signed in full at the end of the letter. The sender’s name and address
shall appear in the upper left-hand corner of the envelope.

q. The offender’s name, number (if known), box number or street address, city, state, and zip code
shall also appear on the envelope of incoming mail.

r. All outgoing mail shall contain a return address including offender name and number as well
as the institution, address, and zip code.

s. Reasonable size restrictions of envelopes may be imposed.
t. Each institution shall have written procedures for disposition (safekeeping and preservation) of

contraband.
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u. Only first-class letters and packages will be forwarded after an offender’s transfer or release.
v. An individual may deposit funds in an offender’s account by money order, cashier’s check,

or electronic funds transfer. Personal checks and cash will not be accepted. Only money orders and
cashier’s checks will be accepted for deposit into an offender’s account by mail. Money orders and
cashier’s checks must be made payable to the Iowa Department of Corrections Offender Fiduciary
Account (IDOC OFA) and sent to: Fort Dodge Correctional Facility, 1550 L Street, Suite B, Fort
Dodge, Iowa 50501, and must include the offender’s name and ID number and the sender’s name and
complete address. Funds will also be accepted via electronic funds transfers from authorized vendors.
An offender’s suspected abuse of requests for money from the public may be cause for limits or
restrictions on the amounts of money which can be received and from whom money can be received.

w. Misuse of mails will result in institution discipline and be reported to the United States Postal
Inspector or other state or federal agencies for action.

201—20.5(904) Money orders, cashier’s checks, and electronic funds transfers for offenders.   Only
money orders and cashier’s checks will be accepted for deposit into an offender’s account by mail.
Personal checks and cash will not be accepted. Money orders and cashier’s checks must be made payable
to the IowaDepartment of Corrections Offender Fiduciary Account (IDOCOFA) and sent to: Fort Dodge
Correctional Facility, 1550 L Street, Suite B, Fort Dodge, Iowa 50501, and must include the offender’s
name and ID number and the sender’s name and complete address. Funds will also be accepted via
electronic funds transfers from authorized vendors. An offender’s suspected abuse of requests for money
from the public may be cause for limits or restrictions on the amounts of money which can be received
and from whom money can be received.

201—20.6(904) Publications.
20.6(1) The institution shall allow offenders access to publications when doing so is consistent with

institutional goals of maintaining internal order, safety, security, and rehabilitation.
20.6(2) Publications include any periodical, newspaper, book, pamphlet, magazine, newsletter, or

similar material published by any individual, organization, company, or corporation, and made available
for a commercial purpose. All publications shall be unused and sent directly from an approved publisher
or bookstore which does mail order business. Any exceptions must be authorized by the warden or
superintendent. No publication will be denied solely on the basis of its appeal to a particular ethnic,
racial, religious, or political group. The quantity of printed materials, as with other personal property,
will be controlled for safety and security reasons.

20.6(3) All publications not on the approved list shall be reviewed by a publication review committee
for approval, denial, or control of the publication.

a. The committee shall be appointed by the director or designee, department of corrections, and
shall include a person with broad exposure to various publications and two representatives of correctional
operations.

b. The committee shall fairly review all types of publications to be received by offenders in
accordance with these rules.

20.6(4) The following procedures shall be used when a publication not on the approved list is
reviewed:

a. The committee shall approve, deny, or control publications within 30 working days of receipt
of the publication.

b. When a publication is denied or controlled, the committee shall send the offender a written
notice stating the publication involved, the reason for denial or control, and the offender’s available
appeal process.

c. The offender shall have five days from receipt of the notice of denial or control to notify the
designated institution staff to destroy the publication, to specify where to send the publication at the
offender’s expense, or to notify the institution that the decision is being appealed.

d. A list of approved publications shall be maintained.



Ch 20, p.10 Corrections Department[201] IAC 12/3/08

20.6(5) A publication may be denied when the publication presents a danger to the security or order
of an institution or is inconsistent with rehabilitation goals. Authorized reasons for denying a publication
are that the publication:

a. Is likely to be disruptive or produce violence.
b. Contains material which portrays or simulates a minor (any person 17 years of age or younger)

engaged in or simulating any act that is sexual in nature.
c. Contains hard-core pornography depicting patently offensive representations of oral, anal,

or vaginal intercourse, actual or simulated, involving humans, or depicting patently offensive
representations of masturbation, excretory functions, or bestiality, or lewd exhibition of the genitals,
which the average adult taking the material as a whole in applying statewide contemporary community
standards would find appeals to the prurient interest; and which material, taken as a whole, lacks serious
literary, scientific, political, or artistic value as prohibited by Iowa Code section 728.4.

d. Contains information relating to escapes or formulating escape plans.
e. Contains information relating to provoking a riot or disturbance.
f. Contains information relating to obtaining an emotional or behavioral state comparable to those

produced by a controlled substance, by using aerosols, glue, or other chemical materials.
g. Containsmaterials which illustrate, explain, describe, or teachmartial arts, or othermanufacture

of weapons or explosives, or advocate behavior contrary to duly established institution rules or Iowa
statutes. Contains materials which illustrate, explain, describe, or teach ability to frustrate crowd or
riot control methods. Contains materials which illustrate, explain, describe, or teach ability to sabotage
or disrupt communications networks, including a prison’s internal and external communications and
automated information systems.

h. Contains information concerning criminal activities.
i. Contains encoded material. This shall not automatically include foreign language publications

not otherwise prohibited in these rules.
j. May violate postal regulations, such as threats, blackmail, contraband, or similar violations.
20.6(6) Portrayal or simulation of fellatio, cunnilingus, masturbation, ejaculation, sexual

intercourse, male erection, bestiality, sadomasochism, excretory functions, lewd exhibition of genitals,
or other sexually explicit materials will be denied to offenders when the material is inconsistent with
rehabilitation goals.

20.6(7) Publications which contain material portraying or simulating fellatio, cunnilingus,
masturbation, ejaculation, sexual intercourse or male erection and are not approved or denied by the
review committee will be controlled for the security and order of the institution and to assist in enabling
its control from those offenders denied access by 20.6(6) above. Institutional procedures shall be
established for the offender to reserve time in a designated controlled area and obtain the controlled
publication for reading during specified times. The controlled publication will be secured until the
offender makes arrangements for further review of the controlled publication. An offender may have
secured no more than ten publications at any given time, none of which are over three months old from
publication date or receipt, and any that are in excess of the ten limit or over three months old must be
sent out of the institution at the offender’s expense, destroyed, or taken with the offender upon release.

20.6(8) An offender may appeal the committee’s decision or the denial of a publication because
the publication is inconsistent with rehabilitation goals within ten days of receipt of the decision by
filing a written appeal and sending it to Administrator, Division of Investigative Services, Department of
Corrections, 510 East 12th Street, Des Moines, Iowa 50319. The administrator’s decision shall be final.

201—20.7(904) Interviews and statements.
20.7(1) When offenders are selected to be interviewed and photographedwithin the institution, either

individually or as part of a group, identifiable interviews or pictures shall have the written consent of the
offender involved as well as prior consent of the warden, superintendent, or designee.

20.7(2) The warden or superintendent is responsible for all communications with mass media.
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201—20.8(904) Guests of institution.   Persons wishing to visit the institution shall give prior notice of
their intended visit and receive approval for the visit. The prior notice and approval may be waived by
the warden, superintendent, or designee for emergencies.

20.8(1) Any guest must agree to comply with the policy and procedures of the institution when
signing in at the control center.

20.8(2) Persons under 18 years of age may only visit with prior approval of the warden,
superintendent, or designee, and shall be accompanied by a responsible adult. An adult shall be in
charge of no more than four children. Persons under 18 years of age shall not be allowed to make
institutional tours of maximum security prisons.

20.8(3) Guests shall be escorted by a staff member. Any exception shall have prior approval of the
warden, superintendent, or designee.

20.8(4) Guests shall be allowed personal contact with an offender only when it serves the best
interests of the offender as determined by the warden, superintendent, or designee.

20.8(5) All contacts with offenders shall be absent of any encouragement, support, or suggestion of
activity which would bring disorder to the institution.

20.8(6) Rescinded IAB 3/20/91.

201—20.9(904) Donations.   Donations of money, books, games, recreation equipment or other such
gifts shall be made directly to the warden or superintendent. The warden or superintendent shall
evaluate the donation in terms of the nature of the contribution to the institution program. The warden
or superintendent is responsible for accepting the donation and reporting the gift to the regional deputy
director on a monthly basis.

201—20.10(904) Incarceration fees.   Rescinded IAB 12/3/08, effective 1/7/09.

201—20.11(904,910) Restitution.
20.11(1) Every offender required by a court order to pay restitution shall have a restitution plan and

a restitution plan of payment developed, unless a court-ordered restitution plan has been completed.
20.11(2) The restitution plan of payment shall consider the present circumstances of an offender’s

physical/mental health and other legal financial obligations.
20.11(3) The deputy director of institutions shall ensure that there are written procedures governing

the development and modification of each restitution plan and plan of payment.
20.11(4) Each offender shall be given a PredeprivationNotice: Notice of Intent to Deduct Restitution

From All Account Credits and Notice of Opportunity to Respond during initial reception following
admission to the Iowa medical and classification center (IMCC).

20.11(5) Initial offender complaints regarding restitution plans of payment or modifications may be
addressed via the offender grievance procedure.

20.11(6) The staff shall explain the restitution plan of payment to the offender. Each offender shall
receive a copy of the restitution plan of payment.

20.11(7) Restitution payments shall be deducted from all credits to an offender’s account. Up to 50
percent may be deducted. The following are exempt for deductions from credits to an offender’s account
from an outside source:

a. An amount, assessed by the warden/superintendent or designee, specifically for medical costs.
The same percent as established in the restitution plan will be deducted from any amount over the total
amount assessed. If the medical procedures are not performed or carried out, the money shall be returned
to the sender at the offender’s expense.

b. An amount, assessed by the warden/superintendent or designee, specifically for the cost of a
funeral trip. The same percent as established in the restitution plan will be deducted from any amount
over the total amount assessed.

c. An amount as assessed by the appropriate authority specifically for transportation fees as a result
of work release/OWI violations or compact transfers. The same percent as established in the restitution
plan will be deducted from any amount over the total amount assessed.
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d. An account transfer from one institution to another.
e. Refunds from outside vendors or institution commissaries.
f. Property tort claims.
g. Any other exception approved by the warden/superintendent or designee.
20.11(8) Restitution deductions shall be forwarded to the clerk of court in the county of commitment

on a quarterly basis.
20.11(9) When the department of corrections has knowledge of other income or assets the district

court clerk of the sentencing county shall be so notified.
20.11(10) A percent greater than that established in the restitution plan of payment may be deducted

from a credit to an offender’s account by authorization of either the offender, the warden/superintendent
or designee, or by court order.

20.11(11) The restitution plan of payment may bemodified through each level of commitment. (This
includes preinstitutional services and postinstitutional services.)

This rule is intended to implement Iowa Code chapter 904 and sections 910.2, 910.3 and 910.5.

201—20.12(904) Furloughs.
20.12(1) Furloughs are a privilege, not a right, and may be denied or canceled at any time for reasons

deemed sufficient by the warden/superintendent. Reasons for denial or cancellation shall be given to the
offender.

20.12(2) Emergency family furlough shall be considered in the event of a death or imminent death
in the immediate family.

20.12(3) Emergency medical furlough is for those offenders whose medical condition has
deteriorated to the point of incapacitation or to a comatose state.

20.12(4) Both emergency family furloughs and emergency medical furloughs shall have approval
of the warden/superintendent and the respective regional deputy director.

20.12(5) Furloughs are additionally governed by the provisions of the department’s furlough policy
IS-RL-04.

201—20.13(904) Board of parole interviews.   Each institution provides space for the conduct of
interviews between the Iowa board of parole and institutional offenders. When these meetings are held
in correctional institutions, attendance is subject to security and safety regulations as stated herein.
Any exception to these rules must have prior approval of the director of the department of corrections
or designee.

20.13(1) Persons desiring to attend a board of parole interview who are not on an offender’s visiting
list shall notify the warden or superintendent of the respective institution of their intent to attend. A
visitor’s application will be sent to the person, and the completed application must be received back
by the institution at least 15 days prior to the scheduled date of the parole interview in order that a
background investigation with law enforcement officials may be completed prior to attendance at the
parole interview. Following a successful background investigation, authorization to attend parole
interviews will be continuous subject to these rules and any subsequent background investigations
conducted at the discretion of the warden or superintendent.

20.13(2) Due to security considerations, those persons excluded from applying for visitation
privileges pursuant to subrule 20.3(1), paragraph “f,” subparagraphs (1) to (7), inclusive, are also
excluded from attending parole board interviews as listed below:

a. Individuals who have been discharged from a correctional institution within the last 18 months.
b. Individuals whose behavior represents a control problem or is counterproductive to the

rehabilitation of the offender. This may be reflected in the background investigation report which
shows the individual having a record of carrying concealed weapons, irresponsible or illegal use of a
controlled substance, previous violation of institutional rules, or similar behavior.

c. Individuals on probation, work release or parole.
d. Individuals who have been convicted of incidents of aiding an escape or introducing contraband

in any detention or supervised correctional setting.
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e. Individuals who intentionally give false information.
f. Ex-felons.
g. When the interview is held inside the institution proper, no children under the age of 18 are

allowed.
20.13(3) Due to security considerations the following rules shall apply:
a. Written notification of approval or denial will be given to the requester.
(1) When approved, the requester shall be informed on the notification:
1. That the attendee may be subject to a search (subrule 20.13(3), paragraph “f”) when a staff

member has an articulable reason to believe that the attendee is concealing contraband;
2. That the search may include a pat down, a strip search, or a visual body cavity probe search;

and
3. That the requester need not submit to a strip search although refusal may result in the forfeiture

of attendance.
(2) When denied, the applicant shall be apprised of the reasons for denial.
b. All requesters shall present proper identification upon entrance to the institution. Photo

identification is preferred, but all identification shall identify personal characteristics, such as color of
hair and eyes, height, weight and birth date.

(1) Signature cards may be required from requesters.
(2) All requesters may be required to be photographed for future identification purposes only.
c. Individuals may be required to leave the institution when:
(1) The offender or attendee engages in behavior that may in any way be disruptive to order and

control of the institution.
(2) The attendee fails to follow the established rules and procedures of the institution.
(3) The attendee and offender directly exchange any object or article.
(4) The attendee talks or communicates with an offender.
(5) The effect of alcohol or narcotic drugs is detected on the attendee before or during the interview.
(6) There is detriment to the health of the offender or attendee.
(7) The attendee does not manage children.
d. Minors outside the immediate family shall havewritten permission from their parent or guardian

and be accompanied by an adult. All children shall have adult supervision. Exceptions shall have prior
approval of the warden, superintendent or designee.

e. Attendees shall be properly attired as would be expected in a public meeting place. Adults
and teenagers shall wear shoes and may not wear miniskirts, shorts, muscle shirts, see-through clothing,
halter tops, clothing with obscene or lewd slogans, pictures or words, and similar apparel. Attendees
may be required to remove, for the duration of the interview, outerwear such as, but not limited to, coats,
hats, gloves, and sunglasses. A medical need for sunglasses must be verified by prescription.

f. Attendees may be requested to submit to a personal search (pat down) or review by an
electronic device for weapons or contraband. When the electronic device alarm is activated, the
attendee shall produce the item, or a personal search may be made to find the item that set off the alarm.
Attendees may be requested to submit to a strip search when there is an articulable reason to believe
the person is concealing a weapon or contraband. Each institution shall designate the level of authority
required to request a search through institutional policy. This person shall authorize the search in
writing. The designation required pursuant to subrule 20.3(9) for visitation will suffice for this subrule
as well. Entrance may be denied when the attendee is not willing to submit to a search. The request for
a search shall be conducted in an inconspicuous manner. The attendee may verbally request a review
by the warden, superintendent, or designee at the time of request for a search.

(1) Strip search means having a person remove or arrange some or all of their clothing so as to
permit an inspection of the genitalia, buttocks, anus, female breasts, or undergarments of that person or
a physical probe of any body cavity. Personal search means a pat down search on top of the attendee’s
clothing.

(2) The search will be to the degree deemed appropriate or necessary. A strip search will be
conducted only when the following conditions exist:
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1. The search is conducted in a place where it cannot be observed by persons not conducting the
search.

2. The search is conducted by a person of the same sex as the visitor, unless conducted by amedical
practitioner or licensed registered nurse. A second correctional employee of the same sex as the attendee
shall also be present during the search. In addition, the attendee may request a third person of the same
sex as the attendee to be present during the search.

3. A visual search or probing of any body cavity shall be performed under sanitary conditions. A
physical probe of a body cavity other than the mouth, ear, or nose shall be performed only by a medical
practitioner. In the absence of a medical practitioner, a licensed registered nurse will conduct the search
and report the findings to the on-call medical practitioner.

4. It will be permissible and not considered a body cavity search to request that a female attendee
remove a sanitary napkin or tampon.

(3) An attendee accompanied by a minor child has the option of not having the child present during
a strip search or pat down. The child will be attended by a staff person. When attendee refuses to leave
the child with a staff person and does not want the child present during the search, attendance will be
denied. At all times when a minor child is searched, the supervising adult may be present in the room.

(4) When an attendee is arrested, the attendee may be searched for weapons which may inflict harm
on the arresting officer.

(5) Records shall be kept of all strip searches and shall include the name of the person subjected to
the search, the names of the persons conducting and in attendance at the search, the time, date, and place
of the search. The written record shall reflect the reason for the search and the results of the search. The
written authorization for the search shall be included in the record.

(6) Attendees found in possession of contraband shall be referred to the county attorney for
prosecution.

20.13(4) The space provided for the parole interviews shall have a posted maximum capacity set
by the fire marshal. The number of individuals in the room shall not exceed the maximum capacity.
Individuals will be admitted on a first-come, first-serve basis.

20.13(5) Cameras and recording devices are permitted with the following exceptions:
a. Media equipment is subject to search prior to admittance and at any time said equipment is

inside the institution. Search shall be conducted in the presence of the photographer.
b. Should the attendees be required to pass through areas of the institution where for reasons of

security or right to privacy media equipment is disallowed, the use of such equipment is prohibited in
those areas.

20.13(6) Interviews may be temporarily modified or suspended in the following circumstances: riot,
disturbance, fire, labor dispute, space restriction, natural disaster, or other extreme emergency.

20.13(7) Refer to Iowa Administrative Code, Parole Board[205] for rules governing conduct at the
hearings as required by the Iowa Board of Parole.

20.13(8) Rules that apply to registered victims are found in subrule 20.15(8).
This rule is intended to implement Iowa Code sections 904.102 and 904.103.

201—20.14(80A) Offender transportation.
20.14(1) Companies under contract to county or state agencies to transport Iowa offenders must

meet the requirements of this rule to qualify for exemption under Iowa Code section 80A.2 as amended
by 1998 Iowa Acts, Senate File 2331.

20.14(2) To comply with the exemption in Iowa Code section 80A.2 as amended by 1998 Iowa Acts,
Senate File 2331, the following requirements shall apply:

a. A company(ies) contracting with any jurisdiction/agency within the state of Iowa shall provide,
upon request, training and compliance with policy standards governingweapons, security, transportation,
and offender management procedures essential to accomplishing safe and secure movement of offenders.

b. A company contracting to provide offender transportation with a jurisdiction/agency within the
state of Iowa shall provide proof of insurance coverage including, but not limited to, comprehensive
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general liability, automobile liability, workers’ compensation insurance, all inclusive policies, general
liability, and errors or omissions.

c. A company contracting with any jurisdiction/agency within the state of Iowa shall provide the
names, dates of birth, and social security numbers of all transportation personnel for criminal history
checks.

d. All transporting personnel shall possess appropriate and valid driver’s licenses as required by
the regulatory agencies.

e. All transporting vehicles shall be licensed under the appropriate Interstate Commerce
Commission (ICC) regulations and the state where the vehicle is registered.

f. All transmitting/receiving radios and communication equipment shall comply with Federal
Communications Commission (FCC) regulations.

g. This exemption applies only to offender transportation companies. This exemption does not
provide exemption for any other part of this statute.

This rule is intended to implement Iowa Code section 80A.2 as amended by 1998 Iowa Acts, Senate
File 2331.

201—20.15(910A) Victim notification.
20.15(1) Definitions.
“Notification” means mailing by regular mail or providing for hand delivery of appropriate

information or papers. However, this notification procedure does not prohibit an agency from also
providing appropriate information to a registered victim by telephone.

“Registered”means having provided the appropriate office, agency, or department with the victim’s
written request for notification and current mailing address and telephone number.

“Victim” means a person who has suffered physical, emotional, or financial harm as the result of
a public offense, other than a simple misdemeanor, committed in this state. The term also includes the
immediate family members of a victim who died or was rendered incompetent as a result of the offense
or who was under 18 years of age at the time of the offense.

“Violent crime” means a forcible felony, as defined in Iowa Code section 702.11, and includes any
other felony or aggravated misdemeanor which involved the actual or threatened infliction of physical
or emotional injury on one or more persons.

20.15(2) A victim of a violent crime may become registered with the department of corrections
which entitles the victim to be notified when the offender is to be released in any of the following
situations:

a. Work release. Approximate date of release and whether the offender is expected to return to the
community where the victim resides will be provided.

b. Furlough. Date of leave, date of return and whether the offender is expected to return to the
community where the victim resides will be provided.

c. Escape. Date of escape will be provided.
d. Expiration of sentence. Date of discharge from an institution will be provided.
e. Recommendations for parole. The institution has submitted a recommendation for parole.
f. Parole. Approximate date of release and whether the offender is expected to return to the

community where the victim resides.
20.15(3) Rescinded IAB 3/20/91.
20.15(4) A victimwill become registered upon official request by the county attorney to the Director,

or designee, Iowa Department of Corrections, Capitol Annex, 523 East 12th Street, Des Moines, Iowa
50319.

20.15(5) Assistance for registering may be obtained through the county attorney or contacting the
director of corrections at (515)281-4811.

20.15(6) All information with regard to a registered victim will be kept confidential.
20.15(7) A registered victim is responsible for notifying the department of corrections of address or

telephone changes.
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20.15(8) Registered victims of the Iowa board of parole may attend hearings in accordance with the
following rules:

a. Registered victims by the parole board have the right to appear at the offender(s) parole/work
release hearing either personally or by counsel.

b. The parole board notifies victims of any scheduled parole/work release hearingswhere the board
will interview the offender not less than 20 days prior to the hearing.

c. The parole board notification will request any victim(s) planning to attend a hearing to notify
the warden/superintendent of the intention to attend prior to the hearing.

d. A victim may only be denied attendance when, in the opinion of the warden/superintendent or
designee, the victim(s) presents a threat to the security and order of the institution.

e. If a victim is denied attendance at a hearing, the parole board shall be notified immediately.
f. The security director or designee should consider separation of victim(s) and family/friends in

attendance at the same hearing. If there are any signs of conflict between victims and family/friends of
offenders, the victims shall be escorted out of the institution to avoid an unsupervised contact situation
on institution grounds.

This rule is intended to implement Iowa Code section 910A.9.

201—20.16    Reserved.

201—20.17(904) Institutional community placement.
20.17(1) Home care program. This program allows for selected offenders to be released from

institutional confinement for a set period of time for the purpose of caring for the offender’s immediate
family. Release may be to a community correction residential facility/halfway house or to the offender’s
home, home of an immediate family member, or other approved arrangements, provided the living
environment is suitable to institutional requirements. Release may be for a set number of hours or days
as appropriate.

a. Eligibility criteria.
(1) The offender must be the natural parent or legal guardian of the child/children.
(2) The offender must show cause that this program can provide more suitable care than the present

living situation of the child/children.
(3) The child/children must be minor(s).
(4) The offender must have been the primary caretaker of the child/children prior to incarceration.
(5) Investigating staff must be able to confirm that the offender had satisfactorily served this care

prior to incarceration.
(6) The proposed living arrangements shall provide a suitable environment for the offender and

dependents.
(7) The physical structure of the residence shall provide for adequate space, meet sanitary, health

and safety requirements, and be in good repair. A functional telephone must be maintained in the
residence at all times.

(8) It will be verified that the offender, including spouse or immediate family member living at the
same residence, can and will provide adequate support towards the child, children, or other dependent.
Eligibility requirements for assistance through the department of human services programs (FIP, food
stamps, etc.) will be verified prior to final approval.

(9) It will be verified that the offender or immediate family living at the residence can provide
adequate transportation or that public transportation is available.

(10) Adequate support services (medical, psychological, educational, as well as other treatment
programs) must be arranged and available to both the offender and dependents.

(11) Dependent care for an adult member of the offender’s immediate family must include
a medically documented need with periodic supervision or other approved arrangements by a
health-trained professional.

b. Requirements.
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(1) Education/employment/child care/adult dependent care. Where all dependents are involved in
full-time school, participation in an educational or employment programmay be required of the offender.
Where such dependents are not yet in school, child care may be considered as full-time employment.

(2) Child care/adult dependent care. Child care shall be provided in the home. Therefore, the
residence will be considered as the designated place of assignment. Deviations from same shall be
reported to staff in advance.

20.17(2) Work program—eligibility criteria. This program allows for selected offenders to be
released from institutional confinement for a period of time for gainful employment in the community.
The program may also include placement in a community corrections residential facility/halfway house,
or to the offender’s home, home of an immediate family member, or other approved arrangements,
provided the living environment is suitable to institutional requirements. Release may be for a set
number of hours or days as appropriate.

a. The offender must show a substantial need and interest for participation in the program.
b. The offender must seek and apply for employment through established procedures of the

furlough program or through institutional correspondence, telephone, or visiting procedures.
c. Suitable employment and verification must be obtained by staff prior to consideration.
20.17(3) Educational program—eligibility criteria. This program allows for selected offenders

to be released from institutional confinement for a period of time for educational opportunities in
the community. This program may also include placement in a community corrections residential
facility/halfway house or to the offender’s home, home of an immediate family member, or other
approved arrangements, provided the environment is suitable to institutional requirements. Release
may be for a set number of hours or days as appropriate.

a. The offender must show a substantial need and interest for participation in the program.
b. The offender must seek educational opportunities and financial support through established

procedures of the furlough program or through institutional correspondence, telephone, or visiting
procedures (financial arrangements can only include family support or grants). Educational loans or
loans of any type will not be allowed while on institutional count. Additional community corrections
restriction may apply while under community supervision.

20.17(4) General requirements for all three programs.
a. Participation in any of these programs at any level is a privilege, not a right, of which

participating offenders are subject to and held accountable for all provisions of this policy as well as
the specific program plan.

b. Institutional progress and recommended program participation must reflect an average or above
rating.

c. Offenders must be furlough-eligible in accordance with furlough eligibility standards in DOC
policy IS-RL-04 and administrative rule 20.12(904).

d. If applicable, community corrections residential/halfway house rules and regulations will apply
as well as institutional rules including all program plan rules.

e. Local authorities will be contacted to determine possible concerns (correctional services, county
attorney, law enforcement).

f. The offender may be required to submit to periodic or regular U.A. Testing (this procedure may
be completed at any correctional institution, community corrections facility/office, or at the residence).

g. All activity will be monitored by community corrections staff and institutional staff as agreed.
h. All employment and educational earnings, less payroll deductions including education grants

and expenses, shall be surrendered to the residential facility/halfway house staff according to established
procedures or to the institution business manager, whichever applies, according to the program plan.
Employment earning deductions will be prioritized in accordance with Iowa Code section 904.905 for
all levels of placement.

i. Contact frequency. A minimum of one home visit and one other face-to-face contact per month
is required of staff. Furthermore, a sufficient number of collateral contacts will be made each month to
ensure that the offender is meeting requirements of the program plan.
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j. Special needs. In situations where offenders or the family have special needs, a case planning
system shall be incorporated to address needs, capabilities, and specific goals. Special attention shall be
given to past or immediate problems.

k. Travel. Supervisory staff may grant permission for travel within the state. Standard policy will
apply to out-of-state travel.

l. Temporary absence. Offenders may temporarily leave the residence for necessary purposes
such as shopping, religious services, family recreation, medical appointments, employment, etc., as
indicated on the plan.

20.17(5) Application procedures.
a. Applications must be made to the present institutional classification committee (utilizing Form

1).
b. The application must contain all pertinent information and resources for the requested program.
c. The classification committee shall review each case considering all standards and criteria.
d. The classification committee’s recommendation must be approved by the

warden/superintendent.
e. If approved by the warden/superintendent, the recommendation and all pertinent information

shall be forwarded to the deputy director for final approval.
f. If the recommendation is approved by the deputy director, the offender must agree to abide by

all rules established in the program plan including institutional rules and community corrections rules as
well as all local, state, and federal laws.

g. Each level of review has the authority to deny the application or to make changes in the
program plan including level of placement, i.e., institutional, residential/halfway house, home, as well
as electronic monitoring devices.

h. Offenders placed in any of these programs will not be relieved of paying restitution or any other
financial obligation as required by the court or institution.

20.17(6) Violations.
a. Violation of any rule set forth in the program plan including any additional rules set forth by

any authority listed in this policy may constitute the revocation of participation in either program at any
level.

b. Revocation may also occur for improper care of children or dependents, inadequate earnings,
failure to maintain employment or unacceptable employment conduct, rule violations, or failure to meet
program expectations.

20.17(7) Program activity. This rule does not create any liberty interest in the offender’s continued
participation in any of the programs at any level listed under this rule, and the department of corrections
or its designee(s) reserves the right to revoke, suspend, or limit/restrict program activity from the listed
programs for any reason, without hearing.

20.17(8) Waiver of liberty interests. As a condition for an offender to participate in any of the
programs at any level listed under this rule, the offender must voluntarily waive any and all liberty
interests to a hearing should the department exercise its right to revoke, suspend or limit/restrict
program activity. This waiver must be signed prior to an offender’s acceptance into a program. The
signed waiver shall remove any and all rights to due process should the department exercise its right to
revoke, suspend or limit/restrict program activity.

This rule is intended to implement Iowa Code section 904.910.

201—20.18(904) Violator/shock probation programs.   The department of corrections provides
violator/shock probation programs at three institutions: 30 beds for females at the Iowa correctional
institution for women (ICIW) at Mitchellville, 70 beds for males at the correctional release center
(CRC) at Newton, and 58 beds for males at Luster Heights (ASP) at Harpers Ferry. These programs
provide up to a six-month intensive intervention for probation, parole, and work release offenders
that have violated conditions of supervision and would otherwise have been returned to or sent to
prison. Additionally, offenders sentenced to the custody of the department of corrections that have been
identified as potential shock probation candidates are eligible for program participation.
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20.18(1) The violator/shock probation programs provide up to a six-month intensive, highly
structured treatment program designed to divert certain offenders from long-term incarceration.

20.18(2) Definitions.
“Shock probation” means reconsideration of a felon’s or misdemeanant’s sentence to confinement

when the court may review its previous action and grant probation as a result of suspension or a change
of the previous sentence to the custody of the department of corrections in accordance with Iowa Code
sections 902.4 and 903.2.

“Violator” means probationer, parolee, or work releasee not having community status revoked but
found to have violated conditions of supervision by the appropriate jurisdiction having statutory authority
to revoke.

“Youthful offender” means probationer, parolee, or work releasee 25 years of age and younger not
having community status revoked but found to have violated conditions of supervision by the appropriate
jurisdiction having statutory authority to revoke. Additionally, offenders 25 years of age and younger
sentenced to the custody of the department of corrections that have been identified as potential shock
probation candidates are eligible for program participation.

20.18(3) Offenders will be committed to a violator/shock probation program pursuant to Iowa Code
sections 904.207, 902.4 and 903.2.

20.18(4) All probation offenders committed to a violator/shock probation program shall be admitted
to the Iowa medical and classification center (IMCC) reception unit. Upon admittance to IMCC, the
transporting authority shall provide the receiving officer with a court order disposing of the violation
(including commitment to the custody of the director and stating violator program participation is a
condition of probation), mittimus, case origination documents, indictment or information documents,
minutes of testimony, and judgment entry.

20.18(5) All parole or work release offenders committed to a violator/shock probation program shall
enter the program through the IMCC reception unit.

The violator/shock probation program shall be a condition of release, and the offender will remain
in the custody of the department of corrections under the terms of the offender’s original commitment.

20.18(6) Admission standards.
a. Reception process at IMCC, includingmedical intake screen, will normally be completedwithin

seven days.
b. If further medical testing or treatment is necessary, transfer to the violator/shock probation

program may be delayed until additional testing or treatment is completed and the offender’s health
status permits transfer.

c. The department may deny admission to a violator/shock probation program if the offender is
medically unable to complete the program or if an offender’s mental health status prohibits participation.

d. Offenders will not be allowed any personal property with the exception of clothing being worn
at the time of admission to the IMCC reception unit. Other property will not be accepted by the IMCC
receiving officer.

20.18(7) Release standards.
a. Upon successful completion of a violator/shock probation program, violator offenders will be

referred to the sending or supervising judicial district department of correctional services.
b. A violator offender that does not successfully complete the violator program will be returned to

the sending or supervising judicial district department of correctional services for disposition, with the
exception of parole or work release offenders as reviewed by the board of parole.

c. Shock probation offenders will be referred for sentence review to the sentencing court upon
successful or unsuccessful completion of a violator/shock probation program. The department of
corrections will submit a report to the court that provides a full accounting of the shock probation
offender’s program participation, progress and recommended plan of action.

20.18(8) An offender placed in a violator/shock probation program will not be granted all the
privileges and rights or may not be subject to certain requirements established in Iowa Administrative
Code 201—Chapter 20. The following paragraphs establish which rules of Iowa Administrative Code
201—Chapter 20 that violators will or will not be subject to:
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a. Rule 20.1(904)—Application of rules. Will not apply to violator/shock probation programs
except as otherwise stated.

b. Rule 20.2(904)—Title II definitions. Will apply only where listed in the following applicable
rules.

c. Rule 20.3(904)—Visits to offenders. Offenders will not be allowed visits except individuals
determined by staff and only in conjunction with participation in the family treatment component.
Attorney and clergy visits must be scheduled in advance so as to not conflict with program schedules.
Exceptions may be authorized by the warden/superintendent or designee.

d. Rule 20.4(904)—Mail. Offenders will be allowed mail privileges pursuant to rule 20.4(904)
with the following exceptions:

(1) There will be no limit on the amount of incoming mail although program policy may limit the
amount of mail that can be stored or maintained in the living area.

(2) Offenders will not receive an allowance. Therefore, offenders will be provided writing
materials and postage for two letters per week.

(3) Packages and publications will not be allowed.
e. Rule 20.5(904)—Money orders, cashier’s checks, and electronic funds transfers for offenders.

Money orders, cashier’s checks, and electronic funds transfers for offenders are allowed but will be
subject to a restitution plan, child support orders, fines, court costs and fees.

f. Rule 20.6(904)—Publications. Offenders will not be granted any of the privileges or rights of
rule 20.6(904).

g. Rule 20.7(904)—Interviews and statements. This rule may apply only as stated “with prior
consent of the warden, superintendent or designee.”

h. Rule 20.8(904)—Guests of institution. This rule is not applicable since this rule has no impact
on the violator/shock probation program.

i. Rule 20.9(904)—Donations. This rule is not applicable since this rule has no impact on the
violator/shock probation program.

j. Rule 20.11(904,910)—Restitution. This rule will be temporarily suspended while offenders are
in the program. Restitution plans will be maintained, and the plan of payment will be reinstated upon
release from the program.

k. Rule 20.12(904)—Furloughs. This rule will only apply in family emergency situations in
accordance with 20.12(2) although the criteria for eligibility are waived, and these furloughs will only
be granted at the discretion of the warden/superintendent or designee with approval of the regional
deputy director.

l. Rule 20.13(904)—Board of parole interviews. This rule is not applicable since this rule has no
impact on the violator/shock probation program.

m. Rule 20.15(910A)—Victim notification. This rule will not apply to the violator/shock probation
program.

n. Rule 20.17(904)—Institutional community placement. This rule will not apply to the
violator/shock probation program.

20.18(9) Earned time.
a. Iowa Code chapter 903A will not apply to probationers and parolees.
b. Iowa Code chapter 903A will apply to work releasees in accordance with work release policies

and procedures.
20.18(10) Clothing, transportation, and release moneys. The provisions of Iowa Code section 906.9

will not apply to violator/shock probation programs.
20.18(11) Any exceptions to these rules must be specifically approved by the warden/superintendent

or designee.
This rule is intended to implement Iowa Code section 904.207.

201—20.19    Reserved.
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201—20.20(904) Offender telephone commissions.
20.20(1) Definitions.
“Corrections board” means the department of corrections board.
“Deputy director of administration” means the person responsible for budgeting and planning.
“Director” means the chief executive officer of the department of corrections.
“Regional deputy director” means the person responsible for regional operation of both institution

and community corrections services in either the eastern or western portions of Iowa.
“Warden/superintendent”means the chief executive officer of the institution or correctional facility.
20.20(2) Deposit of funds. The department of corrections shall deposit and account for all telephone

commissions in a clearing account within central office. The deputy director of administration will
determine commissions generated by each institution, based on a report from the vendor, for deposit in
the institution’s offender telephone rebate fund.

20.20(3) Request for funds. Each warden/superintendent will determine recurring needs and special
projects and submit a written proposal to the respective regional deputy director of institutions for all
expenditures and encumbrances.

20.20(4) Review and approval of expenditures. The regional deputy director of operations and the
deputy director of administration will review the proposals for a quarterly presentation by the director to
the corrections board for approval. The director will notify the chairpersons and ranking members of the
justice system’s appropriations subcommittee of the proposals prior to the corrections board approval.
All expenditures and encumbrances shall require prior approval from the corrections board and the
respective regional deputy director of operations. Institutions shall not be allowed to encumber or expend
funds without approval. Revenues generated by telephone commissions at each institution shall be used
to determine the availability of funds for each project.

20.20(5) Permitted expenditures. The director shall advance to the corrections board for approval
only projects that benefit offenders. Expenditures may include, but are not limited to, projects that
provide educational, vocational or recreational services or projects, or work or treatment programs for
offenders. Expenditures may also be used to initiate new programs, services, or projects. Institutions
shall give spending priority to programs, services, and projects that promote the health and welfare of
offenders.

This rule is intended to implement Iowa Code section 904.508A.
[Filed 9/25/81, Notice 10/29/80—published 10/14/81, effective 11/18/81]
[Filed emergency 10/23/81—published 11/11/81, effective 10/23/81]

[Filed 10/23/81, Notice 9/2/81—published 11/11/81, effective 12/16/81]
[Filed 4/5/82, Notice 1/20/82—published 4/28/82, effective 6/2/82]
[Filed 4/29/82, Notice 3/17/82—published 5/26/82, effective 6/30/82]

[Filed emergency 6/15/82—published 7/7/82, effective 7/1/82]
[Filed emergency 10/29/82—published 11/24/82, effective 10/29/82]
[Filed 1/14/83, Notice 11/10/82—published 2/2/83, effective 3/9/83]

[Filed emergency 6/17/83—published 7/6/83, effective 7/1/83]
[Filed emergency 8/29/83—published 9/14/83, effective 10/1/83]
[Filed emergency 9/9/83—published 9/28/83, effective 10/1/83]

[Filed 11/18/83, Notice 9/28/83—published 12/7/83, effective 1/11/84]
[Filed 2/24/84, Notice 1/4/84—published 3/14/84, effective 4/18/84]
[Filed 5/4/84, Notice 2/15/84—published 5/23/84, effective 6/27/84]

[Filed emergency 6/8/84—published 7/4/84, effective 6/8/84]
[Filed 7/24/84, Notice 4/25/84—published 8/15/84, effective 9/19/84]
[Filed 9/21/84, Notice 7/4/84—published 10/10/84, effective 11/14/84]
[Filed emergency 11/16/84—published 12/5/84, effective 11/16/84]
[Filed 4/4/85, Notice 10/24/84—published 4/24/85, effective 5/29/85]
[Filed 4/19/85, Notice 2/13/85—published 5/8/85, effective 6/12/85]
[Filed emergency 6/28/85—published 7/17/85, effective 7/1/85]

[Filed 9/20/85, Notice 7/31/85—published 10/9/85, effective 11/13/85]
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[Filed emergency 7/11/86—published 7/30/86, effective 7/11/86]
[Filed 2/6/87, Notice 12/31/86—published 2/25/87, effective 4/1/87]
[Filed emergency 9/30/88—published 10/19/88, effective 9/30/88]
[Filed emergency 12/9/88—published 12/28/88, effective 12/9/88]

[Filed 3/31/89, Notice 12/28/88—published 4/19/89, effective 5/24/89]
[Filed emergency 7/21/89—published 8/9/89, effective 7/21/89]

[Filed 8/3/90, Notice 2/21/90—published 8/22/90, effective 9/26/90]
[Filed emergency 9/14/90—published 10/3/90, effective 9/26/90]
[Filed emergency 9/28/90—published 10/17/90, effective 9/28/90]
[Filed emergency 2/20/91—published 3/20/91, effective 2/20/91]

[Filed 1/31/92, Notice 10/2/91—published 2/19/92, effective 3/27/92]
[Filed 7/17/92, Notice 2/19/92—published 8/5/92, effective 9/9/92]

[Filed 10/23/92, Notice 5/27/92—published 11/11/92, effective 12/16/92]
[Filed 2/26/93, Notice 9/16/92—published 3/17/93, effective 4/21/93]
[Filed 2/26/93, Notice 12/23/92—published 3/17/93, effective 4/21/93]
[Filed 6/21/93, Notice 2/17/93—published 7/7/93, effective 8/11/93]

[Filed 10/21/94, Notice 8/17/94—published 11/9/94, effective 12/14/94]
[Filed emergency 7/14/95—published 8/2/95, effective 7/14/95]

[Filed 3/7/97, Notice 1/29/97—published 3/26/97, effective 4/30/97]
[Filed emergency 5/22/97—published 6/18/97, effective 5/22/97]
[Filed emergency 6/30/97—published 7/30/97, effective 6/30/97]
[Filed emergency 7/25/97—published 8/13/97, effective 7/25/97]

[Filed 12/12/97, Notice 8/13/97—published 12/31/97, effective 2/4/98]◊
[Filed 10/16/98, Notice 7/29/98—published 11/4/98, effective 12/9/98]

[Filed emergency 11/4/99—published 12/1/99, effective 11/4/99]
[Filed 7/21/00, Notice 5/3/00—published 8/9/00, effective 9/13/00]

[Filed 9/28/00, Notice 6/28/00—published 10/18/00, effective 11/22/00]
[Filed emergency 4/11/01—published 5/2/01, effective 4/11/01]

[Filed 5/10/01, Notice 3/21/01—published 5/30/01, effective 7/4/01]
[Filed emergency 4/8/02—published 5/1/02, effective 4/8/02]

[Filed 6/13/02, Notice 5/1/02—published 7/10/02, effective 8/14/02]
[Filed 4/17/07, Notice 2/14/07—published 5/9/07, effective 6/13/07]
[Filed 11/12/08, Notice 9/24/08—published 12/3/08, effective 1/7/09]

◊ Two or more ARCs
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IOWA FINANCE AUTHORITY[265]
[Prior to 7/26/85, Housing Finance Authority[495]]
[Prior to 4/3/91, Iowa Finance Authority[524]]

CHAPTER 1
GENERAL

1.1(16) Purpose
1.2(16) Mission
1.3(16) Organization, programs and operations
1.4(16) Location where the public may submit requests or obtain information
1.5(16) Forms

CHAPTER 2
LOAN PROGRAMS

GENERAL PROVISIONS
2.1(16) Administrative agents

TERMS AND CONDITIONS
2.2(16) Interest and fees
2.3 Reserved
2.4(16) Loan conditions
2.5(16) Security for loans
2.6(16) Types of loans
2.7(16) Delinquency and foreclosure
2.8(16) Application processing
2.9(16) Mortgage purchase or loans to lenders for existing, newly built single-family or

multifamily housing—general information
2.10(16) Assumption of mortgages

CHAPTER 3
MULTIFAMILY HOUSING

DIVISION I
MULTIFAMILY LOAN PROGRAM

3.1(16) Purpose
3.2(16) Available funds
3.3(16) Intent of the authority
3.4(16) Application procedure
3.5(16) Program guidelines
3.6(16) Multifamily loan program for preservation of affordable housing
3.7(16) Multifamily loan program for low-income housing tax credits
3.8(16) Multifamily loan program for substantial rehabilitation of nonrestricted projects
3.9(16) Authority analysis of applications
3.10(16) Discretion of authority board
3.11(16) Closing/advance of funds
3.12 to 3.19 Reserved

DIVISION II
PREDEVELOPMENT LOAN FUND

3.20(16) Purpose
3.21(16) Available funds
3.22(16) Intent of the authority
3.23(16) Application procedure
3.24(16) Fund guidelines
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3.25(16) Authority analysis of applications
3.26(16) Discretion of authority board
3.27(16) Closing/advance of funds
3.28 to 3.30 Reserved

DIVISION III
GAP FINANCING FUND

3.31(16) Purpose
3.32(16) Intent of the authority
3.33(16) Application procedure
3.34(16) Fund guidelines
3.35(16) Authority analysis of applications
3.36(16) Discretion of authority board
3.37(16) Closing/advance of funds

CHAPTER 4
GENERAL REVENUE BOND PROCEDURES

4.1(16) Revenue bonds authorized
4.2(16) Participating lenders
4.3(16) Procedures for project sponsors
4.4(16) Authority review
4.5(16) Public hearing and approval
4.6(16) Procedures following bond issuance
4.7(16) Right to audit

CHAPTER 5
SMALL BUSINESS LOAN PROGRAM

PART I
GENERAL

5.1(16) Program description
5.2(16) Waiver
5.3(16) Urban revitalization
5.4 to 5.9 Reserved

PART II
DEFINITIONS

5.10(16) Definitions
5.11 to 5.19 Reserved

PART III
LOAN CRITERIA AND DOCUMENTATION

5.20(16) Application
5.21(16) Public benefit
5.22(16) Loan criteria
5.23(16) Good character

CHAPTER 6
GROUP HOME FACILITIES LOAN PROGRAM

PART I
GENERAL

6.1(16) Program description
6.2(16) Waiver
6.3 to 6.9 Reserved
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PART II
DEFINITIONS

6.10(16) Definitions
6.11 to 6.19 Reserved

PART III
LOAN CRITERIA AND DOCUMENTATION

6.20(16) Application
6.21(16) Public benefit
6.22(16) Eligibility

CHAPTER 7
CONTESTED CASES

7.1(17A) Scope and applicability
7.2(17A) Definitions
7.3(17A) Time requirements
7.4(17A) Requests for contested case proceeding
7.5(17A) Notice of hearing
7.6(17A) Presiding officer
7.7(17A) Waiver of procedures
7.8(17A) Telephone or video proceedings
7.9(17A) Disqualification
7.10(17A) Consolidation—severance
7.11(17A) Pleadings
7.12(17A) Service and filing of pleadings and other papers
7.13(17A) Discovery
7.14(17A) Subpoenas
7.15(17A) Motions
7.16(17A) Prehearing conference
7.17(17A) Continuances
7.18(17A) Withdrawals
7.19(17A) Intervention
7.20(17A) Hearing procedures
7.21(17A) Evidence
7.22(17A) Default
7.23(17A) Ex parte communication
7.24(17A) Recording costs
7.25(17A) Interlocutory appeals
7.26(17A) Posthearing procedures and orders
7.27(17A) Appeals and review
7.28(17A) Applications for rehearing
7.29(17A) Stays of authority actions
7.30(17A) No factual dispute contested cases
7.31(17A) Emergency adjudicative proceedings
7.32(17A,16) Informal procedure prior to hearing

CHAPTER 8
PRIVATE ACTIVITY BOND ALLOCATION

8.1(7C) General
8.2(7C) Forms
8.3(7C) Formula for allocation
8.4(7C) Application for allocation
8.5(7C) Certification of allocation
8.6(7C) State ceiling carryforwards
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8.7(7C) Expiration dates
8.8(7C) Resubmission of expired allocations
8.9(7C) Use by political subdivisions
8.10(7C) Application and allocation fees
8.11(7C) Supplemental cap allocation for 2008

CHAPTER 9
TITLE GUARANTY DIVISION

9.1(16) Purpose
9.2(16) Mission
9.3(16) Definitions
9.4(16) Organization
9.5(16) Location where public may obtain information
9.6(16) Title guaranty program
9.7(16) Waiver of up-to-date title plant requirement
9.8(16) Application for title guaranty certificates
9.9(16) Contracts, forms, manuals, instructions, and guides
9.10(16) Rates
9.11(16) Fees and premiums
9.12(16) Audit procedures
9.13(16) Claims
9.14(16) Rules of construction
9.15(16) Implementation
9.16(16) Forms, endorsements, and manuals
9.17(16) Application for waiver of participation requirements
9.18(16) Rates
9.19(16) Charges
9.20(16) Mortgage release certificate
9.21(16) Seal
9.22(16) Closing protection letters

CHAPTER 10
MORTGAGE CREDIT CERTIFICATES

10.1(16) General
10.2(16) Participating lenders
10.3(16) Eligible borrowers
10.4(16) MCC procedures

CHAPTER 11
IOWA MAIN STREET LOAN PROGRAM

11.1(16) Program description
11.2(16) Waiver
11.3(16) Main street loan program
11.4(16) Definitions
11.5(16) Application
11.6(16) Public benefit
11.7(16) Loan criteria

CHAPTER 12
LOW-INCOME HOUSING TAX CREDITS

12.1(16) Qualified allocation plan
12.2(16) Location of copies of the plan
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12.3(16) Compliance manual
12.4(16) Location of copies of the manual

CHAPTER 13
PUBLIC RECORDS AND FAIR INFORMATION PRACTICES

(Uniform Rules)

13.1(17A,22) Definitions
13.3(17A,22) Requests for access to records
13.4(17A,22) Access to confidential records
13.6(17A,22) Procedure by which additions, dissents, or objections may be entered into certain

records
13.9(17A,22) Availability of records

CHAPTER 14
HOMELESS SHELTER ASSISTANCE PROGRAM

14.1(16) General
14.2(16) Eligible applicants
14.3(16) Eligible activities
14.4(16) Application procedure
14.5(16) Application review criteria
14.6(16) Maximum grant award
14.7(16) Contracts

CHAPTER 15
PURCHASING

15.1(16) Applicability of competitive bidding
15.2(16) Methods of obtaining bids or proposals used by the authority
15.3(16) Items purchased through the department of administrative services
15.4(16) Advertising solicitations
15.5(16) Contract purchases
15.6(16) Blanket purchase agreements
15.7(16) Bids and proposals to conform to specifications
15.8(16) Time of delivery
15.9(16) Cash discounts
15.10(16) Ties
15.11(16) Time of submission
15.12(16) Modification or withdrawal of bids
15.13(16) Financial security
15.14(16) Rejection of bids and proposals
15.15(16) Vendor appeals

CHAPTER 16
DECLARATORY ORDERS

16.1(17A) Petition for declaratory order
16.2(17A) Notice of petition
16.3(17A) Intervention
16.4(17A) Briefs
16.5(17A) Inquiries
16.6(17A) Service and filing of petitions and other papers
16.7(17A) Consideration
16.8(17A) Action on petition
16.9(17A) Refusal to issue order
16.10(17A) Contents of declaratory order—effective date
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16.11(17A) Copies of orders
16.12(17A) Effect of a declaratory order

CHAPTER 17
PROCEDURE FOR RULE MAKING

17.1(17A) Applicability
17.2(17A) Advice on possible rules before notice of proposed rule adoption
17.3(17A) Public rule-making docket
17.4(17A) Notice of proposed rule making
17.5(17A) Public participation
17.6(17A) Regulatory analysis
17.7(17A,25B) Fiscal impact statement
17.8(17A) Time and manner of rule adoption
17.9(17A) Variance between adopted rule and published notice of proposed rule adoption
17.10(17A) Exemptions from public rule-making procedures
17.11(17A) Concise statement of reasons
17.12(17A) Contents, style, and form of rule
17.13(17A) Authority rule-making record
17.14(17A) Filing of rules
17.15(17A) Effectiveness of rules prior to publication
17.16(17A) General statements of policy
17.17(17A) Review by authority of rules

CHAPTER 18
WAIVERS AND VARIANCES FROM ADMINISTRATIVE RULES

18.1(17A,16) Definitions
18.2(17A,16) Scope
18.3(17A,16) Applicability of chapter
18.4(17A,16) Criteria for waiver or variance
18.5(17A,16) Filing of petition
18.6(17A,16) Content of petition
18.7(17A,16) Additional information
18.8(17A,16) Notice
18.9(17A,16) Hearing procedures
18.10(17A,16) Ruling
18.11(17A,16) Public availability
18.12(17A,16) Summary reports
18.13(17A,16) Voiding or cancellation
18.14(17A,16) Violations
18.15(17A,16) Defense
18.16(17A,16) Judicial review

CHAPTER 19
STATE HOUSING TRUST FUND

19.1(16) Trust fund allocation plans
19.2(16) Location of copies of the plans

CHAPTER 20
SENIOR LIVING REVOLVING LOAN PROGRAM

20.1(16) Purpose
20.2(16) Priority of loan awards
20.3(16) Application process
20.4(16) Program guidelines
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20.5(16) Authority analysis of applications
20.6(16) Discretion of authority board
20.7(16) Closing/advance of funds

CHAPTER 21
HOME AND COMMUNITY-BASED SERVICES REVOLVING LOAN PROGRAM

21.1(16) Purpose
21.2(16) Available funds
21.3(16) Intent of the authority
21.4(16) Application procedure
21.5(16) Program guidelines
21.6(16) Authority analysis of applications
21.7(16) Discretion of authority board
21.8(16) Closing/advance of funds

CHAPTER 22
IOWA AFTERCARE SERVICES RENT SUBSIDY PROGRAM

22.1(16,PL106-169) Purpose
22.2(16,PL106-169) Definitions
22.3(16,PL106-169) Eligibility requirements for direct rent subsidy
22.4(16,PL106-169) Application for direct rent subsidy
22.5(16,PL106-169) Amount of rent subsidy
22.6(16,PL106-169) Redetermination of direct rent subsidy eligibility
22.7(16,PL106-169) Termination of rent subsidy payments
22.8(16,PL106-169) Eligibility requirements for transitional apartment subsidy
22.9(16,PL106-169) Application for transitional apartment subsidy
22.10(16,PL106-169) Amount of transitional apartment subsidy
22.11(16,PL106-169) Redetermination of transitional apartment subsidy eligibility
22.12(16,PL106-169) Termination of transitional apartment subsidy payments
22.13(16,PL106-169) Fraudulent practices relating to the aftercare rent subsidy program
22.14(16,PL106-169) Appeals

CHAPTER 23
TRANSITIONAL HOUSING REVOLVING LOAN PROGRAM

23.1(16) Purpose
23.2(16) Priority of loan awards
23.3(16) Application process
23.4(16) Program guidelines
23.5(16) Authority analysis of applications
23.6(16) Discretion of authority board
23.7(16) Closing/advance of funds

CHAPTER 24
HOME AND COMMUNITY-BASED SERVICES RENT SUBSIDY PROGRAM

24.1(16) Purpose
24.2(16) Definitions
24.3(16) Eligibility requirements
24.4(16) Application
24.5(16) Amount of rent subsidy
24.6(16) Redetermination of eligibility
24.7(16) Termination of rent subsidy payments
24.8(16) Fraudulent practices relating to the rent subsidy program
24.9(16) Appeals



Analysis, p.8 Iowa Finance Authority[265] IAC 12/3/08

CHAPTER 25
ENTREPRENEURS WITH DISABILITIES PROGRAM

25.1(16) Purpose
25.2(16) Definitions
25.3(16) Eligibility requirements
25.4(16) Application procedure
25.5(16) Award of technical assistance grants
25.6(16) Financial assistance grants
25.7(16) Monitoring

CHAPTER 26
WATER POLLUTION CONTROL WORKS AND
DRINKING WATER FACILITIES FINANCING

26.1(16) Statutory authority
26.2(16) Purpose
26.3(16) Definitions
26.4(16) Project funding
26.5(16) WPCSRF/DWSRF infrastructure construction loans
26.6(16) Planning and design loans
26.7(16) Disadvantaged community status
26.8(16) WPCSRF nonpoint source set-aside loan programs
26.9(16) Termination and rectification of disputes

CHAPTER 27
MILITARY SERVICE MEMBER HOME OWNERSHIP ASSISTANCE PROGRAM

27.1(16) Purpose
27.2(16) Definitions
27.3(16) Application procedure and determination of eligibility
27.4(16) Grant award
27.5(16) Income, purchase price and qualified mortgage

CHAPTER 28
WASTEWATER TREATMENT FINANCIAL ASSISTANCE PROGRAM

28.1(81GA,HF2782) Overview
28.2(81GA,HF2782) Definitions
28.3(81GA,HF2782) Project funding
28.4(81GA,HF2782) Termination; rectification of deficiencies; disputes

CHAPTER 29
JUMP-START HOUSING ASSISTANCE PROGRAM

29.1(16) Purpose
29.2(16) Definitions
29.3(16) Grants to local government participants
29.4 Reserved
29.5(16) Eligible uses
29.6(16) Loan terms
29.7(16) Financial assistance subject to availability of funding
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CHAPTER 9
TITLE GUARANTY DIVISION

265—9.1(16) Purpose.   This chapter describes the mission, organization, programs and operations of
the title guaranty division (division) of the Iowa finance authority (authority), including the office where
and the means by which interested persons may obtain information and make submissions or requests.

265—9.2(16) Mission.   The mission of the division is to operate a program that offers guaranties of real
property titles in order to provide, as an adjunct to the abstract-attorney’s title opinion system, a low-cost
mechanism to facilitate mortgage lenders’ participation in the secondary market and add to the integrity
of the land-title transfer system in the state. Surplus funds in the title guaranty fund shall be transferred to
the authority’s housing program fund after providing for adequate reserves and for the operating expenses
of the division.

265—9.3(16) Definitions.   The following words and phrases, when used in this chapter, shall have the
meanings set forth below unless a meaning is inconsistent with the manifest intent or the context of a
particular rule:

“Abstract of title” or “abstract,” for the purposes of the title guaranty program, means a written or
electronic summary of all matters of record including, but not limited to, grants, conveyances, easements,
encumbrances, wills, and judicial proceedings affecting title to a specific parcel of real estate, together
with a statement including, but not limited to, all liens, judgments, taxes and special assessments affecting
the property and a certification by a participating abstractor that the summary is complete and accurate;
provided, however, that for purposes of issuance of a title guaranty certificate covering a nonpurchase
product, and for only such purposes, the “abstract of title” or “abstract” may also mean a title guaranty
report of title.

“Certificate” means the title guaranty certificate including any part or schedule and any
endorsements.

“Commitment” means the commitment to insure title including any part or schedule and any
endorsements.

“Electronic record,” for the purposes of the title guaranty program, means a record created,
generated, sent, communicated, received, or stored by electronic means that is inscribed on a tangible
medium or that is stored in an electronic or other medium and is retrievable in perceivable form.

“Nonpurchase product,” for the purposes of the title guaranty program, means a refinanced or junior
mortgage securing an amount not more than $500,000 for a residential property.

“Participant” means a participating attorney and a participating abstractor.
“Participating abstractor”means an abstractor who is authorized to participate in the title guaranty

program and who is in full compliance with the abstractor’s participation agreement, the Code of Iowa,
these rules, manuals, and guides and any other written or oral instructions or requirements given by the
division.

“Participating attorney” means an attorney who is authorized to participate in the title guaranty
program and who is in full compliance with the attorney’s participation agreement, the Code of Iowa,
these rules, manuals, and guides and any other written or oral instructions or requirements given by the
division and who is not subject to current disciplinary proceedings by the Iowa supreme court.

“Residential property,” for the purposes of the title guaranty program, means residential real estate
consisting of single-family housing or multifamily housing of no more than six units.

“Supervision and control,” for the purposes of the title guaranty program, means that a participant’s
shareholders, partners, associates, secretaries, paralegals, and other persons under the participant’s
supervision or control who transact the business of abstracting, which includes but is not limited to any
manner of title search or review, opining on titles to real estate, or issuing commitments or certificates
at the direction of or in the name of the participant, shall comply with the requirements of the contracts,
forms, manuals, instructions, and guides and any other written or oral instructions given by the division.
A participant shall be liable to the division for loss or damage suffered by the division resulting from
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acts or omissions of the participant’s shareholders, partners, associates, secretaries, paralegals, and
other persons under the participant’s supervision or control who transact the business of abstracting,
which includes but is not limited to any manner of title search or review, opining on titles to real estate,
or issuing commitments or certificates at the direction of or in the name of the participant as an agent of
the division as though the act or omission were that of the participant.

“Title guaranty report of title,” for the purposes of the title guaranty program, means a short form
of the abstract of title that is in writing or an electronic summary covering:

1. The last deed of a sales transaction for the approximate full value determined from the county
records by document stamps, purchase moneymortgage or other recorded evidence (not including family
transactions, contract vendee deeds, gift deeds, tax deeds, probates, foreclosures, and no value or partial
value transfers) provided, however, no search may cover less than two years prior to the certification
date;

2. All liens, judgments, taxes and special assessments affecting the property;
3. An update known as the postclosing title report which extends the search through the refinanced

or junior mortgage including releases by addendum; and
4. Certifications by the participating abstractor that the search and its extension are complete and

accurate.
“Title search(es)” or “search(es),” for the purposes of the title guaranty program, means the abstract

of title.

265—9.4(16) Organization.
9.4(1) Location. The office of the division is located at 2015 Grand Avenue, Des Moines, Iowa

50312. Office hours are 8 a.m. to 4:30 p.m.Monday through Friday, excluding legal holidays. The
division’s Web site address is www.iowafinanceauthority.gov, and the division’s telephone and facsimile
numbers are as follows: (515)725-4900 (general telephone number); 1-800-432-7230 (toll-free
telephone number); 1-800-618-4718 (TTY); and (515)725-4901 (facsimile).

9.4(2) Division board and staff. The powers of the division are vested in and exercised by a board
of five members, appointed by the governor and subject to confirmation by the senate. The board
membership includes an attorney, an abstractor, a real estate broker, a representative of a mortgage
lender, and a representative of the housing development industry. A chair and vice-chair are elected
annually by the members, generally at the first meeting following July 1 of each year, which is the
beginning of the fiscal year. Division staff consists of a director and additional staff as approved by the
executive director of the authority.

9.4(3) Division director. The executive director of the authority appoints the director of the division.
The division director shall be an attorney licensed to practice law in the state of Iowa and in good standing
with the Iowa supreme court at all times while acting as the division director. The appointment of and
compensation for the division director are exempt from themerit system provisions of Iowa Code chapter
19A. The division director serves as an ex-officio member of the division board and as secretary to the
division board.

9.4(4) Meetings. Meetings of the division board are held quarterly on the date and time determined
by the board. Meetings of the division board may also be held at the call of the chair or on written
request of two members. The division will give advance public notice of the specific date, time and
place of each division board meeting, and will post the tentative agenda for each meeting at least 24
hours before commencement of the meeting at the division office and at the main office of the authority,
as well as on the authority’s Web site. Meetings may occasionally be conducted by electronic means.
Any interested party may attend and observe board meetings except for any portion of a meeting that
may be closed pursuant to Iowa Code section 21.5. The minutes of the board meetings are available
for viewing at the division’s office or via the authority’s Web site. Three members of the division board
constitute a quorum. An affirmative vote of a majority of the appointed members is necessary for any
substantive action taken by the division board. The majority shall not include any board member who
has a conflict of interest, and a statement of a conflict of interest shall be conclusive for this purpose.
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265—9.5(16) Location where public may obtain information.   Requests for information, inquiries,
submissions, petitions and other requests may be directed to the division at the address set forth in subrule
9.4(1). Requests may be made personally, by telephone, mail, E-mail or any other medium available.

265—9.6(16) Title guaranty program.
9.6(1) General. The division operates a program to offer guaranties of real property titles in the

state through the issuance of title guaranty certificates. Title guaranty certificates may be issued by the
division, by participating abstractors for the division pursuant to subrule 9.6(3), paragraph “f,” herein,
or by participating attorneys pursuant to Iowa Code section 16.91(7).

9.6(2) Participating attorneys. An attorney licensed to practice law in the state of Iowa may
participate in the title guaranty program upon approval by the division director of an application to
the division and upon execution and acceptance by the division director of an attorney’s participation
agreement.

a. Authority of participating attorney. A participating attorney is authorized to act as an agent of
the division but only for the purposes and in themanner set forth in the attorney’s participation agreement,
the Code of Iowa, these rules, manuals, requirements and any other written or oral instructions given by
the division and in no other manner whatsoever. The authority of the participating attorney under the
preceding sentence is not exclusive and is subject to the rights of the authority, of the division and of
other participants, agents, or representatives of the division to transact the business of opining on titles
to real estate or issuing commitments or certificates and is further subject to the right of the division to
appoint other participants.

b. License. A participating attorney shall be licensed to practice law in the state of Iowa and shall
be in good standing with the Iowa supreme court at all times while acting as an agent of the division.

c. Errors and omissions insurance. A participating attorney shall maintain errors and omissions
insurance at all times while acting as an agent of the division, with such coverage and in such amounts
as the division board may direct from time to time by resolution.

The division will inform the Iowa State Bar Association, the Iowa Land Title Association, and
any person requesting such information of any proposed change in the amount of required errors
and omissions insurance at least 30 days prior to the date of the meeting at which the matter will be
considered. Interested parties may submit evidence or statements in support of or in opposition to the
proposal in writing or by personal appearance before the division board.

d. Participation fees. A participating attorney shall pay participation fees in such amounts and at
such times as the division board may set from time to time by resolution. Participation fees set by the
division board are subject to the approval of the authority board.

The division will inform the Iowa State Bar Association, the Iowa Land Title Association, and any
person requesting such information of any proposed change in the amount of attorney participation fees
at least 30 days prior to the date of the meeting at which the matter will be considered. Interested parties
may submit evidence or statements in support of or in opposition to the proposal in writing or by personal
appearance before the division board.

e. Training. A participating attorney shall complete division forms and procedures training prior
to issuing title guaranty certificates as an agent of the division.

f. Underwriting determinations. A participating attorney shall make all underwriting
determinations prior to or at the closing. If the participating attorney does not attend the closing and
is not available by telephone during the closing, all underwriting determinations must have been
made by the participating attorney issuing the opinion, commitment or certificate prior to closing. For
purposes of this rule, the term “underwriting determinations” includes, but is not limited to, insuring
access, reviewing gap searches, possible judgments, survey matters (including encroachments),
unreleased mortgages or other liens, and any other matters disclosed by the opinion, commitment
or other sources of title information. A participating attorney who causes or allows an erroneous
underwriting determination to be made by someone other than a member of the division’s legal staff
or the participating attorney who issued the opinion, commitment or certificate shall be strictly liable
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to the division for loss or damage the division may suffer as a result of the erroneous underwriting
determination.

A participating attorney shall make all underwriting determinations arising out of the issuance of an
attorney title opinion or a title commitment using both:

(1) Generally accepted and prudent title examining methods; and
(2) Procedures implemented by the division and outlined in these rules, manuals, and guides and

any other written or oral instructions or requirements given by the division.
Any underwriting determination about which there may be a bona fide difference of opinion among

local lawyers and that is not specifically covered by materials provided by the division shall be approved
by division legal staff.

g. Title files. A participating attorney shall maintain separate title files or maintain client files in
such a manner that information pertaining to activities of the participating attorney as an agent and
underwriter for the division are readily available to the division. A participating attorney shall maintain
title files and the title portion of client files for a period of ten years after the effective date of the certificate
or certificates.

h. Forms. The division will provide forms to a participating attorney for use in acting as an agent
of the division. A participating attorney may not alter any form supplied by the division, or use a form
supplied by another person or entity to bind the division, or otherwise bind the division to liability with
a form, other writing or representation not supplied or authorized by the division.

A participating attorney who obtains serialized forms from the division must maintain a forms
register, in a format approved or supplied by the division, in which the participating attorney shall enter
a record of and show the disposition of all serialized forms. In addition, the participating attorney shall:

(1) Return the original of any damaged, spoiled, or otherwise unusable serialized form to the
division;

(2) Return the original of any unused serialized form to the division at the request of the division;
and

(3) Not transfer or attempt to transfer unissued serialized forms to another participant or other
person or entity unless authorized in writing by the division.

If a participating attorney fails to comply with the requirements of this rule, in addition to the
division’s other rights and remedies, the division may refuse to supply any forms to the participating
attorney until the participating attorney complies with the requirements of this rule to the satisfaction of
the division.

The participating attorney shall be liable to the division for loss or damage sustained by the division
by reason of the loss of, misuse of, or inability of the participating attorney to account for any form
supplied by the division, or the failure of the participating attorney to comply with the requirements of
this rule.

i. Certificate amount limitations. A participating attorney shall obtain the written authorization
of the division’s legal staff prior to issuing a commitment or certificate which exceeds such amounts as
the division board may set from time to time by resolution. If any authorization required under this rule
is not obtained through the act or omission of the participating attorney, the participating attorney shall
be strictly liable to the division for any loss or damage resulting from issuance of the commitment or
certificate.

9.6(3) Participating abstractors. An abstractor or abstracting concern may participate in the title
guaranty program upon approval by the division director of an application to the division and upon
execution and acceptance by the division director of an abstractor’s participation agreement.

a. Authority of participating abstractor. A participating abstractor is authorized to act as an agent
of the division but only for the purposes and in the manner set forth in the abstractor’s participation
agreement, the Code of Iowa, these rules, manuals, requirements and any other written or oral instructions
given by the division and in no other manner whatsoever. The authority of the participating abstractor
under the preceding sentence is not exclusive and is subject to the rights of the authority, of the division
and of other participating abstractors, agents, or representatives of the division to transact the business
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of abstracting, which includes but is not limited to any manner of title search or review of titles to real
estate, and is further subject to the right of the division to appoint other participating abstractors.

b. Title plant. Participating abstractors shall own or lease, and maintain and use in the preparation
of abstracts, an up-to-date abstract title plant including tract indices for real estate for each county in
which abstracts are prepared for titles to real property guaranteed by the division. Each of the tract
indices shall be designated to encompass a geographical area of not more than one block in the case
of platted real estate, nor more than one section in the case of unplatted real estate. The tract indices
shall include a reference to all of the instruments affecting real estate recorded in the office of the county
recorder, and the tract indices shall commence not less than 40 years prior to the effective date of the
abstractor’s participation in the title guaranty program.

c. Exempt attorneys. Participating attorneys who have been providing abstract services
continuously from November 12, 1986, to the date of application to be a participating abstractor, either
personally or through persons under their supervision and control, shall be exempt from the requirement
to own or lease a title plant. This exemption is a personal exemption of the individual participating
attorney, is not transferable, and terminates at such time as the individual ceases providing abstracting
services or upon the death or incapacity of the individual.

d. Errors and omissions insurance. A participating abstractor shall maintain errors and omissions
insurance at all times while acting as an agent of the division, with such coverage and in such amounts
as the division board may direct from time to time by resolution.

The division will inform the Iowa Land Title Association, the Iowa State Bar Association, and
any person requesting such information of any proposed change in the amount of required errors
and omissions insurance at least 30 days prior to the date of the meeting at which the matter will be
considered. Interested parties may submit evidence or statements in support of or in opposition to the
proposal in writing or by personal appearance before the division board.

e. Participation fees. A participating abstractor shall pay participation fees in such amounts and
at such times as the division board may set from time to time by resolution. Participation fees set by the
division board are subject to the approval of the authority board.

The division will inform the Iowa Land Title Association, the Iowa State Bar Association, and any
person requesting such information of any proposed change in the amount of abstractor participation
fees at least 30 days prior to the date of the meeting at which the matter will be considered. Interested
parties may submit evidence or statements in support of or in opposition to the proposal in writing or by
personal appearance before the division board.

f. Issuing title guaranty. A participating abstractor may be authorized pursuant to a written
contract with the division director to issue a title guaranty commitment or certificate for the division
when the participating attorney who prepares the opinion allows issuance by the participating abstractor.
Written contractual approval by the division director for division issuance will be based upon the
completion of a division request form by a participating abstractor and the attachment of all disclosures
required by the division. A participating abstractor authorized to process a title guaranty commitment
or certificate must comply with the Code of Iowa, these rules, manuals, requirements, and any other
written or oral instructions given by the division and in no other manner whatsoever. The rights of the
participating abstractor under the preceding sentence are not exclusive and are subject to the rights of the
authority, the division and of other participants of the division to issue commitments or certificates and
are further subject to the right of the division to appoint other participants. A participating abstractor’s
right to process commitments and certificates is a privilege for the convenience of the division and may
be terminated pursuant to the written contract with the division.

g. Training. A participating abstractor authorized to process title guaranty commitments and
certificates for division issuance shall complete division forms and procedures training prior to
processing title guaranty commitments and certificates for division issuance.

h. Title files. A participating abstractor authorized to process title guaranty commitments and
certificates for division issuance shall maintain separate title files or maintain client files in such a
manner that information pertaining to the preparation of the commitments and certificates and all
underwriting determinations made by the participating attorney as an agent and underwriter for the
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division are readily available for review by the division. A participating abstractor shall maintain title
files and the title portion of client files for a period of ten years after the effective date of the certificate
or certificates.

i. Forms. The division may provide forms to a participating abstractor for use in processing
commitments and certificates for division issuance. The participating abstractor may not alter any
form supplied by the division, or use a form supplied by another person or entity to bind the division,
or otherwise bind the division to liability with a form, other writing or representation not supplied
or authorized by the division. A participating abstractor who obtains serialized forms from the
division must maintain a forms register, in a format approved or supplied by the division, in which
the participating abstractor shall enter a record of and show the disposition of all serialized forms. In
addition, the participating abstractor shall:

(1) Return the original of any damaged, spoiled, or otherwise unusable serialized form to the
division;

(2) Return the original of any unused serialized form to the division at the request of the division;
(3) Not transfer or attempt to transfer unissued serialized forms to another participant or other

person or entity unless authorized in writing by the division.
If the participating abstractor fails to comply with the requirements of this rule, in addition to the

division’s other rights and remedies, the division may refuse to supply any forms to the participating
abstractor and, upon written request from the division, the participating abstractor must deliver
immediately all division forms and pending title guaranty files to the division.

The participating abstractor shall be liable to the division for loss or damage sustained by the division
by reason of the loss of, misuse of, or inability of the participating abstractor to account for any form
supplied by the division or by reason of the failure of the participating abstractor to comply with the
requirements of this rule.

9.6(4) Abstract of title.
a. Preparation. An abstract of title shall be brought up to date and certified by a participating

abstractor prior to the issuance of a title guaranty certificate.
b. Compliance. All abstracts of title shall be prepared and conducted in compliance with division

procedures in effect at the time of the updating of the abstract. A participating abstractor shall retain
a written or electronic copy of each abstract of title prepared for a title guaranty certificate and shall
provide such copy to the division upon request.

9.6(5) Attorney title opinion. All attorney title opinions shall be prepared and issued in compliance
with division procedures in effect at the time of issue. A participating attorney shall retain a written or
electronic copy of each attorney title opinion and shall provide such copy to the division upon request.
Participating attorneys who are issuing agents for the divisionmay issue a commitment as the preliminary
attorney title opinion and the title guaranty certificate as the final attorney title opinion in compliance
with division procedures in effect at the time of issue.

9.6(6) Participant’s interest in property. No participant shall prepare an abstract of title or issue
attorney title opinions, commitments, or certificates upon property in which the participant has an interest
without prior authorization of the division.

265—9.7(16) Waiver of up-to-date title plant requirement.   The division board shall consider an
application by an attorney or abstractor for waiver of the use of an up-to-date title plant requirement
described in Iowa Code Supplement section 16.91(5)“a”(2).

9.7(1) Mission. The division is authorized under Iowa Code chapter 16 to issue title guaranties
throughout the state. The division’s public purpose is to facilitate lenders’ participation in the secondary
market and to promote land title stability through use of the abstract-attorney opinion system. The
division recognizes the 40-year title plant as the preferred method of providing title evidence for the
purpose of issuing title guaranties. The division must weigh the benefits of the traditional title plant
with other alternatives to ensure buyers and lenders high quality of title guaranties throughout the state,
rapid service, and a competitive price. To assist the division in this mission, Iowa Code Supplement
section 16.91(5)“b” expressly allows the division to waive the up-to-date title plant requirement.
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9.7(2) Definitions. The following words and phrases, when used in this rule, shall have the meanings
set forth below unless a meaning is inconsistent with the manifest intent or the context of a particular
rule:

“Availability of title guaranties”means that title guaranties are uniformly accessible throughout the
state to buyers and lenders with competitive pricing, service, and quality and that there are two or more
abstractors physically located in all 99 counties.

“Exempt attorney-abstractor,” as it relates to the title plant requirement, means a grandfathered
attorney or a waived attorney.

“Grandfathered attorney” means a participating attorney who has been providing abstract services
continuously from November 12, 1986, to the date of application to be a participating abstractor, either
personally or through persons under the participating attorney’s supervision and control, who is exempt
from the requirement to own or lease a title plant. This exemption is a personal exemption of the
individual participating attorney, is not transferable, and terminates at such time as the participating
attorney ceases providing abstracting services or upon the death or incapacity of the participating
attorney.

“Hardship” means deprivation, suffering, adversity, or long-term adverse financial impact in
complying with the title plant requirement that is more than minimal when considering all the
circumstances. Financial hardship alone may constitute a hardship.

“Interested person” means a person requesting a plant waiver, all division board members, all
participating abstractors in the county for which the waiver is requested, the Iowa State Bar Association,
the Iowa Land Title Association, and any person requesting such information that an application for
waiver has been made to the division.

“Person” means an individual, including a corporation, limited liability company, government or
governmental subdivision or agency, business trust, trust, partnership or association, or any other legal
entity.

“Public interest” means that which is beneficial to the public as a whole, including but not limited
to increasing competition among abstractors, encouraging the use of title guaranties throughout the
state, making title guaranties more competitive than out-of-state title insurance, increasing the division’s
market share, improving the quality of land titles, protecting consumers, and encouraging maximum
participation by participating abstractors and participating attorneys physically located in all 99 counties.

“Title plant”means tract indices or their equivalent as maintained in each county by local custom and
practice for real estate in each county in which abstracts are prepared for real property titles guaranteed
by the division. The tract indices shall contain a reference to all instruments affecting the real estate
which are recorded in the office of the county recorder and shall commence not less than 40 years prior
to the date the abstractor commences participation in the title guaranty program.

“Waiver” or “Variance” means an action by the division which suspends in whole or in part the
requirement of the use of a current tract index described in Iowa Code Supplement section 16.91(5) as
applied to an abstractor.

9.7(3) Filing of application. An applicant must submit a plant waiver application in writing to the
attention of the director of the Title Guaranty Division of the Iowa Finance Authority, 2015 Grand
Avenue, Des Moines, Iowa 50312.

9.7(4) Content of application. The title guaranty division may provide an application form on the
division’s Web site. A plant waiver application shall include, at a minimum, the following information
where applicable and known to the applicant:

a. The name, business address, E-mail address, and telephone number of the abstractor for whom
a waiver is being requested;

b. The type of waiver being requested, as described in subrule 9.7(8);
c. A general description of the applicant’s business;
d. A description of intention to develop a 40-year tract index;
e. The relevant facts that the applicant believes would justify a waiver under subrules 9.7(7) and

9.7(8); and
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f. A signed statement from the applicant attesting to the accuracy of the facts provided in the
application.

9.7(5) Notification and response.
a. The division director shall acknowledge an application upon receipt. All interested persons

shall be contacted by E-mail and Web-site posting, and notice shall be given by United States first-class
mail to any party requesting the same in writing. Notice shall be given within 14 days of the receipt of
the application by the division director. Notification to an interested person is not a requirement for the
division board to consider the waiver, and failure to inform an interested person of an application for
waiver shall not void or otherwise nullify any action or decision of the division board.

b. Any person may submit a written statement in support of or in opposition to the application.
c. The application shall be placed on the agenda for the next scheduled division board meeting

which is at least 30 days after the application is filed unless a special meeting is requested by the
chairperson of the board or by written request of two board members.

9.7(6) Board meeting action.
a. The informal review of the waiver is not a contested case proceeding but other agency action

wherein the rules of evidence are not applicable.
b. To preserve order, the chairperson of the board may set reasonable limitations upon the number

of persons who may appear before the division board and the time allotted for presentations in favor of
and against the requested waiver.

c. Title guaranty director review. The title guaranty director shall investigate and review the
petition and its supporting documentation and, at the waiver meeting before the board, shall give the
board a recommendation to grant or deny the waiver.

d. The board shall consider the application, the criteria and type of waiver set forth in subrules
9.7(7) and 9.7(8), and then vote on the application.

9.7(7) Criteria for waiver or variance. In response to an application completed pursuant to subrule
9.7(4), the division board may issue a ruling permanently or provisionally waiving the requirement set
forth in Iowa Code Supplement section 16.91(5)“a”(2) of an up-to-date title plant requirement, if the
board finds both of the following:

a. The title plant requirement described in IowaCode Supplement section 16.91(5)“a”(2) imposes
a hardship to the abstractor or attorney; and

b. The waiver is:
(1) Clearly in the public interest; or
(2) Absolutely necessary to ensure availability of title guaranties throughout the state.
9.7(8) Type of waiver or variance granted. Provisional and permanent waivers described in this

subsection may be granted by the division board. Guidelines for provisional and permanent waivers are
as follows:

a. Provisional waivers. The division board may grant a provisional waiver of one year or less
to an applicant intending to build a title plant. If such time period is not sufficient, the applicant may
reapply to the division board for an extension of the waiver up to one additional year at the discretion of
the division board. The division board may grant a provisional waiver when the applicant provides the
following:

(1) Evidence that a title plant will be built for a specified county;
(2) Evidence of significant financial loss due to the inability to provide abstracts for the division;
(3) Evidence that the provisional waiver is necessary in order to produce a revenue stream to justify

the expense associated with building a title plant; and
(4) Professional references from two licensed Iowa attorneys or one participating plant-abstractor

attesting to the applicant’s ability to abstract.
b. Permanent waivers for attorneys. The division board may grant a permanent waiver to an

Iowa-licensed attorney.
(1) Attorneys granted a permanent waiver hold the same status as grandfathered attorneys and,

absent express legislative authority to the contrary, the board will not limit geographically an attorney’s
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ability to abstract for the division. However, the applicant may by contract with the division board agree
voluntarily to limit the applicant’s abstracting for the division to one or more specified counties.

(2) A permanent waiver is personal in nature and nontransferable. An attorney granted a permanent
waiver shall be personally liable for abstracting conducted on behalf of the division. Although an attorney
may abstract through a separate entity, such liability cannot be transferred to a corporate entity nor may
an attorney utilize a corporate structure which would shield the attorney from personal liability.

(3) Permanent waivers are predicated upon the attorney’s retaining an Iowa license to practice law.
An attorney whose license is suspended shall reapply to the division director upon reinstatement by the
Iowa Supreme Court. The division director has the discretion to refer the matter to the division board.

(4) There are two circumstances when an attorney may be granted a permanent waiver:
1. For attorney applicants with experience abstracting under the supervision and control of an

exempt attorney-abstractor, the board shall consider, at a minimum, the following:
● The applicant’s abstract experience. The board shall give considerable weight to an applicant’s

experience abstracting under the personal supervision and control of an exempt attorney-abstractor with
whom the applicant has had a close working relationship or with whom the applicant is a legal partner
or associate.

● Professional references. The board shall give considerable weight to a recommendation from
the exempt attorney-abstractor or grandfathered attorney who personally supervised the applicant’s
abstracting for a period of two years or more and who attests in writing or in person before the division
board regarding the applicant’s ability to abstract.

● Samples of abstracts prepared by the applicant.
● The division board shall give consideration to the number of participating abstractors physically

located in the county or counties where the applicant seeks to abstract in determining whether a waiver
should be granted.

2. For attorney applicants without experience working under the supervision and control of an
exempt attorney-abstractor, the board shall consider, at a minimum, the following:

● The applicant’s abstract experience;
● Professional references;
● Samples of abstracts prepared by the applicant;
● The applicant’s business plan;
● Evidence of clients and volume of additional transactions that will be brought into the title

guaranty abstract/attorney system as a result of the waiver;
● The number, availability, service and quality of other abstractors available to perform

abstracting and whether the grant of a permanent waiver will adversely impact the business of other
participating abstractors;

● Whether the applicant demonstrates the inability to abstract under the supervision and control
of an exempt attorney.

c. Permanent waivers for non-attorneys.
(1) The board may grant a permanent waiver with limitations as to county, or transaction type, or

both.
(2) In determining whether to grant a waiver, the board shall consider, at a minimum, the following:
1. The applicant’s abstract experience, maintenance of a title plant by the applicant in any other

county, and degree of participation by the applicant in the title guaranty division standards in excellence
program;

2. Professional references;
3. Samples of abstracts prepared by the applicant;
4. The applicant’s business plan;
5. Evidence of clients and volume of additional transactions that will be brought into the title

guaranty abstract/attorney system as a result of the waiver;
6. The number, availability, service and quality of other abstractors available to perform

abstracting and whether the grant of a permanent waiver will adversely impact the business of other
participating abstractors.
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9.7(9) Ruling. The division board shall direct the division director to prepare, or cause to be
prepared, a proposed written ruling setting forth the board’s rationale for granting or denying the
waiver. Action to adopt or direct changes to the proposed ruling will be taken by the division board at
a subsequent meeting. However, if the board directs the division director to prepare a proposed ruling
granting the waiver, the applicant may start abstracting while the ruling is being prepared, and staff
shall issue a new participating abstractor number to the applicant immediately.

a. The ruling granting or denying a waiver shall contain a reference to the particular applicant,
discuss the application of subrules 9.7(7) and 9.7(8), and describe how granting the waiver would
or would not advance the division’s statutory mission described in subrule 9.7(1). The ruling will
summarize the relevant facts and reasons upon which the action is based and include a description of the
precise scope and duration of the waiver if the waiver contains limitations, restrictions or requirements.

b. The final decision on whether the circumstances justify the granting of a waiver shall be made
at the sole discretion of the division board upon consideration of all relevant factors. Relevant factors
to be considered are the unique circumstances set out in the application, presentations given before the
board, the professional knowledge and expertise of the board members and division staff, and any other
resources available to the entire division board. Consideration should be afforded to rulings on prior
plant waiver requests, but the division board shall not be bound by such rulings.

c. Within seven days of its issuance, any ruling issued under subrule 9.7(9) shall be transmitted
to the applicant, the Iowa State Bar Association and the Iowa Land Title Association.

d. The decision of the division board shall be final agency action and all appeals shall be filed with
the Iowa District Court for Polk County.

9.7(10) Title plant certification. For applicants granted a provisional waiver, division staff shall
inspect the title plant and certify to the division board that the title plant is complete before the board
may grant up-to-date title plant status to the applicant. Upon certification of up-to-date title plant status,
the applicant must obtain approval from the division to conduct business under a name other than the
entity to which the provisional waiver was granted. Any transfer of a title plant must be approved by
division staff in order for the title plant to be a title guaranty abstractor.

9.7(11) Public availability. Applications for waivers and rulings on waiver applications are public
records under Iowa Code chapter 22. Some applications or rulings may contain information the division
is authorized or required to keep confidential. Division staff may accordingly redact confidential
information from applications or rulings prior to public inspection or dissemination.

9.7(12) Voiding or cancellation. A waiver or variance is voidable if material facts upon which the
petition is based are not true or if material facts have been withheld. A waiver or variance issued by
the division board may be withdrawn, canceled, or modified if, after appropriate notice and meeting, the
division board issues a ruling finding any of the following:

a. That the petitioner or the applicant who was the subject of the waiver ruling withheld or
misrepresented material facts relevant to the propriety or desirability of the waiver; or

b. That the alternative search method assuring that the public interest will be adequately protected
after issuance of the ruling has been demonstrated to be insufficient; or

c. That the subject of the waiver ruling has failed to comply with all conditions contained in the
ruling.

265—9.8(16) Application for title guaranty certificates.   The division may authorize entities engaged
in the real estate industry to apply directly to the division, to a participating attorney pursuant to Iowa
Code section 16.91(7), or to a participating abstractor approved to issue title guaranty pursuant to subrule
9.6(3), paragraph “f,” for a title guaranty commitment or certificate. The applicant shall complete and
submit such forms and other information as the division may require and pay the appropriate fee. Entities
engaged in the real estate industry which the division may authorize include, but are not limited to,
mortgage lenders as defined in Iowa Code section 16.1(27), and closing and escrow companies.

265—9.9(16) Contracts, forms, manuals, instructions, and guides.   The division shall adopt and
issue such contracts, forms, manuals, instructions, and guides as the division deems necessary to set
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out participation standards and requirements, and such other matters that the division deems necessary
for implementation and effective administration of the title guaranty program. The provisions of the
manuals, instructions, and guides shall be applicable to participants in the title guaranty program.

9.9(1) Adoption. The contracts, forms, manuals, instructions, and guides will be adopted or revised
or amended on approval of a majority vote of the division board, without publication of notice and
without providing an opportunity for public comment. In accordance with Iowa Code section 17A.4(2),
the contracts, forms, manuals, instructions, and guides are a classification of rule making for which notice
and public participation are impracticable and unnecessary because:

a. Iowa Code section 16.2 vests the powers of the division relating to the issuance of title
guaranties in the division board, and Iowa Code section 16.91 authorizes the division board to operate
the title guaranty program and adopt contracts and forms and set fees;

b. Such contracts, forms, manuals, instructions, and guides may need to be amended quickly to
address title underwriting standards and procedures, to protect the division and its programs, and to
ensure the efficient operation of the division; and

c. Participants are agents or quasi agents of the division and the contracts, forms, manuals,
instructions, and guides are intra-agency directives.

The division will inform the Iowa State Bar Association, the Iowa Land Title Association, and
any person requesting such information of any proposed change in the contracts, forms, manuals,
instructions, and guides at least 30 days prior to the date of the division board meeting at which the
matter will be considered. Interested parties may submit evidence or statements in support of or in
opposition to the proposal in writing or by personal appearance before the division board.

9.9(2) Availability. The contracts, forms, manuals, instructions, and guides are furnished to
participants in the title guaranty program at no charge. They may be reviewed and copied in their
entirety from the division’s Web site. Copies shall be deposited with the administrative rules coordinator
and at the state law library. Copies of paper editions for nonparticipants are available from the division
upon request for a fee. The division will charge a fee to recover the costs of the binder, contents, and
mailing for the paper editions. Current price information is available upon request from the division.

265—9.10(16) Rates.   The division board shall fix the rate or fee, if any, for the owner’s guaranty, the
lender’s guaranty, the various endorsements, the closing protection letter and any other product or service
that will be offered by the division. The division shall set the rates by resolution and may change the
rates from time to time in the same manner.

265—9.11(16) Fees and premiums.   No participant in the title guaranty program shall charge or receive
any portion of the fee for the guaranty or the fee for any other product or service that is paid to the
division.

9.11(1) A participant shall calculate the title certificate fees according to the applicable rate schedule
in effect on the effective date of the commitment or of the certificate, whichever is earlier. A participant
shall collect the fee in effect for any other product or service offered by the division at the time the
product or service is sold.

9.11(2) A participant may charge and collect fees that are customarily charged for services or other
products provided as part of a real property transaction.

9.11(3) All fees collected by a participant payable to the division shall be held for the use and benefit
of the division until paid to the division. The participant shall remit the fees payable to the division at
the time and in the manner directed by the division from time to time, but in no event later than the date
of the issuance of the guaranty.

265—9.12(16) Audit procedures.
9.12(1) Serialized forms audit. The division will periodically supply to a participant who issues title

guaranty certificates a list of all serialized forms that, according to the division’s records, are in the
custody and control of the participant. The participant shall, within 15 days of receipt of the list of
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serialized forms, return the list to the division either with a certification that it is correct or with an
explanation of any discrepancies between the records of the division and those of the participant.

9.12(2) Office audits. The division may, with or without notice to a participating abstractor or
participating attorney, audit the participant at the participant’s office. This audit may include, but need
not be limited to, a review of the participant’s commitment and policy issuance procedures, an audit of
serialized forms, an audit and test of title plants and tract indices, and verification of the participant’s
compliance with participation agreements, the Code of Iowa, these rules, manuals, and guides and any
other written or oral instructions or requirements of the division.

265—9.13(16) Claims.
9.13(1) Claim procedures. In the event of loss or damage or potential loss or damage arising by

reason of a matter actually, possibly, or allegedly within the coverage of a commitment or certificate or
by reason of any other matter for which the division is actually, possibly, or allegedly liable (referred to
herein as a “claim”), the rights and responsibilities of the division and the participating abstractor and
participating attorney are as follows:

a. Upon receipt of notice by a participant of a claim, the participant must notify the division in
writing, setting forth and including at a minimum:

(1) The name, address, and telephone number of the claimant and the claimant’s attorney, if any;
(2) The number assigned to the commitment and certificate and a copy of the commitment and

certificate if not previously forwarded to the division; and
(3) A description of the claim and copies of any documents, correspondence, surveys, title searches,

or other writings, and other information supplied to or available to the participant relevant to the claim.
Under this rule, the participant shall notify the division within three business days of receipt of

information about a claim by the participant and shall mail notification to the division by first-class mail
at the division’s address in subrule 9.4(1). In addition to the notice required by the preceding sentence,
if the nature of the claim is such that the insured claimant or the division, or both, may suffer loss or
damage that might be reduced or avoided by notice given more promptly than required by the preceding
sentence, the participant shall notify the division by telephone, facsimile transmission, overnight mail or
other overnight delivery service, or any combination of these methods.

b. When a participant receives a request from the division for information with respect to a claim,
the participant shall supply to the division any documents, correspondence, surveys, abstracts of title,
title searches, other writings, or other information known by or available to the participant and relevant
to the claim, even if not specifically requested by the division. The participant’s response to the division
under this paragraph must be made within three days of the participant’s receipt of the request and must
be sent by first-class mail to the division employee, agent, or other authorized person who requested the
information. In addition to the participant’s response as required by the preceding sentence, if the nature
of the claim is such that the insured claimant or the division, or both, may suffer loss or damage that
might be reduced or avoided by a response quicker than that required by the preceding sentence, or if the
division requests a quicker response, the participant shall respond by telephone, facsimile transmission,
overnight mail or other overnight delivery service, or any combination of these methods, to the division
employee, agent, or other authorized person requesting the information.

c. A participant shall cooperate fully in the investigation and resolution of a claim and shall supply
any additional, new information that may come to the participant’s attention with such promptness as
the circumstances permit.

d. The division may, with or without prior notice to the participant or participants involved,
investigate and resolve any claim in any manner that, in the division’s sole discretion, the division may
deem advisable. Investigation and resolution may include, but are not limited to, determinations of
liability, retention of counsel for the division or for the insured claimant, settlement with the insured
claimant or other party, and recovery of amounts paid.

9.13(2) Claim loss recovery from participants.
a. Amounts paid by the division in the investigation and resolution of a claim, hereinafter referred

to as a “claim loss,” including, but not limited to, payments to the insured, payments to adverse claimants,
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attorneys’ fees, and all other expenses and costs related to or arising from the claim in accordance with
the provisions of this rule, are recoverable from a participant by the division.

b. In the absence of knowledge by the participant about the title defect or other matter causing the
claim loss, the division shall not seek recovery from the participant when a claim loss arises from one
or more of the following:

(1) Hidden defects, including, but not limited to, forged deeds and mortgages, false affidavits, and
false statements of marital status;

(2) Errors by public officials in maintaining and indexing the public records including, but not
limited to, errors by county assessors, recorders, clerks, and treasurers;

(3) Errors in these rules, the division’s manuals, guides, procedures, and any other written or oral
instructions or requirements given by the division that the participant relies upon in issuing an abstract
of title, opinion, commitment, certificate, or endorsement;

(4) Errors in surveys provided by registered Iowa land surveyors that the participant relies upon in
giving survey coverage or issuing an endorsement or endorsements; or

(5) Underwriting determinations or title risks approved by the division prior to issuance of the
abstract of title, opinion, commitment, certificate, or endorsement.

c. The participant shall reimburse the division for a claim loss when the division determines, in
accordance with 9.13(2)“d,” that the participant is liable and when the claim loss arises from one or
more of the following:

(1) Errors by the participant in the title search and report of information in the public record;
(2) Reliance by the participant upon sources of title searches and other title information that had

not been approved by the division at the time of the reliance;
(3) Errors made by the participant in examining the title information provided in an abstract of title,

survey, affidavit, or other source of title information;
(4) Errors made by the participant in the preparation or review of an abstract of title, opinion,

commitment or certificate;
(5) Knowing issuance of an abstract of title, opinion, commitment or certificate by the participant

upon a defective title; or
(6) Failure of the participant to follow these rules, the division’s manuals, guides, procedures, or

any other written or oral instructions or requirements given by the division with respect to any other
matters not included within 9.13(2)“c.”

d. Unless another rule, the Code of Iowa, a procedure, or a guideline provides for a different
standard of liability or other rule for determining whether the participant shall be liable for a claim loss,
the division shall apply the following standards:

(1) In the event that a claim loss occurs for which the division may seek recovery from the
participant under 9.13(2)“c”(1), the division may demand reimbursement from the participant if the
participant was grossly negligent in conducting the title search. Gross negligence includes the failure
to make a search or the use of inadequate search procedures. Gross negligence under the preceding
sentence includes but is not limited to failure to search certain indices, failure to search all names of
parties with an interest in the real estate, or failure to search in all public offices required by the division
search procedures or procedures used by prudent title searchers if the division has not established
specific search procedures. In making its determination whether to seek recovery, the division may
consider the complexity of the public record, the reliance of the participant upon division-approved
search procedures, the training and experience of the person who made the error, and the existence or
nonexistence of previous search errors by the participant.

(2) In the event that a claim loss occurs for which the division may seek recovery from the
participant under 9.13(2)“c”(2), the division may demand reimbursement from the participant if the
participant relied upon sources of title searches or other title information that had not been approved
by the division at the time of the reliance.

(3) In the event that a claim loss occurs for which the division may seek recovery from the
participant under 9.13(2)“c”(3), the division may demand reimbursement from the participant if the
participant negligently examined the title information used in making a title determination, failed to
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raise an appropriate exception, waived an exception, or endorsed a title commitment or certificate.
The division may make full review of local county abstracting standards and bar title rules as a guide
to determine whether the participant has failed to meet the standard of skill and competence of an
abstractor who prepares an abstract of title or a lawyer who examines titles in the community where the
claim arose. The division may also consider whether the participant followed these rules, the division’s
manuals, guides, procedures, or any other written or oral instructions or requirements given by the
division in examining the title. In addition, the division may seek input from other participants in the
community in which the claim arose as to the standard of care of an abstractor who prepares an abstract
of title or of a lawyer who examines titles in that community.

(4) In the event that a claim loss occurs for which the division may seek recovery from the
participant under 9.13(2)“c”(4), the division may demand reimbursement from the participant if the
participant negligently prepared and reviewed an abstract of title, opinion, commitment or certificate.

(5) In the event that a claim loss occurs for which the division may seek recovery from the
participant under 9.13(2)“c”(5), the division may demand reimbursement from the participant if the
issuance of the abstract of title, opinion, commitment or certificate constituted fraud, concealment or
dishonesty, or if the issuance of the abstract of title, opinion, commitment or certificate was based upon
an underwriting decision on an unusual risk that was made without contacting the division for approval.

(6) In the event that a claim loss occurs for which the division may seek recovery from the
participant under 9.13(2)“c”(6), the division may demand reimbursement from the participant if the
participant failed to follow these rules, the division’s manuals, guides, procedures, or any other written
or oral instructions or requirements given by the division with respect to the matter causing the claim
loss.

(7) In the event the division seeks reimbursement from a participant, the division shall state the
basis of the reimbursement as indicated in 9.13(2)“c” and 9.13(2)“d”(1) to (6).

e. The division board may, from time to time by resolution, establish levels of authority, including
dollar amounts, for the board, the director and division staff for the settlement of claims made under the
title guaranty certificates.

265—9.14(16) Rules of construction.   In the construction of these rules, the following rules shall be
observed, unless either the rules of the Iowa Code chapter 4, Construction of Statutes, or the following
rules are inconsistent with the manifest intent or the context of the rule:

The word “shall” means mandatory and not permissive and the word “may” means permissive and
not mandatory.

The word “closing” includes, but is not limited to, the recording of a deed executed and delivered
in lieu of a mortgage foreclosure or pursuant to a mortgage foreclosure proceeding and also includes the
entry into a binding agreement and transfer of possession by a seller to a buyer on a contract sale of land.

Nothing contained in these rules shall be construed to require a participating attorney to disclose
privileged information of a client to the division or to any other party.

Any rule that provides a specific remedy or sanction for violation of the rule shall not be construed
as limiting the ability of the division to pursue and enforce other penalties or sanctions under these rules,
or otherwise, against the participating abstractor, participating attorney or other person responsible or
liable, either separately, concurrently, cumulatively, or in any combination, at the sole discretion of the
division.

The failure of the division to enforce a right or remedy under these rules, a statute, or the common
law shall not be construed as a waiver of such right or remedy either in the specific instance or in any
other instance.

265—9.15(16) Implementation.   The provisions for abstracting requirements in the event of refinancing
a mortgage or granting a second mortgage set out in subrule 9.6(4), first unnumbered paragraph, shall
be implemented upon the issuance of a manual, instruction or guide by the division board.

265—9.16(16) Forms, endorsements, and manuals.   Rescinded IAB 8/4/04, effective 9/8/04.
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265—9.17(16) Application for waiver of participation requirements.   Rescinded IAB 8/4/04,
effective 9/8/04.

265—9.18(16) Rates.   Rescinded IAB 8/4/04, effective 9/8/04.

265—9.19(16) Charges.   Rescinded IAB 8/4/04, effective 9/8/04.

265—9.20(16) Mortgage release certificate.
9.20(1) Definitions. As used in this rule, unless the context otherwise requires:
“Authority” means the Iowa finance authority described in Iowa Code chapter 16.
“Certificate” means the certificate of release or partial release of mortgage issued by the division.
“Claim for damages” means a claim for actual money damages against the division caused by the

division’s wrongfully or erroneously, through an act of negligence, filing a certificate while the staff of
the division are acting within the scope of their office or employment.

“Division” means the title guaranty division in the Iowa finance authority.
“Effective release or satisfaction”means a release or satisfaction of mortgage pursuant to Iowa Code

chapter 655.
“Mortgage” means a mortgage or mortgage lien on an interest in real property in this state given to

secure a loan in an original principal amount, including any future advances, equal to or less than:
1. For mortgages paid off by the division staff, $20,000,000.
2. For mortgages paid off by a division closer within a division closing, $20,000,000.
3. For all other mortgages, without prior division written approval, $1,000,000.
“Mortgagee” means the grantee of a mortgage. If a mortgage has been assigned of record, the

mortgagee is the last person to whom the mortgage is assigned of record.
“Mortgage servicer” means the mortgagee or a person other than the mortgagee to whom a

mortgagor or the mortgagor’s successor in interest is instructed by the mortgagee to send payments on a
loan secured by the mortgage. A person transmitting a payoff statement for a mortgage is the mortgage
servicer for purposes of such mortgage.

“Mortgagor” means the grantor of a mortgage.
“Payoff statement” means a written statement furnished by the mortgage servicer which sets forth

all of the following:
1. The unpaid balance of the loan secured by a mortgage, including principal, interest, and any

other charges properly due under or secured by the mortgage, or the amount required to be paid in order
to release or partially release the mortgage.

2. Interest on a per-day basis for an amount set forth pursuant to “1” above.
3. The address where payment is to be sent or other specific instructions for making a payment.
4. If, after payment of the unpaid balance of the loan secured by the mortgage, the mortgage

continues to secure any unpaid obligation due the mortgagee or any unfunded commitment by the
mortgagor to the mortgagee, the legal description of the property that will be released from the
mortgage.

“Person” shall have the same meaning as in Iowa Code chapter 4.
“Prior mortgage”means a mortgage for which an effective release or satisfaction has not been filed

of record which was either paid in full by someone other than the real estate lender or closer or was paid
by the real estate lender or closer under a previous transaction.

“Real estate lender or closer” means a person licensed to regularly lend moneys in Iowa to be
secured by amortgage on real property in this state, a licensed real estate broker, a participating abstractor
or a licensed attorney.

9.20(2) Request for certificate.
a. A real estate lender or closer may request a certificate from the division by submitting:
(1) A fully and accurately completed request form.
(2) All necessary documents and information to support the certificationsmade on the request form,

if required to be submitted.
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(3) Payment, if required by the division, of the filing fee by check or money order made payable
to the filing officer of the county in which the certificate is to be recorded in the amount of the filing
fee imposed by the filing officer of the county in which the certificate is to be recorded. If duplicate
certificates are to be recorded in more than one county, additional checks or money orders payable to the
filing officer of such counties shall be submitted.

b. A certificate which is not a full release but is executed and recorded to release part of the security
described in a mortgage shall be issued only when the real estate lender or closer has paid the mortgage
servicer for the partial release. A certificate shall not be issued for a partial release if the real estate lender
or closer is requesting a release pursuant to Iowa Code section 16.92(7).

c. In the event a person requesting a certificate fails to complete any of the steps or include any
of the required information described in this rule, the division may reject the request for a certificate and
require the person to refile or amend the request so that it conforms to the provisions of the law or this
rule.

9.20(3) Forms.
a. Requests for mortgage release certificates shall be made on forms developed and provided by

the division. The forms may be obtained from the division or from the authority’s Internet Web site
located at www.iowafinanceauthority.gov. The real estate lender or closer must use the forms developed
and provided by the division; however, it is permissible to use reproductions of the forms, including
reproductions placed in a word processing program. A reproduced form must substantially conform to
the forms provided by the division. A nonconforming form may be rejected by the division.

b. The forms to request a certificate of release shall identify the mortgage to be released and shall
contain sufficient information to identify that the requester is a real estate lender or closer; establish that
the time requirements have elapsed; establish the party or parties to receive notice of the request; indicate
that the debt secured by the mortgage to be released has been paid and the mortgage to be released meets
the definition of “mortgage” set forth in subrule 9.20(1); and, in the case of requests for partial releases,
include the legal description of the property that will be released from the mortgage.

c. The forms giving notice of the request shall be directed to the last-knownmortgage servicer and
shall contain sufficient information to identify the mortgage to be released; inform the mortgage servicer
what is required to prevent the filing of a certificate of release; establish a time limit for the mortgage
servicer to respond; and, in the case of requests for partial releases, include the legal description of the
property that will be released from the mortgage.

d. The certificate of release form shall contain sufficient information to identify the mortgage
released; recite the authority for the certificate; recite that the substantive and procedural requirements
as to the amount of debt, payment, notice, or other requirements of the division have been met; and, in
the case of partial releases, include the legal description of the property that will be released from the
mortgage.

e. The notice by publication form shall contain sufficient information to identify the mortgage to
be released; inform the mortgage servicer what is required to prevent the filing of a certificate of release;
establish a time limit for the mortgage servicer to respond; and, in the case of requests for partial releases,
include the legal description of the property that will be released from the mortgage.

f. All forms may require real estate lenders or closers to provide other information as may be
required by law or this rule.

9.20(4) Certification to the division—mortgages paid by real estate lender or closer. To obtain a
certificate for a mortgage which the mortgage lender or closer has paid and an effective release or partial
release has not been filed of record, the mortgage lender or closer shall certify to the division in writing
on the form provided:

a. That more than 30 days have elapsed since the date the payment was sent.
b. That, as of the date of the request for a certificate, no effectivemortgage release or partial release

appears of record.
c. That the payoff statement satisfies one of the following:
(1) The statement does not indicate that the mortgage continues to secure an unpaid obligation due

the mortgagee or an unfunded commitment by the mortgagor to the mortgagee; or
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(2) The statement contains the legal description of the property to be released from the mortgage.
d. That payment was made in accordance with the payoff statement, including a statement as to

the date the payment was received by the mortgagee or mortgage servicer, as evidenced by one or more
of the following in the records of the real estate lender or closer or its agent:

(1) A bank check, certified check, escrow account check, real estate broker trust account check, or
attorney trust account check that was negotiated by the mortgagee or mortgage servicer.

(2) Other documentary evidence satisfactory to the division of payment to the mortgagee or
mortgage servicer.

e. That the mortgage to be released meets the definition of “mortgage” set forth in subrule 9.20(1).
f. That the information provided to identify the mortgage to be released includes the name of the

mortgagor, the name of the original mortgagee, the mortgage servicer and last-known mailing address,
the date of the mortgage, the date of recording, the county of recording, volume and page, or other
applicable recording information in the real property records where the mortgage is to be released, and
the same information for the last recorded assignment of record.

g. That any documents or other information attached to or included in the form and submitted in
support of the request are original documents or are true and accurate reproductions and that the subject
matter contained in the documents is true and correct.

h. If the last-known address of the mortgage servicer is unknown and the real estate lender or
closer requesting the certificate is unable to locate an address for the last mortgage servicer of record,
the real estate lender or closer may attach an affidavit to the request that service by certified mail on the
mortgage servicer is not possible because the last-known address of the mortgage servicer is unknown
and the real estate lender or closer, after exercising due diligence, is unable to locate an address for the
last mortgage servicer of record.

9.20(5) Certification to the division—prior mortgages. To obtain a release of a mortgage that has
been paid in full by someone other than the real estate lender or closer, or was paid by the real estate
lender or closer under a previous transaction, and an effective release has not been filed of record, the
mortgage lender or closer shall certify to the division in writing on the form provided:

a. That the mortgage was paid in full in accordance with one of the following:
(1) By someone other than the real estate lender or closer requesting the certificate.
(2) By the real estate lender or closer under a previous transaction.
b. That, as of the date of the request for a certificate, no effective mortgage release appears of

record.
c. That the mortgage to be released meets the definition of “mortgage” set forth in subrule 9.20(1).
d. That the information provided to identify the mortgage to be released includes the name of the

mortgagor, the name of the original mortgagee, the mortgage servicer and last-known mailing address,
the date of the mortgage, the date of recording, the county of recording, volume and page, or other
applicable recording information in the real property records where the mortgage is to be released, and
the same information for the last recorded assignment of record.

e. That any documents or other information attached to or included in the form and submitted in
support of the request are original documents or are true and accurate reproductions and that the subject
matter contained in the documents is true and correct.

f. If the last-known address of the mortgage servicer is unknown and the real estate lender or
closer requesting the certificate is unable to locate an address for the last mortgage servicer of record,
the real estate lender or closer may attach an affidavit to the request that service by certified mail on the
mortgage servicer is not possible because the last-known address of the mortgage servicer is unknown
and the real estate lender or closer, after exercising due diligence, is unable to locate an address for the
last mortgage servicer of record.

9.20(6) Division determination to give notice—reliance on information submitted.
a. Upon receipt of a request for issuance of a certificate, the division shall determine that an

effective release has not been executed and recorded within 30 days after the date payment was sent
or otherwise made in accordance with a payoff statement based upon the information submitted by the
person seeking the certificate.
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b. The division may use discretion in determining whether an effective release has been executed
and recorded and shall rely on the information contained in the request in determining whether further
inquiry may be required before giving notice of intent to issue a certificate.

c. The division shall not be required to make a physical search of the real property records in the
county or counties where the certificate is to be recorded nor will the division be required to obtain
any formal report such as a lien search, abstract opinion, or attorney’s opinion. The division may,
but is not required to, verify the status of an effective release by contacting the officer responsible for
maintaining the real property records of the county in which the certificate is to be recorded; however,
if such verification is determined to be necessary, the division may rely on information from the filing
officer obtained by telephone, facsimile, electronic mail, or other such means.

d. The division shall not be required to verify or research the accuracy or status of a title to any
legal descriptions which are requested to be partially released. The division shall rely on the descriptions
certified to the division in the request for a certificate of partial release.

9.20(7) Contested case proceeding. In the event a person who is seeking a certificate is aggrieved by
the decision of the division not to issue a certificate and wishes to challenge that decision, the personmust
request a contested case proceeding pursuant to the rules described in 265—Chapter 7. The request for a
contested case proceeding must be filed with the division within ten days from the date of the division’s
decision not to issue a certificate. An aggrieved person must exhaust all administrative remedies before
that person may file a proceeding in any court.

9.20(8) Notice of intent to issue certificate and recording.
a. Upon determination that an effective release or partial release has not been executed and

recorded within 30 days after the date payment was sent or otherwise made in accordance with a payoff
statement, the division shall send written notice of intent to execute a certificate by certified mail to the
last-known address of the last mortgage servicer of record. If the real estate lender or closer requesting
the certificate has attached an affidavit to the request that service by certified mail on the mortgage
servicer is not possible because the last-known address of the mortgage servicer is unknown and the
real estate lender or closer is unable to locate an address for the last mortgage servicer of record, the
division shall proceed pursuant to paragraph 9.20(8)“e.”

b. The notice shall be given by certified mail and the 30-day period shall begin on the date the
notice is placed in the custody of the United States Postal Service for delivery to the mortgage servicer.

c. The notice shall state that a certificate shall be recorded by the division after 30 days from the
date the notice was mailed unless the mortgage servicer notifies the division of any reason the certificate
of release should not be executed and recorded.

d. In the event the notice sent by certified mail to the last-known mortgage servicer of record
is returned to the division for the reason that the mortgage servicer is no longer at the address or the
certificate of receipt is not returned within 30 days of mailing, the division shall proceed pursuant to
paragraph 9.20(8)“e.”

e. In the event the division is unable to serve the mortgage servicer, the division shall prepare a
notice for publication and send it to the real estate lender or closer for publication in a newspaper of
general circulation in the county in which the mortgage to be released is recorded. Notice by publication
shall be once each week for three consecutive weeks and shall provide for a 20-day period following the
last publication for the mortgage servicer to respond to the division. A copy of the notice together with a
certificate of publication shall be submitted to the division after the last publication date. Upon receipt of
the certified notice and expiration of the time to respond, the division shall file the certificate of release
provided that the mortgage servicer has not notified the division of any satisfactory reason the certificate
of release should not be executed and recorded. The notice shall also be posted to the authority’s Web
page.

f. If, prior to executing and recording the certificate of release, the division receives written
notification setting forth reasons satisfactory to the division why the certificate of release should not
be executed and recorded by the division, the division shall not execute and record the certificate
of release. The division may use its discretion in determining whether a satisfactory reason not to
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record the certificate has been given depending upon the facts. A satisfactory reason not to record the
certificate includes, but is not limited to:

(1) Evidence of an unpaid balance under the terms of any loan secured by the mortgage.
(2) Evidence that a release or satisfaction of mortgage pursuant to Iowa Code chapter 655 has been

placed of record.
(3) Failure to submit any information requested by the division or required by the law or this rule.
g. In the event the division determines that a certificate should not be recorded, the division shall

return the check or money order, which was made payable to the county filing officer, to the real estate
lender or closer that requested the certificate.

h. If the division does not receive written notification setting forth a reason satisfactory to the
division why the certificate of release should not be executed and recorded, the division shall proceed to
execute and record the certificate. The certificate shall be delivered, along with proper recording fees,
to the filing officer in the county where the subject property is located.

i. If duplicate certificates were requested, the division will also deliver the duplicate certificates
to the filing officer of those counties.

j. If duplicate certificates were not requested, the real estate lender or closer may record a certified
copy of the certificate in another county with the same effect as the original.

9.20(9) Certificate—mortgages paid by real estate lender or closer. Certificates issued onmortgages
paid by the real estate lender or closer shall contain substantially the following information:

a. That the division sent the 30-day notice required by Iowa Code section 16.92(2)“c” and that
more than 30 days have elapsed since the date the notice was sent.

b. That the division did not receive written notification setting forth a reason satisfactory to the
division why the certificate of release should not be executed and recorded.

c. A statement indicating one of the following:
(1) That the mortgage servicer provided a payoff statement that was used to make payment, and

it does not indicate that the mortgage continues to secure an unpaid obligation due the mortgagee or an
unfunded commitment by the mortgagor to the mortgagee.

(2) That the mortgage release certificate is a partial release of the mortgage and contains the legal
description of the property that will continue to be subject to the mortgage.

d. That payment was made in accordance with the payoff statement including the date the payment
was received by the mortgagee or mortgage servicer as evidenced by a bank check, certified check,
escrow account check, real estate broker trust account check, or attorney trust account check that was
negotiated by the mortgagee or mortgage servicer or other documentary evidence of payment to the
mortgagee or mortgage servicer.

e. That the mortgage to be released meets the definition of “mortgage” set forth in subrule 9.20(1).
f. Information to identify the mortgage to be released includes the name of the mortgagor, the

name of the original mortgagee, the mortgage servicer, the date of the mortgage, the date of recording,
county of recording, volume and page, or other applicable recording information in the real property
records where the mortgage is to be released, and the same information for the last recorded assignment
of record.

g. That the person executing the certificate is a duly authorized officer or employee of the division.
9.20(10) Certificate—prior mortgages. Certificates issued on mortgages that have been paid in full

by someone other than the real estate lender or closer or were paid by the real estate lender or closer
under a previous transaction shall contain substantially the following information:

a. That the division sent the 30-day notice required by Iowa Code section 16.92(2)“c” and that
more than 30 days have elapsed since the date the notice was sent.

b. That the division did not receive written notification setting forth a reason satisfactory to the
division why the certificate of release should not be executed and recorded.

c. A statement indicating the mortgage was paid in full in accordance with one of the following:
(1) By someone other than the real estate lender or closer requesting the certificate.
(2) By the real estate lender or closer under a previous transaction.
d. That the mortgage to be released meets the definition of “mortgage” set forth in subrule 9.20(1).
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e. Information to identify the mortgage to be released includes the name of the mortgagor, the
name of the original mortgagee, the mortgage servicer, the date of the mortgage, the date of recording,
county of recording, volume and page, or other applicable recording information in the real property
records where the mortgage is to be released, and the same information for the last recorded assignment
of record.

f. That the person executing the certificate is a duly authorized officer or employee of the division.
9.20(11) Authority to sign certificate. The board of directors of the division may, by resolution,

authorize such personnel within the division as the board should determine to execute and record the
certificates pursuant to Iowa Code section 16.92 and this rule.

9.20(12) Records—return to the division. The certificate of release shall contain instructions to the
filing officer(s) to return the document to the division, once file-stamped and entered in the real estate
records of the county.

9.20(13) Photocopy. The division shall transmit a copy of the recorded certificate to the real estate
lender or closer that requested the certificate.

9.20(14) Effect of filing of the certificate of release. For purposes of a release or partial release of a
mortgage, a certificate of release executed under this rule that contains the information and statements
required under Iowa Code section 16.92 and this rule is prima facie evidence of the facts contained in
such release or partial release, is entitled to be recorded with the county recorder where the mortgage is
recorded, operates as a release or partial release of the mortgage described in the certificate of release,
and may be relied upon by any person who owns or subsequently acquires an interest in the property
released from the mortgage. The county recorder shall rely upon the certificate of release to release the
mortgage.

9.20(15) Effect of wrongful or erroneous recording of a certificate of release. A wrongful or
erroneous recording of a certificate of release by the division or the authority shall not relieve the
mortgagor, or the mortgagor’s successors or assigns on the debt, from personal liability on the loan or
on other obligations secured by the mortgage.

9.20(16) Liability of the division. In addition to any other remedy provided by law, if the division
or the authority through an act of negligence wrongfully or erroneously records a certificate of release
pursuant to this rule, the division is liable to the mortgagee and mortgage servicer for actual damages
sustained due to the recording of the certificate of release. Prior to any such satisfaction or resolution
of a claim for wrongful or erroneous filing of a certificate of release, the division will inform the real
estate lender or closer that requested the certificate about the proposed terms and allow it a reasonable
opportunity to resolve or satisfy the claim on other terms.

9.20(17) Subrogation. Upon payment of a claim relating to the recording of a certificate, the division
is subrogated to the rights of the claimant against all persons relating to the claim including, but not
limited to, the real estate lender or closer that requested the certificate.

9.20(18) Additional remedies. In addition to any other remedy provided by law, the division may
recover from the real estate lender or closer who requested the certificate all expenses incurred, and all
damages including punitive or exemplary damages paid to the mortgagee or mortgage service provider,
in satisfaction or resolution of a claim for wrongful or erroneous filing of a certificate of release.

9.20(19) Record keeping. The original certificate of release document shall remain in the records of
the division or the authority for the minimum period of one year after execution. After this time, records
may be stored by electronic or other means. Requests and other documents generated or received under
this system shall be indexed in such a manner as to allow their retrieval at a future date.

This rule is intended to implement Iowa Code Supplement section 16.92 as amended by 2008 Iowa
Acts, House File 2700.

265—9.21(16) Seal.   The division shall have a corporate seal that may be altered from time to time.
The seal shall impress the words “Title Guaranty Division Iowa Finance Authority” and may be used to
authenticate acts and legal instruments of the division.
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265—9.22(16) Closing protection letters.
9.22(1) Definitions. The following words and phrases, when used in this rule and in the program

requirements, applications and instructions adopted by the division board pursuant thereto, shall have
the meanings set forth below unless inconsistent with the manifest intent or the context of the rules:

“Certificate”means division certificate, including any part or schedule thereof and any endorsements
thereto.

“Closing protection letter” means an agreement by the division to indemnify a lender or owner or
both for loss caused by a division closer’s theft of settlement funds or failure to comply with written
closing instructions relating to title certificate coverage when agreed to by the division closer.

“Commitment”means division commitment to guarantee title, including any part or schedule thereof
and any endorsements thereto.

“Division” means title guaranty division, a division of the Iowa finance authority.
“Division board” means the board of the title guaranty division created pursuant to Iowa Code

section 16.2(1).
“Division closer”means a participating attorney, a participating abstractor, or an independent closer

who is currently authorized by the division to close division commitments under protection of a closing
protection letter.

“Division closing”means a settlement in which a division closer is appointed to finalize a real estate
transaction in accordancewith general and specific instructions prior to disbursement of the loan proceeds
and for which a closing protection letter is issued.

“Division escrow account” means, in conjunction with division closings, escrows, settlements, and
title indemnities, any checking account utilized for the purpose of handling:

1. Deposits including, but not limited to, the acceptance of incoming funds from the lender or
borrower or both; and

2. Disbursements including, but not limited to, sellers’ proceeds, mortgage payoffs, expenses of
sale, and professional fees.
However, “division escrow account” shall not include client trust accounts subject to the requirements
of chapter 45 of the Iowa Court Rules.

“Form” or “forms” means printed instruments used in guaranteeing title to Iowa real estate that,
when completed and executed, create contractual obligations or rights affecting the division.

“Independent closer” means a person or entity, other than a participating attorney or participating
abstractor, conducting real estate closings and authorized to close transactions under protection of closing
protection letters from the division.

9.22(2) Issuance of closing protection letters. Division closers may be authorized to receive a
closing protection letter when:

a. A division closer has completed division forms and procedures training,
b. The division director has approved the application, and
c. A division commitment is issued.
9.22(3) Application. Application for designation of division closer status shall be on forms provided

by the division, and all requested information shall be provided with the application form. The division
may consider an application withdrawn if it does not contain all of the information required and the
information is not submitted to the division within 30 days after the division requests the information.
The application shall be accompanied by a fee to be set by the division board. The division director shall
approve or deny the application within 90 days after the application has been accepted for processing
and send written notice thereof to the applicant.

9.22(4) Additional requirements. The division board may adopt program guidelines and application
requirements such as indemnity agreements, criminal background checks, and bonding and insurance
requirements.

9.22(5) Guidelines. In determining whether to approve or deny an application for designation of
division closer status, the division director may consider the following factors, including but not limited
to:
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a. Needs of the public and existing or potential customers of the applicant to be served by a
designation of division closer status.

b. A history of operation and management of the applicant’s business.
c. Character, fitness, financial responsibility and experience of the applicant and the applicant’s

employees.
d. Criminal background checks for felony or misdemeanor convictions of the applicant or the

applicant’s employees involving moral turpitude.
e. A record of defaulting by the applicant or the applicant’s employees in payment of moneys

collected for others in this state or other states.
f. Ahistory of discharge of debts by the applicant or the applicant’s employees through bankruptcy

proceedings.
g. The applicant’s credit report, which is to be submitted directly to the division director at the

expense of the applicant.
h. Other factors as determined by the division director to be relevant.
9.22(6) Investigation. The division director may conduct an investigation as deemed necessary. The

division director may solicit, by whatever manner deemed appropriate, comments from other persons
conducting closings, or from any other person or entity which may be affected by or have an interest in
the pending application.

9.22(7) Revocation. The division director has discretion to revoke a division closer’s status for
reasons including but not limited to the following:

a. The financial condition of the division closer deteriorates.
b. The division director determines that the division closer’s activities are being conducted

unlawfully or in an unsafe or unsound manner.
9.22(8) Authority of division closer.
a. A division closer is authorized to conduct division closings only for the purposes and in the

manner set forth in the division closer’s agreement, the Code of Iowa, these rules, manuals, requirements
and any other instructions given by the division and in no other manner whatsoever. The authority of the
division closer under the preceding sentence is not exclusive and is subject to the rights of the authority,
the division and other division closers to transact the business of guaranteeing titles to real estate in Iowa
and is further subject to the right of the division to appoint other division closers.

b. A division closer shall obtain the written authorization of the division’s legal staff prior to
issuing a commitment or certificate which exceeds such amounts as the division board may set from
time to time by resolution. If any authorization required under this rule is not obtained through the act or
omission of the division closer, the division closer shall be strictly liable to the division for any resulting
loss or damage.

9.22(9) Division escrow accounts. The division board shall approve procedures and requirements
for the maintenance of division escrow accounts. Division closers shall comply with the rules and
requirements set by the division board with respect to the procedures, format, and style for maintaining
the division escrow accounts. The division board may require the division closer to provide an
irrevocable letter of direction to the institution at which each division escrow account is established,
authorizing the division to review and audit the institution’s records of such account at any such time
that the division, in its discretion, deems necessary.

9.22(10) Division forms. A division closer shall not change preprinted portions of the division forms
without the division’s prior written authorization. A division closer shall not use a form supplied by
another person or entity to bind the division, or otherwise bind the division to liability with a form, other
writing or representation not supplied or authorized by the division, and any attempt to do so shall be
ineffective.

9.22(11) Title/closing files. A division closer shall maintain files in such a manner that information
pertaining to closings and issuance of division commitments, certificates, and endorsements is readily
available to the division. A division closer shall maintain title files and the title portion of client files for
a period of ten years after the effective date of the certificate(s).



IAC 12/3/08 Iowa Finance Authority[265] Ch 9, p.23

9.22(12) Training. The division director may require a division closer and the division closer staff to
attend training sessions or continuing education seminars as deemed necessary by the division director
in order to ensure compliance with division procedures.

9.22(13) Office audits.
a. In accordance with subrule 9.12(2), the division may, with or without notice to a division

closer, audit the division closer at the division closer’s office. This audit may include a review of the
division closer’s division escrow account(s) and closing procedures, including verification of the division
closer’s compliance with division rules, participation agreements, manuals, and any other written or oral
instructions given by the division.

b. The division may, with or without notice, audit the division closer’s division escrow account(s).
c. Procedures for audits shall be conducted pursuant to standards and procedures approved by the

division board.
These rules are intended to implement Iowa Code sections 17A.3, 17A.9, 17A.10, and 535.8(10),

2007 Iowa Code Supplement sections 16.1, 16.2, 16.3, 16.5, 16.40, and 16.91, and Iowa Code section
16.93 as amended by 2008 Iowa Acts, Senate File 2117.

[Filed 2/28/86, Notice 1/15/86—published 3/26/86, effective 4/30/86]
[Filed 12/12/86, Notice 10/22/86—published 12/31/86, effective 2/4/87]
[Filed 7/10/87, Notice 6/3/87—published 7/29/87, effective 9/2/87]
[Filed 4/13/90, Notice 12/13/89—published 5/2/90, effective 6/6/90]
[Filed 3/19/91, Notice 10/17/90—published 4/3/91, effective 5/8/91]

[Filed emergency 9/3/99 after Notice 4/21/99—published 9/22/99, effective 9/3/99]
[Filed emergency 11/12/99 after Notice 9/22/99—published 12/1/99, effective 11/12/99]
[Filed emergency 7/14/00 after Notice 5/3/00—published 8/9/00, effective 7/14/00]

[Filed 7/15/04, Notice 4/28/04—published 8/4/04, effective 9/8/04]
[Filed emergency 2/9/06 after Notice 1/4/06—published 3/1/06, effective 2/9/06]
[Filed emergency 5/5/06 after Notice 3/29/06—published 5/24/06, effective 5/5/06]

[Filed 9/21/06, Notice 8/2/06—published 10/11/06, effective 11/15/06]
[Filed emergency 4/3/07—published 4/25/07, effective 4/3/07]

[Filed 7/10/08, Notice 6/4/08—published 7/30/08, effective 9/3/08]◊
[Filed 11/12/08, Notice 8/27/08—published 12/3/08, effective 1/7/09]

◊ Two or more ARCs
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CHAPTER 19
STATE HOUSING TRUST FUND

265—19.1(16) Trust fund allocation plans.   The trust fund allocation plan entitled Iowa Finance
Authority State Housing Trust Fund Allocation Plan for the Local Housing Trust Fund Program dated
May 2008 shall be the allocation plan for the award, pursuant to the local housing trust fund program,
of funds held within the state housing trust fund established in Iowa Code section 16.181. The trust
fund allocation plan entitled Iowa Finance Authority State Housing Trust Fund Allocation Plan for the
Project-Based Housing Program dated September 2008 shall be the allocation plan for the distribution,
pursuant to the project-based housing program, of funds held within the state housing trust fund. The
trust fund allocation plans for the local housing trust fund program and the project-based housing
program include the plans, applications, and application instructions. The trust fund allocation plans
for the local housing trust fund program and the project-based housing program are incorporated by
reference pursuant to Iowa Code section 17A.6 and 265—subrules 17.4(2) and 17.12(2).

265—19.2(16) Location of copies of the plans.   The trust fund allocation plans for the local housing
trust fund program and the project-based housing program may be reviewed and copied in their entirety
on the authority’s Web site at www.iowafinanceauthority.gov. Copies of the trust fund allocation plans
for the local housing trust fund program and the project-based housing program, the applications, and
all related attachments and exhibits, if any, shall be deposited with the administrative rules coordinator
and at the state law library. The plans incorporate by reference Iowa Code section 16.181.

These rules are intended to implement Iowa Code Supplement sections 16.5(1)“r” and 16.181.
[Filed 11/6/03, Notice 10/1/03—published 11/26/03, effective 12/31/03]
[Filed 10/8/04, Notice 8/4/04—published 10/27/04, effective 12/1/04]
[Filed 6/16/06, Notice 3/1/06—published 7/5/06, effective 8/9/06]

[Filed 6/27/07, Notice 5/23/07—published 7/18/07, effective 8/22/07]
[Filed 10/3/07, Notice 8/15/07—published 10/24/07, effective 11/28/07]
[Filed 7/10/08, Notice 6/4/08—published 7/30/08, effective 9/3/08]
[Filed 11/12/08, Notice 10/8/08—published 12/3/08, effective 1/7/09]
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CHAPTER 4
CAMPAIGN DISCLOSURE PROCEDURES

[Prior to 9/9/87, Campaign Finance Disclosure[190] Ch 4]
[Prior to 3/30/94, Campaign Finance Disclosure Commission[121] Ch 4]

DIVISION I
ORGANIZATIONAL REQUIREMENTS

351—4.1(68A,68B) Requirement to file statement of organization (DR-1)—persons subject to
requirements; financial thresholds; where to file; when due.

4.1(1) Persons subject to requirement. Every committee shall file a statement of organization (Form
DR-1) within ten days from the date of its organization. The forms shall be either typewritten or printed
legibly in black ink.

a. “Committee” defined. “Committee” includes the following:
(1) A “candidate’s committee” that is the committee, even if the committee consists only of

the candidate, designated by a candidate for a state or local office to receive contributions, make
expenditures, or incur debts in excess of $750.

(2) A “political committee” (PAC) that is a committee exceeding the $750 organizational threshold
to expressly advocate the nomination, election, or defeat of candidates or to expressly advocate the
passage or defeat of a ballot issue. The board shall automatically classify as a political committee any
political organization that loses its status as a political party because it fails to meet the requirements
of Iowa Code section 43.2. The board shall automatically classify as a political committee any county
central committee that operated under the former political party.

(3) A “state statutory political committee” (state party), “county statutory political party” (county
central committee), or “city statutory political committee” (city central committee).

(4) A person that wishes to register a committee for purposes of using the short form “paid for by”
attribution statement shall file Form DR-SFA pursuant to rule 351—4.11(68A).

b. When organization occurs; financial thresholds. At the latest, organization is construed to have
occurred as of the date that the committee first exceeded $750 of financial activity in a calendar year in any
of the following categories: contributions received (aggregate of monetary and in-kind contributions);
expenditures made; or indebtedness incurred.

c. Permanent organizations temporarily engaging in political activity. The requirement to file the
statement of organization applies to an entity that comes under the definition of a “political committee”
(PAC) in Iowa Code Supplement section 68A.102(18) by receiving contributions, making expenditures,
or incurring debts in excess of $750 in any one calendar year for the purpose of expressly advocating the
election or defeat of a candidate for public office, or for the purpose of expressly advocating the passage
or defeat of a ballot issue. A permanent organization that makes a one-time contribution in excess of
$750 may in lieu of filing a statement of organization follow the procedure in rule 351—4.35(68A).
A permanent organization that makes loans to a candidate or committee or that is owed debts from a
candidate or committee is not deemed to be engaging in political activity requiring registration.

4.1(2) Place of filing. Statements of organization shall be filed with the board at 510 East 12th Street,
Suite 1A, Des Moines, Iowa 50319. Statements may also be filed by fax at (515)281-3701 or filed
electronically through the board’s Web site at www.iowa.gov/ethics.

4.1(3) Time of filing. A statement of organization shall be filed with the board within ten days after
the financial filing threshold in subrule 4.1(1) has been exceeded. A statement must be physically
received by the board or, if mailed, must bear a United States Postal Service postmark dated on or
before the report due date. Faxed or electronically filed statements must be submitted on or before
11:59 p.m. of the tenth day after the organization of the committee is required. If the tenth day falls on
a Saturday, Sunday, or holiday on which the board office is closed, the filing deadline is extended to
the next working day when the board office is open.

4.1(4) Candidate defined. For purposes of Iowa Code chapters 68A and 68B and the rules of the
board, “candidate” means an individual who takes affirmative action to seek nomination or election to
a state or local public office. For purposes of Iowa Code chapter 68A and any rules of the board on
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campaigning for public office, “candidate” includes any judge or judicial employee who is required by
law to stand for retention. “Takes affirmative action” includesmaking a public announcement of intention
to seek nomination or election, making any expenditure or accepting any contribution for nomination or
election, distributing petitions for signatures for nomination, filing nomination papers or an affidavit of
candidacy, or being nominated by any convention process set out by law.

4.1(5) Ballot issue defined. “Ballot issue” means a question that has been approved by a political
subdivision or the general assembly to be placed before the voters or is otherwise required by law to
be placed before the voters. “Ballot issue” does not include the nomination, election, or defeat of a
candidate.

This rule is intended to implement Iowa Code Supplement sections 68A.201 and 68A.401.

351—4.2(68A,68B) Information required: committee name.
4.2(1) Full name required. The statement of organization shall include the full name of the

committee. A committee using an abbreviation or acronym as part of the committee name shall provide
with the statement of organization a written explanation of the full word or words that are abbreviated
or that form the acronym.

4.2(2) Duplication of name prohibited. The committee name shall not substantially duplicate
the name of another committee organized under Iowa Code Supplement chapter 68A. The board
shall determine whether two committee names are in substantial duplication in violation of Iowa
Code Supplement section 68A.201(2)“a.” A committee substantially duplicating the name of another
organized committee shall choose a new committee name upon notification from the board. A candidate
who files an amended statement of organization to reflect a change in office sought shall not be required
to change the name of the candidate’s committee unless the committee’s name substantially duplicates
the name of another organized committee.

4.2(3) Candidate’s surname required in committee name. A candidate filing a statement of
organization on or after July 1, 1995, shall include the candidate’s surname within the committee name.
This requirement also applies to a new candidate’s committee organized by a candidate who has a
preexisting candidate’s committee but who organizes a new candidate’s committee or files an amended
statement of organization.

This rule is intended to implement Iowa Code Supplement section 68A.201.

351—4.3(68A,68B) Information required: committee purpose; party affiliation.
4.3(1) Committee purpose. An organized campaign committee shall identify the purpose of the

committee on the statement of organization. The purpose shall be indicated in part by designating the
committee as one of the following types of committees:

Type 1 - A candidate’s committee for a statewide or legislative candidate or a judge standing for
retention. This type of committee is referred to as a state candidate’s committee.

Type 2 - A political committee that expressly advocates for or against candidates at the state level
or expressly advocates for or against a statewide ballot issue. This type of committee is referred to as a
statewide PAC.

Type 3 - A state statutory political committee. This type of committee is referred to as a state party.
Type 4 - A county statutory political committee. This type of committee is referred to as a county

central committee.
Type 5 - A candidate’s committee for a candidate seeking county office. This type of committee is

referred to as a county candidate’s committee.
Type 6 - A candidate’s committee for a candidate seeking city office. This type of committee is

referred to as a city candidate’s committee.
Type 7 - A candidate’s committee for a candidate seeking school board or other political subdivision

office except for a county or city office. This type of committee is referred to as a school board or other
political subdivision candidate’s committee.

Type 8 - A political committee that expressly advocates for or against candidates for county office.
This type of committee is referred to as a county PAC.
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Type 9 - A political committee that expressly advocates for or against candidates for city office. This
type of committee is referred to as a city PAC.

Type 10 - A political committee that expressly advocates for or against candidates for school board
or other political subdivision except for county or city candidates. This type of committee is referred to
as a school board or other political subdivision PAC.

Type 11 - A political committee that expressly advocates for the passage or defeat of a ballot issue,
franchise election, or referendum conducted for a county, city, school, or other political subdivision ballot
question. This type of committee is referred to as a local ballot issue committee.

4.3(2) Party affiliation. A candidate’s committee is deemed to be established to expressly advocate
the election of a candidate for public office. Each candidate’s committee shall designate the political
affiliation of the candidate. Any other committee shall designate that it is either established to expressly
advocate the election or defeat of candidates or the passage or defeat of a ballot issue.

This rule is intended to implement Iowa Code Supplement section 68A.201.

351—4.4(68A,68B) Information required: officers; committee information; signatures.
4.4(1) Committee officers. The committee shall disclose on the statement of organization the name,

mailing address, telephone number, and office of each committee officer. Each candidate’s committee
shall appoint a treasurer who shall be an Iowa resident and at least 18 years of age. A candidate’s
committee may also appoint a committee chairperson who is not limited by residency or age. Every
other committee shall appoint a separate treasurer and chairperson, each of whom shall be at least 18
years of age. Except for a candidate’s committee, every committee shall either have an Iowa resident as
treasurer or shall maintain all of the committee’s funds in bank accounts in a financial institution in Iowa.

4.4(2) Committee address and telephone number. The address and telephone number of the
candidate as indicated on the statement of organization shall be the official address and telephone
number to be used for communication from the board to the candidate’s committee. The address and
telephone number of the committee chairperson as indicated on the statement of organization shall be
the official address and telephone number to be used for communication from the board to every other
committee except for a candidate’s committee. If an electronic mail address has been provided on the
statement of organization, communication from the board to a committee shall be sent by electronic
mail.

4.4(3) Signatures. The candidate and treasurer shall sign the statement of organization filed by a
candidate’s committee. The chairperson and treasurer shall sign a statement of organization filed by any
other type of committee. A statement of organization filed electronically using the board’s Web site is
deemed signed when filed.

This rule is intended to implement Iowa Code Supplement section 68A.201.

351—4.5(68A,68B) Segregation and timely deposit of funds; information required: identification
of financial institution, account name; notice to treasurer.

4.5(1) Segregation and deposit of funds. All committee funds shall be maintained in a financial
institution and shall be segregated from any other funds held by a candidate, officer, member, or associate
of the committee. The committee treasurer shall deposit all contributions within seven days of receipt
by the treasurer in an account maintained by the committee.

4.5(2) Exception from segregation of committee funds. A candidate’s committee that receives
contributions only from the candidate is not required to maintain a separate account. A permanent
organization temporarily engaging in activity that qualifies it as a political committee that uses existing
general operating funds and does not solicit or receive funds from other sources for campaign purposes
is not required to maintain a separate account.

4.5(3) Identification of financial institution and account. The committee shall disclose on the
committee’s statement of organization the name and mailing address of all financial institutions in
which committee funds are maintained. The committee shall also disclose the name and type of all
accounts in which committee funds are maintained, and the name of any such account shall be the same
as the committee name on the statement of organization.
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4.5(4) Notice to treasurer. Any person who receives contributions for a committee shall render the
contributions to the treasurer within 15 days of receipt and provide the committee treasurer with the
reporting information required by Iowa Code Supplement section 68A.203(2).

This rule is intended to implement Iowa Code Supplement sections 68A.201 and 68A.203.

351—4.6(68A,68B) Amendments to statement of organization; requirement for new statement of
organization for new office sought.

4.6(1) Amendment within 30 days. If there is a change in any of the information disclosed on a
statement of organization, the committee shall file an amended statement within 30 days of the change.
An amended statement of organization shall be filed with the board and the board shall make available to
the appropriate county commissioner of elections an amended statement filed by a county, city, school,
or other political subdivision committee.

4.6(2) New office sought. A candidate who filed a statement of organization for one office but
eventually seeks another office may file an amended statement of organization to reflect the change in
office sought in lieu of dissolving the old committee and organizing a new committee. A candidate
who has filed a statement of organization for one office and then exceeds the financial activity threshold
as set forth in Iowa Code section 68A.102(5) for a new office shall, within ten days of exceeding the
threshold, file either an amended statement of organization disclosing information for the new office
sought or organize and register a new committee.

This rule is intended to implement Iowa Code Supplement section 68A.201.

DIVISION II
REPORTING AND FINANCIAL TRANSACTION REQUIREMENTS

351—4.7(68A,68B) Disclosure reporting required; information on initial report; minimum filing
if no activity.

4.7(1) Disclosure reporting required. Every committee that has filed a statement of organization
under Iowa Code section 68A.201 and rule 351—4.1(68A,68B) or has exceeded the financial activity
threshold set out in Iowa Code section 68A.102(5) or (18) prior to the cutoff date for reporting campaign
transactions shall file a campaign disclosure report pursuant to Iowa Code section 68A.402.

4.7(2) Information on initial report. The first disclosure report filed by a committee shall include
the relevant financial information covering the period from the beginning of the committee’s financial
activity through the end of the current reporting period.

4.7(3) Funds available from prior committee. If funds are available to a candidate’s committee from
a prior candidacy of that candidate, or to a ballot issue committee from a prior effort on a ballot issue, and
the prior candidacy or effort had not exceeded the financial reporting threshold, the carryover balance
shall be disclosed by the new committee. The disclosure shall be made on Schedule A -Contributions
and shall include the amount of the carryover, the date of the prior election, and the name and address of
any source that made contributions to the candidacy or ballot effort that totaled more than $750 during
the preceding three calendar years.

4.7(4) Funds available from preballot issue activity. Funds that are raised for an activity that is not
included in the definition of a ballot issue in IowaCode Supplement section 68A.102(1) and that aremade
available to a subsequent ballot issue committee shall be disclosed by the committee. The disclosure shall
be made on Schedule A - Contributions and shall include the amount of the carryover balance, the date
of the preballot issue activity, and the name and address of any source that made contributions to the
activity that totaled more than $750 during the previous three calendar years.

4.7(5) No financial activity during reporting period. A committee that did not have any financial
activity during the relevant reporting period for which a disclosure report is due shall be required to file
only Form DR-2. However, if the committee had previously disclosed debts or loans, those obligations
shall again be disclosed on either Schedule D - Incurred Indebtedness or Schedule F - Loans Received and
Repaid, as appropriate, and the schedule or schedules shall be included with Form DR-2. A candidate’s
committee that has reportable campaign property under Iowa Code Supplement section 68A.304 shall
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disclose the property on Schedule H - Campaign Property and the schedule shall be included with Form
DR-2.

This rule is intended to implement Iowa Code Supplement section 68A.402.

351—4.8(68A,68B) Disclosure reporting required—where reports filed.
4.8(1) Place of filing. Disclosure reports shall be filed with the board at 510 East 12th Street,

Suite 1A, Des Moines, Iowa 50319. Reports may also be filed by fax at (515)281-4073, as an E-mail
attachment, or electronically through the board’s Web site at www.iowa.gov/ethics.

4.8(2) Reports made available. The board shall post on its Web site at www.iowa.gov/ethics all
statements and reports filed under Iowa Code chapter 68A.

4.8(3) Records retention. The board shall maintain and retain all statements and reports filed under
Iowa Code chapter 68A under the applicable provisions of Iowa Code chapter 305.

This rule is intended to implement Iowa Code section 68A.401 as amended by 2007 Iowa Acts,
Senate File 39, section 5, and 2007 Iowa Acts, House File 413, section 1.

351—4.9(68A) Campaign disclosure report due dates.
4.9(1) Statewide office, general assembly, judge standing for retention. A candidate’s committee

of a candidate for statewide office or the general assembly or a judge standing for retention shall file
campaign disclosure reports as follows:

a. Election year.

Report due Covering period
May 19 January 1 through May 14
July 19 May 15 or Wednesday preceding primary election* through July 14
October 19 July 15 through October 14
January 19 (next calendar year) October 15 or Wednesday preceding general election* through December 31

of election year

b. Supplementary report.

Report due Covering period
Friday preceding primary election* May 15 through Tuesday preceding primary election*
Friday preceding general election* October 15 through Tuesday preceding general election*
*If supplementary report required. See subrule 4.9(2).

c. Nonelection year.

Report due Covering period
January 19 (next calendar year) January 1 through December 31 of nonelection year

d. Special election.

Report due Covering period
Five days preceding the election* Date of initial activity through tenth day prior to the special election
*This report is in addition to the election year reports required under paragraph 4.9(1)“a.”

4.9(2) Statewide office or general assembly—supplementary reports. In addition to reports required
under subrule 4.9(1), a supplementary report is required if contributions received during the period
beginning on the date of initial financial activity, or the day after the period covered by the last report, as
applicable, through the Tuesday preceding the primary or general election equal or exceed the following
thresholds:
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Office sought Contribution threshold
Governor $10,000 or more
Other statewide office $5,000 or more
General assembly $1,000 or more

4.9(3) County candidate. A candidate’s committee of a candidate for county office shall file
campaign disclosure reports as follows:

a. Election year.

Report due Covering period
May 19 January 1 through May 14
July 19 May 15 through July 14
October 19 July 15 through October 14
January 19 (next calendar year) October 15 through December 31 of election year

b. Nonelection year.

Report due Covering period
January 19 (next calendar year) January 1 through December 31 of nonelection year

c. Special election.

Report due Covering period
Five days preceding the election* Date of initial activity through tenth day prior to the special election
*This report is in addition to the election year reports required under paragraph 4.9(3)“a.”

4.9(4) City candidate. A candidate’s committee of a candidate for city office shall file campaign
disclosure reports as follows:

a. Election year.

Report due Covering period
Five days before primary election Date of initial activity through ten days before primary election
Five days before general election Nine days before primary election through ten days before general election
Five days before runoff election* Nine days before the general election through ten days before the runoff election
January 19 (next calendar year) Cutoff date from previously filed report through December 31
*If a runoff election is held.

b. Nonelection year.

Report due Covering period
January 19 (next calendar year) January 1 through December 31 of nonelection year

c. Special election.

Report due Covering period
Five days preceding the election* Date of initial activity through tenth day prior to the special election
*This report is in addition to the election year reports required under paragraph 4.9(4)“a.”

4.9(5) School board or other political subdivision. Acandidate’s committee of a candidate for school
board or other political subdivision office, except for county office or city office, shall file campaign
disclosure reports as follows:

a. Election year.
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Report due Covering period
Five days before election Date of initial activity through ten days before election
January 19 (next calendar year) Nine days before election through December 31

b. Nonelection year.

Report due Covering period
January 19 (next calendar year) January 1 through December 31 of nonelection year

c. Special election.

Report due Covering period
Five days preceding the election* Date of initial activity through tenth day prior to the special election
*This report is in addition to the election year reports required under paragraph 4.9(5)“a.”

4.9(6) State statutory political committee (state political party). A committee defined in Iowa Code
Supplement section 68A.102(22) as a state statutory political committee shall file campaign disclosure
reports as follows:

a. Election year.

Report due Covering period
May 19 January 1 through May 14
July 19 May 15 through July 14
October 19 July 15 through October 14
January 19 (next calendar year) October 15 through December 31 of election year

b. Nonelection year.

Report due Covering period
January 19 (next calendar year) January 1 through December 31 of nonelection year

4.9(7) County statutory political committee (county central committee). A committee defined as a
county statutory political committee in Iowa Code Supplement section 68A.102(12) shall file campaign
disclosure reports as follows:

a. Election year.

Report due Covering period
May 19 January 1 through May 14
July 19 May 15 through July 14
October 19 July 15 through October 14
January 19 (next calendar year) October 15 through December 31 of election year

b. Nonelection year.

Report due Covering period
January 19 (next calendar year) January 1 through December 31 of nonelection year

4.9(8) State political committee (state PAC). A political committee expressly advocating the
nomination, election, or defeat of candidates for statewide office or the general assembly or a judge
standing for retention shall file campaign disclosure reports as follows:

a. Election year.
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Report due Covering period
May 19 January 1 through May 14
July 19 May 15 through July 14
October 19 July 15 through October 14
January 19 (next calendar year) October 15 through December 31 of election year

b. Nonelection year.

Report due Covering period
July 19 January 1 through June 30
January 19 (next calendar year) July 1 through December 31

4.9(9) County political committee (county PAC). A political committee expressly advocating the
nomination, election, or defeat of candidates for county office shall file campaign disclosure reports as
follows:

a. Election year.

Report due Covering period
May 19 January 1 through May 14
July 19 May 15 through July 14
October 19 July 15 through October 14
January 19 (next calendar year) October 15 through December 31 of election year

b. Nonelection year.

Report due Covering period
January 19 (next calendar year) January 1 through December 31 of nonelection year

4.9(10) City political committee (city PAC). A political committee expressly advocating the
nomination, election, or defeat of candidates for city office shall file campaign disclosure reports as
follows:

a. Election year.

Report due Covering period
Five days before primary election Date of initial activity through ten days before primary election
Five days before general election Nine days before primary election through ten days before general election
Five days before runoff election* Nine days before the general election through ten days before runoff election
January 19 (next calendar year) Cutoff date from previously filed report through December 31
*If a runoff election is held.

b. Nonelection year.

Report due Covering period
January 19 (next calendar year) January 1 through December 31 of nonelection year

4.9(11) School board or other political subdivision political committee (school board or other local
PAC). A political committee expressly advocating the nomination, election, or defeat of candidates
for school board or other political subdivision office, except for county office or city office, shall file
campaign disclosure reports as follows:

a. Election year.
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Report due Covering period
Five days before election Date of initial activity through ten days before election
January 19 (next calendar year) Nine days before election through December 31

b. Nonelection year.

Report due Covering period
January 19 (next calendar year) January 1 through December 31 of nonelection year

4.9(12) Statewide or local ballot issue committee (ballot issue PAC). A committee expressly
advocating the passage or defeat of a statewide or local ballot issue shall file campaign disclosure
reports as follows:

a. Election year.

Report due Covering period
Five days before election Date of initial activity or previous report through ten days before election
May 19 Date of initial activity or previous report through May 14
July 19 Date of initial activity or previous report through July 14
October 19 Date of initial activity or previous report through October 14
January 19 (next calendar year) Cutoff date from previously filed report through December 31

b. Nonelection year.

Report due Covering period
January 19 (next calendar year) January 1 through December 31 of nonelection year

4.9(13) Permanent organizations. A permanent organization temporarily engaging in political
activity as described in Iowa Code Supplement section 68A.102(18) shall organize a political committee
and shall keep the funds relating to that political activity segregated from its operating funds. The
committee shall file reports on the applicable due dates as required by this rule. The reports shall
identify the source of the original funds used for a contribution made to a candidate or a candidate’s
committee. When the permanent organization ceases to be involved in the political activity, the
permanent organization shall dissolve the political committee. “Permanent organization” means an
organization that is continuing, stable, and enduring, and was originally organized for purposes other
than engaging in election activities.

4.9(14) Election year defined. “Election year” means a year in which the name of the candidate or
ballot issue appears on a ballot to be voted on by the electors of the state of Iowa. For state and county
statutory political committees, “election year” means a year in which primary and general elections are
held.

This rule is intended to implement Iowa Code section 68A.402.

351—4.10(68A,68B) Time of filing.   A report must be physically received by the board or, if mailed,
shall bear a United States Postal Service postmark dated on or before the report due date. Faxed,
E-mailed, or electronically filed reports must be submitted on or before 11:59 p.m. of the report due
date. However, as provided in Iowa Code Supplement section 68A.402 as amended by 2008 Iowa Acts,
Senate File 2400, sections 24 and 28, any report that is required to be filed five days or less prior to an
election must be physically received by the board prior to 4:30 p.m. on the report due date. If the due
date falls on a Saturday, Sunday, or holiday on which the board office is closed, the due date is extended
to the first working day when the board office is open.

This rule is intended to implement Iowa Code Supplement section 68A.402 as amended by 2008
Iowa Acts, Senate File 2400, sections 24 and 28.
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351—4.11(68A) Voluntary registration—Form DR-SFA.
4.11(1) Persons voluntarily registering a committee. A person that has not exceeded the $750

financial filing threshold may file Form DR-SFA for purposes of using the short form “paid for by”
attribution statement under Iowa Code section 68A.405 and rule 351—4.38(68A). A person using
the short form “paid for by” attribution statement shall file Form DR-SFA with the board prior to
distributing the political material containing the short form “paid for by” attribution statement.

4.11(2) $750 threshold later exceeded. A person filing Form DR-SFA shall not be required to file
a statement of organization or be required to file disclosure reports unless the $750 threshold is later
exceeded. A person that later exceeds the $750 threshold and that fails to timely file a statement of
organization or to timely file disclosure reports may be subject to the appropriate board sanctions as set
out by statute and board rule.

This rule is intended to implement Iowa Code sections 68A.201 and 68A.405.

351—4.12(68A,68B) Exception from reporting requirement—reports due within five days of one
another.   When two disclosure reports are due from the same committee within five days of each other,
the activity may be combined into one report. A committee choosing this option shall file a report on or
before the second due date that covers the extended reporting period.

This rule is intended to implement Iowa Code Supplement section 68A.402.

351—4.13(68A,68B) Report forms—summary page (DR-2) and supporting schedules.   The board
may require committees to submit relevant information not specifically delineated in Iowa Code
Supplement chapter 68A on their disclosure report where the report form asks for and leaves space for
information. All information shall be pertinent to the duties of the board.

4.13(1) Official reporting forms. The disclosure reporting forms provided by the board shall be the
official forms on which the disclosure reports shall be submitted. Machine copies of original report forms
are acceptable. The standard forms for campaign disclosure reports are:

DR-2 — Disclosure Summary Page
Schedule A — Monetary Receipts
Schedule B — Monetary Expenditures
Schedule C — (Reserved)
Schedule D — Incurred Indebtedness
Schedule E — In-kind Contributions
Schedule F — Loans Received and Repaid
Schedule G — Consultant Activity
Schedule H — Campaign Property
4.13(2) Computer-generated reports. Committees may generate a disclosure report in lieu of

using a board-approved paper report or the board’s electronic filing system so long as the generated
report contains the same information and is in the same basic format as a board-approved paper report.
Committees generating their own reports must submit the reports for prior board approval before use.

4.13(3) Typewritten or legible ink reports required. Information which is provided on all forms shall
be either typewritten or printed legibly in black ink. Approved computer-generated reports satisfy this
requirement.

4.13(4) Special information required for city, school, or local ballot issue elections. Committees
expressly advocating the election or defeat of a candidate for city or school public office, or expressly
advocating the passage or defeat of a local ballot issue, shall indicate in the designated spaces on the
report summary page the date that the election is to be held, the period covered by the disclosure report,
and the control county responsible for conducting the election.

4.13(5) Signature on DR-2 Report Summary Page. A disclosure report shall be signed by the
individual filing the report. A disclosure report filed electronically using the board’s Web site is deemed
signed when filed.

This rule is intended to implement Iowa Code Supplement sections 68A.402 and 68A.403.
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351—4.14(68A,68B) Schedule A - Monetary Receipts.
4.14(1) Reporting of all monetary receipts; chronological listing. The committee shall report the

amounts of all monetary receipts which are accepted by the committee during the reporting period. If
a contribution is returned to a contributor prior to the end of the reporting period and is not deposited
into the committee’s bank account, the contribution is deemed to have been rejected and shall not be
reported. A contribution which is physically received and either deposited into the committee’s account
or not returned by the end of the reporting period is deemed to have been accepted. The schedule entries
shall be listed in chronological order by the date on which the contribution is received.

4.14(2) Date of contribution—date received. The schedule shall include the complete date
(month/day/year) that the contribution was physically received by a person on behalf of the committee.
If the contribution is by check, the date of the contribution to be reported is the date the check is
physically received by a person on behalf of the committee, even if this date is different from the date
shown on the check. For contributions received by mail, the date of the contribution to be reported shall
be the date that the recipient physically opens the envelope.

4.14(3) Name and address of contributor; joint accounts. The schedule shall include the name and
address of each person who has made one or more contributions of money to the committee if the
aggregate amount of contributions (either monetary or in-kind) received from that person in the calendar
year exceeds $25, except that the itemization threshold is $200 for a state statutory political committee
and $50 for a county statutory political committee. In the case of a contribution by check, the contributor
name on the disclosure report shall be the name shown as the account name on the account, except that
if the check is on a joint account, the contribution shall be presumed to be from the person who signs
the check. If the committee chooses to itemize contributions that are less than the required itemization
threshold, it may do so, but shall either do so for all contributions or none of the contributions under the
threshold.

4.14(4) Unitemized contributions and freewill donations. If the committee does not choose to
itemize all contributions under the itemization threshold ($25 for most committees, see Iowa Code
Supplement section 68A.402(3)“b”), it shall aggregate these contributions and report the aggregate
amount as “unitemized contributions.” No date received is required to be provided for miscellaneous
unitemized contributions. Unitemized contributions may be solicited and received through a freewill
donation such as a “fish bowl” or “pass the hat” collection if the collection is in compliance with rule
351—4.30(68A,68B). Unitemized contributions collected through freewill donations (the net amount
of the collection after the itemization of those persons whose contributions of more than $10 in the
freewill collection resulted in exceeding the annual itemization threshold) shall be reported by showing
the net amount as “unitemized contributions—pass the hat (or can collection or fish bowl, for example)
collection.” The “date received” to be reported for a freewill donation is the date a representative of the
committee takes possession of the proceeds of the collection.

4.14(5) Relationship to candidate. In the case of contributions to candidates’ committees, the
schedule shall include information indicating whether the contributor is related to the candidate within
the third degree of consanguinity or affinity. “Consanguinity” means a relative through descent from
common ancestors (by blood). “Affinity” means a relative through a current marriage. A husband has
the same relation, by affinity, to his wife’s blood relatives as she has to them by consanguinity and vice
versa. “Degree of kinship” is determined by counting upward from one of the persons in question to the
nearest common ancestor, and then down to the other person, calling it one degree for each generation
in the ascending as well as the descending line. Under this rule, a woman’s sister is related to her by
consanguinity in the second degree. The sister is thus related to the woman’s husband by affinity in
the second degree. Other examples of relationships within the third degree between a contributor and
a candidate would be the following: children and stepchildren (first degree); siblings and half-siblings
(second degree); grandparents (second degree); grandchildren (second degree); aunts and uncles (third
degree); nieces and nephews (third degree); great-grandparents (third degree) and great-grandchildren
(third degree), all irrespective of whether the blood relationship is to the candidate or to the candidate’s
spouse.
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4.14(6) ID number and check number. If a contribution to a statewide or general assembly
candidate or a judge standing for retention is from a statewide political committee (PAC) or a state party
committee, the candidate receiving the contribution shall include on the candidate’s disclosure report
the board-assigned identification number of the contributing committee and the check number by which
the contribution was made. A list of ID numbers may be obtained from the board and is also available
on the board’s Web site at www.iowa.gov/ethics.

4.14(7) Fund-raiser income. Contributions arising from the sale of goods or services at a
fund-raising event shall be designated by marking the indicated space on the schedule.

4.14(8) Interest and other monetary receipts other than contributions. If the monetary receipt is not
a “contribution,” the name and address of the source of the funds shall be identified in the space provided
for the name and address of “contributor,” with a notation as to the purpose of the payment, such as “bank
interest.”

4.14(9) Reverse entries—refunds. If a committee determines to decline or otherwise return a
contribution after it has been received, accepted, and deposited, the committee may issue a refund to the
contributor, which shall be reported on Schedule A as a reverse entry, reducing the monetary receipts.

This rule is intended to implement Iowa Code Supplement section 68A.402.

351—4.15(68A,68B) Schedule B - Monetary Expenditures.
4.15(1) Date expended. The committee shall report the amounts of all itemized expenditures

(expenditures of $5 or more) made by the committee for the reporting period chronologically by
the date expended. The date of the expenditure is the date the check is issued. The complete date
(month/day/year) shall be provided.

4.15(2) Name and address of recipient. The schedule shall include the name and address of each
person to whom disbursements, other than loan repayments, were made during the reporting period.
(Loan repayments shall be reported on Schedule F.)

4.15(3) Purpose of expenditure. The schedule shall include a description of the purpose of each
disbursement. The description shall be a clear and concise statement that specifically describes the
transaction which has occurred. The following general terms are examples of descriptions which
are not acceptable: “expenses,” “reimbursement,” “candidate expense,” “services,” “supplies,” and
“miscellaneous expense.” The following are examples of acceptable descriptions: “printing—candidate
yard signs,” “printing—PAC membership solicitation letter,” “mailing—candidate brochures,”
“reimbursement for candidate lodging to attend campaign event,” or “mileage reimbursement—150
miles @ 25¢ per mile.” A combined description is not acceptable unless sufficient information is
provided so that the cost of separate purposes can be discerned, for example, “printing and mailing of
1,000 brochures.”

4.15(4) Miscellaneous (unitemized) expenses. Notwithstanding the other provisions of this rule,
disbursements of less than $5 may be shown as miscellaneous disbursements or expenses for the period
so long as the aggregate miscellaneous disbursements to any one person during a calendar year do not
exceed $100.

4.15(5) Candidate ID number and committee check number. If a contribution is made by a statewide
political committee (PAC) or a state party committee to a statewide or general assembly candidate or a
judge standing for retention, the committee making the contribution shall include on the committee’s
disclosure report the board-assigned identification number of the recipient candidate’s committee and
the check number by which the contribution was made. A list of candidate ID numbers may be obtained
from the board and is also available on the board’s Web site at www.iowa.gov/ethics.

4.15(6) Check transactions required. All disbursements, including all expenditures and any other
withdrawals from committee funds, shall be by check. Cash withdrawals and “petty cash” accounts are
not permitted. Committees’ activities which necessitate cash drawers or other cash transactions shall be
conducted and reported as provided by rule 351—4.36(68A,68B).

4.15(7) Reverse entries—refunds. If a committee receives a refund of all or part of a disbursement
previously made, the committee shall report the refund on Schedule B as a reverse entry, reducing the
monetary expenditures. The purpose should include an explanation as to why the refund was made.
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4.15(8) Interest paid; bank charges. Although repayments of loan principal are reported on Schedule
F (see rule 351—4.18(68A,68B)), interest payments on loans shall be reported on Schedule B. Bank
service charges and fees (e.g., monthly service fees, costs for check printing, returned check charges)
shall also be reported and identified on Schedule B.

This rule is intended to implement Iowa Code Supplement section 68A.402.

351—4.16(68A,68B) Schedule D - Incurred Indebtedness.
4.16(1) Reporting of debts and obligations other than monetary loans. The committee shall report

all debts and obligations owed by the committee which are in excess of the thresholds in subrule 4.14(3).
This applies to any unpaid debt or obligations incurred by the committee for the purchase of a good or
service, either as a debt or obligation owed to the immediate provider of the good or service, or as a debt
or obligation owed to an individual who initially personally paid for the good or service on behalf of the
committee with the expectation of ultimately receiving reimbursement from the committee. However,
monetary loans to the committee (which are deposited directly into the committee’s account) shall be
reported on Schedule F, not on Schedule D.

4.16(2) Date incurred; balance owed. The committee shall report the amounts of all indebtedness
owed by the committee at the end of the reporting period, reported chronologically by the date incurred.
The date the debt or obligation is incurred is the date on which the committee committed to obtaining the
good or service underlying the obligation. This date may be earlier than the date the provider of the good
or service issues a bill to the committee. For example, if the committee places a printing order, but the
printer does not issue a bill until some time after the order is placed, the date which shall be reported as
the date the debt was incurred is the date the order is placed, not the date the bill was issued. If the precise
amount of the final bill is not known by the time the report is due, the committee shall provide its best
estimate as to what the obligation will be, with an indication “(e)” that the amount reported is an estimate.
The complete date (month/day/year) shall be provided. Debts and obligations incurred and reported in
a prior reporting period but which remain unpaid as of the end of the current reporting period shall be
included, showing the remaining balance on the obligation, as well as any new obligations incurred in
the current reporting period. Payments of all or part of a previously reported obligation shall be reported
as expenditures on Schedule B.

4.16(3) Name and address of person to whom the debt or obligation is owed. The schedule shall
contain the name and address of each person to whom an obligation is owed, including both those
obligations which were incurred during the reporting period and those outstanding obligations which
are being carried forward from prior reports. If the obligation is owed to an individual who initially
personally paid for the good or service on behalf of the committee with the expectation of ultimately
receiving reimbursement from the committee, the original nature of the obligation shall be provided; the
name and address of the original provider of the good or service shall also be provided, unless the nature
of the obligation indicates that the obligation is for the anticipated reimbursement for mileage or postage
stamps.

4.16(4) Nature of obligation. The schedule shall include a description of the nature of each
obligation. The description shall be a clear and concise statement that specifically describes the
transaction which has occurred. The following general terms are examples of descriptions which
are not acceptable: “expenses,” “reimbursement,” “candidate expense,” “services,” “supplies,” and
“miscellaneous expense.” The following are examples of acceptable descriptions: “printing—candidate
yard signs,” “printing—PAC membership solicitation letter,” “mailing—candidate brochures,”
“anticipated reimbursement for candidate lodging to attend campaign event,” or “anticipated mileage
reimbursement—150 miles @ 25¢ per mile.” A combined description is not acceptable unless sufficient
information is provided so that the cost of separate purposes can be discerned, for example, “printing
and mailing of 1,000 brochures.”

This rule is intended to implement Iowa Code Supplement section 68A.402.
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351—4.17(68A,68B) Schedule E - In-kind Contributions.
4.17(1) Reporting of all in-kind contributions; chronological listing. The committee shall report the

amounts of all in-kind contributions which are accepted by the committee during the reporting period.
The schedule entries shall be listed in chronological order by the date on which the contribution is
received.

4.17(2) Date of contribution—date received. The schedule shall include the complete date
(month/day/year) on which the in-kind contribution was physically received by a person on behalf of
the committee.

4.17(3) Name and address of contributor. The schedule shall include the name and address of each
person who has made one or more in-kind contributions to the committee if the aggregate amount of
contributions (either monetary or in-kind) received from that person in the calendar year exceeds $25,
except that the itemization threshold is $200 for a state statutory political committee and $50 for a county
statutory political committee.

4.17(4) Relationship to candidate. In the case of in-kind contributions to candidates’ committees, the
schedule shall include information indicating whether the contributor is related to the candidate within
the third degree of consanguinity or affinity, as defined in subrule 4.14(5).

4.17(5) Description of in-kind contribution; loaned equipment as in-kind contribution.
a. The schedule shall include a description of the good or service contributed to the committee in

kind. The description shall be a clear and concise statement that specifically describes the transaction
which has occurred.

b. A committee’s use of equipment owned by another organization, committee, or individual is
reportable as an in-kind contribution. Equipment includes, but is not limited to, typewriters, calculators,
copy machines, office furniture, computers and printers.

4.17(6) Fair market value. The committee shall provide either the actual (if known) or estimated
fair market value of the good or service received.

4.17(7) Fund-raiser item. Goods or services contributed in kind for sale at a fund-raising event shall
be designated by marking the indicated space on the schedule.

4.17(8) Unitemized contributions. Notwithstanding the other provisions of this rule, in-kind
contributions with a fair market value less than the itemization threshold noted in subrule 4.17(3) may
be reported as “unitemized in-kind contributions.”

This rule is intended to implement Iowa Code Supplement section 68A.402.

351—4.18(68A,68B) Schedule F - Loans Received and Repaid.
4.18(1) Reporting of monetary loans (not debts and obligations for goods and services). The

committee shall report all loan activity made to or repaid by the committee during the reporting period.
This applies to any loan of money which is deposited into the committee’s accounts. However, other
debts and obligations owed for the provision of goods or services to the committee (which are not
monetary advances deposited into the committee’s account) shall be reported on Schedule D, not on
Schedule F.

4.18(2) Report of lump sum of unpaid loans carried over from last report. The schedule shall contain
a beginning entry of the total unpaid loans as of the last report. Loans received and itemized on prior
reports should not be re-itemized on the current report, except as necessary to indicate repayment activity.

4.18(3) Date received. The schedule shall include the complete date (month/day/year) the loan was
physically received by a person on behalf of the committee. If the loan was by check, the date of the
loan to be reported is the date the check is physically received by a person on behalf of the committee,
even if this date is different from the date shown on the check.

4.18(4) Date paid. The schedule shall include the complete date (month/day/year) a full or partial
loan repayment is made by the committee. The date of the repayment is the date the check is issued.
Full or partial loan repayments shall be shown on this schedule and should not be reported on Schedule
B. However, loan interest payments shall be reported on Schedule B (see rule 351—4.15(68A,68B))
and not on Schedule F. Loans which may be and are forgiven in full or in part are considered in-kind
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contributions and shall be itemized on Schedule E, with a cross-reference entry in the space provided on
Schedule F.

4.18(5) Name and address of lender. The schedule shall include the name and address of each person
who has made one or more loans of money to the committee during the reporting period, or to whom the
committee makes a full or partial loan repayment during the reporting period. If the person who made
the loan to the committee is not the original source of the money, when the original source of the money
is a third party (such as a bank which loans money to an individual who loans it to the committee) or if
a third party has personally paid and assumed a loan from the original lender (such as an individual who
pays off the loan to the bank with the expectation of receiving the loan repayment from the committee),
the report shall also identify the name and address of the third party.

4.18(6) Relationship to candidate. In the case of monetary loans to candidates’ committees, the
schedule shall include information indicating whether the lender is related to the candidate within the
third degree of consanguinity or affinity, as defined in subrule 4.14(5).

This rule is intended to implement Iowa Code Supplement section 68A.402.

351—4.19(68A) Schedule G - Breakdown of Monetary Expenditures by Consultants.   A committee
that enters into a contract with a consultant for future or continuing performance shall be required to
report expenditures made to the consultant and the nature of the performance of the consultant that is
expected to be received by the committee. A committee is required to report in Part 1 of Schedule G any
contracts with consultants that it has negotiated, the complete name and address of the consultant, the
period of time during which the contract is in effect, and estimates of performance to be derived from the
contract. Expenditures made to the consultant during a reporting period shall be reported with all other
expenditures on Schedule B, and debts incurred with the consultant during the reporting period shall be
reported with all other debts on Schedule D. Additionally, a detailed breakdown of the expenditures made
by the consultant shall be reported by the committee in Part 2 of Schedule G and shall include the date
of the expenditure, the purpose of the expenditure and the amount of the expenditure. The description
of the purpose of the expenditure shall be consistent with the provisions of subrule 4.15(3).

For purposes of this rule, “contract” means an oral or written agreement between two parties for the
supply or delivery of specific services in the course of the campaign. “Performance” means the execution
or fulfillment of the contractual agreement. “Nature of performance” means a clear description of the
specific services received or benefit derived as the result of a contract with a consultant. “Estimate of
performance” means a clear description of the services the committee reasonably expects to receive or
the benefit the committee reasonably expects to derive during the period of the contract.

This rule is intended to implement Iowa Code sections 68A.102(9) as amended by 2005 Iowa Acts,
House File 312, section 3, and 68A.402A.

351—4.20(68A,68B) Schedule H - Campaign Property.
4.20(1) Ongoing inventory. Equipment, supplies, or other materials purchased with campaign

funds or received in kind are campaign property. Campaign property, other than consumable campaign
property, with a value of $500 or more when acquired by the committee shall be listed on the inventory
section of the schedule. The property shall be listed on each report until it is disposed of by the
committee or its residual value falls below $100 and the property is listed once as having a residual
value of less than $100. “Consumable campaign property” means stationery, yard signs, and other
campaign materials that have been permanently imprinted to be specific to a candidate or election. For
property purchased by the committee, the date purchased shall be the earlier of the date the committee
attained physical possession of the property or the date the committee issued payment for the property.
For in-kind contributions, the date received shall be the date on which the committee attained physical
possession of the property. The committee shall provide the complete date (month/day/year). The
schedules shall include the purchase price of property purchased by the committee and the actual or
estimated fair market value of property received as an in-kind contribution, as well as the actual or
estimated current fair market value of the property at the end of the current reporting period.
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4.20(2) Sales or transfers of campaign property. The schedule shall include information regarding
the sale or transfer of campaign property, other than consumable campaign property, which occurred
during the current reporting period. The information shall include the complete date of the transaction
(month/day/year), the name and address of the purchaser or donee, and a description of the property. If
the property is sold, the information shall include the sales price received; if the property is donated, the
information shall include the fair market value of the property at the time of the transfer.

This rule is intended to implement Iowa Code Supplement sections 68A.304 and 68A.402.

351—4.21(68A) Reconciled bank statement required with January report and final report.
4.21(1) A committee that participates in an election at the state level and that is required by Iowa

Code Supplement section 68A.402 to file a disclosure report on or before January 19 of each year shall
attach to or submit with that disclosure report a copy of the committee’s bank statement that includes
activity through December 31 of the year reported.

4.21(2) A committee that participates in an election at the county, city, school, or other political
subdivision level and that is required by Iowa Code Supplement section 68A.402 to file a disclosure
report on or before January 19 of each year is not required to attach or submit a copy of the committee’s
bank statement unless requested to do so by the board. If such a committee is requested to file the bank
statement, the committee shall comply with the requirements of rule 351—4.21(68A).

4.21(3) If the bank statement cycle is such that the committee has not received the statement
including activity through December 31 by the date for filing the January report, the committee shall
separately file or submit the bank statement within ten days after receipt of the statement by the
committee.

4.21(4) The committee shall include a reconciliation to justify outstanding checks and other
discrepancies between the ending balance on the bank statement and the ending balance on the
disclosure report.

4.21(5) A committee that files a final disclosure report shall comply with the requirements of subrule
4.55(5) concerning the filing of a final bank statement.

4.21(6) A committee seeking a waiver from the requirements of this rule may do so in accordance
with 351—Chapter 15.

This rule is intended to implement Iowa Code Supplement section 68A.402.

351—4.22(68A,68B) Verification of reports; incomplete reports.
4.22(1) The board staff will review and desk audit each disclosure report. The board may

contact other parties to verify the accuracy and completeness of the reports. The board may contact
a representative of the committee and may contact other parties to determine the authenticity of
information provided about filed reports.

4.22(2) If, upon review, board staff determine that a committee’s report is incomplete because
required information has been omitted or has been incorrectly reported, the staff shall communicate the
deficiencies to the committee. A failure to satisfactorily respond to or to remedy the error or omission
may be grounds for a violation of Iowa Code Supplement section 68A.402 as a failure to file a report
which conforms to the requirements of that provision.

This rule is intended to implement Iowa Code Supplement section 68A.402 and Iowa Code section
68B.32A.

351—4.23(68A,68B) Amendment—statements, disclosure reports and notices.   A committee may
amend a previously filed statement of organization, disclosure report or notice of dissolution. To amend
a previously filed statement, report or notice, the committee shall file an amended document on the
approved form and shall designate on the form in the space provided, if applicable, that the document
being filed is an amendment to a previously filed statement, report or notice. The term “amended
document” as used in this rule shall mean a document on forms issued by the board which includes
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only the information which is being added, deleted or changed from a previously filed statement of
organization or notice of dissolution.

This rule is intended to implement Iowa Code Supplement section 68A.402.

351—4.24(68A) Reporting of state party building fund transactions.   Pursuant to Federal Election
Commission Advisory Opinion 2004-28, the board will permit a state statutory political committee
(state party committee) to receive contributions from corporations, insurance companies, and financial
institutions when those contributions are placed in the state party building fund account, the contributions
are used to pay for costs associated with the building, and all transactions involving the fund are disclosed
pursuant to this rule.

A state party committee filing a state party building fund report under this rule shall use either the
report form prescribed by the board or a computer-generated report so long as the report includes the
information required under subrule 4.24(2).

4.24(1) Period covered. A state party building fund report shall cover the time period from January
1 through December 31 of the previous year.

4.24(2) Information to be disclosed. The following information shall be disclosed on a state party
building fund report:

a. The name and address of the state party committee.
b. The name and address of each person who makes a contribution in excess of $200, or

contributions in the aggregate that exceed $200 during the period covered, to the state party building
fund. If no contributions were received for the fund, the report shall disclose $0.00 as contributions
received.

c. The date and the amount of the contribution. If aggregate contributions from one person are
received that exceed $200, the amount to be disclosed shall be the total amount received from that person
for the period covered and the date to be disclosed shall be the date of the last contribution.

d. The total amount of all contributions of $200 or less received during the period covered. This
total amount shall be disclosed as being received from “unitemized” with the date of the contribution
being the last day of the reporting period.

e. The name and mailing address of each person to whom an expenditure that exceeds $200 is
made, or expenditures in the aggregate that exceed $200 during the period covered, from the state party
building fund. If no expendituresweremade from the fund, the report shall disclose $0.00 as expenditures
made.

f. The date and the amount of the expenditure. If aggregate expenditures that exceed $200 are
made to one person, the amount to be disclosed shall be the total amount made to that person for the
period covered and the date to be disclosed shall be the date of the last expenditure.

g. The total amount of all expenditures of $200 or less made during the period covered. This total
amount shall be disclosed as being expended to “unitemized” with the date of the expenditure being the
last day of the reporting period.

h. The signature and date of the individual filing the state party building fund report.
4.24(3) Place of filing. A state party building fund report shall be filed with the board at 510 E. 12th

Street, Suite 1A, Des Moines, Iowa 50319, or by fax at (515)281-3701.
4.24(4) Time of filing. A state party building fund report shall be filed on or before January 31 of

each year. If mailed, the report must bear a United States Postal Service postmark dated on or before the
due date. A faxed report must be submitted on or before 11:59 p.m. on the due date. If January 31 falls
on a Saturday, Sunday, or holiday on which the board office is closed, the due date shall be extended to
the next working day when the board office is open.

4.24(5) Failure to file. If the board determines that a state party committee has failed to timely file a
state party building fund report, the state party committee is subject to the possible imposition of board
sanctions.

This rule is intended to implement Iowa Code sections 68A.402A(1)“k” and 68A.503.
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351—4.25(68A,68B) Legitimate expenditures of campaign funds.
4.25(1) Expenses which may be paid from campaign funds for campaign purposes include, but are

not limited to, the following items so long as the items promote or enhance the candidacy of the candidate:
a. Electronic media advertising, such as radio, cable television and commercial television.
b. Published advertising, such as newspaper, magazine, newsletter and shopper advertising.
c. Printed promotional materials, such as brochures, leaflets, flyers, invitations, stationery,

envelopes, reply cards, return envelopes, campaign business cards, direct mailings, postcards and
“cowboy” political cards.

d. Political signs, such as yard signs, car signs, portable outdoor advertising, stationary outdoor
advertising and billboards.

e. Political advertising specialty items, such as campaign buttons, campaign stickers, bumper
stickers, campaign pins, pencils, pens, matchbooks, balloons, scratch pads, calendars, magnets, key
chains, campaign caps and T-shirts.

f. Travel and lodging expenses of the campaign workers for campaign purposes and political party
activities. Travel and lodging expenses for a candidate to attend a national political party convention are
also permitted.

g. Contributions to political party committees.
h. The purchase of tickets to a meal for the candidate and one guest so long as the attendance at

the meal by the candidate and guest is for the sole purpose of enhancing the candidacy of any person.
i. General campaign expenditures, such as printing, copy machine charges, office supplies,

campaign photographs, gambling permits, fund-raiser prizes, postage stamps, postage meter costs, bulk
mail permits, telephone installation and service, facsimile charges, and computer services. However,
the purchase or rental of formal wear to attend a political event is not a permissible general campaign
expenditure.

j. Purchase or lease of campaign equipment, such as copy machines, telephones, facsimile
machines, computer hardware, software and printers.

k. Purchase or lease of campaign office space, parking lots or storage space and the payment for
campaign office utilities and maintenance.

l. Payment of salaries, fringe benefits, bonuses, and payroll taxes of paid campaign staff. Family
members who perform actual work or services for a campaign may be compensated for such work or
services.

m. Payment for check printing and financial institution banking service charges.
n. Lease or rental of a campaign vehicle, provided that a detailed trip log which provides dates,

miles driven, destination and purpose is maintained, and that noncampaign miles are reimbursed to the
committee at an amount not to exceed the current rate of reimbursement allowed under the standard
mileage rate for computations of business expenses pursuant to the Internal Revenue Code. However,
the purchase of a campaign vehicle is prohibited.

o. Reimbursement to candidates and campaign workers for mileage driven for campaign purposes
in a personal vehicle, provided that a detailed trip log which provides dates, miles driven, destination
and purpose is maintained, and that reimbursement is paid at an amount not to exceed the current rate of
reimbursement allowed under the standard mileage rate for computations of business expenses pursuant
to the Internal Revenue Code.

p. Payment for food expenses and supplies for campaign-related activities, such as the purchase
of food, beverages and table service for fund-raising events or campaign volunteers. However, except as
provided in paragraph “h,” the purchase of tickets for meals or fund-raising events for other candidates
is prohibited, and the purchase of groceries for the candidate or candidate’s family is also prohibited.
Payment formeals for the candidate (other than those involving tickets for fund-raiser events as addressed
in paragraph “h”) is permitted as an allowable expenditure for campaign purposes if the meal was
associated with campaign-related activities.

q. Payment of civil penalties and hearing costs assessed by the board.
r. Payment for the services of attorneys, accountants, consultants or other professional persons

when those services relate to campaign activities.
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s. Subscriptions to newspapers and periodicals that circulate within the area represented by the
office that a candidate is seeking or holds, that contain information of a general nature about the state of
Iowa, or that contain information useful to all candidates such as The Wall Street Journal and Roll Call.
Candidates who are unsure whether a subscription is permissible shall seek guidance from the board
prior to paying for the subscription with campaign funds.

t. Membership in service organizations including a local chamber of commerce that the candidate
joins solely for the purpose of enhancing the candidate’s candidacy.

u. Repayment of campaign loans made to the committee. Candidates who make loans to their
own committees shall not charge interest on the loans in excess of 5 percent.

v. Purchase of reports of other candidates and political committees so long as the reports’ contents
are not used for solicitation or commercial purposes.

w. Donations to charitable organizations unless the candidate or the candidate’s spouse, child,
stepchild, brother, brother-in-law, stepbrother, sister, sister-in-law, stepsister, parent, parent-in-law, or
stepparent is employed by the charitable organization and will receive a direct financial benefit from a
donation.

x. Contributions to federal, state, county and city political party committees.
y. Refunds to contributors when a contribution has been accepted in error, or when a committee

chooses to dispose of leftover funds by refunding them in prorated shares to the original contributors.
z. Payment for items with a purchase price not to exceed $250 per person that are presented to

committee workers in recognition of services to the committee.
aa. Expenses incurred with respect to an election recount as provided in Iowa Code section 50.48.
bb. The sharing of information in any format such as computer databases containing yard sign

locations or lists of registered voters with another candidate’s committee.
4.25(2) Expenses which may be paid from campaign funds for educational and other expenses

associated with the duties of office include, but are not limited to, the following items:
a. Purchase or lease of office supplies and equipment, such as paper, copy machines, telephones,

facsimile machines, computer hardware, software and printers.
b. Travel, lodging and registration expenses associated with attendance at an educational

conference of a state, national, or regional organization whose memberships and officers are primarily
composed of state or local government officials or employees. However, meal expenses are not
allowable as expenses associated with the duties of office under any circumstances.

c. Meals and other expenses incurred in connection with attending a local meeting to which the
officeholder is invited and attends due to the officeholder’s official position as an elected official.

d. Purchases of small, incidental items such as pencils, pens, rulers and bookmarks provided
to members of the public touring the offices of the state or a political subdivision. However, such
items distributed on public property shall not expressly advocate the election or defeat of a candidate
or the adoption or defeat of a ballot issue as prohibited in Iowa Code Supplement section 68A.505. For
example, a bookmark bearing the state seal could be distributed on public property, while a bookmark
that identified the donor as a candidate for office could not be distributed on public property.

e. Gifts purchased for foreign dignitaries when the officeholder is part of an official trip out of the
country such as a trade mission or exchange program.

f. Printing of additional stationery and supplies above the standard allotment of the state or
political subdivision.

4.25(3) Expenses which may be paid from campaign funds for constituency services include, but
are not limited to, the following items:

a. Mailings and newsletters sent to constituents.
b. Polls and surveys conducted to determine constituent opinions.
c. Travel expenses incurred in communicating with members of an elected official’s constituency,

provided that a detailed trip log which provides dates, miles driven, destination and purpose is
maintained, and that reimbursement is paid at an amount not to exceed the current rate of reimbursement
allowed under the standard mileage rate for computations of business expenses pursuant to the Internal
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Revenue Code. However, meal expenses are not allowable as expenses associated with constituency
services under any circumstances.

d. Holiday and other greeting cards sent to constituents.
This rule is intended to implement Iowa Code Supplement sections 68A.301, 68A.302, and 68A.303.

351—4.26(68A) Transfers between candidates.
4.26(1) Transfer of assets between different candidates. A candidate’s committee may transfer an

asset to a candidate’s committee established by a different candidate so long as the recipient committee
pays the transferring committee the fair market value of the asset and the transaction is properly disclosed
on each committee’s disclosure report.

4.26(2) Transfer of assets for same candidate. A candidate’s committee may transfer funds, assets,
loans, and debts to a committee established for a different office when the same candidate established
both committees.

This rule is intended to implement Iowa Code Supplement section 68A.303.

351—4.27(68A) Filing of independent expenditure statement.   Pursuant to Iowa Code section
68A.404 as amended by 2008 Iowa Acts, House File 2700, sections 116 and 117, any person except
a candidate or a registered committee that makes one or more independent expenditures in excess of
$100 in the aggregate shall file an independent expenditure statement.

4.27(1) Independent expenditure defined. “Independent expenditure” means an expenditure for
a communication that expressly advocates the nomination, election, or defeat of a candidate or that
expressly advocates the passage or defeat of a ballot issue when the expenditure is made without the
prior approval of or coordination with a candidate, candidate’s committee, or a ballot issue committee.
“Independent expenditure” also means “independent expenditure” as defined in subrule 4.53(3).

4.27(2) Independent expenditure statement. The following information shall be disclosed on the
independent expenditure statement:

a. The name, mailing address, and telephone number of the person that files the statement,
including the name, mailing address, and telephone number of a contact person, if applicable.

b. A description of the position that is advocated by the person that files the statement such as
whether the communication was for a particular candidate or was against a particular candidate.

c. The name and address of the committee that benefits from the expenditure.
d. The dates on which the expenditure or expenditures took place.
e. A description of the nature of the action taken that resulted in the expenditure or expenditures

such as a newspaper advertisement, direct mailing, or brochure.
f. The actual cost or fair market value of the expenditure or expenditures.
4.27(3) Place of filing. An independent expenditure statement shall be filed with the board at 510

East 12th Street, Suite 1A, Des Moines, Iowa 50319, or by fax at (515)281-4073. The board shall
immediately make the independent expenditure statement available for public viewing via the board’s
Web site at www.iowa.gov/ethics.

4.27(4) Time of filing. An independent expenditure statement shall be filed within 48 hours of the
making of an independent expenditure exceeding $100 or independent expenditures exceeding $100 in
the aggregate. An independent expenditure is deemed made at the time that the cost is incurred.

4.27(5) Failure to file. A person that fails to timely file an independent expenditure statement shall
be subject to the imposition of civil penalties pursuant to 351—subrule 4.59(7).

4.27(6) Attribution statement applicable. Any person that makes an independent expenditure in
any amount shall comply with the appropriate “paid for by” attribution statement pursuant to rule
351—4.38(68A,68B).

4.27(7) Other filings not required. A person that properly files an independent expenditure statement
shall not be required to file a statement of organization registering a committee or file public disclosure
reports.
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4.27(8) Campaign committees. A committee that makes an independent expenditure shall disclose
the transaction on the committee’s appropriate disclosure report and shall not file an independent
expenditure statement.

This rule is intended to implement Iowa Code section 68A.404 as amended by 2008 Iowa Acts,
House File 2700, sections 116 and 117.

351—4.28(68A) Prohibition on contributions and independent expenditures by foreign
nationals.   As provided in Federal Election Commission regulation 11 CFR 110.20, a foreign national
shall not, directly or indirectly, make a contribution or expenditure of money or other thing of value, or
specifically promise to make a contribution, in connection with a state or local campaign or election in
Iowa. A foreign national shall not, directly or indirectly, make a contribution to a campaign committee
organized under Iowa Code Supplement chapter 68A. Foreign nationals are also prohibited from
making independent expenditures in relation to any state or local campaign or election in Iowa.

4.28(1) Foreign national defined. “Foreign national” means a person who is not a citizen of the
United States and who is not lawfully admitted for permanent residence. “Foreign national” also includes
a “foreign principal,” such as a government of a foreign country or a foreign political party, partnership,
association, corporation, organization, or other combination of persons that has its primary place of
business in or is organized under the laws of a foreign country. “Foreign national” shall not include any
person who is a citizen of the United States or who is a national of the United States.

4.28(2) Acceptance of contributions and independent expenditures from foreign nationals. No
person shall knowingly accept or receive any contribution from a foreign national with regard to such
person’s election-related activities.

4.28(3) Participation by foreign nationals in decisions involving election-related activity. A foreign
national shall not, directly or indirectly, participate in the decision-making process of any person,
including a corporation, labor organization, political committee, or political organization, with regard
to such person’s election-related activities. Decisions including election-related activities include
decisions involving the making of contributions, donations, or expenditures in connection with elections
for state or local office or decisions involving the administration of a political committee.

This rule is intended to implement Iowa Code Supplement chapter 68A.

351—4.29(68A,68B) Contributions by minors.   Persons under 18 years of age may make contributions
to a candidate or political committee if all of the following conditions exist:

1. The decision to contribute is made knowingly and voluntarily by the minor;
2. The funds, goods, or services contributed are owned or controlled exclusively by the minor,

such as income earned by the minor, the proceeds of a trust for which the minor is the beneficiary, or a
savings account opened and maintained exclusively in the minor’s name; and

3. The contribution is not made from the proceeds of a gift, the purpose of which was to provide
funds to be contributed, or is not in any other way controlled by another person.

This rule is intended to implement Iowa Code Supplement section 68A.404.

351—4.30(68A,68B) Funds from unknown source prohibited; subsequent identification of source;
notice to contributors.

4.30(1) Anonymous contributions in excess of $10 prohibited. No person shall make a contribution
in excess of $10 to a committee without providing the person’s name and address to the committee. The
committee shall not maintain in any campaign account funds in excess of $10 that cannot be accounted
for and reconciled with the committee’s disclosure reports.

4.30(2) Escheat to the state. Any contribution in excess of $10 from an unknown source or campaign
funds in excess of $10 that cannot be accounted for and reconciled shall escheat to the state of Iowa
as required by Iowa Code section 68A.501 as amended by 2007 Iowa Acts, Senate File 39, section 8.
A committee required to escheat shall escheat such funds by depositing the funds into the committee’s
campaign account and issuing a committee check to the general fund in the same amount. The committee
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check shall be sent to the board office at 510 East 12th Street, Suite 1A, Des Moines, Iowa 50319, for
transmittal to the office of treasurer of state.

4.30(3) Subsequent identification of source. A committee discovering the source of any funds that
have been escheated to the state may make an application to the board for a return of the funds if the
following requirements are met:

a. The committee has not dissolved;
b. Documentation of the name and address of the source is provided;
c. The amount requested to be returned is in excess of $100; and
d. The application is made within 90 days of the date of the deposit in the general fund of the state

of Iowa.
4.30(4) Notice at fund-raising event. Pursuant to Iowa Code Supplement section 68A.501, a person

requested to make a contribution at a fund-raising event shall be advised that it is illegal to make a
contribution in excess of $10 unless the person making the contribution also provides the person’s name
and address. Notice of the requirement to provide a person’s name and address for a contribution in
excess of $10 may be made orally or in a written statement that is displayed at the fund-raising event.

This rule is intended to implement Iowa Code section 68A.501.

351—4.31(68A) Information required for a trust to avoid a contribution in the name of another
person.   A contribution to a committee by a trustee solely in the name of the trust constitutes a
contribution in the name of another person as prohibited in Iowa Code Supplement section 68A.502
unless the recipient committee publicly discloses the contribution as provided in this rule.

4.31(1) Living or revocable trust. If the contribution involves a trust identified as a revocable trust or
a living trust that does not file a separate trust tax return and whose federal tax ID number is the same as
the social security number of the grantor who creates the trust and who is also a trustee, the contribution
shall be reported by the recipient committee as being made by the “(name) revocable (or living) trust.”

4.31(2) Other trusts. For a contribution involving a trust that does not qualify under subrule 4.31(1),
the recipient committee shall identify the trust, the trustee, and the trustor.

4.31(3) Registering a committee. A trust, except for a living or revocable trust, that raises or spends
more than $750 for campaign activities shall register a political committee (PAC) and shall file disclosure
reports. A trust, except for a living or revocable trust, that makes a one-time contribution in excess of
$750 may file Form DR-OTC in lieu of filing a statement of organization and filing disclosure reports.

This rule is intended to implement Iowa Code Supplement sections 68A.402(6) and 68A.502.

351—4.32(68A) Contributions from political committees not organized in Iowa.   Iowa committees
may receive contributions from committees outside Iowa, and committees outside Iowa may contribute
to Iowa committees provided the out-of-state committee complies with either subrule 4.32(1) or subrule
4.32(2). For purposes of this rule, “out-of-state committee” means a committee that is registered with the
campaign enforcement agency of another state or is registered with the Federal Election Commission.

4.32(1) Regular filings. Out-of-state committees may choose to comply with the regular disclosure
filing requirements in Iowa Code Supplement sections 68A.201 and 68A.402 by filing a statement of
organization and periodic disclosure reports.

4.32(2) Verified statement of registration. In lieu of filing a statement of organization and regular
disclosure reports as required by Iowa Code chapter 68A, the out-of-state committee shall file with the
board a verified statement registration form (VSR) for each contribution in excess of $50. The VSR shall
contain the following information:

a. The complete name, address and telephone number of the out-of-state committee;
b. The state or federal agency with which the out-of-state committee is registered;
c. All parent entities or other affiliates or sponsors of the out-of-state committee;
d. The purpose of the out-of-state committee;
e. The name, address and telephone number of an Iowa resident authorized to receive service on

behalf of the out-of-state committee;
f. The name and address of the Iowa recipient committee;
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g. The date and amount of the contribution, including description if the contribution is in-kind;
and

h. An attested statement that the jurisdiction with which the out-of-state committee is registered
has reporting requirements substantially similar to those of Iowa Code chapter 68A. The statement shall
include confirmation that the contribution is made from an account that does not accept contributions
prohibited by Iowa Code section 68A.503 as amended by 2007 Iowa Acts, Senate File 42, section 2,
unless the contribution from the out-of-state committee is made to an Iowa ballot issue committee.

4.32(3) Signature. The VSR shall be signed by the individual filing the VSR on behalf of the
out-of-state committee.

4.32(4) Where filed. Every VSR filed for a contribution in excess of $50 shall be filed with the board
at 510 East 12th Street, Suite 1A, Des Moines, Iowa 50319, electronically using the board’s Web site at
www.iowa.gov/ethics, as an E-mail attachment, or by fax at (515)281-4073.

4.32(5) When filed. The VSR shall be filed with the board on or before the fifteenth day after the
date of the contribution, or mailed bearing a United States Postal Service postmark dated on or before
the fifteenth day after the date of the contribution. For purposes of this subrule, “date of the contribution”
means the day, month, and year the contribution check is dated. If the board deems it necessary, a copy
of any contribution check may be required to be filed with the board. When a copy of a check is required
to be filed with the board, the copy shall be filed within ten days after notice by the board.

4.32(6) Enhanced filing. An out-of-state committee determining that the jurisdiction under which
the committee is registered does not have reporting requirements substantially similar to those of Iowa
Code Supplement chapter 68A may choose to comply by enhancing the committee’s filing in the other
jurisdiction. The enhanced filing shall meet the reporting requirements of Iowa Code Supplement chapter
68A for the reporting period during which contributions to Iowa committees are made. The report shall
cover a period of at least one month. An out-of-state committee choosing this option shall comply with
the VSR procedures in subrule 4.32(2) and attach a signed statement that the report has been enhanced
to satisfy the Iowa reporting requirements.

This rule is intended to implement Iowa Code section 68A.201(5) as amended by 2007 Iowa Acts,
Senate File 39, section 3.

351—4.33(68A,68B) Reporting of earmarked contributions.   A political committee is permitted to
receive contributions from its contributors which are earmarked to be donated to a specific candidate’s
committee or another political committee. A political committee receiving and transmitting earmarked
contributions is required to list on its disclosure report the name of the contributor and the name of the
candidate or committee for which the contribution was earmarked. The political committee is further
required to inform the treasurer of the recipient committee in writing of the name of the individual
contributor, as well as the name of the committee which has collected the contribution. The committee
receiving the earmarked contribution is required to disclose on its report both the name of the individual
contributor and the sponsoring committee.

This rule is intended to implement Iowa Code Supplement section 68A.402.

351—4.34(68A) Request for inactive status by county central committees—procedure.   Rescinded
IAB 6/22/05, effective 7/27/05.

351—4.35(68A) Permanent organizations forming temporary political committees; one-time
contributor filing Form DR-OTC.   Pursuant to Iowa Code section 68A.402(9), a permanent
organization temporarily engaging in activity that exceeds the $750 financial filing threshold described
in rule 351—4.1(68A,68B) is required to organize and register a political committee (PAC), file
disclosure reports, and, upon completion of activity, file a notice of dissolution. A permanent
organization that is temporarily a political committee shall comply with all of the campaign laws in
Iowa Code chapter 68A and this chapter. A permanent organization that makes loans to a candidate
or committee or that is owed debts from a candidate or committee is not deemed to be engaging in
political activity requiring registration.
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4.35(1) Form DR-OTC. A permanent organization that makes a one-time contribution in excess of
$750 to a committee may, in lieu of filing a statement of organization, disclosure reports, and a notice of
dissolution, file Form DR-OTC. The following information shall be disclosed on Form DR-OTC:

a. The name and address of the organization making the contribution.
b. The name and address of a contact person for the organization making the contribution.
c. The name and address of the campaign committee receiving the contribution. If the contribution

is to a candidate or a candidate’s committee, the source of the original funds used tomake the contribution
shall be disclosed.

d. The date and amount of the contribution. If the contribution is an in-kind contribution, a
description of the provided goods or services must be included.

e. The date of election and the county in which the recipient committee is located if the committee
is a county or local committee.

f. The signature and date of the individual filing Form DR-OTC.
A permanent organization that makesmore than one contribution is not eligible to file FormDR-OTC

and is required to file a statement of organization, file disclosure reports, and file a notice of dissolution.
4.35(2) Place of filing. Form DR-OTC shall be filed with the board at 510 East 12th Street, Suite

1A, Des Moines, Iowa 50319, or by fax at (515)281-3701.
4.35(3) Time of filing. Form DR-OTC shall be filed with the board within ten days after the one-time

contribution in excess of $750 is made. The form must be physically received by the board or, if mailed,
must bear a United States Postal Service postmark dated on or before the report due date. A faxed
Form DR-OTC must be submitted on or before 11:59 p.m. of the tenth day after the organization of the
committee is required. If the tenth day falls on a Saturday, Sunday, or holiday on which the board office
is closed, the filing deadline is extended to the next working day when the board office is open.

4.35(4) Failure to register. If the board discovers that a permanent organization has become subject
to the provisions of IowaCode Supplement chapter 68A but did not timely file a statement of organization
or file Form DR-OTC, as applicable, the permanent organization is subject to the possible imposition of
board sanctions.

4.35(5) Partial refund of contribution. A committee that receives a contribution from a permanent
organization that causes the organization to become subject to the provisions of Iowa Code Supplement
chapter 68A may refund all or part of a contribution to the organization so as to reduce the contribution
to $750 or less and remove the organization’s filing obligations.

This rule is intended to implement Iowa Code sections 68A.102(18) and 68A.402.

351—4.36(68A) Cash transactions.   All disbursements, including all expenditures and any other
withdrawals from committee funds, shall be by check, debit card, or credit card. Cash withdrawals and
“petty cash” accounts are not permitted. If a committee fundraising activity necessitates a cash drawer
for making change or other cash transactions, the committee may issue a check payable to the committee
treasurer or the candidate, in the case of a candidate’s committee, or payable to the committee treasurer
or the committee chairperson, in the case of a political committee. The purpose of the expenditure shall
be reported on Schedule B as “cash advance for (describe activity, e.g., concession stand cash drawer).”
Upon completion of the fundraising activity, the committee shall redeposit the same amount as that
which was advanced into the committee account. The redeposit shall be reported as a reverse entry on
Schedule B as a “redeposit of cash advance for (describe activity).” The proceeds of the fundraising
activity (excluding the cash advance) shall be reported on Schedule A - Contributions Received.

This rule is intended to implement Iowa Code sections 68A.203 as amended by 2005 Iowa Acts,
House File 312, section 5, and 68A.402A.

351—4.37(68A,68B) Record keeping.
4.37(1) Copies of reports. A committee shall preserve a copy of every report it files for at least three

years following the filing of the report.
4.37(2) Supporting documentation. The documentation which supports a committee’s disclosure

report shall be preserved by the committee for at least five years after the due date of the report that
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covers the activity documented in the records; however, a committee is not required to preserve these
records for more than three years from the certified date of dissolution of the committee. At a minimum,
the supporting documentation shall consist of all of the following:

a. A ledger or similar record-keeping device which details all contributions received by the
committee. This record shall include the name and address of each person making a contribution in
excess of $10, with the date and amount of the contribution. In lieu of or in addition to a ledger, the
committee may record contributions received through a receipt book or other method of individually
documenting the contributions, such as by making and keeping copies of the contribution checks.

b. The check register for the committee’s account(s).
c. Bank statements for the committee’s account(s).
d. Copies of canceled or duplicate checks for committee expenditures, if available.
e. Copies of bills or receipts for committee expenditures.
f. For committees which pay reimbursement for committee-related mileage, copies of vehicle

mileage logs, including travel dates, distance driven, and travel purpose (description of event or activity).
For a candidate’s committee which leases a vehicle, the mileage log shall detail all mileage driven on
the vehicle, including non-committee-related mileage.

This rule is intended to implement Iowa Code Supplement sections 68A.203, 68A.302, 68A.402 and
68A.403 and Iowa Code section 68B.32A.

DIVISION III
POLITICAL MATERIAL—ATTRIBUTION STATEMENTS

351—4.38(68A) Political attribution statement—contents.   Published material that expressly
advocates the election or defeat of a candidate or that expressly advocates the passage or defeat of a
ballot issue shall contain a statement identifying the person paying for the published material. This
statement is referred to as the “attribution statement.” The term “published material” means any
newspaper, magazine, shopper, outdoor advertising facility, poster, direct mailing, brochure, Internet
Web site, campaign sign, or any other form of printed general public political advertising.

4.38(1) Registered committee. If the person paying for the published material is a committee that has
filed a statement of organization, the words “paid for by” and the name of the committee shall appear on
the material.

4.38(2) Individual, married couple, or unregistered candidate’s committee. If the person paying for
the publishedmaterial is an individual, the words “paid for by” and the name and address of the individual
shall appear on the material. Published material that is jointly paid for by a married couple shall include
the words “paid for by” and the name and address of one member of the married couple. For purposes of
this subrule, “individual” includes a candidate who has not filed a statement of organization to register
a committee.

4.38(3) Multiple individuals. If more than one individual paid for the published material, the words
“paid for by”, the names of the individuals, and either the addresses of the individuals or a statement
that the addresses of the individuals are on file with the Iowa ethics and campaign disclosure board shall
appear on the material. The addresses shall be provided to the board and made available for public
inspection.

4.38(4) Organization or unregistered political committee. If the person paying for the published
material is an organization, the words “paid for by”, the name and address of the organization, and
the name of one officer of the organization shall appear on the material. For purposes of this subrule,
“organization” includes an organization advocating the passage or defeat of a ballot issue but that has
not filed a statement of organization to register a political committee.

4.38(5) Pooled efforts. If the published material is paid for by more than one person, the words “paid
for by” and the identification of the persons as set out in this rule shall appear on the material.

This rule is intended to implement Iowa Code Supplement section 68A.405 as amended by 2004
Iowa Acts, House File 2319, section 4.
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351—4.39(68A) Specific items exempted from or subject to attribution statement requirement;
multiple pages.   Iowa Code Supplement section 68A.405 requires the placement of a “paid for by”
attribution statement on political advertising and political material, with certain exceptions.

4.39(1) Items exempted from requirement. The requirement to place a “paid for by” attribution
statement does not apply to the following:

a. Editorials or news articles of a newspaper or magazine that are not political advertisements.
b. Small items upon which the inclusion of the attribution statement would be impracticable, such

as yard signs, bumper stickers, pins, buttons, pens, pencils, emery boards, matchbooks and, except as
set out in subrule 4.39(2), items that are smaller than 2 inches by 4 inches.

c. T-shirts, caps, and other articles of clothing.
d. Means of communication such as television and radio that are subject to federal regulations

regarding an attribution requirement.
e. Political advertising or political material placed by an individual who acts independently and

spends $100 or less of the individual’s own money to expressly advocate the passage or defeat of a ballot
issue.

For purposes of this subrule, “yard sign” means a political sign with a total dimension of 32 square
feet or less, regardless of whether both sides of the sign are used, that has been placed or posted on real
property.

4.39(2) Items subject to requirement. The requirement to place a “paid for by” attribution statement
applies to the following:

a. Advertising such as yard signs larger than 32 square feet, billboards, posters, portable sign
carriers, and signs affixed or painted to the side or top of a building or vehicle.

b. Advertisements in a newspaper, magazine, shopper, or other periodical regardless of the size
of the advertisement.

c. Direct mailings, flyers, brochures, postcards, or any other form of printed general public
advertising that is larger than 2 inches by 4 inches.

d. Campaign Web sites.
4.39(3) Multiple pages. If the political advertising or political material consists of more than one

page, the “paid for by” attribution statement need only appear on one page of the advertising or material.
For a campaign Web site, the attribution statement need only appear on the home page of the site.

This rule is intended to implement Iowa Code Supplement section 68A.405.

351—4.40(68A,68B) Newspaper or magazine.   For the purposes of these rules and Iowa Code
Supplement section 68A.405, “newspaper or magazine” means a regularly scheduled publication
of news, articles of opinion, and features available to the general public which does not require
membership in or employment by a specific organization.

This rule is intended to implement Iowa Code Supplement section 68A.405.

351—4.41(68A,68B) Apparent violations; remedial action.
4.41(1) Administrative resolution. In an effort to informally resolve apparent violations of the

requirement to place a “paid for by” attribution statement, the board may order administrative resolution
of the matter. The board may direct the person responsible for placing the original published political
material that did not include the attribution statement to place a correction notice in a local newspaper
that reaches the same or substantially the same portion of the public that received the original published
political material. A person may also resolve a violation of the “paid for by” attribution statement
by resending corrected published political material to the same portion of the public that received the
original published political material and by filing a copy of the corrected material with the board.

4.41(2) Form of correction notice. The correction notice shall be in substantially the following form:
“On (date) (describe the type of published political material) was distributed that did not state who paid
for it. The (describe the type of published political material) was paid for by (insert name).”

4.41(3) Board notice. The board shall notify the person who paid for the original published political
material of the requirements of this rule.
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4.41(4) Refusal to place correction notice. The board may initiate a contested case proceeding and
impose discipline against any person who refuses to place a correction notice under this rule.

This rule is intended to implement Iowa Code section 68A.405 and Iowa Code Supplement section
68B.32A(8) as amended by 2006 Iowa Acts, House File 2512, section 3.

351—4.42(56,68B) Specific items exempted from or subject to attribution statement
requirement.   Rescinded IAB 2/4/04, effective 3/10/04.

351—4.43(56,68B) Apparent violations; remedial actions.   Rescinded IAB 2/4/04, effective 3/10/04.

DIVISION IV
CORPORATE POLITICAL ACTIVITY

351—4.44(68A,68B) Use of corporate property prohibited.   It is unlawful for a candidate’s committee
or other political committee to use any property of a corporate entity, and it is unlawful for a corporate
entity to knowingly permit the use of its property by a candidate’s committee or other political committee.
“Corporate entity” as used in these rules means any profit or nonprofit corporation, and includes, but is
not limited to, farm corporations, professional corporations (P.C.s), banks, savings and loan institutions,
credit unions and insurance companies. For the purpose of these rules, the prohibited use of the property
of a corporate entity shall include, but not be limited to, the following:

4.44(1) The physical placement of campaign materials on corporate property except as permitted
under Iowa Code sections 68A.406 and 68A.503.

4.44(2) The use of motor vehicles, telephone equipment, long-distance lines, computers,
typewriters, office space, duplicating equipment and supplies, stationery, envelopes, labels, postage,
postage meters or communication systems of corporate entities.

4.44(3) The use of corporate entity facilities, premises, recreational facilities and housing that are
not ordinarily available to the general public.

4.44(4) The furnishing of beverages and other refreshments that cost in excess of $50 and that are
not ordinarily available to the general public.

4.44(5) The contributing of money of the corporate entity.
4.44(6) Any other transaction conducted between a corporation and a candidate’s committee or

political committee is presumed to be a corporate contribution unless the candidate’s committee or
political committee establishes to the contrary.

This rule is intended to implement Iowa Code Supplement section 68A.503.

351—4.45(68A,68B) Corporate-sponsored political committee.   These rules do not prevent a
corporate entity from soliciting eligible members to join or contribute to its own corporate-sponsored
political committee (PAC), so long as the corporate entity adheres to the provisions of Iowa Code
Supplement section 68A.503.

This rule is intended to implement Iowa Code Supplement section 68A.503.

351—4.46(68A) Voter education.   These rules do not prevent a corporate entity from providing or
publicizing voter registration procedures, election day information, voting procedures or other voter
education information, so long as the information provided does not expressly advocate the election or
defeat of a clearly identified candidate. Also, these rules do not prevent a candidate’s committee from
using a corporate computer to generate and file a campaign disclosure report so long as the report does
not expressly advocate the election or defeat of a clearly identified candidate.

This rule is intended to implement Iowa Code Supplement section 68A.503.

351—4.47(68A,68B) Permitted activity—reimbursement required.   The prohibitions against certain
transactions between corporate entities and candidates or committees expressly advocating the election
or defeat of candidates contained in Iowa Code Supplement section 68A.503 and in rule 4.44(68A,68B)
are not construed to prohibit activity that occurs consistent with this rule.
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4.47(1) Purchase or rental of office facility. A candidate’s committee or any other committee that
expressly advocates the election or defeat of a candidate may purchase or rent property belonging to
a corporate entity, so long as the purchase or rental is at fair market value. For the purpose of this
subrule, “fair market value” means the amount that a member of the general public would expect to pay
to purchase or rent a similar property within the community in which the property is located.

4.47(2) Use of corporate facilities to produce or mail materials. Any person who uses the facilities
of a corporate entity to produce or mail materials in connection with a candidate election is required to
reimburse the corporate entity within a commercially reasonable time for the normal and usual charge
for producing or mailing such materials in the commercial market. For example, if it would otherwise
cost 10 cents per page to have a brochure copied at a commercial printer, the corporate entity must
be reimbursed at 10 cents per page even if the overhead and operating cost is only 5 cents per page.
Likewise, the corporate entity must be reimbursed at the first-class mail rate even if the direct cost to the
corporate entity is less through the use of its bulk mail permit. This subrule does not affect the ability
of a commercial vendor to charge an amount for postage which is less than for first-class mail where the
reduced or bulk mail charge is available to all similarly situated customers without respect to the political
identity of the customer.

4.47(3) Use or rental of corporate facilities by other persons. Persons other than stockholders,
administrative officers or employees of a corporate entity who make any use of corporate facilities, such
as using telephones, facsimile machines, typewriters or computers or borrowing office furniture for
activity in connection with a candidate election, are required to reimburse the corporate entity within
a commercially reasonable time in the amount of the normal and usual rental charge. If one or more
telephones of a corporate entity are used as a telephone bank, a rebuttable presumption is established
that $3 per telephone per hour, plus any actual long distance charges, is acceptable as a normal and
usual rental charge.

4.47(4) Use of airplanes and other means of transportation.
a. Air travel. A candidate, candidate’s agent, or person traveling on behalf of a candidate who

uses noncommercial air transportation made available by a corporate entity shall, in advance, reimburse
the corporate entity as follows:

(1) Where the destination is served by regularly scheduled commercial service, the coach class
airfare (without discounts).

(2) Where the destination is not served by a regularly scheduled commercial service, the usual
charter rate.

b. Other transportation. A candidate, candidate’s agent, or person traveling on behalf of a
candidate who uses other means of transportation made available by a corporate entity shall, within a
commercially reasonable time, reimburse the corporate entity at the normal and usual rental charge.

4.47(5) Equal access not required. For the purpose of this rule, it is not necessary that the corporate
entity be in the business of selling or renting the property, good or service to the general public; further,
it is not necessary that the corporate entity provide access to the same property, good or service to other
candidates or committees.

4.47(6) Commercially reasonable time. For the purpose of this rule, a rebuttable presumption is
established that reimbursement to the corporate entity within ten business days is acceptable as within a
commercially reasonable time.

4.47(7) Loans and debts. A financial institution may make a loan to a candidate or candidate’s
committee so long as the loan is repaid and all proper public disclosure of the transaction is made
pursuant to rule 351—4.18(68A,68B). A candidate or candidate’s committee may owe a debt to an
insurance company, financial institution, or corporation so long as the debt is repaid and all proper
public disclosure of the transaction is made pursuant to rule 351—4.16(68A,68B). The repayment of a
loan or debt under this subrule shall be made prior to the dissolution of the committee pursuant to rule
351—4.57(68A,68B).

This rule is intended to implement Iowa Code Supplement section 68A.503.
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351—4.48(68A,68B) Use of corporate facilities for individual volunteer activity by stockholders,
administrative officers and employees.   Rescinded IAB 8/2/06, effective 9/6/06.

351—4.49(68A,68B) Individual property.   These rules do not apply to the personal or real property of
corporate officers or of individuals employed or associated with a corporate entity and shall not abridge
the free-speech rights and privileges of individuals.

This rule is intended to implement Iowa Code Supplement section 68A.503.

351—4.50(68A) Political corporations.   The prohibitions in Iowa Code Supplement section 68A.503
on corporations that make expenditures to expressly advocate for or against a clearly identified candidate
do not apply to a nonprofit advocacy corporation that has received certification as a political corporation
pursuant to this rule.

4.50(1) Applicability. A political corporation may make an independent expenditure as defined in
Iowa Code Supplement section 68A.404(1) to expressly advocate for or against a clearly identified
candidate. However, a political corporation may not make direct contributions to a candidate’s
committee, state statutory political committee, county statutory political committee, or any political
committee (PAC) that is established to expressly advocate for or against a clearly identified candidate.

4.50(2) Criteria. A corporate entity applying for certification as a political corporation shall meet
all of the following criteria:

a. The corporation was organized solely for political purposes and engages in minor business
activities that generate minimal income and that are incidental to its political purposes.

b. The corporation is not sponsored by a business corporation and has a policy of accepting only
an insignificant and insubstantial amount of income from business corporations.

c. The corporation has no shareholders or others that have claims on its assets or earnings.
4.50(3) Application. A corporate entity seeking certification as a political corporation shall submit a

letter affirming that the corporate entity meets all of the criteria set out in subrule 4.50(2). The application
letter shall also include all other pertinent details of the corporate entity’s activities and shall be signed
by a corporate officer.

4.50(4) Board review. The board shall review an application letter from a corporate entity seeking
status as a political corporation and shall issue a letter of approval or denial.

4.50(5) Denial or failure to seek certification. It shall be deemed a violation of Iowa Code
Supplement section 68A.503 for a corporate entity that is denied certification as a political corporation to
make an independent expenditure that expressly advocates for or against a clearly identified candidate.
It shall be deemed a violation of Iowa Code Supplement section 68A.503 for a corporation to make an
independent expenditure that expressly advocates for or against a clearly identified candidate without
first seeking certification as a political corporation.

4.50(6) Filing. As required by Iowa Code Supplement section 68A.404, a corporate entity granted
political corporation status that makes an independent expenditure in excess of $750 in the aggregate
shall file an independent expenditure statement within 48 hours after the making of the expenditure.

4.50(7) Campaign committee incorporation. An Iowa committee organized under Iowa Code
Supplement chapter 68A that chooses to incorporate may do so without applying for certification as
a political corporation. A committee that chooses to incorporate is not a prohibited contributor under
Iowa Code Supplement section 68A.503.

This rule is intended to implement Iowa Code Supplement sections 68A.404 and 68A.503.

351—4.51(68A) Candidate debate—media organization; debate structure; debate funding;
contribution reporting inapplicable.   Iowa Code Supplement section 68A.503 prohibits corporations
from making contributions to state or local candidates in Iowa. This prohibition does not apply to
incorporated media organizations that host candidate debates described in this rule.

4.51(1) Media organization defined. “Media organization” means a broadcaster, cable television
operator, television programmer, television producer, bona fide newspaper, magazine, or any other
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periodical publication. The media organization shall not be owned or controlled by a political party,
political committee, or candidate.

4.51(2) Debate structure. The structure of the debate shall be left to the discretion of the media
organization provided that at least two or more candidates for the particular office are invited to
participate. The debate shall not be structured to promote or advance one candidate over another. In
choosing which candidates to invite to a debate, the media organization shall use good faith editorial
judgment that is reasonable and viewpoint-neutral.

4.51(3) Funding debates. Amedia organizationmay use its own funds andmay accept funds donated
by corporations to defray costs incurred in staging a candidate debate under this rule.

4.51(4) Contribution reporting inapplicable. The costs of a debate under this rule are not a reportable
monetary or in-kind contribution under Iowa Code Supplement section 68A.402.

This rule is intended to implement Iowa Code Supplement sections 68A.402 and 68A.503.

351—4.52(68A,68B) Corporate involvement with political committee funds.
4.52(1) Corporate payroll deductions. For purposes of interpretation of Iowa Code Supplement

section 68A.503, the administrative functions performed by a corporation (profit or nonprofit
corporation including, but not limited to, a bank, savings and loan institution, credit union or insurance
company) to make payroll deductions for an employee organization’s political committee and to
transmit the deductions in lump sum to the treasurer of the political committee shall not be a prohibited
corporate activity so long as the corporate entity is serving only as a conduit for the contributions.

4.52(2) Electronic transfer of deposits. A corporation, financial institution, or insurance company
may receive and deposit checks that include both dues and PAC contributions. Contributions for the PAC
shall be transferred as soon as possible into the PAC checking account and all disclosure, record-keeping,
and record-retention requirements of Iowa Code chapter 68A shall be followed.

4.52(3) Allowable costs of administration. For the purposes of interpreting Iowa Code Supplement
section 68A.503, subsection 3, which permits an entity otherwise forbidden from contributing to a
candidate or a candidate’s committee for “financing the administration of a committee sponsored by
that entity,” the following are considered to be allowable costs of administration:

a. Full or partial compensation for political committee staff, which may include both wages and
benefits.

b. Expenses of transportation and travel incurred by political committee staff; however, this does
not include expenses of transportation or travel if provided by a political committee or a staff member
to a candidate, nor does this include expenses of meals or events held on behalf of a candidate.

c. Printing and office supplies related to routine office administration so long as the printing and
supplies are not used to expressly advocate for or against any candidate.

d. Postage and stationery, including that necessary for mailing contributions to specific
candidates. Postage and stationery necessary for distributing political material expressly advocating a
specific candidate to persons other than the committee membership are not permitted.

e. Expenses of maintaining committee records and preparing financial disclosure reports,
including costs associated with services provided by an accountant or other professional.

f. Promotional materials, such as stickers, pens, and coffee cups, so long as the items promote the
political committee itself, but not a specific candidate.

An item which is excluded by this subrule from being an allowable cost of administration may still
be provided by the committee, so long as that cost is paid for from contributions or other sources of funds
other than the parent entity.

This rule is intended to implement Iowa Code Supplement section 68A.503.
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DIVISION V
INDEPENDENT EXPENDITURES AND IN-KIND CONTRIBUTIONS

351—4.53(68A,68B) Express advocacy; in-kind contributions; independent
expenditures—definitions.   For the purposes of Iowa Code Supplement chapter 68A, the following
definitions apply.

4.53(1) Express advocacy. “Express advocacy” means any communication as defined in Iowa Code
Supplement section 68A.102(14). “Express advocacy” includes a communication that uses any word,
term, phrase, or symbol that exhorts an individual to vote for or against a clearly identified candidate or
for the passage or defeat of a clearly identified ballot issue.

4.53(2) In-kind contribution. “In-kind contribution” means the provision of any good or service to
a committee without charge or at a charge that is less than the usual and normal charge for such good
or service. If a good or service is provided at less than the usual and normal charge, the amount of the
in-kind contribution is the difference between the usual and normal charge for the good or service at the
time of the contribution and the amount charged the committee. An in-kind contribution also includes
any expenditure that meets the definition of a coordinated expenditure in subrule 4.53(4).

4.53(3) Independent expenditure. “Independent expenditure” means an expenditure by a person for
goods or services, including express advocacy communication, on behalf of a candidate or a ballot
issue which is not made with the knowledge and approval of a candidate or a ballot issue committee.
“Independent expenditure” does not include incidental expenses (expenses of $25 or less per incident
absorbed by the volunteer which result from or arise out of the volunteer work) incurred by an individual
in performing volunteer work.

4.53(4) Coordinated expenditure. “Made with the knowledge and approval of a candidate or ballot
issue committee” means that there has been arrangement, coordination, or direction by the candidate or
an agent or officer of the candidate’s committee or a ballot issue committee prior to the procurement
or purchase of the good or service, or the publication, distribution, display, or broadcast of an express
advocacy communication. This may also be referred to as a “coordinated expenditure.” An expenditure
will be presumed to be coordinated when it is:

a. Based on information provided to the expending person by the candidate, the candidate’s
committee, or the ballot issue committee with a view toward having an expenditure made; or

b. Made by or through any person who is or has been authorized to raise or expend funds; who is
or has been an officer of the candidate’s committee or the ballot issue committee; or who is or has been
receiving any form of compensation or reimbursement from the candidate, the candidate’s committee,
or the ballot issue committee.

This rule is intended to implement Iowa Code Supplement section 68A.404.

DIVISION VI
COMMITTEE DISSOLUTION

351—4.54(68A) Committee dissolution; disposition of property; resolution of loans or debts.   A
committee shall not dissolve until all loans and debts are paid, forgiven, or transferred, and the remaining
funds in the committee’s campaign account are distributed according to Iowa Code sections 68A.302
and 68A.303 and rule 351—4.25(68A,68B). In the case of a candidate’s committee, the disposition of
all campaign property with a residual value of $100 or more must be accomplished before dissolution.

4.54(1) Manner of disposition—candidates’ committees. A candidate’s committee shall dispose of
campaign property with a residual value of $100 or more through a sale of the property at fair market
value, with proceeds treated as any other campaign funds, or through donation of the property as set out in
Iowa Code section 68A.303(1). The candidate’s committee shall disclose on the committee’s campaign
report the manner of disposition.

4.54(2) Resolution of loans and debts. The loans and debts of a committee may be transferred,
assumed, or forgiven except that a loan or debt owed to a financial institution, insurance company, or
corporation may not be forgiven unless the committee is a ballot issue committee. The committee shall
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disclose on the committee’s campaign report the transfer, assumption, or forgiveness of a loan or debt
on the appropriate reporting schedules.

4.54(3) Settlement of disputed loans and debts. A dispute concerning a loan or debt may be resolved
for less than the original amount if the committee discloses on the committee’s campaign report the
resolution of the dispute. If the dispute is between a candidate’s committee and a financial institution,
insurance company, or corporation, the candidate’s committee shall submit a written statement to the
board describing the loan or debt, the controversy, and the steps taken to settle or collect the loan or
debt. The board will review the statement and determine whether to permit the candidate’s committee
to report the loan or debt as discharged.

4.54(4) Unavailable creditor. If the committee cannot locate a person to whom it owes a loan or
debt, the committee shall provide the board with a written statement describing the steps the committee
has taken to locate the creditor and shall request direction from the board as to what additional steps, if
any, should be taken. If a candidate’s committee owes a loan or debt to a financial institution, insurance
company, or corporation, resolution of the matter shall include payment to a charitable organization or
the general fund of the state of Iowa.

This rule is intended to implement Iowa Code section 68A.402B.

351—4.55(68A) Statement of dissolution; final report; final bank statement.
4.55(1) Statement of dissolution. A statement of dissolution (Form DR-3) shall be filed after the

committee terminates its activity, disposes of its funds and assets, and has discharged all of its loans and
debts. The statement shall be either typewritten or printed legibly in black ink and shall be signed by the
person filing the statement. A statement of dissolution filed electronically using the board’s Web site is
deemed signed when filed.

4.55(2) Place of filing. Statements of dissolution shall be filed with the board at 510 E. 12th Street,
Suite 1A, Des Moines, Iowa 50319. Statements may also be filed by fax at (515)281-3701 or filed
electronically through the board’s Web site at www.iowa.gov/ethics.

4.55(3) Time of filing. A committee seeking dissolution shall file a statement of dissolution within
30 days of terminating activity, disposing of funds and assets, and discharging all loans and debts. A
statement must be physically received by the board or, if mailed, must bear a United States Postal Service
postmark dated on or before the required due date. Faxed or electronically filed statements must be
submitted at or before 11:59 p.m. on the required due date. If the due date falls on a Saturday, Sunday,
or holiday on which the board office is closed, the due date is extended to the next working day.

4.55(4) Final report. The committee shall file a final report disclosing the committee’s closing
transactions. Once the board staff reviews the report and determines that the committee has complied
with all of the requirements of Iowa Code chapter 68A, the committee is no longer required to file
campaign reports. If the board staff determines that the committee has not complied with all of the
requirements of Iowa Code chapter 68A, the committee, prior to being dissolved, shall resolve all issues.

4.55(5) Final bank statement. A copy of the committee’s final bank statement showing the
committee’s closing transactions and a zero balance shall be attached to or submitted with the
committee’s final report. A committee participating in an election at the county, city, school, or other
political subdivision level is not required to file a final bank statement unless requested to do so by the
board. A committee seeking a waiver from the requirements of this subrule may do so in accordance
with 351—Chapter 15.

This rule is intended to implement Iowa Code section 68A.402B.

351—4.56(68A,68B) Disposition of property for dissolution of committee.   Rescinded IAB 6/22/05,
effective 7/27/05.

351—4.57(68A,68B) Assumption or settlement of debts and obligations.   Rescinded IAB 6/22/05,
effective 7/27/05.
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DIVISION VII
CIVIL PENALTIES FOR LATE REPORTS

351—4.58(68B) Late-filed campaign disclosure reports.
4.58(1) Late reports. A campaign disclosure report is deemed filed late if it is not received on or

before the applicable due date as set out in rule 351—4.9(68A).
4.58(2) Methods of filing. A campaign disclosure report may be filed by any of the following

methods: hand-delivered, mailed, faxed, sent as an E-mail attachment, or sent electronically via the
Internet. The location for filing reports is set out in rule 351—4.8(68A,68B).

4.58(3) Physical receipt. A report must be physically received by the board as set out in rule
351—4.10(68A,68B).

This rule is intended to implement Iowa Code Supplement section 68B.32A(8).

351—4.59(68B) Routine civil penalty assessment for late-filed disclosure reports.
4.59(1) Administrative resolution. In administrative resolution of violations for late-filed disclosure

reports, the board shall assess and collect monetary penalties for all late-filed disclosure reports. The
board shall notify any person assessed a penalty of the amount of the assessment and the person’s ability
to request a waiver under rule 351—4.60(68B). A committee using the board’s electronic filing system
shall not be assessed a civil penalty if the board’s electronic filing system is not properly functioning and
causes the committee to be unable to timely file the report.

4.59(2) County and local committee assessments. County, city, school, other political subdivision,
and local ballot issue committees shall be assessed civil penalties for late-filed reports in accordance with
the following schedule:

Date report received
First-time
delinquency

Repeat delinquency by same treasurer
of a committee in 12-month period

1 to 14 consecutive days delinquent $20 $50
15 to 30 consecutive days delinquent $50 $100
31 to 45 consecutive days delinquent $100 $200

4.59(3) State committee assessments. Statewide, general assembly, state statutory, and state political
committees, and a judge standing for retention shall be assessed civil penalties for late-filed reports,
except for supplementary and special election reports, in accordance with the following schedule:

Date report received
First-time
delinquency

Repeat delinquency by same treasurer
of a committee in 12-month period

1 to 14 consecutive days delinquent $50 $100
15 to 30 consecutive days delinquent $100 $200
31 to 45 consecutive days delinquent $200 $300

4.59(4) Supplementary report assessments. General assembly candidates’ committees required to
file supplementary disclosure reports shall be assessed a $200 civil penalty for filing a supplementary
report one or more days late. Statewide committees required to file supplementary disclosure reports
shall be assessed a $400 civil penalty for filing a supplementary report one or more days late.

4.59(5) Special election assessments. The committees of general assembly candidates to fill
vacancies in special elections shall be assessed a $100 civil penalty for filing a special election report
one or more days late. The committees of statewide candidates to fill vacancies in special elections
shall be assessed a $200 civil penalty for filing a special election report one or more days late.

4.59(6) Verified statement of registration assessments. An out-of-state committee that chooses to file
a verified statement of registration (VSR) as provided in IowaCode Supplement section 68A.201 and rule
351—4.32(68A), but fails to file the VSR on or before the fifteenth day after the date of the contribution,
shall be assessed a $25 civil penalty per late-filed VSR. However, if there is a repeat delinquency by the
committee in a 12-month period, the penalty shall be $50.
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For purposes of this subrule, “date of the contribution” means the day, month and year the
contribution check is dated.

4.59(7) Independent expenditure assessment. A person that is delinquent in filing an independent
expenditure statement shall be assessed a $25 civil penalty for filing the statement one or more days
delinquent, except that if there is a repeat delinquency by the person in timely filing an independent
expenditure statement within a 12-month period, the penalty shall be $50.

4.59(8) Form DR-OTC assessment. A permanent organization that has not previously made a
contribution in excess of $750 and that fails to file Form DR-OTC within ten days of notice to do so by
the board shall be assessed a $20 civil penalty. A permanent organization that has previously made a
contribution in excess of $750 and that fails to file Form DR-OTC within ten days of the date on which
the contribution check is issued shall be assessed a $20 civil penalty.

This rule is intended to implement Iowa Code Supplement section 68B.32A(8).

351—4.60(68B) Requests for waiver of penalties.   If a person believes that there are mitigating
circumstances that prevented the timely filing of a report, the person may make a written request to the
board for waiver of the penalty. A person seeking a waiver must submit the request to the board within
30 days of receiving a civil penalty assessment order. Waivers may be granted only under exceptional
or very unusual circumstances. The board will review the request and issue a waiver or denial of the
request. If a waiver is granted, the board will determine how much of the penalty is waived based on
the circumstances. If a denial or partial waiver is issued, the person shall promptly pay the assessed
penalty or seek a contested case proceeding pursuant to rule 351—4.61(68B).

This rule is intended to implement Iowa Code Supplement section 68B.32A(8).

351—4.61(68B) Contested case challenge.
4.61(1) Request. If the person accepts administrative resolution of a matter through the payment of

the assessed penalty, the matter shall be closed. If the person chooses to contest the board’s decision to
deny the request or grant a partial waiver of an assessed penalty, the person shall make a written request
for a contested case proceeding within 30 days of being notified of the board’s decision.

4.61(2) Procedure. Upon timely receipt of a request for a contested case proceeding, the board shall
provide for the issuance of a statement of charges and notice of hearing. The hearing shall be conducted
in accordance with the provisions of Iowa Code section 68B.32C and the board’s rules. The burden shall
be on the board’s legal counsel to prove that a violation occurred.

4.61(3) Failure to request hearing. Failure to request a contested case proceeding to appeal the
board’s decision on a waiver request is failure to exhaust administrative remedies for purposes of seeking
judicial review in accordance with Iowa Code chapter 17A and Iowa Code section 68B.33.

This rule is intended to implement Iowa Code Supplement section 68B.32A(8).

351—4.62(68B) Payment of penalty.
4.62(1) Where payment made. Checks or money orders shall be made payable and forwarded to:

Iowa Ethics and Campaign Disclosure Board, 510 E. 12th Street, Suite 1A, Des Moines, Iowa 50319.
Such funds shall be deposited in the general fund of the state of Iowa.

4.62(2) Who may make payment. Payment may be made at the person’s discretion, including from
funds of a committee or from personal funds of an officer of a committee. Payments from corporate
entities as described in Iowa Code Supplement section 68A.503 are prohibited, except in the case of a
ballot issue committee.

4.62(3) Disclosure of payment. If payment is made from a source other than committee funds and
is for payment of an assessment to the committee, the payment shall be publicly disclosed as an in-kind
contribution to the committee.

This rule is intended to implement Iowa Code Supplement sections 68A.503 and 68B.32A(8).
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[Filed 10/17/95, Notice 8/25/75—published 11/3/75, effective under
emergency provision 11/21/75]

[Filed 10/28/75, Notice 8/25/75—published 11/17/75, effective 12/22/75]
[Filed 11/26/75, Notice 8/25/75—published 12/15/75, effective 2/1/76]

[Amendment filed without notice 11/26/75—published 12/15/75]
[Filed emergency 2/11/76—published 3/8/76, effective 2/11/76]

[Filed 2/19/76, Notice 11/17/75—published 3/8/76, effective 4/12/76]
[Filed 4/1/76, Notice 11/17/75—published 4/19/76, effective 5/24/76]

[Filed 6/4/76—published 6/28/76, effective 8/2/76]
[Filed emergency 7/14/76—published 8/9/76, effective 7/14/76]

[Filed 1/7/77, Notice 12/1/76—published 1/26/77, effective 3/2/77]
[Filed 4/30/79, Notice 3/21/79—published 5/30/79, effective 7/4/79]1

[Filed 8/29/80, Notice 5/28/80—published 9/17/80, effective 10/22/80]
[Filed 11/6/81, Notice 9/3/81—published 11/25/81, effective 1/1/82]
[Filed 11/4/83, Notice 8/3/83—published 11/23/83, effective 1/1/84]
[Filed 5/16/86, Notice 3/12/86—published 6/4/86, effective 9/3/86]
[Filed 8/21/87, Notice 6/17/87—published 9/9/87, effective 10/14/87]
[Filed 4/26/89, Notice 2/22/89—published 5/17/89, effective 6/21/89]
[Filed 4/23/92, Notice 2/19/92—published 5/13/92, effective 6/17/92]
[Filed 11/17/92, Notice 9/16/92—published 12/9/92, effective 1/13/93]

[Filed emergency 1/15/93—published 2/3/93, effective 1/15/93]
[Filed 9/23/93, Notice 4/28/93—published 10/13/93, effective 11/17/93]
[Filed 3/11/94, Notice 1/5/94—published 3/30/94, effective 5/4/94]
[Filed emergency 6/16/94—published 7/6/94, effective 6/16/94]

[Filed 7/29/94, Notice 5/25/94—published 8/17/94, effective 9/21/94]
[Filed 12/16/94, Notice 8/17/94—published 1/4/95, effective 2/8/95]◊
[Filed 7/28/95, Notice 5/24/95—published 8/16/95, effective 9/20/95]
[Filed 7/28/95, Notice 6/21/95—published 8/16/95, effective 9/20/95]◊
[Filed 10/6/95, Notice 7/19/95—published 10/25/95, effective 11/29/95]
[Filed 7/12/96, Notice 4/24/96—published 7/31/96, effective 9/4/96]◊
[Filed 10/18/96, Notice 8/28/96—published 11/6/96, effective 12/11/96]
[Filed 12/24/96, Notice 11/6/96—published 1/15/97, effective 2/19/97]
[Filed 6/13/97, Notice 5/7/97—published 7/2/97, effective 8/6/97]
[Filed 5/15/98, Notice 3/11/98—published 6/3/98, effective 7/8/98]◊
[Filed 7/10/98, Notice 6/3/98—published 7/29/98, effective 9/2/98]
[Filed 3/3/99, Notice 1/13/99—published 3/24/99, effective 4/28/99]

[Filed emergency 6/9/99—published 6/30/99, effective 6/9/99]
[Filed 6/21/02, Notice 5/15/02—published 7/10/02, effective 8/14/02]◊
[Filed 8/1/02, Notice 6/12/02—published 8/21/02, effective 9/25/02]◊
[Filed 8/1/02, Notice 6/26/02—published 8/21/02, effective 9/25/02]
[Filed 8/30/02, Notice 7/10/02—published 9/18/02, effective 10/23/02]
[Filed 11/1/02, Notice 8/21/02—published 11/27/02, effective 1/1/03]◊
[Filed 11/1/02, Notice 9/4/02—published 11/27/02, effective 1/1/03]◊
[Filed 4/23/03, Notice 3/5/03—published 5/14/03, effective 7/1/03]

[Filed 8/28/03, Notice 7/9/03—published 9/17/03, effective 10/22/03]◊
[Filed 8/28/03, Notice 7/23/03—published 9/17/03, effective 10/22/03]
[Filed 10/9/03, Notice 8/20/03—published 10/29/03, effective 12/3/03]◊
[Filed 11/6/03, Notice 10/1/03—published 11/26/03, effective 12/31/03]◊
[Filed 1/14/04, Notice 11/26/03—published 2/4/04, effective 3/10/04]◊
[Filed 2/6/04, Notice 12/24/03—published 3/3/04, effective 4/7/04]◊
[Filed 4/23/04, Notice 3/3/04—published 5/12/04, effective 6/16/04]◊
[Filed without Notice 4/29/04—published 5/26/04, effective 7/1/04]
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[Filed without Notice 5/3/04—published 5/26/04, effective 7/1/04]
[Filed without Notice 5/4/04—published 5/26/04, effective 7/1/04]

[Filed 6/24/04, Notice 5/12/04—published 7/21/04, effective 8/25/04]◊
[Filed 8/26/04, Notice 7/21/04—published 9/15/04, effective 10/20/04]
[Filed 10/22/04, Notice 9/15/04—published 11/10/04, effective 12/15/04]
[Filed 1/28/05, Notice 11/10/04—published 2/16/05, effective 3/23/05]◊
[Filed 1/28/05, Notice 12/22/04—published 2/16/05, effective 3/23/05]
[Filed 5/23/05, Notice 3/16/05—published 6/22/05, effective 7/27/05]◊
[Filed without Notice 5/24/05—published 6/22/05, effective 7/27/05]◊
[Filed 8/17/05, Notice 5/11/05—published 9/14/05, effective 10/19/05]
[Filed 12/2/05, Notice 9/14/05—published 12/21/05, effective 1/25/06]
[Filed 12/2/05, Notice 10/26/05—published 12/21/05, effective 1/25/06]
[Filed 2/8/06, Notice 12/21/05—published 3/1/06, effective 4/5/06]◊
[Filed 7/13/06, Notice 4/26/06—published 8/2/06, effective 9/6/06]◊

[Filed 9/25/06, Notice 8/2/06—published 10/25/06, effective 11/29/06]◊
[Filed 3/7/07, Notice 1/17/07—published 3/28/07, effective 5/2/07]
[Filed without Notice 7/11/07—published 8/1/07, effective 9/5/07]◊
[Filed without Notice 7/12/07—published 8/1/07, effective 9/5/07]◊
[Filed 4/2/08, Notice 2/13/08—published 4/23/08, effective 5/28/08]
[Filed 9/2/08, Notice 6/18/08—published 9/24/08, effective 10/29/08]
[Filed without Notice 9/5/08—published 9/24/08, effective 10/29/08]◊
[Filed without Notice 11/11/08—published 12/3/08, effective 1/7/09]◊

◊ Two or more ARCs
1 Effective date of rule 4.16 delayed by the Administrative Rules Review Committee 45 days after convening of the next General

Assembly pursuant to §17A.8(9).
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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(17A) Application of rules
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 stamp 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) Voluntary admissions to mental health institute
28.3(218) Admission to hospital-schools
28.4(229) Patients’ rights for the mentally ill
28.5(218) Photographing and recording of patients and use of cameras
28.6(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(218) Residents’ rights for the mentally retarded
28.11(218) Catchment areas
28.12(217) Release of confidential information
28.13(218) Applying county institutional credit balances

CHAPTER 29
MENTAL HEALTH INSTITUTES

29.1(218) Visiting
29.2(230) Direct medical services
29.3(230) Liability for support
29.4(230) Certification of settlement

CHAPTER 30
STATE RESOURCE CENTERS

30.1(218) Visiting
30.2(222) Liability for support
30.3(222) Certification of settlement

CHAPTERS 31 to 33
Reserved

CHAPTER 34
ALTERNATIVE DIAGNOSTIC FACILITIES

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

CHAPTER 37
Reserved

CHAPTER 38
DEVELOPMENTAL DISABILITIES BASIC STATE GRANT

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

CHAPTER 39
Reserved

TITLE IV
FAMILY INVESTMENT PROGRAM

CHAPTER 40
APPLICATION FOR AID

DIVISION I
FAMILY INVESTMENT PROGRAM—CONTROL GROUP

40.1 to 40.20 Reserved

DIVISION II
FAMILY INVESTMENT PROGRAM—TREATMENT GROUP

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

DIVISION I
FAMILY INVESTMENT PROGRAM—

CONTROL GROUP
41.1 to 41.20 Reserved

DIVISION II
FAMILY INVESTMENT PROGRAM—TREATMENT GROUP

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

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

CHAPTER 42
Reserved

CHAPTER 43
ALTERNATE PAYEES

DIVISION I
FAMILY INVESTMENT PROGRAM—CONTROL GROUP

43.1 to 43.20 Reserved

DIVISION II
FAMILY INVESTMENT PROGRAM—TREATMENT GROUP

43.21(239B) Conservatorship or guardianship
43.22 and 43.23 Reserved
43.24(239B) Emergency payee

CHAPTER 44
Reserved

CHAPTER 45
PAYMENT

DIVISION I
FAMILY INVESTMENT PROGRAM—CONTROL GROUP

45.1 to 45.20 Reserved

DIVISION II
FAMILY INVESTMENT PROGRAM—TREATMENT GROUP

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

DIVISION I
FAMILY INVESTMENT PROGRAM—CONTROL GROUP

46.1 to 46.20 Reserved

DIVISION II
FAMILY INVESTMENT PROGRAM—TREATMENT GROUP

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

CHAPTER 47
DIVERSION INITIATIVES

47.1(239B) Definitions
47.2(239B) Availability of program
47.3(239B) General provisions
47.4(239B) Assistance available
47.5(239B) Relationship to the family investment program and TANF
47.6 Reserved
47.7(239B) Notification and appeals
47.8(239B) Funding and method of payment
47.9 Reserved
47.10(239B) Records and reports
47.11 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 Reserved
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

CHAPTER 59
Reserved

CHAPTER 60
REFUGEE CASH ASSISTANCE

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

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

CHAPTER 61
REFUGEE SERVICES PROGRAM

61.1(217) Definitions
61.2(217) Authority
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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
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
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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
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
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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 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
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 insurance data match program
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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
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 Reserved
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
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CHAPTER 78
AMOUNT, DURATION AND SCOPE OF
MEDICAL AND REMEDIAL SERVICES

78.1(249A) Physicians’ services
78.2(249A) Prescribed outpatient drugs
78.3(249A) Inpatient hospital services
78.4(249A) Dentists
78.5(249A) Podiatrists
78.6(249A) Optometrists
78.7(249A) Opticians
78.8(249A) Chiropractors
78.9(249A) Home health agencies
78.10(249A) Durable medical equipment (DME), prosthetic devices and medical supplies
78.11(249A) Ambulance service
78.12(249A) 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
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 Reserved
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
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78.49(249A) Infant and toddler program services
78.50(249A) Local education agency services
78.51(249A) Indian health service 638 facility services
78.52(249A) HCBS children’s mental health waiver services

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) Amounts paid provider from other sources
80.4(249A) Time limit for submission of claims and claim adjustments
80.5(249A) Authorization process
80.6(249A) Payment to provider—exception

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
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81.16(249A) Nurse aide requirements and training and testing programs
81.17 Reserved
81.18(249A) Sanctions
81.19 Reserved
81.20(249A) Out-of-state facilities
81.21(249A) Outpatient services
81.22(249A) Rates for Medicaid eligibles
81.23(249A) State-funded personal needs supplement
81.24 to 81.30 Reserved

DIVISION II
ENFORCEMENT OF COMPLIANCE

81.31(249A) Definitions
81.32(249A) General provisions
81.33(249A) Factors to be considered in selecting remedies
81.34(249A) Available remedies
81.35(249A) Selection of remedies
81.36(249A) Action when there is immediate jeopardy
81.37(249A) Action when there is no immediate jeopardy
81.38(249A) Action when there is repeated substandard quality of care
81.39(249A) Temporary management
81.40(249A) Denial of payment for all new admissions
81.41(249A) Secretarial authority to deny all payments
81.42(249A) State monitoring
81.43(249A) Directed plan of correction
81.44(249A) Directed in-service training
81.45(249A) Closure of a facility or transfer of residents, or both
81.46(249A) Civil money penalties—basis for imposing penalty
81.47(249A) Civil money penalties—when penalty is collected
81.48(249A) Civil money penalties—notice of penalty
81.49(249A) Civil money penalties—waiver of hearing, reduction of penalty amount
81.50(249A) Civil money penalties—amount of penalty
81.51(249A) Civil money penalties—effective date and duration of penalty
81.52(249A) Civil money penalties—due date for payment of penalty
81.53(249A) 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
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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
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
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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
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
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CHAPTER 85
SERVICES IN PSYCHIATRIC INSTITUTIONS

DIVISION I
PSYCHIATRIC HOSPITALS

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

DIVISION II
PSYCHIATRIC MEDICAL INSTITUTIONS FOR CHILDREN

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

DIVISION III
NURSING FACILITIES FOR PERSONS WITH MENTAL ILLNESS

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

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

86.1(514I) Definitions
86.2(514I) Eligibility factors
86.3(514I) Application process
86.4(514I) Coordination with Medicaid
86.5(514I) Effective date of coverage
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
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86.18(505) Health insurance data match program
86.19(514I) Recovery

CHAPTER 87
Reserved

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
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



IAC 12/3/08 Human Services[441] Analysis, p.23

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
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
CASE MANAGEMENT FOR PEOPLE WITH MENTAL RETARDATION,
CHRONIC MENTAL ILLNESS, OR DEVELOPMENTAL DISABILITIES

90.1(249A) Definitions
90.2(249A) Eligibility
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90.3(249A) Authorization and need for service
90.4(249A) Application
90.5(249A) Services
90.6(249A) Terminating services
90.7(249A) Appeal rights

CHAPTER 91
MEDICARE DRUG SUBSIDY

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

CHAPTER 92
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

DIVISION I
FAMILY INVESTMENT PROGRAM—CONTROL GROUP

93.1 to 93.100 Reserved

DIVISION II
FAMILY INVESTMENT PROGRAM—TREATMENT GROUP

93.101(239B) Program area
93.102 Reserved
93.103(239B) Contracts with provider agencies for provision of services
93.104(239B) Registration and referral requirements
93.105(239B) Priority of service
93.106(239B) Orientation for PROMISE JOBS and the FIA
93.107(239B) Medical examinations
93.108(239B) Self-initiated training
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93.109(239B) The family investment agreement (FIA)
93.110(239B) Arranging for services
93.111(239B) Assessment and assignment to other activities and components
93.112(239B) Job search options
93.113(239B) Monitored employment
93.114(239B) Assignment to vocational classroom training
93.115(239B) Unpaid community service
93.116(239B) Parenting skills training
93.117(239B) Health and safety
93.118(239B) Family planning
93.119(239B) PROMISE JOBS family development
93.120 Reserved
93.121(239B) Assignment to work experience
93.122 Reserved
93.123(239B) PROMISE JOBS on-the-job training (OJT)
93.124 to 93.130 Reserved
93.131(239B) Failure to participate in classroom training
93.132(239B) Participation issues for FIA-responsible persons
93.133(239B) Problems with participation of a temporary or incidental nature
93.134(239B) Barriers to participation
93.135(239B) Required client documentation
93.136 Reserved
93.137(239B) Written notification
93.138(239B) Resolution of disputes around the FIA and PROMISE JOBS participation
93.139(239B) Notice of decision
93.140(239B) Right of appeal
93.141 and 93.142 Reserved
93.143(239B) Confidentiality
93.144(239B) PROMISE JOBS grievance procedure
93.145(239B) Workers’ compensation for PROMISE JOBS work experience participants
93.146(239B) Safety rules from PROMISE JOBS work sponsors
93.147 Reserved
93.148(239B) Records maintenance
93.149 Reserved
93.150(239B) Financial
93.151(239B) Recovery of PROMISE JOBS expense allowances

CHAPTER 94
Reserved

TITLE X
SUPPORT RECOVERY

CHAPTER 95
COLLECTIONS

95.1(252B) Definitions
95.2(252B) Child support recovery eligibility and services
95.3(252B) Crediting of current and delinquent support
95.4(252B) Prepayment of support
95.5(252B) Lump sum settlement
95.6(252B) Offset against state income tax refund or rebate
95.7(252B) Offset against federal income tax refund and federal nontax payment
95.8(96) Child support offset of unemployment insurance benefits
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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



IAC 12/3/08 Human Services[441] Analysis, p.27

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
Reserved

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
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
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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

CHAPTER 113
LICENSING AND REGULATION OF FOSTER FAMILY HOMES

113.1(237) Applicability
113.2(237) Definitions
113.3(237) Application for license
113.4(237) Provisions pertaining to the license
113.5(237) Physical standards
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113.6(237) Sanitation, water, and waste disposal
113.7(237) Fire safety
113.8(237) Foster parent training
113.9(237) Policy for involvement of biological or adoptive parents
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

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
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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 preplacement orientation
117.3(237) Application materials
117.4(237) Application process
117.5(237) Application decisions
117.6(237) Application conference available
117.7(237) Required in-service training

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

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
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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

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
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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

CHAPTER 152
CONTRACTING

DIVISION I
GENERAL PROVISIONS

152.1(234) Definitions
152.2(234) Conditions of participation relevant to all contracts
152.3(234) Appeals of departmental actions
152.4(234) Review of financial and statistical reports
152.5(234) Copyright and patents
152.6(234) Drug-free workplace
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152.7(234) Restriction of use of funds
152.8(234) Term of contract
152.9 to 152.20 Reserved

DIVISION II
PURCHASE OF REHABILITATIVE TREATMENT AND

SUPPORTIVE SERVICES CONTRACT
152.21(234) Contract
152.22(234) Initiation of contract proposal
152.23(234) Contract administration
152.24(234) Client eligibility and referral
152.25(234) Amount, scope, and duration of services
152.26(234) Client fees

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 to 153.10 Reserved

DIVISION II
DECATEGORIZATION OF CHILD WELFARE AND JUVENILE JUSTICE FUNDING

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

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

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

DIVISION III
MENTAL ILLNESS, MENTAL RETARDATION, AND

DEVELOPMENTAL DISABILITIES—LOCAL SERVICES
153.31 to 153.50 Reserved

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

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

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(234) Purchase of family foster care services
156.8(234) Special needs
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) Adoptive homes
156.18(237) Foster parent training expenses
156.19(237) Rate of payment for care in a residential care facility
156.20(234) Eligibility for foster care payment

CHAPTER 157
PURCHASE OF ADOPTION SERVICES

157.1(600) Definitions
157.2(600) Eligibility
157.3(600) Components of adoption service
157.4(600) Contract requirements and management
157.5(600) Case permanency plan requirements
157.6(600) Progress reports

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
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158.4(237) Time frames for filing claims
158.5(237) Appeals

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
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CHAPTER 163
ADOLESCENT PREGNANCY PREVENTION AND SERVICES

TO PREGNANT AND PARENTING ADOLESCENTS
PROGRAMS

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

CHAPTER 164
IOWA HOSPITAL TRUST FUND

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

CHAPTER 165
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
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CHAPTER 168
CHILD CARE EXPANSION PROGRAMS

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

CHAPTER 169
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
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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

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
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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

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 181
Reserved

CHAPTER 182
FAMILY-CENTERED SERVICES

182.1(234) Definitions
182.2(234) Available services
182.3(234) Eligibility for services
182.4(234) Approval and referral for services
182.5(234) Service provider qualifications
182.6(234) Requirements for service delivery
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182.7(234) Provider service record requirements
182.8(234) Unit of service and service unit rates
182.9(234) Termination and adverse service actions
182.10(234) Appeals

CHAPTER 183
ADULT SUPPORT PROGRAM

183.1(234) Definitions
183.2(234) Eligibility
183.3(234) Application
183.4(234) Method of provision
183.5(234) Social casework responsibilities
183.6(234) Unit of service
183.7(234) Location of service delivery
183.8(234) Adverse service actions
183.9(234) Appeals

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

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
REHABILITATIVE TREATMENT SERVICES

DIVISION I
GENERAL PROVISIONS

185.1(234) Definitions
185.2 to 185.9 Reserved
185.10(234) Provider certification standards
185.11 Reserved
185.12(234) Sanctions against providers of rehabilitative treatment and supportive services
185.13(234) Provider audits
185.14 to 185.20 Reserved
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DIVISION II
FAMILY-CENTERED PROGRAM

Rescinded IAB 4/11/07, effective 7/1/07
185.21 to 185.40 Reserved

DIVISION III
FAMILY PRESERVATION PROGRAM
Rescinded IAB 4/11/07, effective 7/1/07

185.41 to 185.60 Reserved

DIVISION IV
FAMILY FOSTER CARE TREATMENT SERVICES

Rescinded IAB 11/8/06, effective 11/1/06
185.61 to 185.80 Reserved

DIVISION V
GROUP TREATMENT

Rescinded IAB 4/11/07, effective 7/1/07
185.81 to 185.100 Reserved

DIVISION VI
ESTABLISHMENT OF RATES

185.101(234) Definitions
185.102(234) Financial and statistical report
185.103(234) Submission of reports
185.104(234) Expenses not allowed
185.105(234) Costs subject to limits
185.106(234) Establishment of reimbursement rates
185.107(234) Payment of new rates
185.108 Reserved
185.109(234) Fiscal years 1997 and 1998 determination of rates
185.110(234) Providers under an exception to policy for establishing rates
185.111(234) Data
185.112(234) Determination of rates
185.113 to 185.120 Reserved

DIVISION VII
BILLING AND PAYMENT PROCEDURES

185.121(234) Billing procedures
185.122(234) Recoupment procedures
185.123 to 185.125 Reserved

DIVISION VIII
OVERPAYMENT PROVISIONS

185.126(234) Calculation of overpayments

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
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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) Components of adoption services
200.5(600) Termination of parental rights
200.6(600) Service provision
200.7(600) Department fees
200.8(600) Interstate placements
200.9(600) International adoptions
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 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
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CHAPTER 202
FOSTER CARE 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

CHAPTER 204
SUBSIDIZED GUARDIANSHIP PROGRAM

PREAMBLE
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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TITLE VII
FOOD PROGRAMS

CHAPTER 65
FOOD ASSISTANCE PROGRAM ADMINISTRATION

[Prior to 7/1/83, Social Services[770] Ch 65]
[Prior to 2/11/87, Human Services[498]]

PREAMBLE
The basis for the food assistance program is as provided in Title 7 of the Code of Federal Regulations.

The purpose of this chapter is to provide for adoption of new and amended federal regulations as they
are published, to establish a legal basis for Iowa’s choice of administrative options when administrative
options are given to the state in federal regulations, to implement the policy changes that the United
States Department of Agriculture (USDA) directs states to implement that are required by law but are
not yet included in federal regulations, and to implement USDA-approved demonstration projects and
waivers of federal regulations.

DIVISION I

441—65.1(234) Definitions.
“Department” means the Iowa department of human services.
“Food assistance” means benefits provided by the federal program administered through Title 7,

Chapter II of the Code of Federal Regulations, Parts 270 through 283.
“Notice of expiration” means either a message printed on an application for continued program

participation, Review/Recertification Eligibility Document (RRED), Form 470-2881, which is
automatically issued to the household, or a hand-issued Form 470-0325, Notice of Expiration.

“Parent” means natural, legal, or stepmother or stepfather.
“Sibling” means biological, legal, step- , half- , or adoptive brother or sister.

441—65.2(234) Application.
65.2(1) Application filing. Persons in need of food assistance benefits may file an application at any

local department office in Iowa or over the Internet.
a. An application is filed the day a local department office receives an application for food

assistance benefits that contains the applicant’s name and address and is signed by either a responsible
member of the household or the household’s authorized representative. The application may be filed on:

(1) Form 470-0306 or 470-0307 (Spanish), Application for Food Assistance;
(2) Form 470-0462 or Form 470-0466 (Spanish), Health and Financial Support Application; or
(3) Form 470-4080 or 470-4080(S), Electronic Food Assistance Application.
b. 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. An electronic
application is considered received on the first department workday following the date the department
office received the application.

c. A household shall complete a Health and Financial Support Application when any person in
the household is applying for or receiving aid through the family investment program, family medical
assistance program (FMAP)-related Medicaid, or the refugee resettlement assistance programs.

d. The application is complete when a completed application form is submitted.
e. Households receiving food assistance benefits in Iowa may apply for continued participation

by submitting Form 470-2881, Review/Recertification Eligibility Document.
65.2(2) Failure to provide verification. When a household files an initial application and the

department requests additional verification, the applicant shall have ten days to provide the requested
verification. If the applicant fails to provide the verification within ten days, the department may deny
the application immediately. If the applicant provides the department with the requested verification
prior to the thirtieth day from the date of application, the department shall reopen the case and provide
benefits from the date of application. If the household provides the verification in the second 30 days
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after the date of the application, the department shall reopen the case and provide benefits from the date
the verification was provided.

441—65.3(234) Administration of program.   The food assistance program shall be administered in
accordance with the Food and Nutrition Act of 2008, 7 U.S.C. 2011 et seq., and in accordance with
federal regulation, Title 7, Parts 270 through 283 as amended to June 19, 2006. A copy of the federal
law and regulations may be obtained at no more than the actual cost of reproduction by contacting the
Division of Financial, Health, and Work Supports, Department of Human Services, Hoover State Office
Building, 1305 East Walnut Street, Des Moines, Iowa 50319-0114, (515)281-3133.

441—65.4(234) Issuance.   The department shall issue food assistance benefits by electronic benefits
transfer (EBT).

65.4(1) Schedule. Benefits for ongoing certifications shall be made available to households on a
staggered basis during the first ten calendar days of each month.

65.4(2) EBT cards. EBT cards shall be mailed to clients.
a. Personal identification number selection. When a client receives the EBT card, the client shall

call the automated response unit to select a personal identification number. The client must provide proof
of identity before selecting the personal identification number.

b. Replacement of EBT cards. EBT cards shall be replaced within five business days after the
client notifies the EBT customer service help desk of the need for replacement.

65.4(3) Client training. Written client training materials may either be mailed to clients or be handed
to the clients if they visit the local office. Clients will be given in-person training upon request or if they
are identified as having problems using the EBT system.

65.4(4) Point-of-sale terminals. Point-of-sale terminals allow clients to access food assistance
benefits and retailers to redeem food sales.

a. Redemption threshold. The department will not place point-of-sale terminals with any
authorized retailer with less than $100 in monthly food assistance redemptions. Those retailers may
participate through a manual voucher process described in paragraph 65.4(5)“b.”

b. Shipping. Government-supplied point-of-sale terminals may be shipped to authorized retailers
along with instructions for installation of the equipment and training materials. A toll-free number is
available for retailers needing assistance.

c. Replacement. The department shall ensure that government-supplied point-of-sale terminals
that are not operating properly are repaired or replaced within 48 hours.

65.4(5) Voucher processing.
a. Emergency vouchers. Authorized retailers may use an emergency manual voucher if they

cannot access the EBT host system.
(1) The client shall sign Form 470-2827, Offline Food Stamp Voucher, to authorize a debit of the

household’s EBT account.
(2) The retailer shall clear the manual transaction as soon as the host system becomes operational.
(3) The retailer shall receive a payment of the actual amount of the voucher, up to a maximum of

$50.
b. Manual vouchers. Authorized retailers without point-of-sale terminals and retailers whose

equipment fails may use a manual voucher. If a manual voucher is used:
(1) The client shall sign Form 470-3980, Offline Food Stamp Voucher: Non Equipped Retailer (No

POS), to authorize a debit of the household’s EBT account.
(2) The retailer shall obtain a telephone authorization from the EBT retailer help desk before

finalizing the purchase.
(3) The retailer shall clear the manual transaction within 30 days.
(4) If there are insufficient funds in the client’s account when the voucher is presented, the client’s

account shall be debited for the amount in the account. The remainder of the amount owed shall be
deducted from benefits issued for subsequent months. If the next month’s allotment is less than $50, the
deduction shall not exceed $10.
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441—65.5(234) Simplified reporting.
65.5(1) Identification. All households are subject to simplified reporting requirements.
65.5(2) Determination of eligibility and benefits. Eligibility and benefits for simplified reporting

households shall be determined on the basis of the household’s prospective income and circumstances.
65.5(3) Certification periods. Households shall be certified as follows:
a. Households that have no earned income and in which all adult members are elderly or disabled

shall be assigned certification periods of 12 months.
b. All other households shall be assigned certification periods of six months.
c. Exceptions:
(1) A household that has unstable circumstances or that includes an able-bodied adult without

dependents shall be assigned a shorter certification period consistent with the household’s circumstances,
but generally no less than three months.

(2) A shorter certification period may be assigned at application or recertification to match the food
assistance recertification date to the family investment program or medical assistance annual review date.

65.5(4) Reporting responsibilities. Simplified reporting households are required to report changes
as follows:

a. The household shall report if the household’s total gross income exceeds 130 percent of the
federal poverty level for the household size. The household must report this change within ten days of
the end of the month in which the income exceeds this level. A categorically eligible household that
reports income over 130 percent of the federal poverty level and that remains eligible for benefits shall
not be required to make any additional report of changes.

b. A household containing an able-bodied adult without dependents shall report any change in
work hours that brings that adult below 20 hours of work per week, averaged monthly. The household
must report this change within ten days of the end of the month in which the change in work hours occurs.

65.5(5) Verification submitted with report form. Rescinded IAB 9/10/08, effective 10/1/08.
65.5(6) Additional information and verification. Rescinded IAB 9/10/08, effective 10/1/08.
65.5(7) Action on reported changes. The department shall act on all reported changes for households

regardless of the household’s reporting requirements.
65.5(8) Entering or leaving simplified reporting. Rescinded IAB 9/10/08, effective 10/1/08.
65.5(9) Reinstatement. Rescinded IAB 9/10/08, effective 10/1/08.

441—65.6(234) Delays in certification.
65.6(1) When by the thirtieth day after the date of application the agency cannot take any further

action on the application due to the fault of the household, the agency shall give the household an
additional 30 days to take the required action. The agency shall send the household a notice of pending
status on the thirtieth day.

65.6(2) When there is a delay beyond 60 days from the date of application and the agency is at fault
and the application is complete enough to determine eligibility, the application shall be processed. For
subsequent months of certification, the agency may require a new application form to be completed when
household circumstance indicates changes have occurred or will occur.

65.6(3) When there is a delay beyond 60 days from the date of application and the agency is at fault
and the application is not complete enough to determine eligibility, the application shall be denied. The
household shall be notified to file a new application and that it may be entitled to retroactive benefits.

441—65.7(234) Expedited service.   Rescinded IAB 5/2/01, effective 6/1/01.

441—65.8(234) Deductions.
65.8(1) Standard allowance for households with heating or air-conditioning expenses. When a

household is receiving heating or air-conditioning service for which it is required to pay all or part of
the expense or receives assistance under the Low-Income Home Energy Assistance Act (LIHEAA) of
1981, the heating or air-conditioning standard shall be allowed.
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a. The standard allowance for utilities which include heating or air-conditioning costs is $276
effective March 1, 2005.

b. This allowance shall change annually effective each October 1 using the percent increase
reported in the consumer price index monthly periodical for January for fuels and other utilities for the
average percent increases for the prior year for all urban consumers United States city average.

(1) Any numeral after the second digit following the decimal point will be dropped in this
calculation.

(2) Any decimal amount of .49 or under will be rounded down. Any decimal of .50 or more will
be rounded up to the nearest dollar.

(3) The cent amount will be included when calculating the next year’s increase.
(4) Effective October 1, 2007, two dollars will be subtracted from this amount to allow for cost

neutrality necessary for the standardmedical expense deduction. Effective October 1, 2008, an additional
two dollars, for a total of four dollars, will be subtracted from this amount to achieve continued cost
neutrality.

65.8(2) Heating expense. Heating expense is the cost of fuel for the primary heating service normally
used by the household.

65.8(3) Telephone standard. When a household is receiving a standard utility allowance under
subrule 65.8(1) or 65.8(5) or is solely responsible for telephone expenses, a standard allowance shall
be allowed.

a. This standard shall be $36 effective March 1, 2005.
b. This allowance shall change annually effective each October 1 using the percent increase

reported in the consumer price index monthly periodical for January for telephone service for the
average percent increases for the prior year for all urban consumers United States city average.

(1) Any numeral after the second digit following the decimal point will be dropped in this
calculation.

(2) Any decimal amount of .49 or under will be rounded down. Any decimal of .50 or more will
be rounded up to the nearest dollar.

(3) The cent amount will be included when calculating the next year’s increase.
65.8(4) Energy assistance payments. For purposes of prorating the low income energy assistance

payments to determine if households have incurred out-of-pocket expenses for utilities, the heating
period shall consist of the months from October through March.

65.8(5) Standard allowance for households without heating or air-conditioning expenses. When
a household is receiving some utility service other than heating or air-conditioning for which it is
responsible to pay all or part of the expense, the nonheating or air-conditioning standard shall be
allowed. These utility expenses cannot be solely for telephone.

a. This standard is $103 effective August 1, 1991.
b. Beginning October 1, 1992, this allowance shall change annually effective each October 1 using

the percent increase reported in the consumer price index monthly periodical for January for electric
service for the average percent increases for the prior year for all urban consumers United States city
average.

(1) Any numeral after the second digit following the decimal point will be dropped in this
calculation.

(2) Any decimal amount of .49 or under will be rounded down. Any decimal of .50 or more will
be rounded up to the nearest dollar.

(3) The cent amount will be included when calculating the next year’s increase.
(4) Effective October 1, 2007, two dollars will be subtracted from this amount to allow for cost

neutrality necessary for the standardmedical expense deduction. Effective October 1, 2008, an additional
two dollars, for a total of four dollars, will be subtracted from this amount to achieve continued cost
neutrality.

65.8(6) Excluded payments. A utility expense which is reimbursed or paid by an excluded payment,
including HUD or FmHA utility reimbursements, shall not be deductible.
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65.8(7) Excess medical expense deduction. Notwithstanding anything to the contrary in these rules
or regulations, at certification, households having a member eligible for the excess medical expense
deduction shall be allowed to provide verification of expenses so that a reasonable projection of the
member’s medical expenses anticipated to occur during the household’s certification period can be made.
The household may choose to claim actual expenses or to use the standard medical expense deduction.

a. Actual medical expense.
(1) The projection may be based on available information about the member’s medical condition,

public or private medical insurance coverage, and current verified medical expenses.
(2) Households that choose to claim actual medical expenses shall not be required to report changes

in medical expenses that were anticipated to occur during the certification period.
b. Standard medical expense.
(1) A household may choose a standard medical expense deduction of $105 if the household incurs

more than $35 per month in medical expenses.
(2) A household that chooses the standard deduction shall not be required to report changes in

medical expenses during the certification period.
c. Rescinded IAB 8/1/07, effective 10/1/07.
65.8(8) Child support payment deduction. Rescinded IAB 5/2/01, effective 6/1/01.
65.8(9) Standard deduction. Each household will receive a standard deduction from income equal to

8.31 percent of the net income limit for food assistance eligibility. No household will receive an amount
less than $144 or more than 8.31 percent of the net income limit for a household of six members. The
amount of the standard deduction is adjusted for inflation annually as directed by the Food and Nutrition
Service of the U.S. Department of Agriculture.

65.8(10) Sharing utility standards. Rescinded IAB 9/4/02, effective 10/1/02.
65.8(11) Excess shelter cap. Rescinded IAB 5/2/01, effective 6/1/01.
This rule is intended to implement Iowa Code section 234.12.

441—65.9(234) Treatment centers and group living arrangements.   Alcohol or drug treatment or
rehabilitation centers and group living arrangements shall complete Form 470-2724, Monthly Facility
Report, on a monthly basis and return the form to the local department office where the center is assigned.

441—65.10(234) Reporting changes.   Rescinded IAB 9/10/08, effective 10/1/08.

441—65.11(234) Discrimination complaint.   Individuals who feel that they have been subject to
discrimination may file a written complaint with the Diversity Programs Unit, Department of Human
Services, Hoover State Office Building, 1305 E. Walnut Street, Des Moines, Iowa 50319-0114.

441—65.12(234) Appeals.   Fair hearings and appeals are provided according to the department’s rules,
441—Chapter 7.

441—65.13(234) Joint processing.
65.13(1) Joint processing with SSI. The department will handle joint processing of supplemental

security income and food assistance applications by having the social security administration complete
and forward food assistance applications.

65.13(2) Joint processing with public assistance. The department shall jointly process public
assistance and food assistance applications.

65.13(3) Single interview for assistance. In joint processing of public assistance and food assistance
applications, the department shall conduct a single interview at initial application for both purposes.

441—65.14(234)    Rescinded, effective 10/1/83.

441—65.15(234) Proration of benefits.   Benefits shall be prorated using a 30-day month.
This rule is intended to implement Iowa Code section 234.12.
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441—65.16(234) Complaint system.   Clients wishing to file a formal written complaint concerning
the food assistance program may submit Form 470-0323, or 470-0327 (Spanish), Food Assistance
Complaint, to the office of field support. Department staff shall encourage clients to use the form.

441—65.17(234) Involvement in a strike.   An individual is not involved in a strike at the individual’s
place of employment when the individual is not picketing and does not intend to picket during the course
of the dispute, does not draw strike pay, and provides a signed statement that the individual is willing and
ready to return to work but does not want to cross the picket line solely because of the risk of personal
injury or death or trauma from harassment. The service area manager shall determine whether such a
risk to the individual’s physical or emotional well-being exists.

441—65.18(234)    Rescinded, effective 8/1/86.

441—65.19(234) Monthly reporting/retrospective budgeting.   Rescinded IAB 9/10/08, effective
10/1/08.

441—65.20(234) Notice of expiration issuance.
65.20(1) Issuance of the automated Notice of Expiration will occur with the mailing of Form

470-2881, 470-2881(M), 470-4083 (Spanish), or 470-4083(M), Review/Recertification Eligibility
Document, or a hand-issued Form 470-0325, Notice of Expiration.

65.20(2) Issuance of the Notice of Expiration, Form 470-0325, will occur at the time of certification
if the household is certified for one month, or for two months, and will not receive the automated Notice
of Expiration.

441—65.21(234) Claims.
65.21(1) Time period. Inadvertent household error and agency error claims shall be calculated back

to the month the error originally occurred to a maximum of three years prior to month of discovery of
the overissuance.

65.21(2) Suspension status. Rescinded IAB 7/1/98, effective 8/5/98.
65.21(3) Application of restoration of lost benefits. Rescinded IAB 3/6/02, effective 5/1/02.
65.21(4) Demand letters. Households that have food assistance claims shall return the repayment

agreement no later than 20 days after the date the demand letter is mailed.
a. For agency error and inadvertent household error, when households do not return the repayment

agreement by the due date or do not timely request an appeal, allotment reduction shall occur with the
first allotment issued after the expiration of the Notice of Adverse Action time period.

b. For intentional program violation, when households do not return the repayment agreement by
the due date, allotment reduction shall occur with the next month’s allotment.

65.21(5) Adjustments for claim repayment. A household or authorized representative may initiate
a claim repayment by using benefits in an EBT account. The client or authorized representative shall
complete Form 470-2574, EBT Adjustment Request, to authorize adjustments to a household’s EBT
account.

65.21(6) Collection of claims. Rescinded IAB 5/30/01, effective 8/1/01.

441—65.22(234) Verification.
65.22(1) Required verification.
a. Income. Households shall be required to verify income at time of application, recertification

and when income is reported or when income changes with the following exceptions:
1. Households are not required to verify the public assistance grant.
2. Households are not required to verify job insurance benefits when the information is available

to the department from the department of employment services.
3. Households are only required to verify interest income at the time of application and

recertification.
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b. Dependent care costs. Households shall be required to verify dependent care costs at the time
of application and recertification and whenever a change is reported.

c. Medical expenses. Households shall be required to verify medical expenses at the time of
application and whenever a change is reported. For recertification:

(1) A household that chose to claim actual expenses must verify medical expenses.
(2) A household that chose the standard medical expense deduction shall be required to declare

only if the excess expense still exists.
d. Shelter costs. Households shall be required to verify shelter costs (other than utility expenses)

at the time of application and recertification and whenever the household reports moving or a change in
its shelter costs.

e. Utilities. Households eligible for a utility standard shall verify responsibility for the utility
expense that makes them eligible for that standard when not previously verified, whenever the household
has moved or a change in responsibility for utility expenses is reported.

f. Telephone expense. Rescinded IAB 5/2/01, effective 6/1/01.
g. Child support payment deduction. Households shall be required to verify legally obligated child

support and child medical support payments made to a person outside of the food assistance household
only at certification and recertification and whenever the household reports a change.

65.22(2) Failure to verify. When the household does not verify an expense as required, no deduction
for that expense will be allowed.

65.22(3) Special verification procedures. Persons whose applications meet the initial criteria for
error-prone cases may be subject to special verification procedures, including a second face-to-face
interview and additional documentation requirements in accordance with department of inspections and
appeals’ rules 481—Chapter 72.

Clients are required to cooperate with the investigation division of the department of inspections and
appeals in establishing eligibility factors, including attending requested interviews. Refusal to cooperate
will result in denial or cancellation of the household’s food assistance benefits. Once denied or terminated
for refusal to cooperate, the household may reapply but shall not be determined eligible until cooperation
occurs.

441—65.23(234) Prospective budgeting.
65.23(1) Weekly or biweekly income. The department shall convert income and deductions that occur

on a weekly or biweekly basis to monthly figures using family investment program procedures.
65.23(2) Income averaging. The department shall average income by anticipating income

fluctuations over the certification period. The number of months used to arrive at the average income
should be the number of months that are representative of the anticipated income fluctuation.

441—65.24(234) Inclusion of foster children in household.   Foster children living with foster parents
will not be considered to be members of the food assistance household unless the household elects
to include the foster children in the household. Foster care payments received for foster children not
included in the household will be excluded from the income of the household receiving the payment.

441—65.25(234) Effective date of change.   A food assistance change caused by, or related to, a public
assistance grant change will have the same effective date as the public assistance change.

441—65.26(234) Eligible students.   A student who is enrolled in an institution of higher education shall
meet student eligibility criteria if the student:

1. Is employed for an average of 20 hours per week and is paid for this employment; or
2. Is self-employed for an average of 20 hours per week and receives average weekly earnings at

least equal to the federal minimum wage multiplied by 20 hours.

441—65.27(234) Voluntary quit or reduction in hours of work.
65.27(1) Applicant households. A member of an applicant household who without good cause

voluntarily quits a job or reduces hours of work to less than 30 hours weekly within 30 days before the
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date the household applies for benefits shall be disqualified from participating in the food assistance
program according to the provisions of paragraphs 65.28(12)“a” and “b.”

65.27(2) Participating individuals. Participating individuals are subject to the same disqualification
periods as provided under subrule 65.28(12) when the participating individuals voluntarily quit
employment without good cause or voluntarily reduce hours of work to less than 30 hours per week,
beginning with the month following the adverse notice period.

441—65.28(234) Work requirements.
65.28(1) Persons required to register. Each household member who is not exempt by subrule

65.28(2) shall be registered for employment at the time of application, and once every 12 months after
initial registration, as a condition of eligibility. Registration is accomplished when the applicant signs
an application form that contains a statement that all members in the household who are required to
register for work are willing to register for work. This signature registers all members of that food
assistance household that are required to register.

65.28(2) Exemptions from work registration. The following persons are exempt from the work
registration requirement:

a. A person younger than 16 years of age or a person 60 years of age or older. A person aged 16 or
17 who is not a head of a household or who is attending school, or is enrolled in an employment training
program on at least a half-time basis is exempt.

b. A person physically or mentally unfit for employment.
c. A household member subject to and complying with any work requirement under Title IV of

the Social Security Act including mandatory PROMISE JOBS referral.
d. A parent or other household member who is responsible for the care of a dependent child under

age six or an incapacitated person.
e. A person receiving unemployment compensation.
f. A regular participant in a drug addiction or alcohol treatment and rehabilitation program which

is certified by the Iowa department of public health, division of substance abuse.
g. A person who is employed or self-employed and working a minimum of 30 hours weekly or

receiving weekly earnings at least equal to the federal minimum wage multiplied by 30 hours.
h. A student enrolled at least half-time in any recognized school, recognized training program, or

an institution of higher education (provided that students have met the requirements of federal regulation,
Title 7, Part 273.5, as amended to December 31, 1986).

65.28(3) Losing exempt status. Persons who lose exempt status due to any change in circumstances
that is subject to the reporting requirements shall register for employment when the change is reported.
Persons who lose exempt status due to a change in circumstances that is not subject to the reporting
requirements for that household shall register for employment no later than at the household’s next
recertification.

65.28(4) Registration process. Upon reaching a determination that an applicant or a member
of the applicant’s household is required to register, the pertinent work requirements, the rights and
responsibilities of work-registered household members, and the consequences of failure to comply shall
be explained to the applicant. A written statement of the above shall be provided to each registrant in
the household. The written statement shall also be provided at recertification and when a previously
exempt member or a new household member becomes subject to work registration.

Registration for all nonexempt household members required to work register is accomplished when
the applicant or recipient signs an application, recertification, or reporting form containing an affirmative
response to the question, “Do all members who are required to work register and participate in job search
agree to do so?” or similarly worded statement.

65.28(5) Deregistration. Work registrants who obtain employment or otherwise become exempt
from the work requirement subsequent to registration or who are no longer certified for participation
are no longer considered registered.

65.28(6) Work registrant requirements. Work registrants shall:
a. Participate in an assigned employment and training program.
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b. Respond to a request from the department or its designee for supplemental information
regarding employment status or availability for work.

c. Report to an employer to whom referred by the department or its designee if the potential
employment meets the suitability requirements described in subrule 65.28(15).

d. Accept a bona fide offer of suitable employment at a wage not less than the federal minimum
wage.

65.28(7) Employment and training programs. Persons required to register for work and not
exempted by subrule 65.28(9) from placement in a component shall be subject to employment and
training requirements. If all nonexempt mandatory registrants cannot be served because minimum
federal participation standards have been met, registrants will be randomly selected for referral up to
the minimum standard. Requirements may vary among participants.

The department or its designee shall serve as the provider of employment and training services for
nonexempt registrants.

The department or its designee can require participants to engage in vocational testing activities
when deemed necessary.

Participants shall report for all scheduled employment interviews and accept bona fide offers of
suitable employment as defined in subrule 65.28(15).

Participants who, for any reason, are absent from any scheduled employment and training
appointment shall be required to reschedule a like appointment. Absence includes missing more than
30 minutes of a scheduled appointment.

65.28(8) Employment and training components. Employment and training components include
individual job search, job club, educational services (GED/ABE/ESL), and Workforce Investment Act
of 1998 (WIA) activities. The department shall offer employment and training components in counties
having a monthly average of 500 or more mandatory work registrants. The department shall offer
components in additional counties subject to the availability of sufficient state and federal funding to
cover program costs. Availability of components may vary among the areas where employment and
training is offered.

a. Job club. The employment and training job club shall be modeled after the family investment
program’s PROMISE JOBS job club. Employment and training service provider staff may require a
participant who, for any reason, is absent during the classroom portion of job club to repeat the entire
period of classroom training. Additional allowances as provided for by subrule 65.28(11) shall not be
paid to these individuals.

Each job club participant shall be required to read and sign Form 62-2053, Your Rights and
Responsibilities, acknowledging that a complete explanation of the program and what constitutes
noncompliance and the sanctions for noncompliance has been provided.

b. Educational services (GED/ABE/ESL). Persons referred to the job club component may
elect to be referred to the educational services program. Educational services offered include General
Educational Development (GED), Adult Basic Education (ABE), or English as a Second Language
(ESL).

(1) The employment and training service provider shall individually assess persons requesting
referral to this program. If it is determined that obtaining educational services would directly enhance
the person’s likelihood of obtaining employment, the employment and training service provider shall
refer the person to this program subject to available funds.

(2) Participation in the educational services program for eight consecutive weeks is equivalent to
participation in two four-week employment and training components.

(3) The employment and training service provider shall assign to the job club component persons
who fail to begin or to continue the educational program during the two four-week components.

c. Workforce Investment Act of 1998 (WIA). Persons electing to participate in and selected for
participation in WIA are participating in an employment and training component.

d. Individual job search (IJS). Participants in IJS shall receive information about the program.
At a minimum, the orientation shall include an explanation of services provided, of participation
requirements, and of each participant’s rights and responsibilities. Employment services staff shall
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require each participant to read and sign Form 62-2053,Your Rights and Responsibilities, at the
conclusion of the presentation, acknowledging that a complete explanation of the program and what
constitutes noncompliance and the sanctions for noncompliance has been provided.

Employment services staff shall give each participant a job search assignment. Employment services
staff shall require the participant to contact up to 24 employers, face-to-face, for the purpose of submitting
employment applications and arranging for employment interviews. To qualify as a job contact, the
participants must present themselves to prospective employers as available for work.

The prospective employer must ordinarily employ persons in areas of work for which the applicant
is reasonably qualified based on the participant’s skills, prior work experience and level of education.
The participant may not contact the same employer more than once during the component unless the
initial contact indicated that vacancies in suitable positions might soon exist. Employment services staff
shall require each participant to submit written documentation of employer contacts made using Form
60-0259, Job Service Work Search Record. The participant shall provide documentation in person to
employment services staff at a scheduled meeting at the conclusion of the four-week participation period.
At the beginning of the period, employment services staff shall give each participant written notice of
the time, date, and location of this meeting.

65.28(9) Exemptions from employment and training programs. The department may exempt certain
individuals and categories of individuals from employment and training participation. Exempt status
of individuals shall be reviewed at recertification to determine if the exemption is still valid. Exempt
classifications include:

a. Pregnant women in the second or third trimester of pregnancy. Department staff are authorized
to require medical documentation.

b. Strikers and persons who are unemployed because of lockout.
c. Persons who are laid off or temporarily unemployed and expect to be recalled within the next

90 days (job attached).
d. Rescinded IAB 12/13/89, effective 2/1/90.
e. Persons with no mailing address available other than general delivery.
f. Victims of spouse abuse receiving employment-related services from a shelter for battered

women or other spousal abuse organization.
g. Persons who have accepted a job that will exempt them and that will begin within 60 days. The

person shall provide verification that a legitimate job offer and acceptance has been made.
h. Rescinded IAB 3/6/02, effective 5/1/02.
i. Rescinded IAB 12/13/89, effective 2/1/90.
j. Mandatory work registrants who are employed 60 or more hours per month.
k. Persons whose daily commuting time exceeds two hours per day, not including the transporting

of a child to and from a child care facility, or the distance to the component site prohibits walking and
neither public nor private transportation is available to transport the person.

l. Persons who are assigned to a job or training component, but who do not commence the
component and are determined to have good cause as defined in subrule 65.28(17), may be considered
exempted if the reason for good cause will last for 60 days or longer. When the reason for the exemption
is no longer applicable, the person may be placed in a component.

65.28(10) Time spent in an employment and training program. A participant may be placed in two
different components from October 1 through September 30.

The total hours of participation for any household member individually in any month together with
any hours worked for compensation (in cash or in kind) shall not exceed 120.

65.28(11) Participation allowance and dependent care reimbursements.
a. The department shall provide participants in employment and training programs an allowance

for costs of transportation or other costs (other than dependent care costs) reasonably necessary and
directly related to participation in the components of a minimum of $25 to a maximum of $50 for each
four-week component in which the participant is placed. The amount of the allowance is dependent on
sufficient state and federal funding to cover the costs.
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EXCEPTION: Participation in WIA (65.28(8), paragraph “c”) does not entitle the person to a
participation allowance. The department shall authorize the employment and training service provider
to provide the allowance on the first day of each component in which the person participates. The
department shall authorize the employment and training service provider to provide the allowance
only once per component in each federal fiscal year. Participation in educational services (65.28(8),
paragraph “b”) is considered participation in two consecutive four-week components.

b. The department shall authorize the employment and training service provider to reimburse
the provider of care directly for the actual costs of dependent care expenses that the employment and
training service provider determines to be necessary for the participation of a person in the components.
Reimbursement shall not exceed $200 for each child under two years of age and $175 for each
other dependent per four-week component. The employment and training service provider shall only
reimburse a person not included in the food assistance household. The employment and training service
provider shall only reimburse participants in the IJS component during the regular school term to the
extent that the contacts required in this component cannot be made while dependent children who
attend school are in school. The employment and training service provider shall defer a person from
participation in a component if the dependent care expenses exceed the dependent care reimbursement.
Deferment shall continue until a suitable component is available or circumstances change and monthly
dependent care expenses no longer exceed the reimbursement amount. Reimbursement is dependent on
sufficient state and federal funding to cover the costs.

EXCEPTION: The caretaker relative of a dependent in a family receiving FIP is not eligible for the
dependent care reimbursement. Participation in WIA (65.28(8), paragraph “c”) does not entitle the
person to a dependent care reimbursement. The department shall authorize the employment and training
service provider to provide the reimbursement after the last day of each component in which the person
participates upon presentation of proof of the expense incurred and hours of care for each dependent.
The department shall authorize the employment and training service provider to provide reimbursement
only once per component in each federal fiscal year. Participation in educational services (65.28(8),
paragraph “b”) is considered participation in two consecutive four-week components.

65.28(12) Failure to comply. This subrule does not apply to persons electing to participate in the
employment and training components of educational services and WIA (see paragraphs 65.28(8)“b”
and “c”).

a. When a person has refused or failed without good cause to comply with the work registration
or employment and training requirements in this rule, that person shall be ineligible to participate in the
food assistance program as follows:

(1) First violation: The later of (1) the date the individual complies with the requirement; or (2)
two months.

(2) Second violation: The later of (1) the date the individual complies with the requirement; or (2)
three months.

(3) Third and subsequent violations: The later of (1) the date the individual complies with the
requirement; or (2) six months.

b. The disqualification period shall begin with the first month following the expiration of the
adverse notice period, unless a fair hearing is requested.

c. Participants shall be notified of probation status in writing. Probation shall last for the duration
of the component. In addition to other work requirements in this chapter, employment and training
participants are subject to the following specific requirements:

(1) Participants who are absent without good cause shall be placed on probation. A second absence
without good cause shall result in disqualification.

(2) Participants who are absent without good cause at the time they are scheduled to present their
job search documentation shall be disqualified.

(3) Participants who fail to make the required number of employer contacts without good cause
shall be disqualified. Participants who fail to complete the required number of job contacts with good
cause shall be excused from completion of the job search requirements for that component.
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(4) Participants who exhibit disruptive behavior shall be placed on probation; a second offense
shall result in disqualification. Disruptive behavior means the participant hinders the performance of
other participants or staff, refuses to follow instructions, or uses abusive language.

(5) Participants will be allowed an additional two weeks to make up employer contacts which have
been disallowed by employment services. Qualifying job contacts are defined in paragraph 65.28(8)“e.”
Failure to make up employer contacts will result in disqualification. Employment services will disallow
employer contacts when it has been determined that the participant failed to make a face-to-face contact
or the requirements of the job applied for far exceed the applicant’s level of experience, education, or
abilities.

(6) Participants who make physical threats to other participants or staff shall be disqualified.
65.28(13) Noncompliance with comparable requirements. The department shall treat failure to

comply with an unemployment compensation requirement that is comparable to a food assistance work
registration or employment and training requirement as a failure to comply with the corresponding food
assistance requirement. Disqualification procedures in subrule 65.28(12) shall be followed.

65.28(14) Ending disqualification. Following the end of the disqualification periods for
noncompliance and as provided in rules 441—65.27(234) and 441—65.28(234), participation may
resume.

a. An applicant disqualified under subrule 65.27(1) may be approved for benefits after serving the
minimum disqualification period and complying with the work requirement, as follows:

(1) If the applicant voluntarily quit a job, the applicant must obtain a job comparable to the one
that the applicant quit.

(2) If the applicant voluntarily reduced hours of employment to less than 30 hours per week, the
applicant must start working 30 or more hours per week.

b. A disqualified individual who is a member of a currently participating eligible household shall
be added to the household after the minimum disqualification period has been served and the person has
complied with the failed requirement as follows:

(1) If the member failed or refused to register for work with the department, the member complies
by registering.

(2) If the member failed or refused to respond to a request from the department or its designee
requiring supplemental information regarding employment status or availability for work, the member
must comply with the request.

(3) If the member failed or refused to report to an employer to whom referred, the member must
report to that employer if work is still available or report to another employer to whom referred.

(4) If the member failed or refused to accept a bona fide offer of suitable employment to which
referred, the member must accept the employment if still available to the participant, or secure
other employment which yields earnings per week equivalent to the refused job, or secure any other
employment of at least 30 hours per week or secure employment of less than 30 hours per week but
with weekly earnings equal to the federal minimum wage multiplied by 30 hours.

(5) If the member failed or refused to attend a scheduled employment and training interview, the
member must arrange and attend a scheduled interview.

(6) If the member failed or refused to participate in instruction, training or testing activities, the
member must participate in the activities.

(7) If the member failed or refused to complete assigned job search requirements, the member must
complete the job search requirements.

(8) Rescinded IAB 2/9/00, effective 4/1/00.
(9) If the member voluntarily quit a job, the individual must obtain a job comparable to the one

quit.
(10) If the member voluntarily reduced hours of employment to less than 30 hours per week, the

individual must start working 30 or more hours per week.
c. An individual may reestablish eligibility during a disqualification period by becoming exempt

from the work requirement as provided in subrule 65.28(2).
65.28(15) Suitable employment. Employment shall be considered unsuitable if:
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a. Thewage offered is less than the highest of the applicable federal minimumwage, the applicable
state minimumwage, or 80 percent of the federal minimumwage if neither the federal nor state minimum
wage is applicable.

b. The employment offered is on a piece-rate basis and the average hourly yield the employee can
reasonably be expected to earn is less than the applicable hourly wages specified in paragraph “a” above.

c. The household member, as a condition of employment or continuing employment, is required
to join, resign from, or refrain from joining a legitimate labor organization.

d. The work offered is at a site subject to a strike or lockout at the time of the offer unless the
strike has been enjoined under Section 208 of the Labor-Management Relations Act (29 U.S.C. 78A)
(commonly known as the Taft-Hartley Act), or unless an injunction has been issued under Section 10 of
the Railway Labor Act (45 U.S.C. 160).

e. The household member involved can demonstrate or the department otherwise becomes aware
that:

(1) The degree of risk to health and safety is unreasonable.
(2) The member is physically or mentally unfit to perform the employment, as documented by

medical evidence or by reliable information from other sources.
(3) The employment offered within the first 30 days of registration is not in the member’s major

field of experience.
(4) The distance from the member’s home to the place of employment is unreasonable considering

the expected wage and the time and cost of commuting. Employment shall not be considered suitable if
daily commuting time exceeds two hours per day, not including the transporting of a child to and from
a child care facility. Employment shall also not be considered suitable if the distance to the place of
employment prohibits walking and neither public nor private transportation is available to transport the
member to the job site.

(5) The working hours or nature of the employment interferes with the member’s religious
observances, convictions, or beliefs.

65.28(16) Applicants for supplemental security income (SSI) and food assistance. Household
members who are jointly applying for SSI and for food assistance shall have the requirements for work
registration waived until:

a. They are determined eligible for SSI and thereby become exempt from work registration, or
b. They are determined ineligible for SSI whereupon a determination of work registration status

will be made.
65.28(17) Determining good cause. The department or its designee shall determine whether good

cause exists for failure to comply with the work registration, employment and training, and voluntary
quit requirements in 441—Chapter 65. In determining whether good cause exists, the facts and
circumstances shall be considered, including information submitted by the household member involved
and the employer.

Good cause shall include circumstances beyond the member’s control, such as, but not limited
to, illness of the registrant or of another household member requiring the presence of the registrant, a
household emergency, the unavailability of transportation, or the lack of adequate child care for children
who have reached age 6 but are under age 12.

65.28(18) Measuring the three-year period for able-bodied nonexempt adults without
dependents. The three-year period as provided for in federal regulations at 7 CFR 273.24 as amended
to June 19, 2002, starts on December 1, 2002, and ends November 30, 2005. Subsequent three-year
periods start with the month of December following the end of the previous period.

65.28(19) Mini-simplified food stamp program.
a. Scope. The department operates a mini-simplified food stamp program for households that:
(1) Also receive benefits under the family investment program; and
(2) Include a parent who is exempt from food assistance requirements for work registration due to

caring for a child under the age of six.
b. Effect. The mini-simplified food stamp program allows replacement of certain food stamp

program work rules with work rules of the Temporary Assistance to Needy Families program. The
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value of the household’s monthly food assistance benefits shall be combined with the household’s
monthly family investment program benefit amount to determine the maximum number of hours the
department can require a household member under the family investment program to participate in an
unpaid work activity that is subject to the federal Fair Labor Standards Act. Maximum required hours
of participation for a month are determined by dividing the total amount of benefits by the state or
federal minimum wage, whichever wage is higher.

441—65.29(234) Income.
65.29(1) Uneven proration of self-employment income. Once a household with self-employment

income is determined eligible based on its monthly net self-employment income, the household has
the following options for computation of the benefit level:

a. Using the same net monthly self-employment income which was used to determine eligibility,
or

b. Unevenly prorating the household’s annual self-employment income over the period for which
the household’s self-employment income was averaged to more closely approximate the time when the
income is actually received. If this option is chosen, the self-employment income assigned in any month
together with other income and deductions at the time of certification cannot result in the household’s
exceeding the maximum monthly net income eligibility standards for the household’s size.

65.29(2) Job insurance benefits. When the department of human services uses information provided
by the department of workforce development to verify job insurance benefits, the benefits shall be
considered received the second day after the date that the check was mailed. When the second day falls
on a Sunday or federal legal holiday, the time shall be extended to the next mail delivery day.

When the client notifies the agency that the amount of job insurance benefits used is incorrect, the
client shall be allowed to verify the discrepancy. A benefit adjustment shall be made when indicated. The
client must report the discrepancy before the benefit 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 benefit month, whichever is
later, in order to receive corrected benefits.

65.29(3) Exclusion of income from 2000 census employment. Rescinded IAB 9/4/02, effective
10/1/02.

65.29(4) Interest income. Prorate interest income by dividing the amount anticipated during the
certification period by the number of months in the certification period.

65.29(5) Social security plans for achieving self-support (PASS). Notwithstanding anything to the
contrary in these rules or regulations, exclude income amounts necessary for fulfillment of a plan for
achieving self-support (PASS) under Title XVI of the Social Security Act.

65.29(6) Student income. In determining eligibility, the department shall exclude educational
income, including any educational loans on which payment is deferred, grants, scholarships, fellowships,
veterans’ educational benefits, and the like excluded under Title XIX of the Social Security Act (42
U.S.C. 1396 et seq.).

a. Notwithstanding anything to the contrary in these rules or regulations, the department shall
exclude educational income based on amounts earmarked by the institution, school, program, or other
grantor as made available for the specific costs of tuition, mandatory fees, books, supplies, transportation
and miscellaneous personal expenses (other than living expenses).

b. If the institution, school, program, or other grantor does not earmark amountsmade available for
the allowable costs involved, students shall receive an exclusion from educational income for educational
assistance verified by the student as used for the allowable costs involved. Students can also verify the
allowable costs involved when amounts earmarked are less than amounts that would be excluded by a
strict earmarking policy.

c. For the purpose of this rule, mandatory fees include the rental or purchase of equipment,
materials and supplies related to the course of study involved.

65.29(7) Elementary and high school student income. Rescinded IAB 5/2/01, effective 6/1/01.
65.29(8) Vendor payments. Rescinded IAB 5/2/01, effective 6/1/01.
65.29(9) HUD or FmHA utility reimbursement. Rescinded IAB 5/2/01, effective 6/1/01.
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65.29(10) Welfare reform and regular household honorarium income. All moneys paid to a food
assistance household in connection with the welfare reform demonstration longitudinal study or focus
groups shall be exempted.

65.29(11) Income of ineligible aliens. The department shall use all but a pro-rata share of ineligible
aliens’ income and deductible expenses to determine eligibility and benefits of any remaining household
members.

441—65.30(234) Resources.
65.30(1) Jointly held resources. When property is jointly held it shall be assumed that each person

owns an equal share unless the intent of the persons holding the property can be otherwise established.
65.30(2) Resource limit. The resource limit for a household that includes a person aged 60 or over

or a disabled person is $3000. The resource limit for other households is $2000. These amounts are
adjusted for inflation annually as directed by the Food and Nutrition Service of the U.S. Department of
Agriculture.

65.30(3) Resources of SSI and FIP household members. Notwithstanding anything to the contrary
in these rules or in federal regulations, all resources of SSI or FIP recipients are excluded. For food
assistance purposes, those members’ resources, if identified, cannot be included when a household’s
total resources are calculated.

65.30(4) Earned income tax credits. Notwithstanding anything to the contrary in these rules or in
federal regulations, earned income tax credits (EITC) shall be excluded from consideration as a resource
for 12 months from the date of receipt if:

a. The person receiving the EITC was participating in the food assistance program at the time the
credits were received; and

b. The person participated in the program continuously during the 12-month period.
65.30(5) Student income. Exclude from resources any income excluded by subrule 65.29(6).
65.30(6) Motor vehicles. One motor vehicle per household shall be excluded without regard to its

value. The value of remaining motor vehicles shall be determined using federal regulations at 7 CFR
273.8, as amended to April 29, 2003.

65.30(7) Retirement accounts. Exclude from resources the value of:
a. Any funds in a plan, contract, or account described in Sections 401(a), 403(a), 403(b), 408,

408A, 457(b), and 501(c)(18) of the Internal Revenue Code of 1986.
b. Any funds in a Federal Thrift Savings Plan account as provided in Section 8439 of Title 5,

United States Code.
c. Any retirement program or account included in any successor or similar provision that may be

enacted and determined to be exempt from tax under the Internal Revenue Code of 1986.
d. Any other retirement plans, contracts, or accounts determined to be exempt by the Secretary of

the U.S. Department of Agriculture.
65.30(8) Education accounts. Exclude from resources the value of:
a. Any funds in a qualified tuition program described in Section 529 of the Internal Revenue Code

of 1986 or in a Coverdell Education Savings Account under Section 530 of the Internal Revenue Code.
b. Any other education plans, contracts or accounts determined to be exempt by the Secretary of

the U.S. Department of Agriculture.

441—65.31(234) Homeless meal providers.   When a local office of the department is notified that an
establishment or shelter has applied to be able to accept food assistance benefits for homeless persons,
staff shall obtain a written statement from the establishment or shelter. The statement must contain
information on how often meals are served by the establishment or shelter, the approximate number of
meals served per month, and a statement that the establishment or shelter does serve meals to homeless
persons. This information must be dated and signed by a person in charge of the administration of the
establishment or shelter and give the person’s title or function with the establishment.

The establishment or shelter shall cooperate with agency staff in the determination of whether or not
meals are served to the homeless.
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441—65.32(234) Basis for allotment.   The minimum benefit amount for all eligible one-member and
two-member households shall be 8 percent of the maximum monthly allotment for a household size of
one member.

441—65.33(234) Dependent care deduction.   Households shall be allowed a deduction for the amount
of verified monthly dependent care expenses.

441—65.34(234) Exclusion of advance earned income tax credit payments from income.   Rescinded
IAB 10/30/91, effective 1/1/92.

441—65.35(234) Migrant and seasonal farm worker households.   Rescinded IAB 10/30/91, effective
1/1/92.

441—65.36(234) Electronic benefit transfer (EBT) of food stamp benefits.   Rescinded IAB 3/5/03,
effective 5/1/03.

441—65.37(234) Eligibility of noncitizens.   The following groups of aliens who are lawfully residing
in the United States and are otherwise eligible are eligible for food assistance benefits:

65.37(1) Aliens who are receiving benefits or assistance for blindness or disability as specified in 7
CFR 271.2, as amended to April 6, 1994, regardless of their immigration date.

65.37(2) Aliens who have been residing in the United States for at least five years as legal permanent
residents.

65.37(3) Aliens who hold one of the following statuses:
a. A refugee admitted under Section 207 of the Immigration and Nationality Act.
b. ACuban or Haitian entrant admitted under Section 501(e) of the Refugee Education Assistance

Act of 1980.
c. An Amerasian immigrant admitted under Section 584 of the Foreign Operations, Export

Financing and Related Program Appropriations Act.
d. An asylee admitted under Section 208 of the Immigration and Nationality Act.
e. An alien whose deportation or removal has been withheld under Section 243(h) or 2411(b)(3)

of the Immigration and Nationality Act.
65.37(4) Aliens aged 18 or under, regardless of their immigration date. The department shall exclude

the income and resources of a sponsor when determining food assistance eligibility and benefits for an
alien aged 18 or under.

441—65.38(234) Income deductions.   Notwithstanding anything to the contrary in these rules or
regulations, student households cannot receive an income deduction for dependent care expenses that
were excluded from educational income.

441—65.39(234) Categorical eligibility.   Notwithstanding anything to the contrary in these rules or in
federal regulations, recipients of state or local general assistance (GA) programs are subject to categorical
eligibility provisions of the food assistance program provided that the state or local program:

1. Has income limits at least as stringent as the food assistance gross income test; and
2. Gives assistance other than one-time emergency payments that cannot be given for more than

one continuous month.

441—65.40(234) Head of the household.   Rescinded IAB 8/11/99, effective 11/1/99.

441—65.41(234) Actions on changes increasing benefits.   Action on changes resulting in an increase
in benefits will take place after the verification is received.

441—65.42(234) Work transition period.   Rescinded IAB 3/6/02, effective 5/1/02.
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441—65.43(234) Household composition.   Rescinded IAB 5/2/01, effective 6/1/01.

441—65.44(234) Reinstatement.   The department shall reinstate assistance without a new application
when the element that caused termination of a case no longer exists and eligibility can be reestablished
prior to the effective date of cancellation.

441—65.45(234) Conversion to the X-PERT system.   Rescinded IAB 3/6/02, effective 5/1/02.

441—65.46(234) Disqualifications.   Notwithstanding anything to the contrary in these rules, food
assistance program violation disqualifications for persons who are not participating in the food
assistance program shall be imposed in the same manner as program violation disqualifications are
imposed for persons who are participating in the food assistance program.

65.46(1) First and second violations. Notwithstanding anything to the contrary in these rules or
regulations, the disqualification penalty for a first intentional program violation shall be one year except
for those first violations involving a controlled substance. The disqualification penalty for a second
intentional violation and any first violation involving a controlled substance shall be two years.

65.46(2) Conviction on trafficking in food assistance benefits. The penalty for any individual
convicted of trafficking in food assistance benefits of $500 or more shall be permanent disqualification.

65.46(3) Receiving or attempting to receive multiple benefits. An individual found to have made a
fraudulent statement or representation with respect to identity or residency in order to receive multiple
benefits shall be ineligible to participate in the food assistance program for a period of ten years.

65.46(4) Fleeing felons and probation or parole violators. Rescinded IAB 10/3/01, effective
10/1/01.

65.46(5) Conviction of trading firearms, ammunition or explosives for benefits. The penalty for any
individual convicted of trading firearms, ammunition or explosives for food assistance benefits shall be
permanent disqualification.

441—65.47(234) Eligibility of noncitizens.   Rescinded IAB 5/2/01, effective 6/1/01.

441—65.48(234) Sponsored aliens.   Rescinded IAB 5/2/01, effective 6/1/01.

441—65.49(234) Providing information to law enforcement officials.   Rescinded IAB 10/3/01,
effective 10/1/01.

441—65.50(234) No increase in benefits.   When a household’s means-tested federal, state, or local
public assistance cash benefits are reduced because of a failure to perform an action required by the
public assistance program, the department shall reduce the household’s food assistance benefit allotment
by 10 percent as provided for in federal regulations at 7 CFR 273.11(j), (k), and (l) as amended to June
1, 2001, for the duration of the other program’s penalty.

441—65.51(234) State income and eligibility verification system.   The department shall maintain and
use an income and eligibility verification system (IEVS) as specified in 7 CFR 272.8 as amended to
November 21, 2000.

441—65.52(234) Systematic alien verification for entitlements (SAVE) program.   The department
shall participate in the SAVE program established by the U.S. Bureau of Citizenship and Immigration
Service (BCIS) as specified in 7 CFR 272.11 as amended to November 21, 2000, in order to verify the
validity of documents provided by aliens applying for food assistance benefits with the central data files
maintained by BCIS.

These rules are intended to implement Iowa Code section 234.12.

441—65.53 to 65.100    Reserved.
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DIVISION II
[Prior to 10/13/93, 441—65.1(234) to 65.41(234)]

[Rescinded 5/7/97, effective 7/1/97]

[Filed 2/25/72; amended 4/7/72]
[Filed 2/19/76, Notice 1/12/76—published 3/8/76, effective 4/12/76]
[Filed 6/10/77, Notice 5/4/77—published 6/29/77, effective 8/3/77]

[Filed emergency 3/6/79—published 4/4/79, effective 3/6/79]
[Filed 8/2/79, Notice 4/4/79—published 8/22/79, effective 9/26/79]
[Filed emergency 8/2/79—published 8/22/79, effective 8/2/79]
[Filed emergency 12/7/79—published 12/26/79, effective 1/1/80]
[Filed emergency 1/23/80—published 2/20/80, effective 1/23/80]
[Filed 5/5/80, Notice 3/5/80—published 5/28/80, effective 7/2/80]
[Filed emergency 6/4/80—published 6/25/80, effective 6/4/80]
[Filed emergency 6/30/80—published 7/23/80, effective 6/30/80]
[Filed emergency 8/29/80—published 9/17/80, effective 8/29/80]
[Filed emergency 12/19/80—published 1/7/81, effective 1/1/81]
[Filed emergency 2/27/81—published 3/18/81, effective 2/27/81]
[Filed 3/24/81, Notice 2/4/81—published 4/15/81, effective 6/1/81]

[Filed emergency after Notice 6/1/81, Notice 4/1/81—published 6/24/81, effective 6/1/81]
[Filed emergency after Notice 6/2/81, Notice 4/1/81—published 6/24/81, effective 7/1/81]

[Filed 6/2/81, Notice 3/4/81—published 6/24/81, effective 8/1/81]
[Filed emergency 6/30/81—published 7/22/81, effective 7/1/81]
[Filed emergency 9/25/81—published 10/14/81, effective 10/1/81]

[Filed 10/23/81, Notice 8/19/81—published 11/11/81, effective 1/1/82]
[Filed 11/20/81, Notice 10/14/81—published 12/9/81, effective 2/1/82]

[Filed emergency 12/3/81—published 12/23/81, effective 1/1/82]
[Filed emergency 3/31/82—published 4/28/82, effective 4/1/82]
[Filed emergency 7/1/82—published 7/21/82, effective 7/1/82]
[Filed emergency 7/30/82—published 8/18/82, effective 7/30/82]

[Filed 8/20/82, Notice 6/23/82—published 9/15/82, effective 10/20/82]
[Filed emergency 9/23/82—published 10/13/82, effective 9/23/82]
[Filed emergency 12/17/82—published 1/5/83, effective 1/1/83]
[Filed emergency 1/14/83—published 2/2/83, effective 2/1/83]
[Filed emergency 3/31/83—published 4/27/83, effective 4/1/83]

[Filed without Notice 4/21/83—published 5/11/83, effective 7/1/83]
[Filed emergency 5/20/83—published 6/8/83, effective 6/1/83]

[Filed 7/29/83, Notice 4/27/83—published 8/17/83, effective 10/1/83]
[Filed 9/1/83, Notice 7/20/83—published 9/28/83, effective 11/2/83]
[Filed emergency 9/26/83—published 10/12/83, effective 10/1/83]
[Filed 12/16/83, Notice 11/9/83—published 1/4/84, effective 2/8/84]

[Filed 4/2/84, Notices 10/12/83, 12/7/83—published 4/25/84, effective 6/1/84]
[Filed 5/31/84, Notice 4/11/84—published 6/20/84, effective 8/1/84]

[Filed emergency 6/15/84—published 7/4/84, effective 7/1/84]
[Filed 8/31/84, Notice 7/4/84—published 9/26/84, effective 11/1/84]
[Filed emergency 11/1/84—published 11/21/84, effective 11/1/84]
[Filed emergency 12/11/84—published 1/2/85, effective 1/1/85]

[Filed 1/21/85, Notice 11/21/84—published 2/13/85, effective 4/1/85]
[Filed emergency 2/19/85—published 3/13/85, effective 3/1/85]
[Filed emergency 3/4/85—published 3/27/85, effective 4/1/85]

[Filed 3/4/85, Notice 12/19/84—published 3/27/85, effective 5/1/85]
[Filed 3/4/85, Notice 1/2/85—published 3/27/85, effective 5/1/85]
[Filed emergency 3/22/85—published 4/10/85, effective 4/1/85]
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[Filed 3/22/85, Notice 2/13/85—published 4/10/85, effective 6/1/85]
[Filed 5/29/85, Notices 3/27/85—published 6/19/85, effective 8/1/85]◊

[Filed emergency 7/26/85—published 8/14/85, effective 8/1/85]
[Filed 7/26/85, Notice 6/5/85—published 8/14/85, effective 10/1/85]
[Filed 10/1/85, Notice 8/14/85—published 10/23/85, effective 12/1/85]
[Filed 1/22/86, Notice 12/4/85—published 2/12/86, effective 4/1/86]
[Filed emergency 3/21/86—published 4/9/86, effective 3/21/86]

[Filed emergency 4/29/86 after Notice 3/12/86—published 5/21/86, effective 5/1/86]
[Filed emergency 5/28/86 after Notice 4/9/86—published 6/18/86, effective 6/1/86]
[Filed emergency 6/20/86 after Notice 4/23/86—published 7/16/86, effective 7/1/86]

[Filed emergency 6/20/86—published 7/16/86, effective 7/1/86]
[Filed emergency 7/25/86—published 8/13/86, effective 8/1/86]

[Filed emergency 9/26/86 after Notice 4/9/86—published 10/22/86, effective 9/26/86]
[Filed emergency 9/26/86—published 10/22/86, effective 10/1/86]

[Filed 9/26/86, Notice 8/13/86—published 10/22/86, effective 12/1/86]
[Filed 11/14/86, Notice 10/8/86—published 12/3/86, effective 2/1/87]
[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]
[Filed emergency 1/15/87—published 2/11/87, effective 2/1/87]

[Filed 1/15/87, Notice 12/3/86—published 2/11/87, effective 4/1/87]
[Filed emergency 2/25/87—published 3/25/87, effective 2/25/87]
[Filed emergency 3/26/87—published 4/22/87, effective 4/1/87]
[Filed emergency 4/23/87—published 5/20/87, effective 4/23/87]

[Filed 5/29/87, Notice 4/22/87—published 6/17/87, effective 8/1/87]
[Filed 7/24/87, Notice 5/20/87—published 8/12/87, effective 10/1/87]
[Filed without Notice 8/28/87—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 11/25/87, Notice 9/23/87—published 12/16/87, effective 2/1/88]
[Filed without Notice 11/25/87—published 12/16/87, effective 2/1/88]
[Filed 6/9/88, Notice 4/20/88—published 6/29/88, effective 9/1/88]
[Filed 8/4/88, Notice 6/29/88—published 8/24/88, effective 10/1/88]

[Filed emergency 9/1/88—published 9/21/88, effective 9/1/88]
[Filed emergency 9/21/88—published 10/19/88, effective 10/1/88]

[Filed without Notice 10/27/88—published 11/16/88, effective 1/1/89]
[Filed without Notice 12/8/88—published 12/28/88, effective 2/1/89]
[Filed emergency 2/16/89—published 3/8/89, effective 2/16/89]

[Filed 4/13/89, Notice 2/22/89—published 5/3/89, effective 7/1/89]
[Filed emergency 9/15/89—published 10/4/89, effective 10/1/89]

[Filed 11/20/89, Notices 9/20/89, 10/4/89—published 12/13/89, effective 2/1/90]
[Filed emergency 2/16/90—published 3/7/90, effective 4/1/90]

[Filed 4/13/90, Notice 3/7/90—published 5/2/90, effective 7/1/90]
[Filed 4/11/91, Notices 2/6/91, 3/6/91—published 5/1/91, effective 7/1/91]

[Filed emergency 7/10/91 after Notice 5/15/91—published 8/7/91, effective 8/1/91]
[Filed without Notice 9/18/91—published 10/16/91, effective 11/21/91]

[Filed emergency 10/10/91 after Notice 8/21/91—published 10/30/91, effective 11/1/91]
[Filed emergency 10/10/91—published 10/30/91, effective 11/21/91]
[Filed 10/10/91, Notice 9/4/91—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 1/29/92, Notice 10/16/91—published 2/19/92, effective 3/25/92]
[Filed emergency 5/13/92—published 6/10/92, effective 5/14/92]

[Filed 7/17/92, Notice 6/10/92—published 8/5/92, effective 10/1/92]
[Filed emergency 10/15/92 after Notice 8/19/92—published 11/11/92, effective 11/1/92]

[Filed 10/15/92, Notice 8/19/92—published 11/11/92, effective 12/16/92]
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[Filed emergency 9/17/93—published 10/13/93, effective 10/1/93]
[Filed 12/16/93, Notice 10/13/93—published 1/5/94, effective 3/1/94]

[Filed emergency 6/16/94—published 7/6/94, effective 7/1/94]
[Filed emergency 8/12/94—published 8/31/94, effective 9/1/94]
[Filed emergency 10/12/94—published 11/9/94, effective 11/1/94]

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

[Filed emergency 1/11/95 after Notice 11/23/94—published 2/1/95, effective 2/1/95]
[Filed 1/11/95, Notice 11/23/94—published 2/1/95, effective 4/1/95]
[Filed 2/16/95, Notice 11/23/94—published 3/15/95, effective 5/1/95]
[Filed emergency 9/25/95—published 10/11/95, effective 10/1/95]
[Filed emergency 11/16/95—published 12/6/95, effective 12/1/95]

[Filed 11/16/95, Notice 10/11/95—published 12/6/95, effective 2/1/96]
[Filed emergency 1/10/96—published 1/31/96, effective 2/1/96]

[Filed 1/10/96, Notice 12/6/95—published 1/31/96, effective 4/1/96]
[Filed 3/13/96, Notice 1/31/96—published 4/10/96, effective 6/1/96]
[Filed 8/15/96, Notice 5/8/96—published 9/11/96, effective 11/1/96]
[Filed emergency 9/19/96—published 10/9/96, effective 9/21/96]1

[Filed without Notice 9/19/96—published 10/9/96, effective 11/22/96]2

[Filed emergency 10/9/96—published 11/6/96, effective 10/10/96]
[Filed 12/12/96, Notices 10/9/96, 11/6/96—published 1/1/97, effective 3/1/97]

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

[Filed 6/10/98, Notice 5/6/98—published 7/1/98, effective 8/5/98]
[Filed 8/12/98, Notices 6/17/98, 7/1/98—published 9/9/98, effective 11/1/98]

[Filed emergency 10/14/98—published 11/4/98, effective 11/1/98]
[Filed 12/9/98, Notice 11/4/98—published 12/30/98, effective 3/1/99]
[Filed 7/15/99, Notice 6/2/99—published 8/11/99, effective 11/1/99]

[Filed emergency 10/13/99 after Notice 8/25/99—published 11/3/99, effective 11/1/99]
[Filed 12/8/99, Notice 8/25/99—published 12/29/99, effective 5/1/00]
[Filed 1/12/00, Notice 12/1/99—published 2/9/00, effective 4/1/00]

[Filed emergency 3/8/00—published 4/5/00, effective 4/1/00]
[Filed 6/8/00, Notice 4/5/00—published 6/28/00, effective 9/1/00]
[Filed emergency 2/21/01—published 3/21/01, effective 4/1/01]

[Filed emergency 4/11/01 after Notice 3/7/01—published 5/2/01, effective 6/1/01]
[Filed 5/9/01, Notice 3/21/01—published 5/30/01, effective 8/1/01]

[Filed emergency 9/11/01 after Notice 7/25/01—published 10/3/01, effective 10/1/01]
[Filed 9/11/01, Notice 7/11/01—published 10/3/01, effective 4/1/02]
[Filed 2/14/02, Notice 12/26/01—published 3/6/02, effective 5/1/02]

[Filed emergency 8/15/02 after Notice 6/26/02—published 9/4/02, effective 10/1/02]
[Filed 8/15/02, Notice 6/26/02—published 9/4/02, effective 12/1/02]

[Filed emergency 9/12/02 after Notice 7/24/02—published 10/2/02, effective 10/1/02]
[Filed emergency 12/12/02 after Notice 10/30/02—published 1/8/03, effective 1/1/03]

[Filed 2/13/03, Notice 12/25/02—published 3/5/03, effective 5/1/03]
[Filed emergency 3/14/03 after Notice 1/22/03—published 4/2/03, effective 4/1/03]

[Filed 7/10/03, Notice 5/28/03—published 8/6/03, effective 10/1/03]
[Filed 8/26/03, Notice 6/25/03—published 9/17/03, effective 11/1/03]

[Filed emergency 11/19/03 after Notice 10/1/03—published 12/10/03, effective 12/1/03]
[Filed emergency 6/14/04—published 7/7/04, effective 7/1/04]
[Filed emergency 8/12/04—published 9/1/04, effective 8/20/04]

[Filed 9/23/04, Notice 7/7/04—published 10/13/04, effective 11/17/04]
[Filed 10/14/04, Notice 9/1/04—published 11/10/04, effective 12/15/04]
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[Filed emergency 1/13/05—published 2/2/05, effective 3/1/05]
[Filed 4/15/05, Notice 2/2/05—published 5/11/05, effective 6/15/05]
[Filed emergency 11/16/05—published 12/7/05, effective 12/1/05]
[Filed emergency 9/14/06—published 10/11/06, effective 10/1/06]

[Filed 1/12/07, Notice 11/22/06—published 2/14/07, effective 4/1/07]
[Filed emergency 2/15/07—published 3/14/07, effective 3/1/07]

[Filed 5/10/07, Notice 3/14/07—published 6/6/07, effective 7/11/07]
[Filed 7/12/07, Notice 5/23/07—published 8/1/07, effective 10/1/07]
[Filed emergency 9/12/07—published 10/10/07, effective 10/1/07]
[Filed 1/9/08, Notice 11/7/07—published 1/30/08, effective 3/5/08]
[Filed emergency 8/15/08—published 9/10/08, effective 10/1/08]

[Filed 11/12/08, Notice 9/10/08—published 12/3/08, effective 1/7/09]

◊ Two or more ARCs
1 Amendments to subrules 65.30(5) and 65.130(7) and rules 65.32(234) and 65.132(234) effective 10/1/96.
2 Subrules 65.8(11) and 65.108(11) effective 1/1/97.
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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 of Medicaid-eligible mothers. 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. Eligibility
begins with the month of the birth and continues through the month of the first birthday as long as the
child lives with the mother and the mother remains eligible for Medicaid or would be eligible if she were
still pregnant or qualified for emergency services for childbirth.

a. The department shall accept any written or verbal statement as verification of the newborn’s
birth date unless the birth date is questionable.
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b. In order for Medicaid to continue after the month of the first birthday, a redetermination of
eligibility shall be completed.

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:
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a. They have applied for and received or were considered recipients of supplemental security
income or state supplementary assistance.

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 185 percent of the federal poverty level for pregnant women

when establishing initial eligibility under these provisions and for infants (under one year of age) when
establishing initial and ongoing eligibility. 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 in accordance with the provisions of rule
441—75.57(249A).

In determining eligibility for pregnant women and infants, after the aforementioned disregards and
deductions have been applied, an additional disregard equal to 15 percent of the applicable federal
poverty level shall be applied to the family’s income.

(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.
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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.
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 the following percentage 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) 85 percent effective January 1, 1989.
(2) 90 percent effective January 1, 1990.
(3) 100 percent effective January 1, 1991, and thereafter.
(4) Rescinded IAB 1/9/91, effective 1/1/91.
b. The person’s resources do not exceed twice the maximum amount of resources that a person

may have and obtain benefits under the Supplemental Security Income (SSI) program.
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 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 line is published.

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.
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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.
(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.
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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.
(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
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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.
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.
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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 the following percentage 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) 110 percent effective January 1, 1993.
(2) 120 percent effective January 1, 1995, and thereafter.
b. The person’s resources do not exceed twice the maximum amount of resources that a person

may have and obtain benefits under the Supplemental Security Income (SSI) program.
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,
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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.

(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
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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
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
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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.
(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.
(4) Rehabilitative treatment services pursuant to 441—Chapter 185.
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.
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(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).

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 twice the maximum amount of resources that a person
may have and obtain benefits under the Supplemental Security Income (SSI) program.

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
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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
used to assess premiums will be adjusted annually on April 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.

(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 $29
180% of Federal Poverty Level $53
220% of Federal Poverty Level $80
240% of Federal Poverty Level $110
262% of Federal Poverty Level $140
318% of Federal Poverty Level $170
342% of Federal Poverty Level $200
390% of Federal Poverty Level $230
425% of Federal Poverty Level $260
460% of Federal Poverty Level $291
500% of Federal Poverty Level $323
548% of Federal Poverty Level $354
607% of Federal Poverty Level $392
666% of Federal Poverty Level $430
725% of Federal Poverty Level $471
824% of Federal Poverty Level $535

(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.
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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.

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 rule, 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
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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.

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
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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:

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.”
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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).

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.
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(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.
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, income shall include all earned and unearned income as defined for purposes
of the Supplemental Security Income program by 20 CFR Sections 416.1102, 416.1103, 416.1110,
416.1111, and 416.1120 to 416.1123 as amended to August 20, 2008, without regard to exclusions or
deductions from income applied in determining eligibility for Supplemental Security Income.

(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.

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) When amedical resource may be obtained by filing a claim or an application and cooperating
in the processing of that claim or application, that resource shall be considered to be reasonably available,
unless good cause for failure to obtain that resource is determined to exist.
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a. The member, or one acting on the member’s behalf, shall file a claim or submit an application
for any reasonably available medical resource, and shall also cooperate in the processing of the claim
or application. Failure to do so without good cause shall result in the termination of medical assistance
benefits.

b. 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. 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(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) 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.
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.

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 as defined in subrule 75.11(1) residing in the United States prior to August 22,

1996.
(3) A qualified alien who entered the United States on or after August 22, 1996, and who is:
● A refugee who is admitted to the United States under Section 207 of the Immigration and

Nationality Act;
● Granted asylum under Section 208 of the Immigration and Nationality Act;
● An alien whose deportation is being withheld under Section 243(h) of the Immigration and

Nationality Act; or
● A veteran with a discharge characterized as an honorable discharge and not on account of

alienage, an alien who is on active duty in the Armed Forces of the United States other than active
duty for training, or the veteran’s spouse or unmarried dependent child.

(4) A qualified alien who entered the United States on or after August 22, 1996, andwho 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
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.
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(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).

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:
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(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:

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).
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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.

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.

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
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Age Life
Estate

Remainder Age Life
Estate

Remainder Age Life
Estate

Remainder

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.

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
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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.

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
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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.

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:
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(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.
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



IAC 12/3/08 Human Services[441] Ch 75, p.41

(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.

(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:
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(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.

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:
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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.

(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.
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(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.)

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.
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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,
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
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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.

441—75.21(249A) Health insurance premium payment 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 directly.
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75.21(1) Condition of eligibility. The recipient, or a person acting on the recipient’s behalf, shall
cooperate in providing information necessary for the department to establish availability and the
cost-effectiveness of group health insurance. Persons who are eligible to enroll in a group health
insurance plan which the department has determined is cost-effective, and who are otherwise eligible
for Medicaid, shall apply for enrollment in the plan as a condition of Medicaid eligibility unless it can
be established that insurance is being maintained on the Medicaid-eligible persons through another
source (e.g., an absent parent is maintaining insurance on the Medicaid-eligible children).

When a parent fails to provide information necessary to determine availability and cost-effectiveness
of group health insurance, fails to enroll in a group health insurance plan that has been determined
cost-effective, or disenrolls from a group health insurance plan the department has determined
cost-effective, Medicaid benefits of the parent shall be terminated unless good cause for failure to
cooperate is established. Good cause for failure to cooperate shall be established when the parent or
family demonstrates one or more of the following conditions exist:

a. There was a serious illness or death of the parent or a member of the parent’s family.
b. There was a family emergency or household disaster, such as a fire, flood, or tornado.
c. The parent offers a good cause beyond the parent’s control.
d. 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.
Medicaid benefits of a child shall not be terminated due to the failure of the parent to cooperate.

Additionally, the Medicaid benefits of the spouse of the employed person shall not be terminated due to
the employed person’s failure to cooperate when the spouse cannot enroll in the plan independently of
the employed person.

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) Non-employer related health insurance plans. Participation in a health insurance plan
that is not group health insurance as defined in rule 441—75.25(249A) is not a condition of Medicaid
eligibility.

75.21(3) Cost-effectiveness. Cost-effectiveness 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 an insurance plan for those services. When determining the cost-effectiveness of the
insurance plan, the following data shall be considered:

a. The cost of the insurance premium, coinsurance and deductibles. An employer-related group
health insurance plan that provides major medical coverage and costs $50 or less per month shall be
determined cost-effective when establishing eligibility for one-personMedicaid-eligible households. An
employer-related group health insurance plan that provides major medical coverage and costs $100 or
less per month shall be determined cost-effective when establishing eligibility for households of two or
more Medicaid-eligible persons.

b. The scope of services covered under the insurance plan, including exclusions for preexisting
conditions, etc.

c. The average anticipated Medicaid utilization, by age, sex, institutional status, Medicare
eligibility, and coverage group, for persons covered under the insurance plan.

d. The specific health-related circumstances of the persons covered under the insurance plan.
The HIPP Medical History Questionnaire, Form 470-2868, shall be used to obtain this information.
Employer-related group health insurance plans that provide major medical coverage shall be determined
cost-effective when there is a Medicaid-eligible pregnant woman who can be covered under the plan.

e. Annual administrative expenditures of $50 per Medicaid recipient covered under the health
insurance policy.

f. Whether the estimated savings to Medicaid for persons covered under the health insurance plan
are at least $5 per month per household.

75.21(4) Coverage of non-Medicaid-eligible family members. When it 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
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coverage for the Medicaid-eligible family members. However, the needs of the non-Medicaid-eligible
family members shall not be taken into consideration when determining cost-effectiveness and payments
for deductibles, coinsurances or other cost-sharing obligations shall not be made on behalf of family
members who are not Medicaid-eligible.

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.

g. The person is eligible only for limited Medicaid services under the specified low-income
Medicare beneficiary (SLMB) coverage group, in accordance with subrule 75.1(34).

h. Insurance coverage is being provided through the Iowa Comprehensive Health Insurance
Association, 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.

75.21(6) Duplicate policies. When more than one cost-effective health insurance plan or policy
is available, the department shall pay the premium for only one plan. The recipient may choose in
which cost-effective plan to enroll. However, in situations where the department is buying in to the
cost of Medicare Part A or Part B for eligible Medicare beneficiaries, the cost of premiums for a
Medicare supplemental insurance policy may also be paid if the department determines it is likely to
be cost-effective to do so.

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, a review shall be completed in

order to ascertain whether payment of the health insurance premium continues to be cost-effective. If
it is determined the policy 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 policyholder ten calendar days in which
to provide it.

d. If the policyholder leaves the household, premium payments shall be discontinued pending
timely and adequate notice.

e. If the insurance coverage 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.
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75.21(8) Effective date of premium payment. The effective date of premium payments for
cost-effective health insurance plans shall be determined as follows:

a. Premium payments shall begin no earlier than the first day of themonth in which the Employer’s
Statement of Earnings, Form 470-2844, or the Health Insurance Premium Payment Application, Form
470-2875, is received by the division of medical services or the first day of the first month in which the
plan is determined to be cost-effective, whichever is later.

b. If the person is not enrolled in the 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 policy is dropped and
reenrollment occurs at a later date), premium payments shall not be made for any period of time prior to
the current effective date of coverage.

d. In no case shall payments be made for premiums which were used as a deduction to income
when determining client participation, the amount of the spenddown obligation, or for premiums due for
periods of time covered prior to July 1, 1991.

The Employer Verification of Insurance Coverage, Form 470-3036, shall be used to verify the
effective date of coverage and premiums for persons enrolled in group health insurance plans.

75.21(9) Method of premium payment. Payments of health insurance premiumswill bemade directly
to the insurance carrier except as follows:

a. The department may arrange for payment to the employer in order to circumvent a payroll
deduction.

b. When the 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 policyholder directly for
payroll deductions or for payments made directly to the employer for the payment of health insurance
premiums. The department shall issue reimbursement to the policyholder five working days prior to the
policyholder’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 said withdrawals.

d. When the department is otherwise unable to make direct premium payments because the
health insurance is offered through a contract that covers a group of persons identified as individuals by
reference to their relationship to the entity, the department shall reimburse the policyholder for premium
payments made to the entity.

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. Reviews of cost-effectiveness shall be completed annually
or at the time of the next health insurance contract renewal date for employer-related group health plans.
Reviews may be conducted more frequently at the discretion of the department. The Health Insurance
Premium Payment (HIPP) Program Review, Form 470-3016, shall be used for this purpose.

Reviews of cost-effectiveness shall be completed annually for non-employer-related group health
plans. The recipient shall sign the Insurance Carrier Authorization to Release Information, Form
470-3015, as part of the review of non-employer-related plans so that the department may obtain
pertinent information necessary to establish continued eligibility.

Failure of the policyholder 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).

Redeterminations shall also be completed whenever a predetermined premium rate, deductible,
or coinsurance increases, some of the persons covered under the policy lose full Medicaid eligibility,
employment terminates or hours are reduced which affects the availability of health insurance, the
insurance carrier changes, the policyholder leaves the home, or there is a decrease in the services
covered under the policy. 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
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be reported by telephone, in writing, or in person. A HIPP Change Report, Form 470-3007, shall
accompany all premium payments.

When employment terminates, hours of employment are reduced, or some other qualifying event
affecting the availability of health insurance coverage occurs, the department shall verify whether
insurance may be continued under the provisions of the Consolidated Omnibus Budget Reconciliation
Act (COBRA) of 1985, the Family Leave Act, or other insurance continuation provisions. The Employer
Verification of COBRA Eligibility, Form 470-3037, shall be used for this purpose. If cost-effective, the
department shall pay premiums to maintain insurance coverage for eligible Medicaid recipients after
the occurrence of the qualifying 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 insurance plan and notify the recipient of the decision regarding payment of
the premiums within 65 days from the date an Employer’s Statement of Earnings, Form 470-2844,
indicating the availability of group insurance or a Health Insurance Premium Payment Application,
Form 470-2875, is received. Additional time may be granted when, for reasons beyond the control of
the department or the recipient, information needed to establish cost-effectiveness cannot be obtained
within the 65-day period.

75.21(13) Notices. An adequate notice shall be provided to the household under the following
circumstances:

a. To inform the household of the initial decision on cost-effectiveness and premium payment.
b. To inform the household that premium payments are being discontinued because Medicaid

eligibility has been lost by all persons covered under the policy.
c. The policy is no longer available to the family (e.g., the employer drops insurance coverage or

the policy is terminated by the insurance company).
The department shall provide a timely and adequate notice as defined in 441—subrule 7.7(1) to the

household informing them of a decision to discontinue payment of the health insurance premium because
the department has determined the policy is no longer cost-effective or because the recipient 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 policy

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 recipient’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.

This rule is intended to implement Iowa Code section 249A.3.

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.

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.
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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
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.
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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
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.
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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.

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:
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(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, 2008, through June 30, 2009, this average statewide cost shall be $4,342.03 per month or $142.83 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.

(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.
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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
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:
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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.
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.

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
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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
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.
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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 633.707 to 633.711, the average
statewide charges and Medicaid rates for the period from July 1, 2008, to June 30, 2009, shall be as
follows:

(1) The average statewide charge to a private-pay resident of a nursing facility is $3,923 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 $17,954 per month.
(5) The average statewide charge to a resident of a mental health institute is $16,363 per month.
(6) The average statewide charge to a private-pay resident of a psychiatric medical institution for

children is $4,975 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.

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.

“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.
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“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.

“Group health insurance” shall mean any plan of, or contributed by an employer (including a
self-insured plan) to provide health care (directly or otherwise) to the employer’s employees, former
employees, or the families of the employees or former employees.

“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.”

“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.
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“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.

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:

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.
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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).
“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
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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:

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.

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
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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.
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.
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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).

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.

(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.
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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.
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).
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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
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.
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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
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.
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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,
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
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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 allowed when 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.

(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



Ch 75, p.70 Human Services[441] IAC 12/3/08

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
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
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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:
(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
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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.

(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.
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(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.
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.
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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.
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.
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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.
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).
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(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.

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.
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(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
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
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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.
(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.
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(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
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.



Ch 75, p.80 Human Services[441] IAC 12/3/08

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.

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.
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(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:

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
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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.
(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.
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(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.

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.
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[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]
[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]
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[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]
[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]
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[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]
[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]
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[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]
[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]



Ch 75, p.88 Human Services[441] IAC 12/3/08

[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]
[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]
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[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 11/12/08after 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]

◊ 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 77
CONDITIONS OF PARTICIPATION FOR PROVIDERS

OF MEDICAL AND REMEDIAL CARE
[Prior to 7/1/83, Social Services[770] Ch 77]
[Prior to 2/11/87, Human Services[498]]

441—77.1(249A) Physicians.   All physicians (doctors of medicine and osteopathy) licensed to practice
in the state of Iowa are eligible to participate in the program. Physicians in other states are also eligible
if duly licensed to practice in that state.

441—77.2(249A) Retail pharmacies.   Pharmacies are eligible to participate providing they are licensed
in the state of Iowa or duly licensed in other states.

441—77.3(249A) Hospitals.   All hospitals licensed in the state of Iowa and certified as eligible to
participate in Part A of the Medicare program (Title XVIII of the Social Security Act) are eligible to
participate in the medical assistance program. Hospitals in other states are also eligible if duly licensed
and certified for Medicare participation in that state.

441—77.4(249A) Dentists.   All dentists licensed to practice in the state of Iowa are eligible to participate
in the program. Dentists in other states are also eligible if duly licensed to practice in that state.

NOTE: DENTAL LABORATORIES—Payment will not be made to a dental laboratory.

441—77.5(249A) Podiatrists.   All podiatrists licensed to practice in the state of Iowa are eligible to
participate in the program. Podiatrists in other states are also eligible if duly licensed to practice in that
state.

441—77.6(249A) Optometrists.   All optometrists licensed to practice in the state of Iowa are eligible
to participate in the program. Optometrists in other states are also eligible if duly licensed to practice in
that state.

441—77.7(249A) Opticians.   All opticians in the state of Iowa are eligible to participate in the program.
Opticians in other states are also eligible to participate.

NOTE: Opticians in states having licensing requirements for this professional group must be duly licensed in that state.

441—77.8(249A) Chiropractors.   All chiropractors licensed to practice in the state of Iowa are eligible
to participate providing they have been determined eligible to participate in Title XVIII of the Social
Security Act (Medicare) by the Social Security Administration. Chiropractors in other states are also
eligible if duly licensed to practice in that state and determined eligible to participate in Title XVIII of
the Social Security Act.

441—77.9(249A) Home health agencies.   Home health agencies are eligible to participate providing
they are certified to participate in the Medicare program (Title XVIII of the Social Security Act) and,
unless exempted under subrule 77.9(5), have submitted a surety bond as required by subrules 77.9(1) to
77.9(6).

77.9(1) Definitions.
“Assets” includes any listing that identifies Medicaid members to whom home health services were

furnished by a participating or formerly participating home health agency.
“Rider” means a notice issued by a surety that a change in the bond has occurred or will occur.
“Uncollected overpayment” means a Medicaid overpayment, including accrued interest, for which

the home health agency is responsible that has not been recouped by the department within 60 days from
the date of notification that an overpayment has been identified.

77.9(2) Parties to surety bonds. The surety bond shall name the home health agency as the principal,
the Iowa department of human services as the obligee and the surety company (and its heirs, executors,
administrators, successors and assignees, jointly and severally) as surety. The bond shall be issued by
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a company holding a current Certificate of Authority issued by the U.S. Department of the Treasury in
accordance with 31 U.S.C. Sections 9304 to 9308 and 31 CFR Part 223 as amended to November 30,
1984, Part 224 as amended to May 29, 1996, and Part 225 as amended to September 12, 1974. The
bond shall list the surety’s name, street address or post office box number, city, state and ZIP code. The
company shall not have been determined by the department to be unauthorized in Iowa due to:

a. Failure to furnish timely confirmation of the issuance of and the validity and accuracy of
information appearing on a surety bond that a home health agency presents to the department that shows
the surety company as surety on the bond.

b. Failure to timely pay the department in full the amount requested, up to the face amount of the
bond, upon presentation by the department to the surety company of a request for payment on a surety
bond and of sufficient evidence to establish the surety company’s liability on the bond.

c. Other good cause.
The department shall give public notice of a determination that a surety company is unauthorized

in Iowa and the effective date of the determination by publication of a notice in the newspaper of
widest circulation in each city in Iowa with a population of 50,000 or more. A list of surety companies
determined by the department to be unauthorized in Iowa shall be maintained and shall be available for
public inspection by contacting the division of medical services of the department. The determination
that a surety company is unauthorized in Iowa has effect only in Iowa and is not a debarment,
suspension, or exclusion for the purposes of Federal Executive Order No. 12549.

77.9(3) Surety company obligations. The bond shall guarantee payment to the department, up to the
face amount of the bond, of the full amount of any uncollected overpayment, including accrued interest,
based on payments made to the home health agency during the term of the bond. The bond shall provide
that payment may be demanded from the surety after available administrative collection methods for
collecting from the home health agency have been exhausted.

77.9(4) Surety bond requirements. Surety bonds secured by home health agencies participating in
Medicaid shall comply with the following requirements:

a. Effective dates and submission dates.
(1) Home health agencies participating in the program on June 10, 1998, shall secure either an

initial surety bond for the period January 1, 1998, through the end of the home health agency’s fiscal
year or a continuous bond which remains in effect from year to year.

(2) Home health agencies seeking to participate in Medicaid and Medicare for the first time after
June 10, 1998, shall secure an initial surety bond for the period from Medicaid certification through the
end of the home health agency’s fiscal year or a continuous bond which remains in effect from year to
year.

(3) Medicare-certified home health agencies seeking to participate in Medicaid for the first time
after June 10, 1998, shall secure an initial surety bond for the period fromMedicaid certification through
the end of the home health agency’s fiscal year or a continuous bond which remains in effect from year
to year.

(4) Home health agencies seeking to participate in Medicaid after purchasing the assets of or an
ownership interest in a participating or formerly participating agency shall secure an initial surety bond
effective as of the date of purchase of the assets or the transfer of the ownership interest for the balance
of the current fiscal year of the home health agency or a continuous bond which remains in effect from
year to year.

(5) Home health agencies which continue to participate in Medicaid after the period covered by an
initial surety bond shall secure a surety bond for each subsequent fiscal year of the home health agency
or a continuous bond which remains in effect from year to year.

b. Amount of bond. Bonds for any period shall be in the amount of $50,000 or 15 percent of the
home health agency’s annual Medicaid payments during the most recently completed state fiscal year,
whichever is greater. After June 1, 2005, all bonds shall be in the amount of $50,000. At least 90
days before the start of each home health agency’s fiscal year, the department shall provide notice of
the amount of the surety bond to be purchased and submitted to the Iowa Medicaid enterprise provider
services unit.
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c. Other requirements. Surety bonds shall meet the following additional requirements. The bond
shall:

(1) Guarantee that upon written demand by the department to the surety for payment under the
bond and the department’s furnishing to the surety sufficient evidence to establish the surety’s liability
under the bond, the surety shall within 60 days pay the department the amount so demanded, up to the
stated amount of the bond.

(2) Provide that the surety’s liability for uncollected overpayments is based on overpayments
determined during the term of the bond.

(3) Provide that the surety’s liability to the department is not extinguished by any of the following:
1. Any action by the home health agency or the surety to terminate or limit the scope or term of

the bond unless the surety furnishes the department with notice of the action not later than 10 days after
the date of notice of the action by the home health agency to the surety and not later than 60 days before
the effective date of the action by the surety.

2. The surety’s failure to continue to meet the requirements in subrule 77.9(2) or the department’s
determination that the surety company is an unauthorized surety under subrule 77.9(2).

3. Termination of the home health agency’s provider agreement.
4. Any action by the department to suspend, offset, or otherwise recover payments to the home

health agency.
5. Any action by the home health agency to cease operations, sell or transfer any assets or

ownership interest, file for bankruptcy, or fail to pay the surety.
6. Any fraud, misrepresentation, or negligence by the home health agency in obtaining the surety

bond or by the surety (or the surety’s agent, if any) in issuing the surety bond; except that any fraud,
misrepresentation, or negligence by the home health agency in identifying to the surety (or the surety’s
agent) the amount of Medicaid payments upon which the amount of the surety bond is determined shall
not cause the surety’s liability to the department to exceed the amount of the bond.

7. The home health agency’s failure to exercise available appeal rights under Medicaid or assign
appeal rights to the surety.

(4) Provide that if a home health agency fails to furnish a bond following the expiration date of an
annual bond or if a home health agency fails to furnish a rider for a year in which a rider is required or if
the home health agency’s provider agreement with the department is terminated, the surety shall remain
liable under the most recent annual bond or rider to a continuous bond for two years from the date the
home health agency was required to submit the annual bond or rider to a continuous bond or for two
years from the termination date of the provider agreement.

(5) Provide that actions under the bondmay be brought by the department or by an agent designated
by the department.

(6) Provide that the surety may appeal department decisions.
77.9(5) Exemption from surety bond requirements for government-operated home health

agencies. A home health agency operated by a federal, state, local, or tribal government agency is
exempt from the bonding requirements of this rule if, during the preceding five years, the home health
agency has not had any uncollected overpayments. Government-operated home health agencies having
uncollected overpayments during the preceding five years shall not be exempted from the bonding
requirements of this rule.

77.9(6) Government-operated home health agency that loses its exemption. A government-operated
home health agency which has met the criteria for an exemption under subrule 77.9(6) but is later
determined by the department not to meet the criteria shall submit a surety bond within 60 days of
the date of the department’s written notification to the home health agency that it no longer meets the
criteria for an exemption, for the period and in the amount required in the notice from the department.

441—77.10(249A)Medical equipment and appliances, prosthetic devices andmedical supplies.   All
dealers in medical equipment and appliances, prosthetic devices and medical supplies in Iowa or in other
states are eligible to participate in the program.
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441—77.11(249A) Ambulance service.   Providers of ambulance service are eligible to participate
providing they meet the eligibility requirements for participation in the Medicare program (Title XVIII
of the Social Security Act).

441—77.12(249A) Remedial services providers.   A provider of remedial services is eligible to
participate in the medical assistance program when:

1. The provider is accredited by the mental health, mental retardation, developmental disabilities,
and brain injury commission pursuant to 441—Chapter 24; or

2. The provider is certified by the department as a provider of rehabilitative treatment services
pursuant to 441—185.10(234) as of August 31, 2006; or

3. The provider can demonstrate to the Iowa Medicaid enterprise that the provider has the skills
and resources necessary to implement a member’s treatment plan and remedial services implementation
plan.

This rule is intended to implement Iowa Code section 249A.4 and 2006 Iowa Acts, House File 2734,
section 10, subsection 11.

441—77.13(249A) Hearing aid dispensers.   Hearing aid dispensers are eligible to participate if they are
duly licensed by the state of Iowa. Hearing aid dispensers in other states will be eligible to participate if
they are duly licensed in that state.

This rule is intended to implement Iowa Code section 249A.4.

441—77.14(249A) Audiologists.   Audiologists are eligible to participate in the program when they are
duly licensed by the state of Iowa. Audiologists in other states will be eligible to participate when they
are duly licensed in that state. In states having no licensure requirement for audiologists, an audiologist
shall obtain a license from the state of Iowa.

This rule is intended to implement Iowa Code section 249A.4.

441—77.15(249A) Community mental health centers.   Community mental health centers are eligible
to participate in the medical assistance program when they comply with the standards for mental health
centers in the state of Iowa established by the Iowa mental health authority.

This rule is intended to implement Iowa Code section 249A.4.

441—77.16(249A) Screening centers.   Public or private health agencies are eligible to participate
as screening centers when they have the staff and facilities needed to perform all of the elements
of screening specified in 441—78.18(249A) and meet the department of public health’s standards
for a child health screening center. The staff members must be employed by or under contract with
the screening center. Screening centers shall direct applications to participate to the Iowa Medicaid
enterprise provider services unit.

This rule is intended to implement Iowa Code section 249A.4.

441—77.17(249A) Physical therapists.   Physical therapists are eligible to participate when they are
licensed, in independent practice; and are eligible to participate in the Medicare program.

This rule is intended to implement Iowa Code section 249A.4.

441—77.18(249A) Orthopedic shoe dealers and repair shops.   Establishments eligible to participate
in the medical assistance program are retail dealers in orthopedic shoes prescribed by physicians
or podiatrists and shoe repair shops specializing in orthopedic work as prescribed by physicians or
podiatrists.

This rule is intended to implement Iowa Code section 249A.4.
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441—77.19(249A) Rehabilitation agencies.   Rehabilitation agencies are eligible to participate
providing they are certified to participate in the Medicare program (Title XVIII of the Social Security
Act).

This rule is intended to implement Iowa Code section 249A.4.

441—77.20(249A) Independent laboratories.   Independent laboratories are eligible to participate
providing they are certified to participate as a laboratory in the Medicare program (Title XVIII of the
Social Security Act). An independent laboratory is a laboratory that is independent of attending and
consulting physicians’ offices, hospitals, and critical access hospitals.

This rule is intended to implement Iowa Code section 249A.4.

441—77.21(249A) Rural health clinics.   Rural health clinics are eligible to participate providing they
are certified to participate in the Medicare program (Title XVIII of the Social Security Act).

441—77.22(249A) Psychologists.   All psychologists licensed to practice in the state of Iowa and
meeting the standards of the National Register of Health Service Providers in Psychology, 1981 edition,
published by the council for the National Register of Health Service Providers in Psychology, are
eligible to participate in the medical assistance program. Psychologists in other states are eligible to
participate when they are duly licensed to practice in that state and meet the standards of the National
Register of Health Service Providers in Psychology.

This rule is intended to implement Iowa Code sections 249A.4 and 249A.15.

441—77.23(249A) Maternal health centers.   A maternal health center is eligible to participate in the
Medicaid program if the center provides a team of professionals to render prenatal and postpartum care
and enhanced perinatal services (see rule 441—78.25(249A)). The prenatal and postpartum care shall
be in accordance with the latest edition of the American College of Obstetricians and Gynecologists,
Standards for Obstetric Gynecologic Services. The team must have at least a physician, a registered
nurse, a licensed dietitian and a person with at least a bachelor’s degree in social work, counseling,
sociology or psychology. Team members must be employed by or under contract with the center.

This rule is intended to implement Iowa Code section 249A.4.

441—77.24(249A) Ambulatory surgical centers.   Ambulatory surgical centers that are not part of
hospitals are eligible to participate in the medical assistance program if they are certified to participate
in the Medicare program (Title XVIII of the Social Security Act). Freestanding ambulatory surgical
centers providing only dental services are also eligible to participate in the medical assistance program
if the board of dental examiners has issued a current permit pursuant to 650—Chapter 29 for any dentist
to administer deep sedation or general anesthesia at the facility.

441—77.25(249A) Home- and community-based habilitation services.   To be eligible to participate
in the Medicaid program as an approved provider of home- and community-based habilitation services,
a provider shall meet the general requirements in subrules 77.25(2), 77.25(3), and 77.25(4) and shall
meet the requirements in the subrules applicable to the individual services being provided.

77.25(1) Definitions.
“Guardian” means a guardian appointed in probate or juvenile court.
“Incident” means an occurrence involving a member that:
1. Results in a physical injury to or by the member that requires a physician’s treatment or

admission to a hospital;
2. Results in someone’s death;
3. Requires emergency intervention or mental health treatment for the member;
4. Requires the intervention of law enforcement;
5. Requires a report of child abuse pursuant to Iowa Code section 232.69 or a report of dependent

adult abuse pursuant to Iowa Code section 235B.3; or
6. Constitutes any prescription medication error.
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77.25(2) Organization and staff.
a. The prospective provider shall demonstrate the fiscal capacity to initiate and operate the

specified programs on an ongoing basis.
b. The provider shall complete child abuse, dependent adult abuse, and criminal background

screenings pursuant to Iowa Code section 249A.29 before employing a person who will provide direct
care.

c. A person providing direct care shall be at least 16 years of age.
d. A person providing direct care shall not be an immediate family member of the member.
77.25(3) Incident reporting. The provider shall document incidents and shall make the incident

reports and related documentation available to the department upon request. The provider shall ensure
cooperation in providing pertinent information regarding incidents as requested by the department.

a. Report form. Each incident shall be recorded on an incident report form that is completed and
signed by the staff person who was directly involved at the time of the incident or who first became
aware of the incident. The report shall include the following information:

(1) The name of the member involved.
(2) The date and time the incident occurred.
(3) A description of the incident.
(4) The names of all provider staff and others who were present at the time of the incident or

responded after becoming aware of the incident. The confidentiality of other members who are involved
in the incident must be maintained by the use of initials or other means.

(5) The action that the staff took to handle the incident.
(6) The resolution of or follow-up to the incident.
b. Reporting procedure for incidents. When an incident occurs, provider staff shall notify the

member or the member’s legal guardian within 72 hours of the incident and shall distribute the completed
incident report form as follows:

(1) Forward the report to the supervisor within 24 hours of the incident.
(2) Send a copy of the report to the member’sMedicaid targeted case manager and the department’s

bureau of long-term care within 72 hours of the incident.
(3) File a copy of the report in a centralized location and make a notation in the member’s file.
77.25(4) Restraint, restriction, and behavioral intervention. The provider shall have in place a

system for the review, approval, and implementation of ethical, safe, humane, and efficient behavioral
intervention procedures. All members receiving home- and community-based habilitation services
shall be afforded the protections imposed by these rules when any restraint, restriction, or behavioral
intervention is implemented.

a. The system shall include procedures to inform the member and the member’s legal guardian of
the restraint, restriction, and behavioral intervention policy and procedures at the time of service approval
and as changes occur.

b. Restraint, restriction, and behavioral intervention shall be used only for reducing or eliminating
maladaptive target behaviors that are identified in the member’s restraint, restriction, or behavioral
intervention program.

c. Restraint, restriction, and behavioral intervention procedures shall be designed and
implemented only for the benefit of the member and shall never be used as punishment, for the
convenience of the staff, or as a substitute for a nonaversive program.

d. Restraint, restriction, and behavioral intervention programs shall be time-limited and shall be
reviewed at least quarterly.

e. Corporal punishment and verbal or physical abuse are prohibited.
77.25(5) Case management. The department of human services, a county or consortium of counties,

or a provider under subcontract to the department or to a county or consortium of counties is eligible
to participate in the home- and community-based habilitation services program as a provider of case
management services provided that the agency meets the standards in 441—Chapter 24.

77.25(6) Day habilitation. The following providers may provide day habilitation:
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a. An agency that is accredited by the Commission on Accreditation of Rehabilitation Facilities
to provide services that qualify as day habilitation under 441—subrule 78.27(8).

b. An agency that is accredited by the Commission on Accreditation of Rehabilitation Facilities to
provide other services and began providing services that qualify as day habilitation under 441—subrule
78.27(8) since the agency’s last accreditation survey. The agency may provide day habilitation services
until the current accreditation expires. When the current accreditation expires, the agency must qualify
under paragraph “a,” “d,” “g,” or “h.”

c. An agency that is not accredited by the Commission on Accreditation of Rehabilitation
Facilities but has applied to the Commission within the last 12 months for accreditation to provide
services that qualify as day habilitation under 441—subrule 78.27(8). An agency that has not received
accreditation within 12 months after application to the Commission is no longer a qualified provider.

d. An agency that is accredited by the Council on Quality and Leadership in Supports for People
with Disabilities.

e. An agency that has applied to the Council onQuality and Leadership in Supports for People with
Disabilities for accreditation within the last 12 months. An agency that has not received accreditation
within 12 months after application to the Council is no longer a qualified provider.

f. An agency that is accredited under 441—Chapter 24 to provide day treatment or supported
community living services.

g. An agency that is certified by the department to provide day habilitation services under the
home- and community-based services mental retardation waiver pursuant to rule 441—77.37(249A).

h. An agency that is accredited by the International Center for Clubhouse Development.
i. An agency that is accredited by the Joint Commission on Accreditation of Healthcare

Organizations.
j. A residential care facility of more than 16 beds that is licensed by the Iowa department of

inspections and appeals, was enrolled as a provider of rehabilitation services for adults with chronic
mental illness before December 31, 2006, and has applied for accreditation through one of the accrediting
bodies listed in this subrule.

(1) The facility must have policies in place by June 30, 2007, consistent with the accreditation
being sought.

(2) A facility that has not received accreditation within 12months after application for accreditation
is no longer a qualified provider.

77.25(7) Home-based habilitation. The following agencies may provide home-based habilitation
services:

a. An agency that is certified by the department to provide supported community living services
under:

(1) The home- and community-based services mental retardation waiver pursuant to rule
441—77.37(249A); or

(2) The home- and community-based services brain injury waiver pursuant to rule
441—77.39(249A).

b. An agency that is accredited under 441—Chapter 24 to provide supported community living
services.

c. An agency that is accredited by the Commission on Accreditation of Rehabilitation Facilities
as a community housing or supported living service provider.

d. An agency that is accredited by the Council on Quality and Leadership in Supports for People
with Disabilities.

e. An agency that is accredited by the Council on Accreditation of Services for Families and
Children.

f. An agency that is accredited by the Joint Commission on Accreditation of Healthcare
Organizations.

g. A residential care facility of 16 or fewer beds that is licensed by the Iowa department of
inspections and appeals, was enrolled as a provider of rehabilitation services for adults with chronic
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mental illness before December 31, 2006, and has applied for accreditation through one of the
accrediting bodies listed in this subrule.

(1) The facility must have policies in place by June 30, 2007, consistent with the accreditation
being sought.

(2) A facility that has not received accreditation within 12months after application for accreditation
is no longer a qualified provider.

77.25(8) Prevocational habilitation. The following providers may provide prevocational services:
a. An agency that is accredited by the Commission on Accreditation of Rehabilitation Facilities

as an organizational employment service provider or a community employment service provider.
b. An agency that is accredited by the Council on Quality and Leadership in Supports for People

with Disabilities.
c. An agency that is accredited by the International Center for Clubhouse Development.
d. An agency that is certified by the department to provide prevocational services under:
(1) The home- and community-based services mental retardation waiver pursuant to rule

441—77.37(249A); or
(2) The home- and community-based services brain injury waiver pursuant to rule

441—77.39(249A).
77.25(9) Supported employment habilitation. The following agencies may provide supported

employment services:
a. An agency that is certified by the department to provide supported employment services under:
(1) The home- and community-based services mental retardation waiver pursuant to rule

441—77.37(249A); or
(2) The home- and community-based services brain injury waiver pursuant to rule

441—77.39(249A).
b. An agency that is accredited by the Commission on Accreditation of Rehabilitation Facilities

as an organizational employment service provider or a community employment service provider.
c. An agency that is accredited by the Council on Accreditation of Services for Families and

Children.
d. An agency that is accredited by the Joint Commission on Accreditation of Healthcare

Organizations.
e. An agency that is accredited by the Council on Quality and Leadership in Supports for People

with Disabilities.
f. An agency that is accredited by the International Center for Clubhouse Development.
77.25(10) Provider enrollment. A prospective provider that meets the criteria in this rule shall be

enrolled as an approved provider of a specific component of home- and community-based habilitation
services. Enrollment carries no assurance that the approved provider will receive funding. Payment for
services will be made to a provider only upon department approval of the provider and of the service the
provider is authorized to provide.

a. The Iowa Medicaid enterprise shall review compliance with standards for initial enrollment.
Review of a provider may occur at any time.

b. The department may request any information from the prospective service provider that is
pertinent to arriving at an enrollment decision. This information may include:

(1) Current accreditations.
(2) Evaluations.
(3) Inspection reports.
(4) Reviews by regulatory and licensing agencies and associations.
This rule is intended to implement Iowa Code section 249A.4.

441—77.26(249A) Behavioral health services.   The following persons are eligible to participate in the
Medicaid program as providers of behavioral health services.

77.26(1) Licensed marital and family therapists (LMFT). Any person licensed by the board
of behavioral science as a marital and family therapist pursuant to 645—Chapter 31 is eligible to
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participate. A marital and family therapist in another state is eligible to participate when duly licensed
to practice in that state.

77.26(2) Licensed independent social workers (LISW). Any person licensed by the board of social
work as an independent social worker pursuant to 645—Chapter 280 is eligible to participate. An
independent social worker in another state is eligible to participate when duly licensed to practice in
that state.

77.26(3) Licensed master social workers (LMSW).
a. A person licensed by the board of social work as a master social worker pursuant to

645—Chapter 280 is eligible to participate when the person:
(1) Holds a master’s or doctoral degree as approved by the board of social work; and
(2) Provides treatment under the supervision of an independent social worker licensed pursuant to

645—Chapter 280.
b. A master social worker in another state is eligible to participate when the person:
(1) Is duly licensed to practice in that state; and
(2) Provides treatment under the supervision of an independent social worker duly licensed in that

state.
This rule is intended to implement Iowa Code chapter 249A as amended by 2008 Iowa Acts, Senate

File 2425, section 123.

441—77.27(249A) Birth centers.   Birth centers are eligible to participate in the Medicaid program if
they are licensed or receive reimbursement from at least two third-party payors.

This rule is intended to implement Iowa Code section 249A.4.

441—77.28(249A) Area education agencies.   An area education agency is eligible to participate in the
Medicaid program when it has a plan for providing comprehensive special education programs and
services approved by the Iowa department of education. Covered services shall be provided by personnel
who are licensed, endorsed, or registered as provided in this rule and shall be within the scope of the
applicable license, endorsement, or registration.

77.28(1) Personnel providing audiological or speech-language services shall be licensed by the
Iowa board of speech pathology and audiology as a speech pathologist or audiologist pursuant to
645—Chapters 299, 300 and 303 through 305.

77.28(2) Personnel providing physical therapy shall be licensed by the Iowa board of physical and
occupational therapy as a physical therapist pursuant to 645—Chapters 199 through 204.

77.28(3) Personnel providing occupational therapy shall be licensed by the Iowa board of physical
and occupational therapy as an occupational therapist pursuant to 645—Chapters 205 through 210.

77.28(4) Personnel providing psychological evaluations and counseling or psychotherapy services
shall be:

a. Endorsed by the Iowa board of educational examiners as a school psychologist pursuant to rule
282—15.11(272);

b. Licensed by the Iowa board of psychology as a psychologist pursuant to 645—Chapters 239
through 243;

c. Licensed by the Iowa board of social work as a social worker pursuant to 645—Chapters 279
through 284;

d. Licensed by the Iowa board of medicine as a physician pursuant to 653—Chapters 9 through
11; or

e. Registered by the Iowa nursing board as an advanced registered nurse practitioner pursuant to
655—Chapter 7.

77.28(5) Personnel providing nursing services shall be licensed by the Iowa nursing board as a
registered or licensed practical nurse pursuant to 655—Chapters 3 through 6.

77.28(6) Personnel providing vision services shall be:
a. Licensed by the Iowa nursing board as a registered or licensed practical nurse pursuant to

655—Chapters 3 through 6;
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b. Licensed by the Iowa board of medicine as a physician pursuant to 653—Chapters 9 through
11; or

c. Licensed by the Iowa board of optometry as an optometrist pursuant to 645—Chapter 180.
This rule is intended to implement Iowa Code section 249A.4.

441—77.29(249A) Case management provider organizations.   Case management provider
organizations are eligible to participate in the Medicaid program provided that they meet the standards
for the populations being served. Providers shall meet the following standards:

77.29(1) Standards in 441—Chapter 24. Providers shall meet the standards in 441—Chapter 24
when they are the department of human services, a county or consortium of counties, or an agency
or provider under subcontract to the department or a county or consortium of counties providing case
management services to persons with mental retardation, developmental disabilities or chronic mental
illness.

77.29(2) Standards in 441—Chapter 186. Rescinded IAB 10/12/05, effective 10/1/05.

441—77.30(249A) HCBS ill and handicapped waiver service providers.   HCBS ill and handicapped
waiver services shall be rendered by a person who is at least 16 years old (except as otherwise provided
in this rule) and is not the spouse of the consumer served or the parent or stepparent of a consumer
aged 17 or under. People who are 16 or 17 years old must be employed and supervised by an enrolled
HCBS provider unless they are employed to provide self-directed personal care services through the
consumer choices option. A person hired for self-directed personal care services need not be supervised
by an enrolled HCBS provider. A provider hired through the consumer choices option for independent
support brokerage, self-directed personal care, individual-directed goods and services, or self-directed
community support and employment is not required to enroll as a Medicaid provider. The following
providers shall be eligible to participate in the Medicaid HCBS ill and handicapped waiver program if
they meet the standards set forth below:

77.30(1) Homemaker providers. Homemaker providers shall be agencies which meet the home
care standards and requirements set forth in department of public health rules, 641—80.5(135),
641—80.6(135), and 641—80.7(135) or which are certified as a home health agency under Medicare.

77.30(2) Home health aide providers. Home health aide providers shall be agencies which are
certified to participate in the Medicare program.

77.30(3) Adult day care providers. Adult day care providers shall be agencies that are certified by the
department of inspections and appeals as being in compliance with the standards for adult day services
programs adopted by the department of elder affairs at 321—Chapter 24.

77.30(4) Nursing care providers. Nursing care providers shall be agencies which are certified to
participate in the Medicare program as home health agencies.

77.30(5) Respite care providers.
a. The following agencies may provide respite services:
(1) Home health agencies that are certified to participate in the Medicare program.
(2) Respite providers certified under the HCBS MR or BI waiver.
(3) Nursing facilities, intermediate care facilities for the mentally retarded, and hospitals enrolled

as providers in the Iowa Medicaid program.
(4) Group living foster care facilities for children licensed by the department according to

441—Chapters 112 and 114 to 116 and child care centers licensed according to 441—Chapter 109.
(5) Camps certified by the American Camping Association.
(6) Home care agencies that meet the conditions of participation set forth in subrule 77.30(1).
(7) Adult day care providers that meet the conditions of participation set forth in subrule 77.30(3).
(8) Residential care facilities for persons with mental retardation licensed by the department of

inspections and appeals.
(9) Child care facilities, which are defined as child care centers, preschools, or child development

homes registered pursuant to 441—Chapter 110.
(10) Assisted living programs certified by the department of inspections and appeals.
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b. Respite providers shall meet the following conditions:
(1) Providers shall maintain the following information that shall be updated at least annually:
1. The consumer’s name, birth date, age, and address and the telephone number of each parent,

guardian or primary caregiver.
2. An emergency medical care release.
3. Emergency contact telephone numbers such as the number of the consumer’s physician and the

parents, guardian, or primary caregiver.
4. The consumer’s medical issues, including allergies.
5. The consumer’s daily schedule which includes the consumer’s preferences in activities or foods

or any other special concerns.
(2) Procedures shall be developed for the dispensing, storage, authorization, and recording of all

prescription and nonprescriptionmedications administered. Home health agenciesmust followMedicare
regulations for medication dispensing.

All medications shall be stored in their original containers, with the accompanying physician’s or
pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to consumers
and the public. Nonprescription medications shall be labeled with the consumer’s name.

In the case of medications that are administered on an ongoing, long-term basis, authorization shall
be obtained for a period not to exceed the duration of the prescription.

(3) Policies shall be developed for:
1. Notifying the parent, guardian or primary caregiver of any injuries or illnesses that occur during

respite provision. A parent’s, guardian’s or primary caregiver’s signature is required to verify receipt of
notification.

2. Requiring the parent, guardian or primary caregiver to notify the respite provider of any injuries
or illnesses that occurred prior to respite provision.

3. Documenting activities and times of respite. This documentation shall be made available to the
parent, guardian or primary caregiver upon request.

4. Ensuring the safety and privacy of the individual. Policies shall at a minimum address threat
of fire, tornado, or flood and bomb threats.

c. A facility providing respite under this subrule shall not exceed the facility’s licensed capacity,
and services shall be provided in locations consistent with licensure.

d. Respite provided outside the consumer’s home or the facility covered by the licensure,
certification, accreditation, or contract must be approved by the parent, guardian or primary caregiver
and the interdisciplinary team and must be consistent with the way the location is used by the general
public. Respite in these locations shall not exceed 72 continuous hours.

77.30(6) Counseling providers. Counseling providers shall be:
a. Agencies which are certified under the community mental health center standards established

by the mental health and developmental disabilities commission, set forth in 441—Chapter 24, Divisions
I and III.

b. Agencies which are licensed as meeting the hospice standards and requirements set forth in
department of inspections and appeals rules 481—Chapter 53 or which are certified to meet the standards
under the Medicare program for hospice programs.

c. Agencies which are accredited under the mental health service provider standards established
by the mental health and developmental disabilities commission, set forth in 441—Chapter 24, Divisions
I and IV.

77.30(7) Consumer-directed attendant care service providers. The following providers may provide
consumer-directed attendant care service:

a. An individual who contracts with the consumer to provide attendant care service and who is:
(1) At least 18 years of age.
(2) Qualified by training or experience to carry out the consumer’s plan of care pursuant to the

department-approved case plan or individual comprehensive plan.
(3) Not the spouse of the consumer or a parent or stepparent of a consumer aged 17 or under.
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(4) Not the recipient of respite services paid through home- and community-based services on the
behalf of a consumer who receives home- and community-based services.

b. Home care providers that have a contract with the department of public health or have
written certification from the department of public health stating they meet the home care standards
and requirements set forth in department of public health rules 641—80.5(135), 641—80.6(135), and
641—80.7(135).

c. Home health agencies which are certified to participate in the Medicare program.
d. Chore providers subcontracting with area agencies on aging or with letters of approval from

the area agencies on aging stating that the organization is qualified to provide chore services.
e. Community action agencies as designated in Iowa Code section 216A.93.
f. Providers certified under an HCBS waiver for supported community living.
g. Assisted living programs that are voluntarily accredited or certified by the department of elder

affairs.
h. Adult day service providers which meet the conditions of participation for adult day care

providers as specified at 441—subrule 77.30(3), 77.33(1), 77.34(7), or 77.39(20) and which have
provided a point-in-time letter of notification from the department of elder affairs or an area agency on
aging stating the adult day service provider also meets the requirements of department of elder affairs
rules in 321—Chapter 25.

77.30(8) Interim medical monitoring and treatment providers.
a. The following providers may provide interim medical monitoring and treatment services:
(1) Child care facilities, which are defined as child care centers, preschools, or child development

homes registered pursuant to 441—Chapter 110.
(2) Rescinded IAB 9/1/04, effective 11/1/04.
(3) Rescinded IAB 9/1/04, effective 11/1/04.
(4) Home health agencies certified to participate in the Medicare program.
(5) Supported community living providers certified according to subrule 77.37(14) or 77.39(13).
b. Staff requirements. Staffmembers providing interimmedicalmonitoring and treatment services

to consumers shall meet all of the following requirements:
(1) Be at least 18 years of age.
(2) Not be the spouse of the consumer or a parent or stepparent of the consumer if the consumer is

aged 17 or under.
(3) Not be a usual caregiver of the consumer.
(4) Be qualified by training or experience, as determined by the usual caregivers and a licensed

medical professional on the consumer’s interdisciplinary team and documented in the service plan,
to provide medical intervention or intervention in a medical emergency necessary to carry out the
consumer’s plan of care.

c. Service documentation. Providers shall maintain clinical and fiscal records necessary to
fully disclose the extent of services furnished to consumers. Records shall specify by service date the
procedures performed, together with information concerning progress of treatment.

77.30(9) Home and vehicle modification providers. The following providers may provide home and
vehicle modification:

a. Area agencies on aging as designated in 321—4.4(231).
b. Community action agencies as designated in Iowa Code section 216A.93.
c. Providers eligible to participate as home and vehicle modification providers under the elderly

waiver, enrolled as home and vehicle modification providers under the physical disability waiver, or
certified as home and vehicle modification providers under the mental retardation or brain injury waiver.

d. Community businesses that have all necessary licenses and permits to operate in conformity
with federal, state, and local laws and regulations, and that submit verification of current liability and
workers’ compensation coverage.

77.30(10) Personal emergency response system providers. Personal emergency response system
providers shall be agencies that meet the conditions of participation set forth in subrule 77.33(2).

77.30(11) Home-delivered meals. The following providers may provide home-delivered meals:
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a. Area agencies on aging as designated in 321—4.4(231). Home-delivered meals providers
subcontracting with area agencies on aging or with letters of approval from the area agencies on
aging stating the organization is qualified to provide home-delivered meals services may also provide
home-delivered meals services.

b. Community action agencies as designated in Iowa Code section 216A.93.
c. Nursing facilities licensed pursuant to Iowa Code chapter 135C.
d. Restaurants licensed and inspected under Iowa Code chapter 137B.
e. Hospitals enrolled as Medicaid providers.
f. Home health aide providers meeting the standards set forth in subrule 77.33(3).
g. Medical equipment and supply dealers certified to participate in the Medicaid program.
h. Home care providers meeting the standards set forth in subrule 77.33(4).
77.30(12) Nutritional counseling. The following providers may provide nutritional counseling by a

licensed dietitian:
a. Hospitals enrolled as Medicaid providers.
b. Community action agencies as designated in Iowa Code section 216A.93.
c. Nursing facilities licensed pursuant to Iowa Code chapter 135C.
d. Home health agencies certified by Medicare.
e. Licensed dietitians approved by an area agency on aging.
77.30(13) Financial management service. Consumers who elect the consumer choices option shall

work with a financial institution that meets the following qualifications.
a. The financial institution shall either:
(1) Be cooperative, nonprofit, member-owned and member-controlled, and federally insured

through and chartered by either the National Credit Union Administration (NCUA) or the credit union
division of the Iowa department of commerce; or

(2) Be chartered by the Office of the Comptroller of the Currency, a bureau of the U.S. Department
of the Treasury, and insured by the Federal Deposit Insurance Corporation (FDIC).

b. The financial institution shall complete a financial management readiness review and
certification conducted by the department or its designee.

c. The financial institution shall obtain an Internal Revenue Service federal employee
identification number dedicated to the financial management service.

d. The financial institution shall enroll as a Medicaid provider.
77.30(14) Independent support brokerage. Consumers who elect the consumer choices option shall

work with an independent support broker who meets the following qualifications.
a. The broker must be at least 18 years of age.
b. The broker shall not be the consumer’s guardian, conservator, attorney in fact under a durable

power of attorney for health care, power of attorney for financial matters, trustee, or representative payee.
c. The broker shall not provide any other paid service to the consumer.
d. The broker shall not work for an individual or entity that is providing services to the consumer.
e. The broker must consent to a criminal background check and child and dependent adult abuse

checks. The results shall be provided to the consumer.
f. The broker must complete an independent support brokerage certification approved by the

department.
77.30(15) Self-directed personal care. Consumers who elect the consumer choices option may

choose to purchase self-directed personal care services from an individual or business that meets the
following requirements.

a. A business providing self-directed personal care services shall:
(1) Have all the necessary licenses and permits to operate in conformity with federal, state, and

local laws and regulations; and
(2) Have current liability and workers’ compensation coverage.
b. An individual providing self-directed personal care services shall have all the necessary licenses

required by federal, state, and local laws, including a valid driver’s license if providing transportation.
c. All personnel providing self-directed personal care services shall:
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(1) Be at least 16 years of age; and
(2) Be able to communicate successfully with the consumer.
d. The provider of self-directed personal care services shall:
(1) Prepare timecards or invoices approved by the department that identify what services were

provided and the time when services were provided.
(2) Submit invoices and timecards to the financial management service within 30 days from the

date when the service was provided.
77.30(16) Individual-directed goods and services. Consumers who elect the consumer choices

option may choose to purchase individual-directed goods and services from an individual or business
that meets the following requirements.

a. A business providing individual-directed goods and services shall:
(1) Have all the necessary licenses and permits to operate in conformity with federal, state, and

local laws and regulations; and
(2) Have current liability and workers’ compensation coverage.
b. An individual providing individual-directed goods and services shall have all the necessary

licenses required by federal, state, and local laws, including a valid driver’s license if providing
transportation.

c. All personnel providing individual-directed goods and services shall:
(1) Be at least 18 years of age; and
(2) Be able to communicate successfully with the consumer.
d. The provider of individual-directed goods and services shall:
(1) Prepare timecards or invoices approved by the department that identify what services were

provided and the time when services were provided.
(2) Submit invoices and timecards to the financial management service within 30 days from the

date when the service was provided.
77.30(17) Self-directed community supports and employment. Consumers who elect the consumer

choices option may choose to purchase self-directed community supports and employment from an
individual or business that meets the following requirements.

a. A business providing community supports and employment shall:
(1) Have all the necessary licenses and permits to operate in conformity with federal, state, and

local laws and regulations; and
(2) Have current liability and workers’ compensation coverage.
b. An individual providing self-directed community supports and employment shall have all the

necessary licenses required by federal, state, and local laws, including a valid driver’s license if providing
transportation.

c. All personnel providing self-directed community supports and employment shall:
(1) Be at least 18 years of age; and
(2) Be able to communicate successfully with the consumer.
d. The provider of self-directed community supports and employment shall:
(1) Prepare timecards or invoices approved by the department that identify what services were

provided and the time when services were provided.
(2) Submit invoices and timecards to the financial management service within 30 days from the

date when the service was provided.
This rule is intended to implement Iowa Code section 249A.4.

441—77.31(249A) Nurse anesthetists.   Rescinded IAB 10/15/03, effective 12/1/03.

441—77.32(249A) Hospice providers.   Hospice providers are eligible to participate in the Medicaid
program providing they are certified to participate in the Medicare program.

This rule is intended to implement Iowa Code section 249A.4.
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441—77.33(249A) HCBS elderly waiver service providers.   HCBS elderly waiver services shall be
rendered by a person who is at least 16 years old (except as otherwise provided in this rule) and is
not the spouse of the consumer served or the parent or stepparent of a consumer aged 17 or under.
People who are 16 or 17 years old must be employed and supervised by an enrolled HCBS provider
unless they are employed to provide self-directed personal care services through the consumer choices
option. A person hired for self-directed personal care services need not be supervised by an enrolled
HCBS provider. A person hired through the consumer choices option for independent support brokerage,
self-directed personal care, individual-directed goods and services, or self-directed community support
and employment is not required to enroll as a Medicaid provider. The following providers shall be
eligible to participate in the Medicaid HCBS elderly waiver program if they meet the standards set forth
below:

77.33(1) Adult day care providers. Adult day care providers shall be agencies that are certified by the
department of inspections and appeals as being in compliance with the standards for adult day services
programs adopted by the department of elder affairs at 321—Chapter 24.

77.33(2) Emergency response system providers. Emergency response system providers must meet
the following standards:

a. The agency shall provide an electronic component to transmit a coded signal via digital
equipment over telephone lines to a central monitoring station. The central monitoring station must
operate receiving equipment and be fully staffed by trained attendants, 24 hours a day, seven days per
week. The attendants must process emergency calls and ensure the timely notification of appropriate
emergency resources to be dispatched to the person in need.

b. The agency, parent agency, institution or corporation shall have the necessary legal authority to
operate in conformity with federal, state and local laws and regulations.

c. There shall be a governing authority which is responsible for establishing policy and ensuring
effective control of services and finances. The governing authority shall employ or contract for an agency
administrator to whom authority and responsibility for overall agency administration are delegated.

d. The agency or institution shall be in compliance with all legislation relating to prohibition of
discriminatory practices.

e. There shall be written policies and procedures established to explain how the service operates,
agency responsibilities, client responsibilities and cost information.

77.33(3) Home health aide providers. Home health aide providers shall be agencies certified to
participate in the Medicare program as home health agencies.

77.33(4) Homemaker providers. Homemaker providers shall be agencies which meet the home
care standards and requirements set forth in department of public health rules 641—80.5(135),
641—80.6(135), and 641—80.7(135) or which are certified as a home health agency under Medicare.

77.33(5) Nursing care. Nursing care providers shall be agencies which are certified to participate in
the Medicare program as home health agencies.

77.33(6) Respite care providers.
a. The following agencies may provide respite services:
(1) Home health agencies that are certified to participate in the Medicare program.
(2) Nursing facilities and hospitals enrolled as providers in the Iowa Medicaid program.
(3) Camps certified by the American Camping Association.
(4) Respite providers certified under the HCBS MR waiver.
(5) Home care agencies that meet the conditions of participation set forth in subrule 77.33(4).
(6) Adult day care providers that meet the conditions set forth in subrule 77.33(1).
(7) Assisted living programs certified by the department of inspections and appeals.
b. Respite providers shall meet the following conditions:
(1) Providers shall maintain the following information that shall be updated at least annually:
1. The consumer’s name, birth date, age, and address and the telephone number of the spouse,

guardian or primary caregiver.
2. An emergency medical care release.
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3. Emergency contact telephone numbers such as the number of the consumer’s physician and the
spouse, guardian, or primary caregiver.

4. The consumer’s medical issues, including allergies.
5. The consumer’s daily schedule which includes the consumer’s preferences in activities or foods

or any other special concerns.
(2) Procedures shall be developed for the dispensing, storage, authorization, and recording of all

prescription and nonprescriptionmedications administered. Home health agenciesmust followMedicare
regulations for medication dispensing.

All medications shall be stored in their original containers, with the accompanying physician’s or
pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to consumers
and the public. Nonprescription medications shall be labeled with the consumer’s name.

In the case of medications that are administered on an ongoing, long-term basis, authorization shall
be obtained for a period not to exceed the duration of the prescription.

(3) Policies shall be developed for:
1. Notifying the spouse, guardian, or primary caregiver of any injuries or illnesses that occur

during respite provision. A spouse’s, guardian’s or primary caregiver’s signature is required to verify
receipt of notification.

2. Requiring the spouse, guardian or primary caregiver to notify the respite provider of any injuries
or illnesses that occurred prior to respite provision.

3. Documenting activities and times of respite. This documentation shall be made available to the
spouse, guardian or primary caregiver upon request.

4. Ensuring the safety and privacy of the individual. Policies shall at a minimum address threat
of fire, tornado, or flood and bomb threats.

c. A facility providing respite under this subrule shall not exceed the facility’s licensed capacity,
and services shall be provided in locations consistent with licensure.

d. Respite provided outside the consumer’s home or the facility covered by the licensure,
certification, accreditation, or contract must be approved by the spouse, guardian or primary caregiver
and the interdisciplinary team and must be consistent with the way the location is used by the general
public. Respite in these locations shall not exceed 72 continuous hours.

77.33(7) Chore providers. The following providers may provide chore services:
a. Area agencies on aging as designated in 321—4.4(231). Chore providers subcontracting with

area agencies on aging or with letters of approval from the area agencies on aging stating the organization
is qualified to provide chore services may also provide chore services.

b. Community action agencies as designated in Iowa Code section 216A.93.
c. Home health aide providers meeting the standards set forth in subrule 77.33(3). Home health

aide providers contracting with the department of public health shall be considered to have met these
standards.

d. Nursing facilities licensed pursuant to Iowa Code chapter 135C.
e. Providers certified under the HCBS MR waiver.
77.33(8) Home-delivered meals. The following providers may provide home-delivered meals:
a. Area agencies on aging as designated in 321—4.4(231). Home-delivered meals providers

subcontracting with area agencies on aging or with letters of approval from the area agencies on
aging stating the organization is qualified to provide home-delivered meals services may also provide
home-delivered meals services.

b. Community action agencies as designated in Iowa Code section 216A.93.
c. Nursing facilities licensed pursuant to Iowa Code chapter 135C.
d. Restaurants licensed and inspected under Iowa Code chapter 137B.
e. Hospitals enrolled as Medicaid providers.
f. Home health aide providers meeting the standards set forth in subrule 77.33(3).
g. Medical equipment and supply dealers certified to participate in the Medicaid program.
h. Home care providers meeting the standards set forth in subrule 77.33(4).
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77.33(9) Home and vehicle modification providers. The following providers may provide home and
vehicle modification:

a. Area agencies on aging as designated in 321—4.4(231).
b. Community action agencies as designated in Iowa Code section 216A.93.
c. Providers eligible to participate as home and vehicle modification provides under the ill and

handicapped waiver, enrolled as home and vehicle modification providers under the physical disability
waiver, or certified as home and vehicle modification providers under the mental retardation or brain
injury waiver.

d. Community businesses that have all necessary licenses and permits to operate in conformity
with federal, state, and local laws and regulations, and that submit verification of current liability and
workers’ compensation coverage.

77.33(10) Mental health outreach providers. Community mental health centers or other mental
health providers accredited by the mental health and developmental disabilities commission pursuant
to 441—Chapter 24 may provide mental health outreach services.

77.33(11) Transportation providers. The following providers may provide transportation:
a. Area agencies on aging as designated in 321—4.4(231). Transportation providers

subcontracting with area agencies on aging or with letters of approval from the area agencies on aging
stating the organization is qualified to provide transportation services may also provide transportation
services.

b. Community action agencies as designated in Iowa Code section 216A.93.
c. Regional transit agencies as recognized by the Iowa department of transportation.
d. Rescinded IAB 3/10/99, effective 5/1/99.
e. Nursing facilities licensed pursuant to Iowa Code chapter 135C.
77.33(12) Nutritional counseling. The following providers may provide nutritional counseling by a

licensed dietitian:
a. Hospitals enrolled as Medicaid providers.
b. Community action agencies as designated in Iowa Code section 216A.93.
c. Nursing facilities licensed pursuant to Iowa Code chapter 135C.
d. Home health agencies certified by Medicare.
e. Licensed dietitians approved by an area agency on aging.
77.33(13) Assistive devices providers. The following providers may provide assistive devices:
a. Medicaid-eligible medical equipment and supply dealers.
b. Area agencies on aging as designated according to department of elder affairs rules

321—4.3(249D) and 321—4.4(249D).
c. Assistive devices providers with a contract with an area agency on aging or with a letter of

approval from an area agency on aging stating the organization is qualified to provide assistive devices.
77.33(14) Senior companions. Senior companion programs designated by the Corporation for

National and Community Service may provide senior companion service.
77.33(15) Consumer-directed attendant care service providers. The following providers may

provide consumer-directed attendant care service:
a. An individual who contracts with the consumer to provide attendant care service and who is:
(1) At least 18 years of age.
(2) Qualified by training or experience to carry out the consumer’s plan of care pursuant to the

department-approved case plan or individual comprehensive plan.
(3) Not the spouse of the consumer.
(4) Not the recipient of respite services paid through home- and community-based services on the

behalf of a consumer who receives home- and community-based services.
b. Home care providers that have a contract with the department of public health or have

written certification from the department of public health stating they meet the home care standards
and requirements set forth in department of public health rules 641—80.5(135), 641—80.6(135), and
641—80.7(135).

c. Home health agencies which are certified to participate in the Medicare program.
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d. Chore providers subcontracting with area agencies on aging or with letters of approval from
the area agencies on aging stating that the organization is qualified to provide chore services.

e. Community action agencies as designated in Iowa Code section 216A.93.
f. Providers certified under an HCBS waiver for supported community living.
g. Assisted living programs that are voluntarily accredited or certified by the department of elder

affairs.
h. Adult day service providers which meet the conditions of participation for adult day care

providers as specified at 441—subrule 77.30(3), 77.33(1), 77.34(7), or 77.39(20) and which have
provided a point-in-time letter of notification from the department of elder affairs or an area agency on
aging stating the adult day service provider also meets the requirements of department of elder affairs
rules in 321—Chapter 25.

77.33(16) Financial management service. Consumers who elect the consumer choices option shall
work with a financial institution that meets the qualifications in subrule 77.30(13).

77.33(17) Independent support brokerage. Consumers who elect the consumer choices option shall
work with an independent support broker who meets the qualifications in subrule 77.30(14).

77.33(18) Self-directed personal care. Consumers who elect the consumer choices option may
choose to purchase self-directed personal care services from an individual or business that meets the
requirements in subrule 77.30(15).

77.33(19) Individual-directed goods and services. Consumers who elect the consumer choices
option may choose to purchase individual-directed goods and services from an individual or business
that meets the requirements in subrule 77.30(16).

77.33(20) Self-directed community supports and employment. Consumers who elect the consumer
choices option may choose to purchase self-directed community supports and employment from an
individual or business that meets the requirements in subrule 77.30(17).

77.33(21) Case management providers. A case management provider organization is eligible to
participate in the Medicaid HCBS elderly waiver program if the organization meets the following
standards:

a. The case management provider organization shall be an agency or individual that:
(1) Is accredited by the mental health, mental retardation, developmental disabilities, and brain

injury commission as meeting the standards for case management services in 441—Chapter 24; or
(2) Is accredited through the Joint Commission on Accreditation of Healthcare Organizations

(JCAHO) to provide case management; or
(3) Is accredited through the Council on Accreditation of Rehabilitation Facilities (CARF) to

provide case management; or
(4) Is accredited through the Council on Quality and Leadership in Supports for People with

Disabilities (The Council) to provide case management; or
(5) Is approved by the department of elder affairs as meeting the standards for case management

services in 321—Chapter 21; or
(6) Is approved by the department of public health as meeting the standards for case management

services in 641—Chapter 80.
b. A case management provider shall not provide direct services to the consumer. The department

and the Centers for Medicare and Medicaid Services deem the provision of direct services to case
management consumers to be a conflict of interest. A person cannot be the first-line supervisor of both
case managers and direct service staff who are providing services to elderly waiver consumers. The
provider must have written conflict of interest policies that include, but are not limited to:

(1) Specific procedures to identify conflicts of interest.
(2) Procedures to eliminate any conflict of interest that is identified.
(3) Procedures for handling complaints of conflict of interest, including written documentation.
c. If the case management provider organization subcontracts case management services to

another entity:
(1) That entity must also meet the provider qualifications in this subrule; and
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(2) The contractor is responsible for verification of compliance.
This rule is intended to implement Iowa Code section 249A.4.

441—77.34(249A) HCBS AIDS/HIV waiver service providers.   HCBS AIDS/HIV waiver services
shall be rendered by a person who is at least 16 years old (except as otherwise provided in this rule) and
is not the spouse of the consumer served or the parent or stepparent of a consumer aged 17 or under.
People who are 16 or 17 years old must be employed and supervised by an enrolled HCBS provider
unless they are employed to provide self-directed personal care services through the consumer choices
option. A person hired for self-directed personal care services need not be supervised by an enrolled
HCBS provider. A person hired through the consumer choices option for independent support brokerage,
self-directed personal care, individual-directed goods and services, or self-directed community support
and employment is not required to enroll as a Medicaid provider. The following providers shall be
eligible to participate in the Medicaid HCBS AIDS/HIV waiver program if they meet the standards set
forth below:

77.34(1) Counseling providers. Counseling providers shall be:
a. Agencies which are certified under the community mental health center standards established

by the mental health and developmental disabilities commission, set forth in 441—Chapter 24, Divisions
I and III.

b. Agencies which are licensed as meeting the hospice standards and requirements set forth in
department of inspections and appeals rules 481—Chapter 53 or which are certified to meet the standards
under the Medicare program for hospice programs.

c. Agencies which are accredited under the mental health service provider standards established
by the mental health and developmental disabilities commission, set forth in 441—Chapter 24, Divisions
I and IV.

77.34(2) Home health aide providers. Home health aide providers shall be agencies which are
certified to participate in the Medicare program.

77.34(3) Homemaker providers. Homemaker providers shall be agencies which meet the home
care standards and requirements set forth in department of public health rules 641—80.5(135),
641—80.6(135) and 641—80.7(135), or which are certified as a home health agency under Medicare.

77.34(4) Nursing care providers. Nursing care providers shall be agencies which are certified to
meet the standards under the Medicare program for home health agencies.

77.34(5) Respite care providers.
a. The following agencies may provide respite services:
(1) Home health agencies that are certified to participate in the Medicare program.
(2) Nursing facilities, intermediate care facilities for the mentally retarded, or hospitals enrolled as

providers in the Iowa Medicaid program.
(3) Respite providers certified under the HCBS MR or BI waiver.
(4) Group living foster care facilities for children licensed by the department according to

441—Chapters 112 and 114 to 116 and child care centers licensed according to 441—Chapter 109.
(5) Camps certified by the American Camping Association.
(6) Home care agencies that meet the conditions of participation set forth in subrule 77.34(3).
(7) Adult day care providers that meet the conditions of participation set forth in subrule 77.34(7).
(8) Child care facilities, which are defined as child care centers, preschools, or child development

homes registered pursuant to 441—Chapter 110.
(9) Assisted living programs certified by the department of inspections and appeals.
b. Respite providers shall meet the following conditions:
(1) Providers shall maintain the following information that shall be updated at least annually:
1. The consumer’s name, birth date, age, and address and the telephone number of each parent,

guardian or primary caregiver.
2. An emergency medical care release.
3. Emergency contact telephone numbers such as the number of the consumer’s physician and the

parents, guardian, or primary caregiver.
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4. The consumer’s medical issues, including allergies.
5. The consumer’s daily schedule which includes the consumer’s preferences in activities or foods

or any other special concerns.
(2) Procedures shall be developed for the dispensing, storage, authorization, and recording of all

prescription and nonprescriptionmedications administered. Home health agenciesmust followMedicare
regulations for medication dispensing.

All medications shall be stored in their original containers, with the accompanying physician’s or
pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to consumers
and the public. Nonprescription medications shall be labeled with the consumer’s name.

In the case of medications that are administered on an ongoing, long-term basis, authorization shall
be obtained for a period not to exceed the duration of the prescription.

(3) Policies shall be developed for:
1. Notifying the parent, guardian or primary caregiver of any injuries or illnesses that occur during

respite provision. A parent’s, guardian’s or primary caregiver’s signature is required to verify receipt of
notification.

2. Requiring the parent, guardian, or primary caregiver to notify the respite provider of any injuries
or illnesses that occurred prior to respite provision.

3. Documenting activities and times of respite. This documentation shall be made available to the
parent, guardian or primary caregiver upon request.

4. Ensuring the safety and privacy of the individual. Policies shall at a minimum address threat
of fire, tornado, or flood and bomb threats.

c. A facility providing respite under this subrule shall not exceed the facility’s licensed capacity,
and services shall be provided in locations consistent with licensure.

d. Respite provided outside the consumer’s home or the facility covered by the licensure,
certification, accreditation, or contract must be approved by the parent, guardian or primary caregiver
and the interdisciplinary team and must be consistent with the way the location is used by the general
public. Respite in these locations shall not exceed 72 continuous hours.

77.34(6) Home-delivered meals. The following providers may provide home-delivered meals:
a. Home health aide providers meeting the standards set forth in subrule 77.34(2).
b. Home care providers meeting the standards set forth in subrule 77.34(3).
c. Hospitals enrolled as Medicaid providers.
d. Nursing facilities licensed pursuant to Iowa Code chapter 135C.
e. Restaurants licensed and inspected under Iowa Code chapter 137B.
f. Community action agencies as designated in Iowa Code section 216A.93. Home-delivered

meals providers subcontracting with community action agencies or with letters of approval from the
community action agencies stating the organization is qualified to provide home-deliveredmeals services
may also provide home-delivered meals services.

g. Area agencies on aging as designated in 321—4.4(231). Home-delivered meals providers
subcontracting with area agencies on aging or with letters of approval from the area agencies on
aging stating the organization is qualified to provide home-delivered meals services may also provide
home-delivered meals services.

h. Medical equipment and supply dealers certified to participate in the Medicaid program.
77.34(7) Adult day care providers. Adult day care providers shall be agencies that are certified by the

department of inspections and appeals as being in compliance with the standards for adult day services
programs adopted by the department of elder affairs at 321—Chapter 24.

77.34(8) Consumer-directed attendant care service providers. The following providers may provide
consumer-directed attendant care service:

a. An individual who contracts with the consumer to provide attendant care service and who is:
(1) At least 18 years of age.
(2) Qualified by training or experience to carry out the consumer’s plan of care pursuant to the

department-approved case plan or individual comprehensive plan.
(3) Not the spouse of the consumer or a parent or stepparent of a consumer aged 17 or under.
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(4) Not the recipient of respite services paid through home- and community-based services on the
behalf of a consumer who receives home- and community-based services.

b. Home care providers that have a contract with the department of public health or have
written certification from the department of public health stating they meet the home care standards
and requirements set forth in department of public health rules 641—80.5(135), 641—80.6(135), and
641—80.7(135).

c. Home health agencies which are certified to participate in the Medicare program.
d. Chore providers subcontracting with area agencies on aging or with letters of approval from

the area agencies on aging stating that the organization is qualified to provide chore services.
e. Community action agencies as designated in Iowa Code section 216A.93.
f. Providers certified under an HCBS waiver for supported community living.
g. Assisted living programs that are voluntarily accredited or certified by the department of elder

affairs.
h. Adult day service providers which meet the conditions of participation for adult day care

providers as specified at 441—subrule 77.30(3), 77.33(1), 77.34(7), or 77.39(20) and which have
provided a point-in-time letter of notification from the department of elder affairs or an area agency on
aging stating the adult day service provider also meets the requirements of department of elder affairs
rules in 321—Chapter 25.

77.34(9) Financial management service. Consumers who elect the consumer choices option shall
work with a financial institution that meets the qualifications in subrule 77.30(13).

77.34(10) Independent support brokerage. Consumers who elect the consumer choices option shall
work with an independent support broker who meets the qualifications in subrule 77.30(14).

77.34(11) Self-directed personal care. Consumers who elect the consumer choices option may
choose to purchase self-directed personal care services from an individual or business that meets the
requirements in subrule 77.30(15).

77.34(12) Individual-directed goods and services. Consumers who elect the consumer choices
option may choose to purchase individual-directed goods and services from an individual or business
that meets the requirements in subrule 77.30(16).

77.34(13) Self-directed community supports and employment. Consumers who elect the consumer
choices option may choose to purchase self-directed community supports and employment from an
individual or business that meets the requirements in subrule 77.30(17).

This rule is intended to implement Iowa Code section 249A.4.

441—77.35(249A) Federally qualified health centers.   Federally qualified health centers are eligible to
participate in the Medicaid program when the Centers for Medicare and Medicaid Services has notified
the Medicaid program of their eligibility as allowed by Section 6404(b) of Public Law 101-239.

This rule is intended to implement Iowa Code section 249A.4.

441—77.36(249A) Advanced registered nurse practitioners.   Advanced registered nurse practitioners
are eligible to participate in the Medicaid program if they are duly licensed and registered by the state of
Iowa as advanced registered nurse practitioners certified pursuant to board of nursing rules 655—Chapter
7.

77.36(1) Advanced registered nurse practitioners in another state shall be eligible to participate
if they are duly licensed and registered in that state as advanced registered nurse practitioners with
certification in a practice area consistent with board of nursing rules 655—Chapter 7.

77.36(2) Advanced registered nurse practitioners who have been certified eligible to participate in
Medicare shall be considered as having met these guidelines.

77.36(3) Licensed nurse anesthetists who have graduated from a nurse anesthesia program meeting
the standards set forth by a national association of nurse anesthetists within the past 18 months and who
are awaiting initial certification by a national association of nurse anesthetists approved by the board of
nursing shall be considered as having met these guidelines.

This rule is intended to implement Iowa Code section 249A.4.
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441—77.37(249A) HCBS MR waiver service providers.   Providers shall be eligible to participate in
the Medicaid HCBS mental retardation waiver program if they meet the requirements in this rule and
the subrules applicable to the individual service.

The standards in subrule 77.37(1) apply only to providers of supported employment, respite
providers certified according to subparagraph 77.37(15)“a”(8), and providers of supported community
living services that are not residential-based. The standards and certification processes in subrules
77.37(2) through 77.37(12) apply only to supported employment providers and non-residential-based
supported community living providers.

The requirements in subrule 77.37(13) apply to all providers. EXCEPTION: A person hired
through the consumer choices option for independent support brokerage, self-directed personal care,
individual-directed goods and services, or self-directed community support and employment is not
required to enroll as a Medicaid provider and is not subject to the review requirements in subrule
77.37(13). Also, services must be rendered by a person who is at least 16 years old (except as otherwise
provided in this rule) and is not the spouse of the consumer served or the parent or stepparent of a
consumer aged 17 or under. People who are 16 or 17 years old must be employed and supervised by
an enrolled HCBS provider unless they are employed to provide self-directed personal care services
through the consumer choices option. A person hired for self-directed personal care services need not
be supervised by an enrolled HCBS provider. Consumer-directed attendant care and interim medical
monitoring and treatment providers must be at least 18 years of age.

77.37(1) Organizational standards (Outcome 1). Organizational outcome-based standards for
HCBS MR providers are as follows:

a. The organization demonstrates the provision and oversight of high-quality supports and services
to consumers.

b. The organization demonstrates a defined mission commensurate with consumer’s needs,
desires, and abilities.

c. The organization establishes and maintains fiscal accountability.
d. The organization has qualified staff commensurate with the needs of the consumers they serve.

These staff demonstrate competency in performing duties and in all interactions with clients.
e. The organization provides needed training and supports to its staff. This training includes at a

minimum:
(1) Consumer rights.
(2) Confidentiality.
(3) Provision of consumer medication.
(4) Identification and reporting of child and dependent adult abuse.
(5) Individual consumer support needs.
f. The organization has a systematic, organizationwide, planned approach to designing,

measuring, evaluating, and improving the level of its performance. The organization:
(1) Measures and assesses organizational activities and services annually.
(2) Gathers information from consumers, family members, and staff.
(3) Conducts an internal review of consumer service records, including all major andminor incident

reports according to subrule 77.37(8).
(4) Tracks incident data and analyzes trends annually to assess the health and safety of consumers

served by the organization.
(5) Identifies areas in need of improvement.
(6) Develops a plan to address the areas in need of improvement.
(7) Implements the plan and documents the results.
g. Consumers and their legal representatives have the right to appeal the provider’s

implementation of the 20 outcomes, or staff or contractual person’s action which affects the consumer.
The provider shall distribute the policies for consumer appeals and procedures to consumers.

h. The provider shall have written policies and procedures and a staff training program for
the identification and reporting of child and dependent adult abuse to the department pursuant to
441—Chapters 175 and 176.
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i. The governing body has an active role in the administration of the agency.
j. The governing body receives and uses input from a wide range of local community interests

and consumer representation and provides oversight that ensures the provision of high-quality supports
and services to consumers.

77.37(2) Rights and dignity. Outcome-based standards for rights and dignity are as follows:
a. (Outcome 2) Consumers are valued.
b. (Outcome 3) Consumers live in positive environments.
c. (Outcome 4) Consumers work in positive environments.
d. (Outcome 5) Consumers exercise their rights and responsibilities.
e. (Outcome 6) Consumers have privacy.
f. (Outcome 7) When there is a need, consumers have support to exercise and safeguard their

rights.
g. (Outcome 8) Consumers decide which personal information is shared and with whom.
h. (Outcome 9) Consumers make informed choices about where they work.
i. (Outcome 10) Consumers make informed choices on how they spend their free time.
j. (Outcome 11) Consumers make informed choices about where and with whom they live.
k. (Outcome 12) Consumers choose their daily routine.
l. (Outcome 13) Consumers are a part of community life and perform varied social roles.
m. (Outcome 14) Consumers have a social network and varied relationships.
n. (Outcome 15) Consumers develop and accomplish personal goals.
o. (Outcome 16) Management of consumers’ money is addressed on an individualized basis.
p. (Outcome 17) Consumers maintain good health.
q. (Outcome 18) The consumer’s living environment is reasonably safe in the consumer’s home

and community.
r. (Outcome 19) The consumer’s desire for intimacy is respected and supported.
s. (Outcome 20) Consumers have an impact on the services they receive.
77.37(3) Contracts with consumers. The provider shall have written procedures which provide for

the establishment of an agreement between the consumer and the provider.
a. The agreement shall define the responsibilities of the provider and the consumer, the rights of

the consumer, the services to be provided to the consumer by the provider, all room and board and copay
fees to be charged to the consumer and the sources of payment.

b. Contracts shall be reviewed at least annually.
77.37(4) The right to appeal. Consumers and their legal representatives have the right to appeal

the provider’s application of policies or procedures, or any staff or contractual person’s action which
affects the consumer. The provider shall distribute the policies for consumer appeals and procedures to
consumers.

77.37(5) Storage and provision of medication. If the provider stores, handles, prescribes, dispenses
or administers prescription or over-the-countermedications, the provider shall develop procedures for the
storage, handling, prescribing, dispensing or administration of medication. For controlled substances,
procedures shall be in accordance with department of inspections and appeals rule 481—63.18(135).

If the provider has a physician on staff or under contract, the physician shall review and document the
provider’s prescribed medication regime at least annually in accordance with current medical practice.

77.37(6) Research. If the provider conducts research involving human subjects, the provider shall
have written policies and procedures for research which ensure the rights of consumers and staff.

77.37(7) Abuse reporting requirements. The provider shall have written policies and procedures and
a staff training program for the identification and reporting of child and dependent adult abuse to the
department pursuant to 441—Chapters 175 and 176.

77.37(8) Incident reporting. The provider shall document major and minor incidents and make the
incident reports and related documentation available to the department upon request. The provider
shall ensure cooperation in providing pertinent information regarding incidents as requested by the
department.
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a. Major incident defined. A “major incident” means an occurrence involving a consumer of
services that:

(1) Results in a physical injury to or by the consumer that requires a physician’s treatment or
admission to a hospital;

(2) Results in someone’s death;
(3) Requires emergency mental health treatment for the consumer;
(4) Requires the intervention of law enforcement;
(5) Requires a report of child abuse pursuant to Iowa Code section 232.69 or a report of dependent

adult abuse pursuant to Iowa Code section 235B.3; or
(6) Constitutes a prescription medication error or a pattern of medication errors that could lead to

the outcome in subparagraph (1), (2), or (3).
b. Minor incident defined. A “minor incident” means an occurrence involving a consumer of

services that is not a major incident and that:
(1) Results in the application of basic first aid;
(2) Results in bruising;
(3) Results in seizure activity;
(4) Results in injury to self, to others, or to property; or
(5) Constitutes a prescription medication error.
c. Report form. Each major or minor incident shall be recorded on an incident report form that

is completed and signed by the staff who were directly involved at the time of the incident or who first
became aware of the incident. The report shall include the following information:

(1) The name of the consumer involved.
(2) The date and time the incident occurred.
(3) A description of the incident.
(4) The names of all provider staff and others who were present at the time of the incident or

responded after becoming aware of the incident. The confidentiality of other consumers who are involved
in the incident must be maintained by the use of initials or other means.

(5) The action that the staff took to handle the incident.
(6) The resolution of or follow-up to the incident.
d. Reporting procedure for major incidents. When a major incident occurs, provider staff shall

notify the consumer or the consumer’s legal guardian within 72 hours of the incident and shall distribute
the completed incident report form as follows:

(1) Forward the report to the supervisor within 24 hours of the incident.
(2) Send a copy of the report to the consumer’s Medicaid targeted case manager and the

department’s bureau of long-term care within 72 hours of the incident.
(3) File a copy of the report in a centralized location and make a notation in the consumer’s file.
e. Reporting procedure for minor incidents. When a minor incident occurs, provider staff shall

distribute the completed incident report form as follows:
(1) Forward the report to the supervisor within 24 hours of the incident.
(2) File a copy of the report in a centralized location and make a notation in the consumer’s file.
77.37(9) Intake, admission, service coordination, discharge, and referral.
a. The provider shall have written policies and procedures according to state and federal laws for

intake, admission, service coordination, discharge and referral. Service coordination means activities
designed to help individuals and families locate, access, and coordinate a network of supports and
services that will allow them to live a full life in the community.

b. The provider shall ensure the rights of persons applying for services.
77.37(10) Certification process. Reviews of compliance with standards for initial certification and

recertification shall be conducted by the department of human services’ bureau of long-term care quality
assurance staff. Certification carries no assurance that the approved provider will receive funding.

a. Rescinded IAB 9/1/04, effective 11/1/04.
b. Rescinded IAB 9/1/04, effective 11/1/04.
c. Rescinded IAB 9/1/04, effective 11/1/04.
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d. The department may request any information from the prospective service provider which is
considered pertinent to arriving at a certification decision. This may include, but is not limited to:

(1) Current accreditations, evaluations, inspections and reviews by regulatory and licensing
agencies and associations.

(2) Fiscal capacity of the prospective provider to initiate and operate the specified programs on an
ongoing basis.

(3) The prospective provider’s written agreement to work cooperatively with the state and central
point of coordination in the counties and the state to be served by the provider.

77.37(11) Initial certification. The department shall review the application and accompanying
information to see if the provider has the necessary framework to provide services in accordance with
all applicable requirements and standards.

a. The department shall make a determination regarding initial certification within 60 days of
receipt of the application and notify the provider in writing of the decision unless extended by mutual
consent of the parties involved. Providers shall be responsible for notifying the appropriate county and
the appropriate central point of coordination of the determination.

b. The decision of the department on initial certification of the providers shall be based on all
relevant information, including:

(1) The application for status as an approved provider according to requirements of rules.
(2) A determination of the financial position of the prospective provider in relation to its ability to

meet the stated need.
(3) The prospective provider’s coordination of service design, development, and application with

the applicable local county central point of coordination and other interested parties.
c. Providers applying for initial certification shall be offered technical assistance.
77.37(12) Period of certification. Provider certification shall become effective on the date identified

on the certificate of approval and shall terminate in 270 calendar days, one year, or three calendar
years from the month of issue. The renewal of certification shall be contingent upon demonstration of
continued compliance with certification requirements.

a. Initial certification. Providers eligible for initial certification by the department shall be issued
an initial certification for 270 calendar days based on documentation provided.

b. Recertification. After the initial certification, the level of certification shall be based on an
on-site review unless the provider has been accredited for similar services by the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO), the Commission onAccreditation of Rehabilitation
Facilities (CARF), the Council on Quality and Leadership in Supports for People with Disabilities (The
Council), or the Council on Accreditation of Services for Families and Children (COA). The on-site
reviews for supported community living and supported employment use interviews with consumers and
significant people in the consumer’s life to determine whether or not the 20 individual value-based
outcomes set forth in subrules 77.37(1) and 77.37(2) and corresponding processes are present for the
consumer. Respite services are required to meet Outcome 1 and participate in satisfaction surveys.

Once the outcomes and processes have been determined for all the consumers in the sample, a review
team then determines which of the 20 outcomes and processes are present for the provider. A specific
outcome is present for the provider when the specific outcome is determined to be present for 75 percent
or more of the consumers interviewed. A specific process is present for the provider when the process
is determined to be present for 75 percent or more of the consumers interviewed. Since the processes
are in the control of the provider and the outcomes are more in the control of the consumer, length of
certification will be based more heavily on whether or not the processes are in place to help consumers
obtain desired outcomes.

An exit conference shall be held with the organization to share preliminary findings of the
certification review. A review report shall be written and sent to the provider within 30 calendar days
unless the parties mutually agree to extend that time frame.

Provider certification shall become effective on the date identified on the Certificate of Approval,
Form 470-3410, and shall terminate in 270 calendar days, one year, or three calendar years from the
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month of issue. The renewal of certification shall be contingent upon demonstration of continued
compliance with certification requirements.

c. The department may issue four categories of recertification:
(1) Three-year certification with excellence. An organization is eligible for certification with

excellence if the number of processes present is 18 or higher and the number of outcomes and
corresponding processes present together is 12 or higher. Both criteria need to be met to receive
three-year certification with excellence. Corrective actions may be required which may be monitored
through the assignment of follow-up monitoring either by written report, a plan of corrective actions
and improvements, an on-site review, or the provision of technical assistance.

(2) Three-year certification with follow-up monitoring. An organization is eligible for this type
of certification if the number of processes present is 17 or higher and the number of outcomes and
corresponding processes present together are 11 or higher. Both criteria need to be met to receive
three-year certification. Corrective actions are required which may be monitored through the assignment
of follow-up monitoring either by written report, a plan of corrective actions and improvements, an
on-site review, or the provision of technical assistance.

(3) One-year certification. An organization is eligible for this type of certification when the number
of processes present is 14 or higher and the number of outcomes and processes together is 9 or higher.
Both criteria need to be met to receive one-year certification. One-year certification may also be given
in lieu of longer certification when previously required corrective actions have not been implemented or
completed. Corrective actions are required whichmay bemonitored through the assignment of follow-up
monitoring either by written report, a plan of corrective actions and improvements, an on-site review, or
the provision of technical assistance.

(4) Probational certification. A probational certification may be issued to those providers who
cannot meet requirements for a one-year certification. This time period shall be granted to the provider
to establish and implement corrective actions and improvement activities. During this time period the
department may require monitoring of the implementation of the corrective actions through on-site visits,
written reports or technical assistance. Probational certification issued for 270 calendar days shall not
be renewed or extended, and shall require a full on-site follow-up review to be completed. The provider
shall be required to achieve at least a one-year certification status at the time of the follow-up review in
order to maintain certification.

d. During the course of the review, if a teammember encounters a situation that places a consumer
in immediate jeopardy, the team member shall immediately notify the provider, the department, and
other team members. “Immediate jeopardy” refers to circumstances where the life, health, or safety
of a consumer will be severely jeopardized if the circumstances are not immediately corrected. The
provider shall correct the situation within 24 to 48 hours. If the situation is not corrected within the
prescribed time frame, that portion of the provider’s services that was the subject of the notification shall
not be certified. The department, the county of residence, and the central point of coordination shall
be notified immediately to discontinue funding for that provider’s service. If this action is appealed
and the consumer, legal guardian, or attorney in fact under a durable power of attorney for health care
wants to maintain the provider’s services, funding can be reinstated. At that time the provider shall take
appropriate action to ensure the life, health, and safety of the consumers deemed to be at risk as a result
of the provider’s inaction.

e. As a mandatory reporter, each team member shall be required to follow appropriate procedure
in all cases where a condition reportable to child and adult protective services is observed.

f. The department may grant an extension to the period of approval for the following reasons:
(1) A delay in the department’s approval decision which is beyond the control of the provider or

department.
(2) A request for an extension from a provider to permit the provider to prepare and obtain

department approval of corrective actions. The department shall establish the length of extensions on
a case-by-case basis.

g. The departmentmay revoke the provider’s approval at any time for any of the following reasons:



IAC 12/3/08 Human Services[441] Ch 77, p.27

(1) Findings of a site visit indicate that the provider has failed to implement the corrective actions
submitted pursuant to paragraph 77.37(13)“e.”

(2) The provider has failed to provide information requested pursuant to paragraph 77.37(13)“f.”
(3) The provider refuses to allow the department to conduct a site visit pursuant to paragraph

77.37(13)“h.”
(4) There are instances of noncompliance with the standards which were not identified from

information submitted on the application.
h. An approved provider shall immediately notify the department, applicable county, the

applicable mental health and developmental disabilities planning council, and other interested parties
of a decision to withdraw from an HCBS MR waiver service.

i. Following certification, any provider may request technical assistance from the department
to bring into conformity those areas found in noncompliance with HCBS requirements. If multiple
deficiencies are noted during a review, the department may require that technical assistance be provided
to a provider to assist in the implementation of the provider’s corrective actions. Providers may be given
technical assistance as needed.

j. Appeals. Any adverse action can be appealed by the provider under 441—Chapter 7.
77.37(13) Review of providers. Reviews of compliance with standards as indicated in this chapter

shall be conducted by designated members of the HCBS staff.
a. This review may include on-site case record audits; review of administrative procedures,

clinical practices, personnel records, performance improvement systems and documentation; and
interviews with staff, consumers, the board of directors, or others deemed appropriate, consistent with
the confidentiality safeguards of state and federal laws.

b. A review visit shall be scheduled with the provider with additional reviews conducted at the
discretion of the department.

c. The on-site review team will consist of designated members of the HCBS staff.
d. Following a certification review, the certification review team leader shall submit a copy of the

department’s written report of findings to the provider within 30 working days after completion of the
certification review.

e. The provider shall develop a plan of corrective action, if applicable, identifying completion
time frames for each review recommendation.

f. Providers required to make corrective actions and improvements shall submit the corrective
action and improvement plan to the Bureau of Long-Term Care, 1305 East Walnut Street, Des Moines,
Iowa 50319-0114, within 30 working days after the receipt of a report issued as a result of the review
team’s visit. The corrective actions may include: specific problem areas cited, corrective actions to be
implemented by the provider, dates by which each corrective measure will be completed, and quality
assurance and improvement activities to measure and ensure continued compliance.

g. The department may request the provider to supply subsequent reports on implementation of a
corrective action plan submitted pursuant to 77.37(13)“e” and 77.37 (13)“f.”

h. The department may conduct a site visit to verify all or part of the information submitted.
77.37(14) Supported community living providers.
a. The department will contract only with public or private agencies to provide the supported

community living service. The department does not recognize individuals as service providers under the
supported community living program.

b. Providers of services meeting the definition of foster care shall also be licensed according to
applicable 441—Chapters 108, 112, 114, 115, and 116.

c. Providers of service may employ or contract with individuals meeting the definition of foster
family homes to provide supported community living services. These individuals shall be licensed
according to applicable 441—Chapters 112 and 113.

d. All supported community living providers shall meet the following requirements:
(1) The provider shall demonstrate how the provider will meet the outcomes and processes in rule

441—77.37(249A) for each of the consumers being served. The provider shall supply timelines showing
how the provider will come into compliance with rules 441—77.37(249A), 441—78.41(249A), and
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441—83.60(249A) to 441—83.70(249A) and 441—subrule 79.1(15) within one year of certification.
These timelines shall include:

1. Implementation of necessary staff training and consumer input.
2. Implementation of provider system changes to allow for flexibility in staff duties, services based

on what each individual needs, and removal of housing as part of the service.
(2) The provider shall demonstrate that systems are in place to measure outcomes and processes

for individual consumers before certification can be given.
e. Living units designed to serve more than three supported community living consumers shall be

approved as follows:
(1) The department shall approve living units designed to serve four consumers if the geographic

location of the program does not result in an overconcentration of such programs in the area.
(2) The department may approve conversion of a total of 40 living units for five persons or

fewer formerly licensed as residential care facilities for persons with mental retardation to living units
designed to serve supported community living consumers. Upon approval, the living unit shall surrender
the facility license and continue to operate under the medical assistance home- and community-based
services waiver for persons with mental retardation.

Approvals of living units for five persons or fewer formerly licensed as residential care facilities for
persons with mental retardation granted before July 1, 2002, shall remain in effect.

Applications for approval to be granted under this subparagraph after July 1, 2003, shall be submitted
to the Department of Human Services, Bureau of Long-Term Care, 1305 E. Walnut Street, Fifth Floor,
DesMoines, Iowa 50319-0114. The application shall include a letter of support from the county in which
the living unit is located. The letter shall verify that the county will request sufficient waiver slots for
the consumers to be served and provide necessary county funding.

The bureau of long-term care shall approve the application based on the letter of support from the
county and the requirement to maintain the geographical distribution of supported community living
programs to avoid an overconcentration of programs in an area.

(3) Subject to federal approval, a residential program which serves not more than eight individuals
and is licensed as an intermediate care facility for persons with mental retardation may surrender
the facility license and continue to operate under the home- and community-based services waiver
for persons with mental retardation if the department has approved the timelines submitted by the
residential program pursuant to subparagraph 77.37(14)“d”(1).

(4) The department shall approve a living unit for five persons subject to all of the following
conditions:

1. Approval will not result in an overconcentration of such living units in an area.
2. The county in which the living unit is located submits a letter of support for approval to the

bureau of long-term care.
3. The county in which the living unit is located provides to the bureau of long-term care

verification in writing that the approval is needed to address one or more of the following:
● The quantity of services currently available in the county is insufficient to meet the need.
● The quantity of affordable rental housing in the county is insufficient.
● Approval will result in a reduction in the size or quantity of larger congregate settings.
77.37(15) Respite care providers.
a. The following agencies may provide respite services:
(1) Group living foster care facilities for children licensed by the department according to

441—Chapters 112 and 114 to 116 and child care centers licensed according to 441—Chapter 109.
(2) Nursing facilities, intermediate care facilities for the mentally retarded, and hospitals enrolled

as providers in the Iowa Medicaid program.
(3) Residential care facilities for persons with mental retardation licensed by the department of

inspections and appeals.
(4) Home health agencies that are certified to participate in the Medicare program.
(5) Camps certified by the American Camping Association.
(6) Adult day care providers that meet the conditions of participation set forth in subrule 77.37(25).
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(7) Home care agencies that meet the home care standards and requirements set forth in department
of public health rules 641—80.5(135) through 641—80.7(135).

(8) Agencies certified by the department to provide respite services in the consumer’s home that
meet the requirements of 77.37(1) and 77.37(3) through 77.37(9).

(9) Child care facilities, which are defined as child care centers, preschools, or child development
homes registered pursuant to 441—Chapter 110.

(10) Assisted living programs certified by the department of inspections and appeals.
b. Respite providers shall meet the following conditions:
(1) Providers shall maintain the following information that shall be updated at least annually:
1. The consumer’s name, birth date, age, and address and the telephone number of each parent,

guardian or primary caregiver.
2. An emergency medical care release.
3. Emergency contact telephone numbers such as the number of the consumer’s physician and the

parents, guardian, or primary caregiver.
4. The consumer’s medical issues, including allergies.
5. The consumer’s daily schedule which includes the consumer’s preferences in activities or foods

or any other special concerns.
(2) Procedures shall be developed for the dispensing, storage, authorization, and recording of all

prescription and nonprescriptionmedications administered. Home health agenciesmust followMedicare
regulations for medication dispensing.

All medications shall be stored in their original containers, with the accompanying physician’s or
pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to consumers
and the public. Nonprescription medications shall be labeled with the consumer’s name.

In the case of medications that are administered on an ongoing, long-term basis, authorization shall
be obtained for a period not to exceed the duration of the prescription.

(3) Policies shall be developed for:
1. Notifying the parent, guardian or primary caregiver of any injuries or illnesses that occur during

respite provision. A parent’s, guardian’s or primary caregiver’s signature is required to verify receipt of
notification.

2. Requiring the parent, guardian or primary caregiver to notify the respite provider of any injuries
or illnesses that occurred prior to respite provision.

3. Documenting activities and times of respite. This documentation shall be made available to the
parent, guardian or primary caregiver upon request.

4. Ensuring the safety and privacy of the individual. Policies shall at a minimum address threat
of fire, tornado, or flood and bomb threats.

c. A facility providing respite under this subrule shall not exceed the facility’s licensed capacity,
and services shall be provided in locations consistent with licensure.

d. Respite provided outside the consumer’s home or the facility covered by the licensure,
certification, accreditation, or contract must be approved by the parent, guardian or primary caregiver
and the interdisciplinary team and must be consistent with the way the location is used by the general
public. Respite in these locations shall not exceed 72 continuous hours.

77.37(16) Supported employment providers.
a. Providers responsible for the payroll of consumers shall have policies that include, but are not

limited to:
(1) Consumer vacation, sick leave and holiday compensation.
(2) Procedures for payment schedules and pay scale.
(3) Procedures for provision of workers’ compensation insurance.
(4) Procedures for the determination and review of commensurate wages.
(5) Department of labor requirements.
b. The department will contract only with public or private agencies to provide supported

employment services. The department does not recognize individuals as service providers under the
supported employment program.
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77.37(17) Home and vehicle modification providers. The following providers may provide home
and vehicle modification:

a. Providers certified to participate as supported community living service providers under the
mental retardation or brain injury waiver.

b. Providers eligible to participate as home and vehicle modification providers under the elderly
or ill and handicapped waiver, enrolled as home and vehicle modification providers under the physical
disability waiver, or certified as home and vehicle modification providers under the brain injury waiver.

c. Community businesses that have all necessary licenses and permits to operate in conformity
with federal, state, and local laws and regulations and that submit verification of current liability and
workers’ compensation insurance.

77.37(18) Personal emergency response system providers. Personal emergency response system
providers shall be agencies which meet the conditions of participation set forth in subrule 77.33(2) to
maintain certification.

77.37(19) Nursing providers. Nursing providers shall be agencies that are certified to participate in
the Medicare program as home health agencies.

77.37(20) Home health aide providers. Home health aide providers shall be agencies which are
certified to participate in the Medicare program as home health agencies and which have an HCBS
agreement with the department.

77.37(21) Consumer-directed attendant care service providers. The following providers may
provide consumer-directed attendant care service:

a. An individual who contracts with the consumer to provide attendant care service and who is:
(1) At least 18 years of age.
(2) Qualified by training or experience to carry out the consumer’s plan of care pursuant to the

department-approved case plan or individual comprehensive plan.
(3) Not the spouse of the consumer or a parent or stepparent of a consumer aged 17 or under.
(4) Not the recipient of respite services paid through home- and community-based services on the

behalf of a consumer who receives home- and community-based services.
b. Home care providers that have a contract with the department of public health or have

written certification from the department of public health stating they meet the home care standards
and requirements set forth in department of public health rules 641—80.5(135), 641—80.6(135), and
641—80.7(135).

c. Home health agencies which are certified to participate in the Medicare program.
d. Chore providers subcontracting with area agencies on aging or with letters of approval from

the area agencies on aging stating that the organization is qualified to provide chore services.
e. Community action agencies as designated in Iowa Code section 216A.93.
f. Providers certified under an HCBS waiver for supported community living.
g. Assisted living programs that are voluntarily accredited or certified by the department of elder

affairs.
h. Adult day service providers which meet the conditions of participation for adult day care

providers as specified at 441—subrule 77.30(3), 77.33(1), 77.34(7), or 77.39(20) and which have
provided a point-in-time letter of notification from the department of elder affairs or an area agency on
aging stating the adult day service provider also meets the requirements of department of elder affairs
rules in 321—Chapter 25.

77.37(22) Interim medical monitoring and treatment providers.
a. The following providers may provide interim medical monitoring and treatment services:
(1) Child care facilities, which are defined as child care centers, preschools, or child development

homes registered pursuant to 441—Chapter 110.
(2) Rescinded IAB 9/1/04, effective 11/1/04.
(3) Rescinded IAB 9/1/04, effective 11/1/04.
(4) Home health agencies certified to participate in the Medicare program.
(5) Supported community living providers certified according to subrule 77.37(14) or 77.39(13).
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b. Staff requirements. Staffmembers providing interimmedicalmonitoring and treatment services
to consumers shall meet all of the following requirements:

(1) Be at least 18 years of age.
(2) Not be the spouse of the consumer or a parent or stepparent of the consumer if the consumer is

aged 17 or under.
(3) Not be a usual caregiver of the consumer.
(4) Be qualified by training or experience, as determined by the usual caregivers and a licensed

medical professional on the consumer’s interdisciplinary team and documented in the service plan,
to provide medical intervention or intervention in a medical emergency necessary to carry out the
consumer’s plan of care.

c. Service documentation. Providers shall maintain clinical and fiscal records necessary to
fully disclose the extent of services furnished to consumers. Records shall specify by service date the
procedures performed, together with information concerning progress of treatment.

77.37(23) Residential-based supported community living service providers.
a. The department shall contract only with public or private agencies to provide residential-based

supported community living services.
b. Subject to the requirements of this rule, the following agencies may provide residential-based

supported community living services:
(1) Agencies licensed as group living foster care facilities under 441—Chapter 114.
(2) Agencies licensed as residential facilities for mentally retarded children under 441—Chapter

116.
(3) Other agencies providing residential-based supported community living services that meet the

following conditions:
1. The agency must provide orientation training on the agency’s purpose, policies, and procedures

within one month of hire or contracting for all employed and contracted treatment staff and must provide
24 hours of training during the first year of employment or contracting. The agency must also provide
at least 12 hours of training per year after the first year of employment for all employed and contracted
treatment staff. Annual training shall include, at a minimum, training on children’s mental retardation
and developmental disabilities services and children’s mental health issues.Identification and reporting
of child abuse shall be covered in training at least every five years, in accordance with Iowa Code section
232.69.

2. The agency must have standards for the rights and dignity of children that are age-appropriate.
These standards shall include the following:

● Children, their families, and their legal representatives decide what personal information is
shared and with whom.

● Children are a part of family and community life and perform varied social roles.
● Children have family connections, a social network, and varied relationships.
● Children develop and accomplish personal goals.
● Children are valued.
● Children live in positive environments.
● Children exercise their rights and responsibilities.
● Children make informed choices about how they spend their free time.
● Children choose their daily routine.
3. The agency must use methods of self-evaluation by which:
● Past performance is reviewed.
● Current functioning is evaluated.
● Plans are made for the future based on the review and evaluation.
4. The agency must have a governing body that receives and uses input from a wide range of local

community interests and consumer representatives and provides oversight that ensures the provision of
high-quality supports and services to children.

5. Children, their parents, and their legal representatives must have the right to appeal the service
provider’s application of policies or procedures or any staff person’s action that affects the consumer.
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The service provider shall distribute the policies for consumer appeals and procedures to children, their
parents, and their legal representatives.

c. As a condition of participation, all providers of residential-based supported community living
services must have the following on file:

(1) Current accreditations, evaluations, inspections, and reviews by applicable regulatory and
licensing agencies and associations.

(2) Documentation of the fiscal capacity of the provider to initiate and operate the specified
programs on an ongoing basis.

(3) The provider’s written agreement to work cooperatively with the department.
d. As a condition of participation, all providers of residential-based supported community living

services must develop, review, and revise service plans for each child, as follows:
(1) The service plan shall be developed in collaboration with the social worker or case manager,

child, family, and, if applicable, the foster parents, unless a treatment rationale for the lack of involvement
of one of these parties is documented in the plan. The service provider shall document the dates and
content of the collaboration on the service plan. The service provider shall provide a copy of the service
plan to the family and the case manager, unless otherwise ordered by a court of competent jurisdiction.

(2) Initial service plans shall be developed after services have been authorized and within 30
calendar days of initiating services.

(3) The service plan shall identify the following:
1. Strengths and needs of the child.
2. Goals to be achieved to meet the needs of the child.
3. Objectives for each goal that are specific, measurable, and time-limited and include indicators

of progress toward each goal.
4. Specific service activities to be provided to achieve the objectives.
5. The persons responsible for providing the services. When daily living and social skills

development is provided in a group care setting, designation may be by job title.
6. Date of service initiation and date of individual service plan development.
7. Service goals describing how the child will be reunited with the child’s family and community.
(4) Individuals qualified to provide all services identified in the service plan shall review the

services identified in the service plan to ensure that the services are necessary, appropriate, and
consistent with the identified needs of the child, as listed on Form 470-3273, Mental Retardation
Functional Assessment Tool.

(5) The service worker or case manager shall review all service plans to determine progress toward
goals and objectives 90 calendar days from the initiation of services and every 90 calendar days thereafter
for the duration of the services.

At a minimum, the provider shall submit written reports to the service worker or case manager at
six-month intervals and when changes to the service plan are needed.

(6) The individual service plan shall be revised when any of the following occur:
1. Service goals or objectives have been achieved.
2. Progress toward goals and objectives is not being made.
3. Changes have occurred in the identified service needs of the child, as listed on Form 470-3273,

Mental Retardation Functional Assessment Tool.
4. The service plan is not consistent with the identified service needs of the child, as listed in the

service plan.
(7) The service plan shall be signed and dated by qualified staff of each reviewing provider after

each review and revision.
(8) Any revisions of the service plan shall be made in collaboration with the child, family, case

manager, and, if applicable, the foster parents and shall reflect the needs of the child. The service provider
shall provide a copy of the revised service plan to the family and case manager, unless otherwise ordered
by a court of competent jurisdiction.

e. The residential-based supportive community living service provider shall also furnish
residential-based living units for all recipients of the residential-based supported community living
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services. Except as provided herein, living units provided may be of no more than four beds. Service
providers who receive approval from the bureau of long-term care may provide living units of up
to eight beds. The bureau shall approve five- to eight-bed living units only if all of the following
conditions are met:

(1) Rescinded IAB 8/7/02, effective 10/1/02.
(2) There is a need for the service to be provided in a five- to eight-person living unit instead of a

smaller living unit, considering the location of the programs in an area.
(3) The provider supplies the bureau of long-term care with a written plan acceptable to the

department that addresses how the provider will reduce its living units to four-bed units within a
two-year period of time. This written plan shall include the following:

1. How the transition will occur.
2. What physical change will need to take place in the living units.
3. How children and their families will be involved in the transitioning process.
4. How this transition will affect children’s social and educational environment.
f. Certification process and review of service providers.
(1) The certification process for providers of residential-based supported community living services

shall be pursuant to subrule 77.37(10).
(2) The initial certification of residential-based supported community living services shall be

pursuant to subrule 77.37(11).
(3) Period and conditions of certification.
1. Initial certification. Providers eligible for initial certification by the department shall be issued

an initial certification for 270 calendar days, effective on the date identified on the certificate of approval,
based on documentation provided.

2. Recertification. After the initial certification, recertification shall be based on an on-site review
and shall be contingent upon demonstration of compliance with certification requirements.An exit
conference shall be held with the provider to share preliminary findings of the recertification review.
A review report shall be written and sent to the provider within 30 calendar days unless the parties
mutually agree to extend that time frame.

Recertification shall become effective on the date identified on the Certificate of Approval, Form
470-3410, and shall terminate one year from the month of issuance.

Corrective actions may be required in connection with recertification and may be monitored
through the assignment of follow-up monitoring either by written report, a plan of corrective actions
and improvements, an on-site review, or the provision of technical assistance.

3. Probational certification. Probational certification for 270 calendar days may be issued to a
provider who cannot demonstrate compliance with all certification requirements on recertification review
to give the provider time to establish and implement corrective actions and improvement activities.

During the probational certification period, the department may require monitoring of the
implementation of the corrective actions through on-site visits, written reports, or technical assistance.

Probational certification shall not be renewed or extended and shall require a full on-site follow-up
review to be completed. The provider must demonstrate compliance with all certification requirements
at the time of the follow-up review in order to maintain certification.

4. Immediate jeopardy. If, during the course of any review, a review team member encounters
a situation that places a consumer in immediate jeopardy, the team member shall immediately notify
the provider, the department, and other team members. “Immediate jeopardy” refers to circumstances
where the life, health, or safety of a consumer will be severely jeopardized if the circumstances are not
immediately corrected.

The provider shall correct the situation within 24 to 48 hours. If the situation is not corrected
within the prescribed time frame, the provider shall not be certified. The department, the county of
residence, and the central point of coordination shall be notified immediately to discontinue funding for
that provider’s service. If this action is appealed and the consumer or legal guardian wants to maintain
the provider’s services, funding can be reinstated. At that time the provider shall take appropriate action
to ensure the life, health, and safety of the consumers deemed to be at risk.
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5. Abuse reporting. As a mandatory reporter, each review team member shall follow appropriate
procedure in all cases where a condition reportable to child and adult protective services is observed.

6. Extensions. The department shall establish the length of extensions on a case-by-case basis.
The department may grant an extension to the period of certification for the following reasons:

● A delay in the department’s approval decision exists which is beyond the control of the provider
or department.

● A request for an extension is received from a provider to permit the provider to prepare and
obtain department approval of corrective actions.

7. Revocation. The department may revoke the provider’s approval at any time for any of the
following reasons:

● The findings of a site visit indicate that the provider has failed to implement the corrective
actions submitted pursuant to paragraph 77.37(13)“e” and numbered paragraph 77.37(23)“f”(3)“4.”

● The provider has failed to provide information requested pursuant to paragraph 77.37(13)“f”
and numbered paragraph 77.37(23)“f”(3)“4.”

● The provider refuses to allow the department to conduct a site visit pursuant to paragraph
77.37(13)“h” and subparagraph 77.37(23)“f”(3).

● There are instances of noncompliance with the standards that were not identified from
information submitted on the application.

8. Notice of intent to withdraw. An approved provider shall immediately notify the department,
applicable county, the applicable mental health and developmental disabilities planning council, and
other interested parties of a decision to withdraw as a provider of residential-based supported community
living services.

9. Technical assistance. Following certification, any provider may request technical assistance
from the department regarding compliance with program requirements. The department may require that
technical assistance be provided to a provider to assist in the implementation of any corrective action
plan.

10. Appeals. The provider can appeal any adverse action under 441—Chapter 7.
(4) Providers of residential-based supported community living services shall be subject to reviews

of compliance with program requirements pursuant to subrule 77.37(13).
77.37(24) Transportation service providers. The following providers may provide transportation:
a. Accredited providers of home- and community-based services.
b. Regional transit agencies as recognized by the Iowa department of transportation.
c. Transportation providers that contract with county governments.
d. Community action agencies as designated in Iowa Code section 216A.93.
e. Nursing facilities licensed under Iowa Code chapter 135C.
f. Area agencies on aging as designated in rule 321—4.4(231), subcontractors of area agencies

on aging, or organizations with letters of approval from the area agencies on aging stating that the
organization is qualified to provide transportation services.

77.37(25) Adult day care providers. Adult day care providers shall be agencies that are certified
by the department of inspections and appeals as being in compliance with the standards for adult day
services programs adopted by the department of elder affairs at 321—Chapter 24.

77.37(26) Prevocational services providers. Providers of prevocational services must be accredited
by one of the following:

a. The Commission on Accreditation of Rehabilitation Facilities as a work adjustment service
provider or an organizational employment service provider.

b. The Council on Quality and Leadership.
77.37(27) Day habilitation providers. Day habilitation services may be provided by:
a. Agencies accredited by the Commission on Accreditation of Rehabilitation Facilities to provide

services that qualify as day habilitation under 441—subrule 78.41(14).
b. Agencies accredited by the Commission on Accreditation of Rehabilitation Facilities to provide

other services that began providing services that qualify as day habilitation under 441—subrule 78.41(14)
since their last accreditation survey. The agency may provide day habilitation services until the current
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accreditation expires. When the current accreditation expires, the agency must qualify under paragraph
“a” or “d.”

c. Agencies not accredited by the Commission on Accreditation of Rehabilitation Facilities that
have applied to the Commission within the last 12 months for accreditation to provide services that
qualify as day habilitation under 441—subrule 78.41(14). An agency that has not received accreditation
within 12 months after application to the Commission is no longer a qualified provider.

d. Agencies accredited by the Council on Quality and Leadership.
e. Agencies that have applied to the Council on Quality and Leadership for accreditation within

the last 12 months. An agency that has not received accreditation within 12 months after application to
the Council is no longer a qualified provider.

77.37(28) Financial management service. Consumers who elect the consumer choices option shall
work with a financial institution that meets the qualifications in subrule 77.30(13).

77.37(29) Independent support brokerage. Consumers who elect the consumer choices option shall
work with an independent support broker who meets the qualifications in subrule 77.30(14).

77.37(30) Self-directed personal care. Consumers who elect the consumer choices option may
choose to purchase self-directed personal care services from an individual or business that meets the
requirements in subrule 77.30(15).

77.37(31) Individual-directed goods and services. Consumers who elect the consumer choices
option may choose to purchase individual-directed goods and services from an individual or business
that meets the requirements in subrule 77.30(16).

77.37(32) Self-directed community supports and employment. Consumers who elect the consumer
choices option may choose to purchase self-directed community supports and employment from an
individual or business that meets the requirements in subrule 77.30(17).

This rule is intended to implement Iowa Code section 249A.4.

441—77.38(249A) Rehabilitative treatment service providers.   Rescinded IAB 8/1/07, effective
9/5/07.

441—77.39(249A) HCBS brain injury waiver service providers.   Providers shall be eligible to
participate in the Medicaid brain injury waiver program if they meet the requirements in this rule
and the subrules applicable to the individual service. Providers and each of their staff members
involved in direct consumer service must have training regarding or experience with consumers who
have a brain injury, with the exception of providers of home and vehicle modification, specialized
medical equipment, transportation, personal emergency response, financial management, independent
support brokerage, self-directed personal care, individual-directed goods and services, and self-directed
community supports and employment.

Services shall be rendered by a person who is at least 16 years old (except as otherwise provided
in this rule) and is not the spouse of the consumer served or the parent or stepparent of a consumer
aged 17 or under. People who are 16 or 17 years old must be employed and supervised by an enrolled
HCBS provider unless they are employed to provide self-directed personal care services through the
consumer choices option. A person hired for self-directed personal care services need not be supervised
by an enrolled HCBS provider. A person hired through the consumer choices option for independent
support brokerage, self-directed personal care, individual-directed goods and services, or self-directed
community support and employment is not required to enroll as a Medicaid provider and is not subject
to review under subrule 77.39(11). Consumer-directed attendant care and interim medical monitoring
and treatment providers must be at least 18 years of age.

In addition, behavioral programming, supported community living, and supported employment
providers shall meet the outcome-based standards set forth below in subrules 77.39(1) and 77.39(2)
evaluated according to subrules 77.39(8) to 77.39(10), and the requirements of subrules 77.39(3) to
77.39(7). Respite providers shall also meet the standards in subrule 77.39(1).

77.39(1) Organizational standards (Outcome 1). Organizational outcome-based standards for
HCBS BI providers are as follows:
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a. The organization demonstrates the provision and oversight of high-quality supports and services
to consumers.

b. The organization demonstrates a defined mission commensurate with consumers’ needs,
desires, and abilities.

c. The organization establishes and maintains fiscal accountability.
d. The organization has qualified staff commensurate with the needs of the consumers they serve.

These staff demonstrate competency in performing duties and in all interactions with clients.
e. The organization provides needed training and supports to its staff. This training includes at a

minimum:
(1) Consumer rights.
(2) Confidentiality.
(3) Provision of consumer medication.
(4) Identification and reporting of child and dependent adult abuse.
(5) Individual consumer support needs.
f. The organization has a systematic, organizationwide, planned approach to designing,

measuring, evaluating, and improving the level of its performance. The organization:
(1) Measures and assesses organizational activities and services annually.
(2) Gathers information from consumers, family members, and staff.
(3) Conducts an internal review of consumer service records, including all major andminor incident

reports according to subrule 77.37(8).
(4) Tracks incident data and analyzes trends annually to assess the health and safety of consumers

served by the organization.
(5) Identifies areas in need of improvement.
(6) Develops a plan to address the areas in need of improvement.
(7) Implements the plan and documents the results.
g. Consumers and their legal representatives have the right to appeal the provider’s

implementation of the 20 outcomes, or staff or contractual person’s action which affects the consumer.
The provider shall distribute the policies for consumer appeals and procedures to consumers.

h. The provider shall have written policies and procedures and a staff training program for
the identification and reporting of child and dependent adult abuse to the department pursuant to
441—Chapters 175 and 176.

i. The governing body has an active role in the administration of the agency.
j. The governing body receives and uses input from a wide range of local community interests

and consumer representation and provides oversight that ensures the provision of high-quality supports
and services to consumers.

77.39(2) Rights and dignity. Outcome-based standards for rights and dignity are as follows:
a. (Outcome 2) Consumers are valued.
b. (Outcome 3) Consumers live in positive environments.
c. (Outcome 4) Consumers work in positive environments.
d. (Outcome 5) Consumers exercise their rights and responsibilities.
e. (Outcome 6) Consumers have privacy.
f. (Outcome 7) When there is a need, consumers have support to exercise and safeguard their

rights.
g. (Outcome 8) Consumers decide which personal information is shared and with whom.
h. (Outcome 9) Consumers make informed choices about where they work.
i. (Outcome 10) Consumers make informed choices on how they spend their free time.
j. (Outcome 11) Consumers make informed choices about where and with whom they live.
k. (Outcome 12) Consumers choose their daily routine.
l. (Outcome 13) Consumers are a part of community life and perform varied social roles.
m. (Outcome 14) Consumers have a social network and varied relationships.
n. (Outcome 15) Consumers develop and accomplish personal goals.
o. (Outcome 16) Management of consumers’ money is addressed on an individualized basis.
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p. (Outcome 17) Consumers maintain good health.
q. (Outcome 18) The consumer’s living environment is reasonably safe in the consumer’s home

and community.
r. (Outcome 19) The consumer’s desire for intimacy is respected and supported.
s. (Outcome 20) Consumers have an impact on the services they receive.
77.39(3) The right to appeal. Consumers and their legal representatives have the right to appeal

the provider’s application of policies or procedures, or any staff or contractual person’s action which
affects the consumer. The provider shall distribute the policies for consumer appeals and procedures to
consumers.

77.39(4) Storage and provision of medication. If the provider stores, handles, prescribes, dispenses
or administers prescription or over-the-countermedications, the provider shall develop procedures for the
storage, handling, prescribing, dispensing or administration of medication. For controlled substances,
procedures shall be in accordance with department of inspections and appeals rule 481—63.18(135).

77.39(5) Research. If the provider conducts research involving consumers, the provider shall have
written policies and procedures addressing the research. These policies and procedures shall ensure that
consumers’ rights are protected.

77.39(6) Reporting requirements.
a. Abuse reporting. The provider shall have written policies and procedures and a staff training

program for the identification and reporting of child and dependent adult abuse to the department pursuant
to 441—Chapters 175 and 176.

b. Incident reporting. The provider shall document major and minor incidents and make the
incident reports and related documentation available to the department upon request. The provider
shall ensure cooperation in providing pertinent information regarding incidents as requested by the
department.

(1) Major incident defined. A “major incident” means an occurrence involving a consumer of
services that:

1. Results in a physical injury to or by the consumer that requires a physician’s treatment or
admission to a hospital;

2. Results in someone’s death;
3. Requires emergency mental health treatment for the consumer;
4. Requires the intervention of law enforcement;
5. Requires a report of child abuse pursuant to Iowa Code section 232.69 or a report of dependent

adult abuse pursuant to Iowa Code section 235B.3; or
6. Constitutes a prescription medication error or a pattern of medication errors that could lead to

the outcome in numbered paragraph “1,” “2,” or “3.”
(2) Minor incident defined. A “minor incident” means an occurrence involving a consumer of

services that is not a major incident and that:
1. Results in the application of basic first aid;
2. Results in bruising;
3. Results in seizure activity;
4. Results in injury to self, to others, or to property; or
5. Constitutes a prescription medication error.
(3) Report form. Each major or minor incident shall be recorded on an incident report form that

is completed and signed by the staff who were directly involved at the time of the incident or who first
became aware of the incident. The report shall include the following information:

1. The name of the consumer involved.
2. The date and time the incident occurred.
3. A description of the incident.
4. The names of all provider staff and others who were present at the time of the incident or

responded after becoming aware of the incident. The confidentiality of other consumers who are involved
in the incident must be maintained by the use of initials or other means.

5. The action that the staff took to handle the incident.
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6. The resolution of or follow-up to the incident.
(4) Reporting procedure for major incidents. When a major incident occurs, provider staff shall

notify the consumer or the consumer’s legal guardian within 72 hours of the incident and shall distribute
the completed incident report form as follows:

1. Forward the report to the supervisor within 24 hours of the incident.
2. Send a copy of the report to the consumer’s Medicaid targeted case manager and the

department’s bureau of long-term care within 72 hours of the incident.
3. File a copy of the report in a centralized location and make a notation in the consumer’s file.
(5) Reporting procedure for minor incidents. When a minor incident occurs, provider staff shall

distribute the completed incident report form as follows:
1. Forward the report to the supervisor within 24 hours of the incident.
2. File a copy of the report in a centralized location and make a notation in the consumer’s file.
77.39(7) Intake, admission, service coordination, discharge, and referral.
a. The provider shall have written policies and procedures according to state and federal laws for

intake, admission, service coordination, discharge and referral.
b. The provider shall ensure the rights of persons applying for services.
77.39(8) Certification process. Reviews of compliance with standards for initial certification and

recertification shall be conducted by the department of human services’ bureau of long-term care quality
assurance staff. Certification carries no assurance that the approved provider will receive funding.

a. Rescinded IAB 9/1/04, effective 11/1/04.
b. Rescinded IAB 9/1/04, effective 11/1/04.
c. Rescinded IAB 9/1/04, effective 11/1/04.
d. The department may request any information from the prospective service provider which is

considered pertinent to arriving at a certification decision. This may include, but is not limited to:
(1) Current accreditations, evaluations, inspections and reviews by regulatory and licensing

agencies and associations.
(2) Fiscal capacity of the prospective provider to initiate and operate the specified programs on an

ongoing basis.
(3) The prospective provider’s written agreement to work cooperatively with the state and central

point of coordination in the counties and the state to be served by the provider.
77.39(9) Initial certification. The department shall review the application and accompanying

information to see if the provider has the necessary framework to provide services in accordance with
all applicable requirements and standards.

a. The department shall make a determination regarding initial certification within 60 days of
receipt of the application and notify the provider in writing of the decision unless extended by mutual
consent of the parties involved. Providers shall be responsible for notifying the appropriate county and
the appropriate central point of coordination of the determination.

b. The decision of the department on initial certification of the providers shall be based on all
relevant information, including:

(1) The application for status as an approved provider according to requirements of rules.
(2) A determination of the financial position of the prospective provider in relation to its ability to

meet the stated need.
(3) The prospective provider’s coordination of service design, development, and application with

the applicable local county central point of coordination and other interested parties.
c. Providers applying for initial certification shall be offered technical assistance.
77.39(10) Period of certification. Provider certification shall become effective on the date identified

on the certificate of approval and shall terminate in 270 calendar days, one year, or three calendar
years from the month of issue. The renewal of certification shall be contingent upon demonstration of
continued compliance with certification requirements.

a. Initial certification. Providers eligible for initial certification by the department shall be issued
an initial certification for 270 calendar days based on documentation provided.
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b. Recertification. After the initial certification, the level of certification shall be based on an
on-site review unless the provider has been accredited for similar services by the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO), the Commission onAccreditation of Rehabilitation
Facilities (CARF), the Council on Quality and Leadership in Supports for People with Disabilities (The
Council), or the Council on Accreditation of Services for Families and Children (COA). The on-site
reviews for supported community living and supported employment use interviews with consumers and
significant people in the consumer’s life to determine whether or not the 20 individual value-based
outcomes set forth in subrules 77.39(1) and 77.39(2) and corresponding processes are present for the
consumer. Respite services are required to meet Outcome 1 and participate in satisfaction surveys.

Once the outcomes and processes have been determined for all the consumers in the sample, a review
team then determines which of the 20 outcomes and processes are present for the provider. A specific
outcome is present for the provider when the specific outcome is determined to be present for 75 percent
or more of the consumers interviewed. A specific process is present for the provider when the process
is determined to be present for 75 percent or more of the consumers interviewed. Since the processes
are in the control of the provider and the outcomes are more in the control of the consumer, length of
certification will be based more heavily on whether or not the processes are in place to help consumers
obtain desired outcomes.

An exit conference shall be held with the organization to share preliminary findings of the
certification review. A review report shall be written and sent to the provider within 30 calendar days
unless the parties mutually agree to extend that time frame.

Provider certification shall become effective on the date identified on the Certificate of Approval,
Form 470-3410, and shall terminate in 270 calendar days, one year, or three calendar years from the
month of issue. The renewal of certification shall be contingent upon demonstration of continued
compliance with certification requirements.

c. The department may issue four categories of recertification:
(1) Three-year certification with excellence. An organization is eligible for certification with

excellence if the number of processes present is 18 or higher and the number of outcomes and
corresponding processes present together is 12 or higher. Both criteria need to be met to receive
three-year certification with excellence. Corrective actions may be required which may be monitored
through the assignment of follow-up monitoring either by written report, a plan of corrective actions
and improvements, an on-site review, or the provision of technical assistance.

(2) Three-year certification with follow-up monitoring. An organization is eligible for this type
of certification if the number of processes present is 17 or higher and the number of outcomes and
corresponding processes present together is 11 or higher. Both criteria need to be met to receive
three-year certification. Corrective actions are required which may be monitored through the assignment
of follow-up monitoring either by written report, a plan of corrective actions and improvements, an
on-site review, or the provision of technical assistance.

(3) One-year certification. An organization is eligible for this type of certification when the
number of processes present is 14 or higher and the number of outcomes and processes present together
is 9 or higher. Both criteria need to be met to receive one-year certification. One-year certification
may also be given in lieu of longer certification when previously required corrective actions have not
been implemented or completed. Corrective actions are required which may be monitored through
the assignment of follow-up monitoring either by written report, a plan of corrective actions and
improvements, an on-site review, or the provision of technical assistance.

(4) Probational certification. A probational certification may be issued to those providers who
cannot meet requirements for a one-year certification. This time period shall be granted to the provider
to establish and implement corrective actions and improvement activities. During this time period the
department may require monitoring of the implementation of the corrective actions through on-site visits,
written reports or technical assistance. Probational certification issued for 270 calendar days shall not
be renewed or extended and shall require a full on-site follow-up review to be completed. The provider
shall be required to achieve at least a one-year certification status at the time of the follow-up review in
order to maintain certification.
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d. During the course of the review, if a teammember encounters a situation that places a consumer
in immediate jeopardy, the team member shall immediately notify the provider, the department, and
other team members. “Immediate jeopardy” refers to circumstances where the life, health, or safety
of a consumer will be severely jeopardized if the circumstances are not immediately corrected. The
provider shall correct the situation within 24 to 48 hours. If the situation is not corrected within the
prescribed time frame, that portion of the provider’s services that was the subject of the notification shall
not be certified. The department, the county of residence, and the central point of coordination shall
be notified immediately to discontinue funding for that provider’s service. If this action is appealed
and the consumer, legal guardian, or attorney in fact under a durable power of attorney for health care
wants to maintain the provider’s services, funding can be reinstated. At that time the provider shall take
appropriate action to ensure the life, health, and safety of the consumers deemed to be at risk as a result
of the provider’s inaction.

e. As a mandatory reporter, each team member shall be required to follow appropriate procedure
in all cases where a condition reportable to child and adult protective services is observed.

f. The department may grant an extension to the period of approval for the following reasons:
(1) A delay in the department’s approval decision which is beyond the control of the provider or

department.
(2) A request for an extension from a provider to permit the provider to prepare and obtain

department approval of corrective actions. The department shall establish the length of extensions on
a case-by-case basis.

g. The departmentmay revoke the provider’s approval at any time for any of the following reasons:
(1) Findings of a site visit indicate that the provider has failed to implement the corrective actions

submitted pursuant to paragraph 77.39(11)“d.”
(2) The provider has failed to provide information requested pursuant to paragraph 77.39(11)“e.”
(3) The provider refuses to allow the department to conduct a site visit pursuant to paragraph

77.39(11)“f.”
(4) There are instances of noncompliance with the standards which were not identified from

information submitted on the application.
h. An approved provider shall immediately notify the department, applicable county, the

applicable mental health and developmental disabilities planning council, and other interested parties
of a decision to withdraw from an HCBS BI waiver service.

i. Following certification, any provider may request technical assistance from the department
to bring into conformity those areas found in noncompliance with HCBS requirements. If multiple
deficiencies are noted during a review, the department may require that technical assistance be provided
to a provider to assist in the implementation of the provider’s corrective actions. Providers may be given
technical assistance as needed.

j. Appeals. Any adverse action can be appealed by the provider under 441—Chapter 7.
77.39(11) Departmental reviews. Reviews of compliance with standards as indicated in this chapter

shall be conducted by the division of mental health and developmental disabilities quality assurance
review staff. This review may include on-site case record audits, administrative procedures, clinical
practices, and interviews with staff, consumers, and board of directors consistent with the confidentiality
safeguards of state and federal laws.

a. Reviews shall be conducted annually with additional reviews conducted at the discretion of the
department.

b. Following a departmental review, the department shall submit a copy of the department’s
determined survey report to the service provider, noting service deficiencies and strengths.

c. The service provider shall develop a plan of corrective action identifying completion time
frames for each survey deficiency.

d. The corrective action plan shall be submitted to the Division of Mental Health and
Developmental Disabilities, 5th Floor, Hoover State Office Building, Des Moines, Iowa 50319-0114,
and include a statement dated and signed, if applicable, by the chief administrative officer and president
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or chairperson of the governing body that all information submitted to the department is accurate and
complete.

e. The department may request the provider to supply subsequent reports on implementation of a
corrective action plan submitted pursuant to paragraphs 77.39(11)“c” and “d.”

f. The department may conduct a site visit to verify all or part of the information submitted.
77.39(12) Case management service providers. Case management provider organizations are

eligible to participate in the Medicaid HCBS brain injury waiver program provided that they meet the
standards in 441—Chapter 24 and they are the department of human services, a county or consortium
of counties, or a provider under subcontract to the department or a county or consortium of counties.

77.39(13) Supported community living providers.
a. The department shall certify only public or private agencies to provide the supported community

living service. The department does not recognize individuals as service providers under the supported
community living program.

b. Providers of services meeting the definition of foster care shall also be licensed according to
applicable 441—Chapters 108, 112, 114, 115, and 116, which deal with foster care licensing.

c. Providers of service may employ or contract with individuals meeting the definition of foster
family homes to provide supported community living services. These individuals shall be licensed
according to applicable 441—Chapters 112 and 113, which deal with foster care licensing.

d. The department shall approve living units designed to serve four consumers if the geographic
location of the program does not result in an overconcentration of programs in an area.

(1) and (2) Rescinded IAB 8/7/02, effective 10/1/02.
e. Living units designed to serve more than three supported community living consumers shall be

approved as follows:
(1) The department shall approve living units designed to serve four consumers if the geographic

location of the program does not result in an overconcentration of such programs in the area.
(2) The department may approve living units designed to serve more than four supported

community living consumers under an exception to policy pursuant to rule 441—1.8(17A,217), subject
to the following additional requirements:

1. The provider shall provide verification from the department of inspections and appeals that the
program is not required to be licensed as a health care facility under Iowa Code chapter 135C.

2. The provider shall provide justification of the need for the service to be provided in a larger
living unit instead of a living unit for four persons or less.

3. The geographic location of the program shall not result in an overconcentration of supported
community living programs in the area.

77.39(14) Respite service providers. Respite providers are eligible to be providers of respite service
in the HCBS brain injury waiver if they have documented training or experience with persons with a
brain injury.

a. The following agencies may provide respite services:
(1) Respite providers certified under the HCBS mental retardation waiver.
(2) Adult day care providers that meet the conditions of participation set forth in subrule 77.39(20).
(3) Group living foster care facilities for children licensed by the department according to

441—Chapters 112 and 114 to 116 and child care centers licensed according to 441—Chapter 109.
(4) Camps certified by the American Camping Association.
(5) Home care agencies that meet the conditions of participation set forth in subrule 77.30(1).
(6) Nursing facilities, intermediate care facilities for the mentally retarded, and hospitals enrolled

as providers in the Iowa Medicaid program.
(7) Residential care facilities for persons with mental retardation licensed by the department of

inspections and appeals.
(8) Home health agencies that are certified to participate in the Medicare program.
(9) Agencies certified by the department to provide respite services in the consumer’s home that

meet the requirements of subrules 77.39(1) and 77.39(3) through 77.39(7).
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(10) Child care facilities, which are defined as child care centers, preschools, or child development
homes registered pursuant to 441—Chapter 110.

(11) Assisted living programs certified by the department of inspections and appeals.
b. Respite providers shall meet the following conditions:
(1) Providers shall maintain the following information that shall be updated at least annually:
1. The consumer’s name, birth date, age, and address and the telephone number of each parent,

guardian or primary caregiver.
2. An emergency medical care release.
3. Emergency contact telephone numbers such as the number of the consumer’s physician and the

parents, guardian, or primary caregiver.
4. The consumer’s medical issues, including allergies.
5. The consumer’s daily schedule which includes the consumer’s preferences in activities or foods

or any other special concerns.
(2) Procedures shall be developed for the dispensing, storage, authorization, and recording of all

prescription and nonprescriptionmedications administered. Home health agenciesmust followMedicare
regulations for medication dispensing.

All medications shall be stored in their original containers, with the accompanying physician’s or
pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to consumers
and the public. Nonprescription medications shall be labeled with the consumer’s name.

In the case of medications that are administered on an ongoing, long-term basis, authorization shall
be obtained for a period not to exceed the duration of the prescription.

(3) Policies shall be developed for:
1. Notifying the parent, guardian or primary caregiver of any injuries or illnesses that occur during

respite provision. A parent’s, guardian’s or primary caregiver’s signature is required to verify receipt of
notification.

2. Requiring the parent, guardian or primary caregiver to notify the respite provider of any injuries
or illnesses that occurred prior to respite provision.

3. Documenting activities and times of respite. This documentation shall be made available to the
parent, guardian or primary caregiver upon request.

4. Ensuring the safety and privacy of the individual. Policies shall at a minimum address threat
of fire, tornado, or flood and bomb threats.

c. A facility providing respite under this subrule shall not exceed the facility’s licensed capacity,
and services shall be provided in locations consistent with licensure.

d. Respite provided outside the consumer’s home or the facility covered by the licensure,
certification, accreditation, or contract must be approved by the parent, guardian or primary caregiver
and the interdisciplinary team and must be consistent with the way the location is used by the general
public. Respite in these locations shall not exceed 72 continuous hours.

77.39(15) Supported employment providers.
a. Providers responsible for the payroll of consumers shall have policies that include, but are not

limited to:
(1) Consumer vacation, sick leave and holiday compensation.
(2) Procedures for payment schedules and pay scale.
(3) Procedures for provision of workers’ compensation insurance.
(4) Procedures for the determination and review of commensurate wages.
(5) Both state and federal department of labor requirements.
b. The department shall certify only public or private agencies to provide supported employment

services. The department does not recognize individuals as service providers under the supported
employment program.

77.39(16) Home and vehicle modification providers. The following providers may provide home
and vehicle modification:

a. Providers eligible to participate as home and vehicle modification providers under the elderly
or ill and handicapped waiver, enrolled as home and vehicle modification providers under the physical
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disability waiver, or certified as home and vehicle modification providers under the physical disability
waiver.

b. Community businesses that have all necessary licenses and permits to operate in conformity
with federal, state, and local laws and regulations and that submit verification of current liability and
workers’ compensation insurance.

77.39(17) Personal emergency response system providers. Personal emergency response system
providers shall be agencies which meet the conditions of participation set forth in subrule 77.33(2).

a. Providers shall be certified annually.
b. The service provider shall submit documentation to the department supporting continued

compliance with the requirements set forth in subrule 77.33(2) 90 days before the expiration of the
current certification.

77.39(18) Transportation service providers. This service is not to be provided at the same time as
supported community service, which includes transportation. The following providers may provide
transportation:

a. Area agencies on aging as designated in rule 321—4.4(231) or with letters of approval from
the area agencies on aging stating the organization is qualified to provide transportation services.

b. Community action agencies as designated in Iowa Code section 216A.93.
c. Regional transit agencies as recognized by the Iowa department of transportation.
d. Providers with purchase of service contracts to provide transportation pursuant to 441—Chapter

150.
e. Nursing facilities licensed pursuant to Iowa Code chapter 135C.
77.39(19) Specialized medical equipment providers. The following providers may provide

specialized medical equipment:
a. Medical equipment and supply dealers participating as providers in the Medicaid program.
b. Retail and wholesale businesses participating as providers in the Medicaid program which

provide specialized medical equipment as defined in 441—subrule 78.43(8).
77.39(20) Adult day care providers. Adult day care providers shall be agencies that are certified

by the department of inspections and appeals as being in compliance with the standards for adult day
services programs adopted by the department of elder affairs at 321—Chapter 24.

77.39(21) Family counseling and training providers. Family counseling and training providers shall
be one of the following:

a. Providers certified under the community mental health center standards established by the
mental health and developmental disabilities commission, set forth in 441—Chapter 24, Divisions I and
III, and that employ staff to provide family counseling and training who meet the definition of qualified
brain injury professional as set forth in rule 441—83.81(249A).

b. Providers licensed as meeting the hospice standards and requirements set forth in department of
inspections and appeals rules in 481—Chapter 53 or certified to meet the standards under the Medicare
program for hospice programs, and that employ staff who meet the definition of qualified brain injury
professional as set forth in rule 441—83.81(249A).

c. Providers accredited under the mental health service provider standards established by the
mental health and developmental and disabilities commission, set forth in 441—Chapter 24, Divisions
I and IV, and that employ staff to provide family counseling and training who meet the definition of
qualified brain injury professional as set forth in rule 441—83.81(249A).

d. Individuals who meet the definition of qualified brain injury professional as set forth in rule
441—83.81(249A).

e. Agencies certified as brain injury waiver providers pursuant to rule 441—77.39(249A) that
employ staff to provide family counseling who meet the definition of a qualified brain injury professional
as set forth in rule 441—83.81(249A).

77.39(22) Prevocational services providers. Providers of prevocational services must meet the
Commission on Accreditation of Rehabilitation Facilities standards for work adjustment service
providers.
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77.39(23) Behavioral programming providers. Behavioral programming providers shall be required
to have experience with or training regarding the special needs of persons with a brain injury. In addition,
they must meet the following requirements.

a. Behavior assessment, and development of an appropriate intervention plan, and periodic
reassessment of the plan, and training of staff who shall implement the plan must be done by a qualified
brain injury professional as defined in rule 441—83.81(249A). Formal assessment of the consumers’
intellectual and behavioral functioning must be done by a licensed psychologist or a psychiatrist who
is certified by the American Board of Psychiatry.

b. Implementation of the plan and training and supervision of caregivers, including family
members, must be done by behavioral aides who have been trained by a qualified brain injury
professional as defined in rule 441—83.81(249A) and who are employees of one of the following:

(1) Agencies which are certified under the community mental health center standards established
by the mental health and developmental disabilities commission, set forth in 441—Chapter 24, Divisions
I and III.

(2) Agencies which are licensed as meeting the hospice standards and requirements set forth in
department of inspections and appeals rules 481—Chapter 53 or which are certified to meet the standards
under the Medicare program for hospice programs.

(3) Agencies which are accredited under the mental health service provider standards established
by the mental health and disabilities commission, set forth in 441—Chapter 24, Divisions I and IV.

(4) Home health aide providers meeting the standards set forth in subrule 77.33(3). Home health
aide providers certified by Medicare shall be considered to have met these standards.

(5) Brain injury waiver providers certified pursuant to rule 441—77.39(249A).
77.39(24) Consumer-directed attendant care service providers. The following providers may

provide consumer-directed attendant care service:
a. An individual who contracts with the consumer to provide attendant care service and who is:
(1) At least 18 years of age.
(2) Qualified by training or experience to carry out the consumer’s plan of care pursuant to the

department-approved case plan or individual comprehensive plan.
(3) Not the spouse of the consumer or a parent or stepparent of a consumer aged 17 or under.
(4) Not the recipient of respite services paid through home- and community-based services on the

behalf of a consumer who receives home- and community-based services.
b. Home care providers that have a contract with the department of public health or have

written certification from the department of public health stating they meet the home care standards
and requirements set forth in department of public health rules 641—80.5(135), 641—80.6(135), and
641—80.7(135).

c. Home health agencies which are certified to participate in the Medicare program.
d. Chore providers subcontracting with area agencies on aging or with letters of approval from

the area agencies on aging stating that the organization is qualified to provide chore services.
e. Community action agencies as designated in Iowa Code section 216A.93.
f. Providers certified under an HCBS waiver for supported community living.
g. Assisted living programs that are voluntarily accredited or certified by the department of elder

affairs.
h. Adult day service providers that meet the conditions of participation for adult day care

providers as specified at 441—subrule 77.30(3), 77.33(1), 77.34(7), or 77.39(20) and that have provided
a point-in-time letter of notification from the department of elder affairs or an area agency on aging
stating the adult day service provider also meets the requirements of department of elder affairs rules in
321—Chapter 25.

77.39(25) Interim medical monitoring and treatment providers.
a. The following providers may provide interim medical monitoring and treatment services:
(1) Child care facilities, which are defined as child care centers, preschools, or child development

homes registered pursuant to 441—Chapter 110.
(2) Rescinded IAB 9/1/04, effective 11/1/04.
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(3) Rescinded IAB 9/1/04, effective 11/1/04.
(4) Home health agencies certified to participate in the Medicare program.
(5) Supported community living providers certified according to subrule 77.37(14) or 77.39(13).
b. Staff requirements. Staffmembers providing interimmedicalmonitoring and treatment services

to consumers shall meet all of the following requirements:
(1) Be at least 18 years of age.
(2) Not be the spouse of the consumer or a parent or stepparent of the consumer if the consumer is

aged 17 or under.
(3) Not be a usual caregiver of the consumer.
(4) Be qualified by training or experience, as determined by the usual caregivers and a licensed

medical professional on the consumer’s interdisciplinary team and documented in the service plan,
to provide medical intervention or intervention in a medical emergency necessary to carry out the
consumer’s plan of care.

c. Service documentation. Providers shall maintain clinical and fiscal records necessary to
fully disclose the extent of services furnished to consumers. Records shall specify by service date the
procedures performed, together with information concerning progress of treatment.

77.39(26) Financial management service. Consumers who elect the consumer choices option shall
work with a financial institution that meets the qualifications in subrule 77.30(13).

77.39(27) Independent support brokerage. Consumers who elect the consumer choices option shall
work with an independent support broker who meets the qualifications in subrule 77.30(14).

77.39(28) Self-directed personal care. Consumers who elect the consumer choices option may
choose to purchase self-directed personal care services from an individual or business that meets the
requirements in subrule 77.30(15).

77.39(29) Individual-directed goods and services. Consumers who elect the consumer choices
option may choose to purchase individual-directed goods and services from an individual or business
that meets the requirements in subrule 77.30(16).

77.39(30) Self-directed community supports and employment. Consumers who elect the consumer
choices option may choose to purchase self-directed community supports and employment from an
individual or business that meets the requirements in subrule 77.30(17).

This rule is intended to implement Iowa Code section 249A.4.

441—77.40(249A) Lead inspection agencies.   The Iowa department of public health and agencies
certified by the Iowa department of public health pursuant to 641—subrule 70.5(5) are eligible to
participate in the Medicaid program as providers of lead inspection services.

This rule is intended to implement Iowa Code section 249A.4.

441—77.41(249A) HCBS physical disability waiver service providers.   Providers shall be eligible to
participate in the Medicaid physical disability waiver program if they meet the requirements in this rule
and the subrules applicable to the individual service. Enrolled providers shall maintain the certification
listed in the applicable subrules in order to remain eligible providers.

Services shall be rendered by a person who is at least 16 years old (except as otherwise provided
in this rule) and is not the spouse of the consumer served or the parent or stepparent of a consumer
aged 17 or under. People who are 16 or 17 years old must be employed and supervised by an enrolled
HCBS provider unless they are employed to provide self-directed personal care services through the
consumer choices option. A person hired for self-directed personal care services need not be supervised
by an enrolled HCBS provider. A person hired through the consumer choices option for independent
support brokerage, self-directed personal care, individual-directed goods and services, or self-directed
community support and employment is not required to enroll as a Medicaid provider and is not subject
to the requirements of subrule 77.41(1).

77.41(1) Enrollment process. Reviews of compliance with standards for initial enrollment shall be
conducted by the department’s quality assurance staff. Enrollment carries no assurance that the approved
provider will receive funding.



Ch 77, p.46 Human Services[441] IAC 12/3/08

Review of a provider may occur at any time.
The department may request any information from the prospective service provider that is pertinent

to arriving at an enrollment decision. This may include, but is not limited to:
a. Current accreditations, evaluations, inspection reports, and reviews by regulatory and licensing

agencies and associations.
b. Fiscal capacity of the prospective provider to initiate and operate the specified programs on an

ongoing basis.
c. The prospective provider’s written agreement to work cooperatively with the state and central

point of coordination in the counties to be served by the provider.
77.41(2) Consumer-directed attendant care providers. The following providers may provide

consumer-directed attendant care service:
a. An individual who contracts with the consumer to provide consumer-directed attendant care

and who is:
(1) At least 18 years of age.
(2) Qualified by training or experience to carry out the consumer’s plan of care pursuant to the

department-approved case plan or individual comprehensive plan.
(3) Not the spouse or guardian of the consumer.
(4) Not the recipient of respite services paid through home- and community-based services on

behalf of a consumer who receives home- and community-based services.
b. Home care providers that have a contract with the department of public health or have written

certification from the department of public health stating that they meet the home care standards and
requirements set forth in department of public health rules 641—80.5(135), 641—80.6(135), and
641—80.7(135).

c. Home health agencies that are certified to participate in the Medicare program.
d. Chore providers subcontracting with area agencies on aging or with letters of approval from

the area agencies on aging stating that the organization is qualified to provide chore services.
e. Community action agencies as designated in Iowa Code section 216A.103.
f. Providers certified under an HCBS waiver for supported community living.
g. Assisted living programs that are voluntarily accredited or certified by the department of elder

affairs.
h. Adult day service providers which meet the conditions of participation for adult day care

providers as specified at 441—subrule 77.30(3), 77.33(1), 77.34(7), or 77.39(20) and which have
provided a point-in-time letter of notification from the department of elder affairs or an area agency on
aging stating the adult day service provider also meets the requirements of department of elder affairs
rules in 321—Chapter 25.

77.41(3) Home and vehicle modification providers. The following providers may provide home and
vehicle modifications:

a. Providers eligible to participate as home and vehicle modification providers under the elderly
or ill and handicapped waiver or certified as home and vehicle modification providers under the mental
retardation or brain injury waiver.

b. Community businesses that have all necessary licenses and permits to operate in conformity
with federal, state, and local laws and regulations and that submit verification of current liability and
workers’ compensation insurance.

77.41(4) Personal emergency response system providers. Personal emergency response system
providers shall be agencies which meet the conditions of participation set forth in subrule 77.33(2).

77.41(5) Specialized medical equipment providers. The following providers may provide
specialized medical equipment:

a. Medical equipment and supply dealers participating as providers in the Medicaid program.
b. Retail and wholesale businesses participating as providers in the Medicaid program which

provide specialized medical equipment as defined in 441—subrule 78.46(4).
77.41(6) Transportation service providers. The following providers may provide transportation:
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a. Area agencies on aging as designated in 321—4.4(231) or with letters of approval from the area
agencies on aging stating the organization is qualified to provide transportation services.

b. Community action agencies as designated in Iowa Code section 216A.93.
c. Regional transit agencies as recognized by the Iowa department of transportation.
d. Nursing facilities licensed pursuant to Iowa Code chapter 135C.
77.41(7) Financial management service. Consumers who elect the consumer choices option shall

work with a financial institution that meets the qualifications in subrule 77.30(13).
77.41(8) Independent support brokerage. Consumers who elect the consumer choices option shall

work with an independent support broker who meets the qualifications in subrule 77.30(14).
77.41(9) Self-directed personal care. Consumers who elect the consumer choices option may

choose to purchase self-directed personal care services from an individual or business that meets the
requirements in subrule 77.30(15).

77.41(10) Individual-directed goods and services. Consumers who elect the consumer choices
option may choose to purchase individual-directed goods and services from an individual or business
that meets the requirements in subrule 77.30(16).

77.41(11) Self-directed community supports and employment. Consumers who elect the consumer
choices option may choose to purchase self-directed community supports and employment from an
individual or business that meets the requirements in subrule 77.30(17).

This rule is intended to implement Iowa Code section 249A.4.

441—77.42(249A) Rehabilitation services to adults with chronic mental illness
providers.   Rescinded IAB 8/1/07, effective 9/5/07.

441—77.43(249A) Infant and toddler program providers.   An agency is eligible to participate
in the medical assistance program as a provider of infant and toddler program services under rule
441—78.49(249A) if the agency:

1. Is in good standing under the infants and toddlers with disabilities program administered by
the department of education, the department of public health, the department of human services, and
the Iowa Child Health Specialty Clinics pursuant to the interagency agreement between these agencies
under Subchapter III of the federal Individuals with Disabilities Education Act (IDEA); and

2. Meets the following additional requirements.
77.43(1) Licensure. Covered services shall be provided by personnel who are licensed, endorsed,

registered, recognized, or qualified as provided in this subrule and shall be within the scope of the
applicable license, endorsement, registration, recognition, or qualification.

a. Personnel providing audiological or speech-language services shall be licensed by the
Iowa board of speech pathology and audiology as a speech pathologist or audiologist pursuant to
645—Chapters 299, 300 and 303 through 305.

b. Personnel providing physical therapy shall be licensed by the Iowa board of physical and
occupational therapy as a physical therapist pursuant to 645—Chapters 199 through 204.

c. Personnel providing occupational therapy shall be licensed by the Iowa board of physical and
occupational therapy as an occupational therapist pursuant to 645—Chapters 205 through 210.

d. Personnel providing psychological evaluations and counseling or psychotherapy services shall
be:

(1) Endorsed by the Iowa board of educational examiners as a school psychologist pursuant to rule
282—15.11(272);

(2) Licensed by the Iowa board of psychology as a psychologist pursuant to 645—Chapters 239
through 243;

(3) Licensed by the Iowa board of social work as a social worker pursuant to 645—Chapters 279
through 284;

(4) Licensed by the Iowa board of medicine as a physician pursuant to 653—Chapters 9 through
11; or



Ch 77, p.48 Human Services[441] IAC 12/3/08

(5) Registered by the Iowa nursing board as an advanced registered nurse practitioner pursuant to
655—Chapter 7.

e. Personnel providing nursing services shall be licensed by the Iowa nursing board as a registered
or licensed practical nurse pursuant to 655—Chapters 3 through 6.

f. Personnel providing vision services shall be:
(1) Licensed by the Iowa nursing board as a registered or licensed practical nurse pursuant to

655—Chapters 3 through 6;
(2) Licensed by the Iowa board of medicine as a physician pursuant to 653—Chapters 9 through

11; or
(3) Licensed by the Iowa board of optometry as an optometrist pursuant to 645—Chapter 180.
g. Developmental services shall be provided by personnel who meet standards established

pursuant to department of education rule 281—120.19(34CFR303).
h. Medical transportation shall be provided by licensed drivers.
i. Other services shall be provided by staff who are:
(1) Recognized as a special education paraprofessional pursuant to department of education rule

281—41.403(256B);
(2) Endorsed by the Iowa board of educational examiners as a school psychologist pursuant to rule

282—15.11(272);
(3) Endorsed by the Iowa board of educational examiners as a speech-language pathologist

pursuant to rule 282—15.12(272);
(4) Endorsed by the Iowa board of educational examiners as an orientation and mobility specialist

pursuant to rule 282—15.15(272);
(5) Endorsed by the Iowa board of educational examiners as a school occupational therapist

pursuant to rule 282—15.16(272);
(6) Endorsed by the Iowa board of educational examiners as a school physical therapist pursuant

to rule 282—15.17(272);
(7) Endorsed by the Iowa board of educational examiners as a special education nurse pursuant to

rule 282—15.18(272);
(8) Endorsed by the Iowa board of educational examiners as a school social worker pursuant to

rule 282—15.19(272);
(9) Licensed by the Iowa nursing board as a registered or licensed practical nurse pursuant to

655—Chapters 3 through 6; or
(10) Licensed by the Iowa board of medicine as a physician pursuant to 653—Chapters 9 through

11.
77.43(2) Documentation requirements. As a condition of participation, the provider shall be

responsible for maintaining accurate and current documentation of services provided in the child’s
record. Documentation of all services performed is required and must include:

a. Date, time, location, and description of each service provided and identification of the individual
rendering the service by name and professional or paraprofessional designation.

b. An assessment and response to interventions and services.
c. An individual family service plan (IFSP) including all changes and revisions, as developed by

the service coordinator pursuant to rule 281—41.5(256B,34CFR300).
d. Documentation of progress toward achieving the child’s or family’s action steps and outcomes

as identified in the individual family service plan (IFSP).
This rule is intended to implement Iowa Code section 249A.4.

441—77.44(249A) Local education agency services providers.   School districts accredited by the
department of education pursuant to 281—Chapter 12, the Iowa Braille and Sight Saving School
governed by the state board of regents pursuant to Iowa Code section 262.7(4), and the State School for
the Deaf governed by the state board of regents pursuant to Iowa Code section 262.7(5) are eligible to
participate in the medical assistance program as providers of local education agency (LEA) services
under rule 441—78.50(249A) if the following conditions are met.
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77.44(1) Licensure. Covered services shall be provided by personnel who are licensed, endorsed,
registered, recognized, or qualified as provided in this subrule and shall be within the scope of the
applicable license, endorsement, registration, recognition, or qualification.

a. Personnel providing audiological or speech-language services shall be licensed by the
Iowa board of speech pathology and audiology as a speech pathologist or audiologist pursuant to
645—Chapters 299, 300 and 303 through 305.

b. Personnel providing physical therapy shall be licensed by the Iowa board of physical and
occupational therapy as a physical therapist pursuant to 645—Chapters 199 through 204.

c. Personnel providing occupational therapy shall be licensed by the Iowa board of physical and
occupational therapy as an occupational therapist pursuant to 645—Chapters 205 through 210.

d. Personnel providing psychological evaluations and counseling or psychotherapy services shall
be:

(1) Endorsed by the Iowa board of educational examiners as a school psychologist pursuant to rule
282—15.11(272);

(2) Licensed by the Iowa board of psychology as a psychologist pursuant to 645—Chapters 239
through 243;

(3) Licensed by the Iowa board of social work as a social worker pursuant to 645—Chapters 279
through 284;

(4) Licensed by the Iowa board of medicine as a physician pursuant to 653—Chapters 9 through
11; or

(5) Registered by the Iowa nursing board as an advanced registered nurse practitioner pursuant to
655—Chapter 7.

e. Personnel providing nursing services shall be licensed by the Iowa nursing board as a registered
or licensed practical nurse pursuant to 655—Chapters 3 through 6.

f. Personnel providing vision services shall be:
(1) Licensed by the Iowa nursing board as a registered or licensed practical nurse pursuant to

655—Chapters 3 through 6;
(2) Licensed by the Iowa board of medicine as a physician pursuant to 653—Chapters 9 through

11; or
(3) Licensed by the Iowa board of optometry as an optometrist pursuant to 645—Chapter 180.
g. Developmental services shall be provided by personnel who meet standards established

pursuant to department of education rule 281—120.19(34CFR303).
h. Medical transportation shall be provided by licensed drivers.
i. Other services shall be provided by staff who are:
(1) Recognized as a special education paraprofessional pursuant to department of education rule

281—41.403(256B);
(2) Endorsed by the Iowa board of educational examiners as a school psychologist pursuant to rule

282—15.11(272);
(3) Endorsed by the Iowa board of educational examiners as a speech-language pathologist

pursuant to rule 282—15.12(272);
(4) Endorsed by the Iowa board of educational examiners as an orientation and mobility specialist

pursuant to rule 282—15.15(272);
(5) Endorsed by the Iowa board of educational examiners as a school occupational therapist

pursuant to rule 282—15.16(272);
(6) Endorsed by the Iowa board of educational examiners as a school physical therapist pursuant

to rule 282—15.17(272);
(7) Endorsed by the Iowa board of educational examiners as a special education nurse pursuant to

rule 282—15.18(272);
(8) Endorsed by the Iowa board of educational examiners as a school social worker pursuant to

rule 282—15.19(272);
(9) Licensed by the Iowa nursing board as a registered or licensed practical nurse pursuant to

655—Chapters 3 through 6; or



Ch 77, p.50 Human Services[441] IAC 12/3/08

(10) Licensed by the Iowa board of medicine as a physician pursuant to 653—Chapters 9 through
11.

77.44(2) Documentation requirements. As a condition of participation, the provider shall be
responsible for maintaining accurate and current documentation in the child’s record. Documentation
of all services performed is required and must include:

a. Date, time, duration, location, and description of each service delivered and identification of
the individual rendering the service by name and professional or paraprofessional designation.

b. An assessment and response to interventions and services.
c. Progress toward goals in the individual education plan (IEP) or individual health plan (IHP)

pursuant to 281—Chapter 41, Division VIII, or 281—subrule 41.96(1).
This rule is intended to implement Iowa Code section 249A.4.

441—77.45(249A) Indian health service 638 facilities.   A health care facility owned and operated by
American Indian or Alaskan native tribes or tribal organizationswith funding authorized by Title I or Title
III of the Indian Self-Determination and Education Assistance Act (P.L. 93-638) is eligible to participate
in the medical assistance program if the following conditions are met:

77.45(1) Licensure. Services must be rendered by practitioners who meet applicable professional
licensure requirements.

77.45(2) Documentation. Medical records must be maintained at the same standards as are required
for the applicable licensed medical practitioner.

This rule is intended to implement Iowa Code section 249A.4.

441—77.46(249A) HCBS children’s mental health waiver service providers.   HCBS children’s
mental health waiver services shall be rendered by provider agencies that meet the general provider
standards in subrule 77.46(1) and also meet the standards in subrules 77.46(2) to 77.46(5) that are
specific to the waiver services provided. A provider that is approved for the same service under another
HCBS Medicaid waiver shall be eligible to enroll for that service under the children’s mental health
waiver.

77.46(1) General provider standards. All providers of HCBS children’s mental health waiver
services shall meet the following standards:

a. Fiscal capacity. Providers must demonstrate the fiscal capacity to provide services on an
ongoing basis.

b. Direct care staff.
(1) Direct care staff must be at least 18 years of age.
(2) Providers must complete child abuse, dependent adult abuse, and criminal background

screenings pursuant to Iowa Code section 249A.29 before employment of a staff member who will
provide direct care.

(3) Direct care staff may not be the spouse of the consumer or the parent or stepparent of the
consumer.

c. Outcome-based standards and quality assurance.
(1) Providers shall implement the following outcome-based standards for the rights and dignity of

children with serious emotional disturbance:
1. Consumers are valued.
2. Consumers are a part of community life.
3. Consumers develop meaningful goals.
4. Consumers maintain physical and mental health.
5. Consumers are safe.
6. Consumers and their families have an impact on the services received.
(2) The department’s quality assurance staff shall conduct random quality assurance reviews to

assess the degree to which the outcome-based standards have been implemented in service provision.
Results of outcome-based quality assurance reviews shall be forwarded to the certifying or accrediting
entity.
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(3) A quality assurance review shall include interviews with the consumer and the consumer’s
parents or legal guardian, with informed consent, and interviews with designated targeted case managers.

(4) A quality assurance review may include interviews with provider staff, review of case files,
review of staff training records, review of compliance with the general provider standards in this subrule,
and review of other organizational policies and procedures and documentation.

(5) Corrective action shall be required if the quality assurance review demonstrates that service
provision or provider policies and procedures do not reflect the outcome-based standards. Technical
assistance for corrective action shall be available from the department’s quality assurance staff.

d. Incident reporting. The provider shall document major and minor incidents and make the
incident reports and related documentation available to the department upon request. The provider
shall ensure cooperation in providing pertinent information regarding incidents as requested by the
department.

(1) Major incident defined. A “major incident” means an occurrence involving a consumer that:
1. Results in a physical injury to or by the consumer that requires a physician’s treatment or

admission to a hospital;
2. Results in a consumer’s death or the death of another person;
3. Requires emergency mental health treatment for the consumer;
4. Requires the intervention of law enforcement;
5. Requires a report of child abuse pursuant to Iowa Code section 232.69; or
6. Constitutes a prescription medication error or a pattern of medication errors that could lead to

the outcome in numbered paragraph “1,” “2,” or “3.”
(2) Minor incident defined. A “minor incident” means an occurrence involving a consumer during

service provision that is not a major incident and that:
1. Results in the application of basic first aid;
2. Results in bruising;
3. Results in seizure activity;
4. Results in injury to self, to others, or to property; or
5. Constitutes a prescription medication error.
(3) Report form. Eachmajor or minor incident occurring during service provision shall be recorded

on an incident report form. The form shall be completed and signed by the provider staff who were
directly involved at the time of the incident or who first became aware of the incident. The report shall
include the following information:

1. The name of the consumer involved.
2. The date and time the incident occurred.
3. A description of the incident, including designation of the incident as a major or minor incident.
4. The names of all provider staff and others who were present at the time of the incident

or responded after becoming aware of the incident. The confidentiality of other waiver-eligible or
non-waiver-eligible consumers who were involved in the incident must be maintained by the use of
initials or other means.

5. The action that the staff took to manage the incident.
6. The resolution of or follow-up to the incident.
(4) Reporting procedure for major incidents. When a major incident occurs or when staff becomes

aware of a major incident, the procedure shall be as follows:
1. Provider staff shall notify the supervisor immediately.
2. The supervisor shall immediately notify the consumer’s case manager and the consumer’s

parents or legal guardian, unless the parent or legal guardian is suspected as the perpetrator. If a parent
or legal guardian is suspected as the perpetrator, the supervisor shall follow the procedure for reporting
child abuse according to Iowa Code section 232.69.

3. Provider staff shall complete the incident report and forward the report to the supervisor within
24 hours of the incident.
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4. Within 72 hours of the incident, the supervisor shall send a copy of the incident report to the
consumer’s case manager, the department’s quality assurance staff, and the consumer’s parents or legal
guardian.

5. The provider shall file a copy of the incident report in a centralized location and make a notation
in the consumer’s case file.

(5) Reporting procedure for minor incidents. When a minor incident occurs:
1. Provider staff shall notify the consumer’s parents or legal guardian immediately.
2. Provider staff shall complete an incident report and submit the report to the supervisor within

24 hours of the minor incident.
3. Provider staff shall make a notation in the consumer’s case file.
4. The supervisor shall file the incident report in a centralized location.
77.46(2) Environmental modifications, adaptive devices, and therapeutic resources providers. The

following agencies may provide environmental modifications, adaptive devices, and therapeutic
resources under the children’s mental health waiver:

a. A community business that:
(1) Possesses all necessary licenses and permits to operate in conformity with federal, state, and

local statutes and regulations, including Iowa Code chapter 490; and
(2) Submits verification of current liability and workers’ compensation insurance.
b. A retail or wholesale business that otherwise participates as a provider in theMedicaid program.
c. A home and vehicle modification provider enrolled under another HCBS Medicaid waiver.
d. A provider enrolled under the HCBS mental retardation or brain injury waiver as a supported

community living provider.
e. Aprovider enrolled under theHCBS children’smental health waiver as a family and community

support services provider.
77.46(3) Family and community support services providers.
a. Qualified providers. The following agencies may provide family and community support

services under the children’s mental health waiver:
(1) Rehabilitative treatment services skill development providers certified in good standing under

441—185.10(234).
(2) Community mental health centers accredited in good standing as providers of outpatient

psychotherapy and counseling under 441—Chapter 24.
b. Staff training. The agency shall meet the following training requirements as a condition of

providing family and community support services under the children’s mental health waiver:
(1) Within one month of employment, staff members must receive the following training:
1. Orientation regarding the agency’s mission, policies, and procedures; and
2. Orientation regarding HCBS philosophy and outcomes for rights and dignity found in

77.36(1)“c” for the children’s mental health waiver.
(2) Within four months of employment, staff members must receive training regarding the

following:
1. Serious emotional disturbance in children and provision of services to children with serious

emotional disturbance;
2. Confidentiality;
3. Provision of medication according to agency policy and procedure;
4. Identification and reporting of child abuse;
5. Incident reporting;
6. Documentation of service provision;
7. Appropriate behavioral interventions; and
8. Professional ethics.
(3) Until a staff member receives the training identified in subparagraphs (1) and (2), the staff

member shall not provide any direct service without the presence of experienced staff.
(4) Within the first year of employment, staff members must complete 24 hours of training in

children’s mental health issues.
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(5) During each consecutive year of employment, staff membersmust complete 12 hours of training
in children’s mental health issues.

c. Support of crisis intervention plan. As a condition of providing services under the children’s
mental health waiver, a family and community support provider shall develop and implement policies
and procedures for maintaining the integrity of the individualized crisis intervention plan as defined
in 441—24.1(225C) that is developed by each consumer’s interdisciplinary team. The policies and
procedures shall address:

(1) Sharing with the case manager and the interdisciplinary team information pertinent to the
development of the consumer’s crisis intervention plan.

(2) Training staff before service provision, in cooperation with the consumer’s parents or legal
guardian, regarding the consumer’s individual mental health needs and individualized supports as
identified in the crisis intervention plan.

(3) Ensuring that all staff have access to a written copy of the most current crisis intervention plan
during service provision.

(4) Ensuring that the plan contains current and accurate information by updating the case manager
within 24 hours regarding any circumstance or issue that would have an impact on the consumer’s mental
health or change the consumer’s crisis intervention plan.

d. Intake, admission, and discharge. As a condition of providing services under the children’s
mental health waiver, a family and community support provider shall have written policies and
procedures for intake, admission, and discharge.

77.46(4) In-home family therapy providers.
a. Qualified providers. The following agencies may provide in-home family therapy under the

children’s mental health waiver:
(1) Community mental health centers accredited in good standing as providers of outpatient

psychotherapy and counseling under 441—Chapter 24.
(2) Rehabilitative treatment services therapy and counseling providers certified in good standing

under 441—185.10(234).
b. Staff training. The agency shall meet the following training requirements as a condition of

providing in-home family therapy under the children’s mental health waiver:
(1) Within one month of employment, staff members must receive the following training:
1. Orientation regarding the agency’s mission, policies, and procedures; and
2. Orientation regarding HCBS philosophy and outcomes for rights and dignity found in

77.46(1)“c” for the children’s mental health waiver.
(2) Within four months of employment, staff members must receive training regarding the

following:
1. Serious emotional disturbance in children and service provision to children with serious

emotional disturbance;
2. Confidentiality;
3. Provision of medication according to agency policy and procedure;
4. Identification and reporting of child abuse;
5. Incident reporting;
6. Documentation of service provision;
7. Appropriate behavioral interventions; and
8. Professional ethics.
(3) Until a staff member receives the training identified in subparagraphs (1) and (2), the staff

member shall not provide any direct service without the presence of experienced staff.
(4) Within the first year of employment, staff members must complete 24 hours of training in

children’s mental health issues.
(5) During each consecutive year of employment, staff membersmust complete 12 hours of training

in children’s mental health issues.
c. Support of crisis intervention plan. As a condition of providing services under the children’s

mental health waiver, an in-home family therapy provider shall develop and implement policies and
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procedures for maintaining the integrity of the individualized crisis intervention plan as defined in
441—24.1(225C) that is developed by each consumer’s interdisciplinary team. The policies and
procedures shall address:

(1) Sharing with the case manager and the interdisciplinary team information pertinent to the
development of the consumer’s crisis intervention plan.

(2) Training staff before service provision, in cooperation with the consumer’s parents or legal
guardian, regarding the consumer’s individual mental health needs and individualized supports as
identified in the crisis intervention plan.

(3) Ensuring that all staff have access to a written copy of the most current crisis intervention plan
during service provision.

(4) Ensuring that the plan contains current and accurate information by updating the case manager
within 24 hours regarding any circumstance or issue that would have an impact on the consumer’s mental
health or change the consumer’s crisis intervention plan.

d. Intake, admission, and discharge. As a condition of providing services under the children’s
mental health waiver, an in-home family therapy provider shall have written policies and procedures for
intake, admission, and discharge.

77.46(5) Respite care providers.
a. Qualified providers. The following agencies may provide respite services under the children’s

mental health waiver:
(1) Providers certified or enrolled as respite providers under another Medicaid HCBS waiver.
(2) Group living foster care facilities for children licensed in good standing by the department

according to 441—Chapters 112 and 114 to 116.
(3) Child care centers licensed in good standing by the department according to 441—Chapter 109

and child development homes registered according to 441—Chapter 110.
(4) Camps certified in good standing by the American Camping Association.
(5) Home health agencies that are certified in good standing to participate in theMedicare program.
(6) Home care agencies that meet the requirements set forth in department of public health rule

641—80.7(135).
(7) Adult day care providers that are certified in good standing by the department of inspections

and appeals as being in compliance with the standards for adult day services programs adopted by the
department of elder affairs at 321—Chapter 24.

(8) Assisted living programs certified in good standing by the department of inspections and
appeals.

(9) Residential care facilities for persons with mental retardation licensed in good standing by the
department of inspections and appeals.

(10) Nursing facilities, intermediate care facilities for the mentally retarded, and hospitals enrolled
as providers in the Iowa Medicaid program.

b. Staff training. The agency shall meet the following training requirements as a condition of
providing respite care under the children’s mental health waiver:

(1) Within one month of employment, staff members must receive the following training:
1. Orientation regarding the agency’s mission, policies, and procedures; and
2. Orientation regarding HCBS philosophy and outcomes for rights and dignity for the children’s

mental health waiver in 77.46(1)“c.”
(2) Within four months of employment, staff members must receive training regarding the

following:
1. Serious emotional disturbance in children and provision of services to children with serious

emotional disturbance;
2. Confidentiality;
3. Provision of medication according to agency policy and procedure;
4. Identification and reporting of child abuse;
5. Incident reporting;
6. Documentation of service provision;
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7. Appropriate behavioral interventions; and
8. Professional ethics.
(3) Until a staff member receives the training identified in subparagraphs (1) and (2), the staff

member shall not provide any direct service without the oversight of supervisory staff and shall obtain
feedback from the family within 24 hours of service provision.

(4) Within the first year of employment, staff members must complete 24 hours of training in
children’s mental health issues.

(5) During each consecutive year of employment, staff membersmust complete 12 hours of training
in children’s mental health issues.

c. Consumer-specific information. The following information must be written, current, and
accessible to the respite provider during service provision:

(1) The consumer’s legal and preferred name, birth date, and age, and the address and telephone
number of the consumer’s usual residence.

(2) The consumer’s typical schedule.
(3) The consumer’s preferences in activities and foods or any other special concerns.
(4) The consumer’s crisis intervention plan.
d. Written notification of injury. The respite provider shall inform the parent, guardian or usual

caregiver that written notification must be given to the respite provider of any recent injuries or illnesses
that have occurred before respite provision.

e. Medication dispensing. Respite providers shall develop policies and procedures for the
dispensing, storage, and recording of all prescription and nonprescription medications administered
during respite provision. Home health agencies must follow Medicare regulations regarding medication
dispensing.

f. Support of crisis intervention plan. As a condition of providing services under the children’s
mental health waiver, a respite provider shall develop and implement policies and procedures for
maintaining the integrity of the individualized crisis intervention plan as defined in 441—24.1(225C)
that is developed by each consumer’s interdisciplinary team. The policies and procedures shall address:

(1) Sharing with the case manager and the interdisciplinary team information pertinent to the
development of the consumer’s crisis intervention plan.

(2) Training staff before service provision, in cooperation with the consumer’s parents or legal
guardian, regarding the consumer’s individual mental health needs and individualized supports as
identified in the crisis intervention plan.

(3) Ensuring that all staff have access to a written copy of the most current crisis intervention plan
during service provision.

(4) Ensuring that the plan contains current and accurate information by updating the case manager
within 24 hours regarding any circumstance or issue that would have an impact on the consumer’s mental
health or change the consumer’s crisis intervention plan.

g. Service documentation. Documentation of respite care shall be made available to the consumer,
parents, guardian, or usual caregiver upon request.

h. Capacity. A facility providing respite care under this subrule shall not exceed the facility’s
licensed capacity, and services shall be provided in a location and for a duration consistent with the
facility’s licensure.

i. Service provided outside home or facility. For respite care to be provided in a location other
than the consumer’s home or the provider’s facility:

(1) The care must be approved by the parent, guardian or usual caregiver;
(2) The care must be approved by the interdisciplinary team in the consumer’s service plan;
(3) The care must be consistent with the way the location is used by the general public; and
(4) Respite care in these locations shall not exceed 72 continuous hours.
This rule is intended to implement Iowa Code section 249A.4 and 2005 Iowa Acts, chapter 167,

section 13, and chapter 117, section 3.
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[Filed 3/11/70, amended 6/21/73, 2/13/75, 3/21/75]
[Filed 6/25/76, Notice 5/17/76—published 7/12/76, effective 8/16/76]
[Filed 12/6/77, Notice 10/19/77—published 12/28/77, effective 2/1/78]
[Filed 2/8/78, Notice 12/28/78—published 3/8/78, effective 4/12/78]
[Filed without Notice 3/31/78—published 4/19/78, effective 7/1/78]
[Filed 2/26/82, Notice 10/14/81—published 3/17/82, effective 5/1/82]
[Filed 5/20/83, Notice 3/30/83—published 6/8/83, effective 8/1/83]
[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 4/29/85, Notice 2/27/85—published 5/22/85, effective 7/1/85]
[Filed 1/22/86, Notice 12/4/85—published 2/12/86, effective 4/1/86]
[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 emergency 8/28/87—published 9/23/87, effective 9/1/87]
[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 11/23/88 after Notices 7/13/88, 9/21/88—published 12/14/88, effective 1/1/89]

[Filed 12/8/88, Notice 10/19/88—published 12/28/88, effective 2/1/89]
[Filed 7/14/89, Notice 4/19/89—published 8/9/89, effective 10/1/89]
[Filed 9/15/89, Notice 8/9/89—published 10/4/89, effective 12/1/89]

[Filed emergency 12/15/89 after Notice 10/4/89—published 1/10/90, effective 1/1/90]
[Filed 4/13/90, Notice 11/29/90—published 5/2/90, effective 8/1/90]
[Filed 7/13/90, Notice 5/16/90—published 8/8/90, effective 10/1/90]
[Filed 10/12/90, Notice 8/8/90—published 10/31/90, effective 2/1/91]

[Filed emergency 1/17/91—published 2/6/91, effective 2/1/91]
[Filed 1/17/91, Notice 11/14/90—published 2/6/91, effective 4/1/91]
[Filed 3/14/91, Notice 2/6/91—published 4/3/91, effective 6/1/91]
[Filed 6/14/91, Notice 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, Notice 7/10/91—published 10/16/91, effective 12/1/91]

[Filed emergency 1/16/92 after Notice 11/27/91—published 2/5/92, effective 3/1/92]
[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 8/14/92, Notice 7/8/92—published 9/2/92, effective 11/1/92]
[Filed 9/11/92, Notice 7/8/92—published 9/30/92, effective 12/1/92]

[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 emergency 12/16/93 after Notice 10/27/93—published 1/5/94, effective 1/1/94]

[Filed 12/16/93, Notice 9/1/93—published 1/5/94, effective 3/1/94]
[Filed emergency 2/10/94 after Notice 1/5/94—published 3/2/94, effective 3/1/94]

[Filed 3/10/94, Notice 2/2/94—published 3/30/94, effective 6/1/94]
[Filed 11/9/94, Notice 9/14/94—published 12/7/94, effective 2/1/95]
[Filed 12/15/94, Notice 11/9/94—published 1/4/95, effective 3/5/95]
[Filed 5/11/95, Notice 3/29/95—published 6/7/95, effective 8/1/95]

[Filed 11/16/95, Notices 8/2/95, 9/13/95, 9/27/95—published 12/6/95, effective 2/1/96]
[Filed 7/10/96, Notice 4/24/96—published 7/31/96, effective 10/1/96]
[Filed 10/9/96, Notice 8/14/96—published 11/6/96, effective 1/1/97]
[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 emergency 5/14/97 after Notice 3/12/97—published 6/4/97, effective 7/1/97]
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[Filed 6/12/97, Notice 4/23/97—published 7/2/97, effective 9/1/97]
[Filed 11/12/97, Notice 9/10/97—published 12/3/97, effective 2/1/98]
[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 6/10/98]

[Filed 10/14/98, Notice 7/1/98—published 11/4/98, effective 12/9/98]
[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 emergency 9/13/99—published 10/6/99, effective 10/1/99]

[Filed 11/10/99, Notice 10/6/99—published 12/1/99, effective 2/1/00]
[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 9/12/00, Notice 6/14/00—published 10/4/00, effective 12/1/00]

[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 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 11/14/01, Notice 10/3/01—published 12/12/01, effective 2/1/02]◊
[Filed 12/12/01, Notice 7/11/01—published 1/9/02, effective 3/1/02]
[Filed 12/12/01, Notice 10/17/01—published 1/9/02, effective 3/1/02]◊

[Filed emergency 1/9/02 after Notice 11/14/01—published 2/6/02, effective 2/1/02]
[Filed 1/9/02, Notice 11/14/01—published 2/6/02, effective 4/1/02]
[Filed 3/13/02, Notice 1/23/02—published 4/3/02, effective 6/1/02]
[Filed 7/15/02, Notice 5/1/02—published 8/7/02, effective 10/1/02]
[Filed emergency 11/18/02—published 12/11/02, effective 12/15/02]1

[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 6/14/04 after Notice 4/28/04—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 without Notice 5/4/05—published 5/25/05, effective 7/1/05]
[Filed emergency 9/21/05—published 10/12/05, effective 10/1/05]

[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 8/10/06 after Notice 3/15/06—published 8/30/06, effective 10/1/06]
[Filed emergency 9/14/06—published 10/11/06, effective 10/1/06]

[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 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 8/9/07, Notice 6/20/07—published 8/29/07, effective 11/1/07]
[Filed 6/11/08, Notice 4/23/08—published 7/2/08, effective 9/1/08]

[Filed emergency 10/14/08after Notice 7/16/08—published 11/5/08, effective 12/1/08]
[Filed 11/12/08, Notice 9/24/08—published 12/3/08, effective 2/1/09]

◊ Two or more ARCs
1 December 15, 2002, effective date of 77.37(14)“e”(2) and 77.39(13)“e” delayed 70 days by the Administrative Rules Review

Committee at its meeting held December 10, 2002; at its meeting held February 21, 2003, the Committee delayed the effective date
until adjournment of the 2003 Session of the General Assembly.
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CHAPTER 78
AMOUNT, DURATION AND SCOPE OF
MEDICAL AND REMEDIAL SERVICES

[Prior to 7/1/83, Social Services[770] Ch 78]
[Prior to 2/11/87, Human Services[498]]

441—78.1(249A) Physicians’ services.   Payment will be approved for all medically necessary services
and supplies provided by the physician including services rendered in the physician’s office or clinic, the
home, in a hospital, nursing home or elsewhere.

Payment shall be made for all services rendered by a doctor of medicine or osteopathy within the
scope of this practice and the limitations of state law subject to the following limitations and exclusions:

78.1(1) Payment will not be made for:
a. Drugs dispensed by a physician or other legally qualified practitioner (dentist, podiatrist,

therapeutically certified optometrist, physician assistant, or advanced registered nurse practitioner)
unless it is established that there is no licensed retail pharmacy in the community in which the legally
qualified practitioner’s office is maintained. Payment will not be made for biological supplies and drugs
provided free of charge to practitioners by the state department of public health. Rate of payment shall
be established as in subrule 78.2(2), but no professional fee shall be paid.

b. Routine physical examinations. Rescinded IAB 8/1/07, effective 8/1/07.
c. Treatment of certain foot conditions as specified in 78.5(2)“a,” “b,” and “c.”
d. Acupuncture treatments.
e. Rescinded 9/6/78.
f. Unproven or experimental medical and surgical procedures. The criteria in effect in the

Medicare program shall be utilized in determining when a given procedure is unproven or experimental
in nature.

g. Charges for surgical procedures on the “Outpatient/Same Day Surgery List” produced by
the Iowa Foundation for Medical Care or associated inpatient care charges when the procedure is
performed in a hospital on an inpatient basis unless the physician has secured approval from the
hospital’s utilization review department prior to the patient’s admittance to the hospital. Approval shall
be granted only when inpatient care is deemed to be medically necessary based on the condition of the
patient or when the surgical procedure is not performed as a routine, primary, independent procedure.
The “Outpatient/Same Day Surgery List” shall be published by the department in the provider manuals
for hospitals and physicians. The “Outpatient/Same Day Surgery List” shall be developed by the
Iowa Foundation for Medical Care, and shall include procedures which can safely and effectively be
performed in a doctor’s office or on an outpatient basis in a hospital. The Iowa Foundation for Medical
Care may add, delete, or modify entries on the “Outpatient/Same Day Surgery List.”

78.1(2) Drugs and supplies may be covered when prescribed by a legally qualified practitioner as
provided in this rule.

a. Drugs are covered as provided by rule 441—78.2(249A).
b. Medical supplies are payable when ordered by a legally qualified practitioner for a specific

rather than incidental use, subject to the conditions specified in rule 441—78.10(249A). When a member
is receiving care in a nursing facility or residential care facility, payment will be approved only for the
following supplies when prescribed by a legally qualified practitioner:

(1) Colostomy and ileostomy appliances.
(2) Colostomy and ileostomy care dressings, liquid adhesive and adhesive tape.
(3) Disposable irrigation trays or sets.
(4) Disposable catheterization trays or sets.
(5) Indwelling Foley catheter.
(6) Disposable saline enemas.
(7) Diabetic supplies including needles and syringes, blood glucose test strips, and diabetic urine

test supplies.
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c. Prescription records are required for all drugs as specified in Iowa Code sections 124.308,
155A.27 and 155A.29. For the purposes of the medical assistance program, prescriptions for medical
supplies are required and shall be subject to the same provisions.

d. Rescinded IAB 1/30/08, effective 4/1/08.
e. All physicians who administer vaccines which are available through the Vaccines for Children

program to Medicaid members shall enroll in the Vaccines for Children program. Vaccines available
through the Vaccines for Children program shall be obtained from the department of public health for
Medicaid members. Physicians shall, however, receive reimbursement for the administration of these
vaccines to Medicaid members.

f. Nonprescription drugs. Rescinded IAB 1/30/08, effective 4/1/08.
78.1(3) Payment will be approved for injections provided they are reasonable, necessary, and related

to the diagnosis and treatment of an illness or injury. When billing for an injection, the legally qualified
practitioner must specify the brand name of the drug and the manufacturer, the strength of the drug,
the amount administered, and the charge of each injection. When the strength and dosage of the drug
is not included, payment will be made based on the customary dosage. The following exclusions are
applicable.

a. Payment will not be approved for injections when they are considered by standards of
medical practice not to be specific or effective treatment for the particular condition for which they are
administered.

b. Payment will not be approved for an injection when administered for a reason other than the
treatment of a particular condition, illness, or injury. When injecting an amphetamine or legend vitamin,
prior approval must be obtained as specified in 78.1(2)“a”(3).

c. Payment will not be approved when injection is not an indicated method of administration
according to accepted standards of medical practice.

d. Allergenic extract materials provided the patient for self-administration shall not exceed a
90-day supply.

e. Payment will not be approved when an injection is determined to fall outside of what is
medically reasonable or necessary based on basic standards of medical practice for the required level
of care for a particular condition.

f. Payment will not be approved for vaccines which are available through 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.

g. Payment will not be approved for injections of “covered Part D drugs” as defined by 42 U.S.C.
Section 1395w-102(e)(1)-(2) for any “Part D eligible individual” as defined in 42 U.S.C. Section
1395w-101(a)(3)(A), including an individual who is not enrolled in a Part D plan.

78.1(4) For the purposes of this program, cosmetic, reconstructive, or plastic surgery is surgery
which can be expected primarily to improve physical appearance or which is performed primarily for
psychological purposes or which restores form but which does not correct or materially improve the
bodily functions. When a surgical procedure primarily restores bodily function, whether or not there is
also a concomitant improvement in physical appearance, the surgical procedure does not fall within the
provisions set forth in this subrule. Surgeries for the purpose of sex reassignment are not considered as
restoring bodily function and are excluded from coverage.

a. Coverage under the program is generally not available for cosmetic, reconstructive, or plastic
surgery. However, under certain limited circumstances payment for otherwise covered services and
supplies may be provided in connection with cosmetic, reconstructive, or plastic surgery as follows:

(1) Correction of a congenital anomaly; or
(2) Restoration of body form following an accidental injury; or
(3) Revision of disfiguring and extensive scars resulting from neoplastic surgery.
(4) Generally, coverage is limited to those cosmetic, reconstructive, or plastic surgery procedures

performed no later than 12 months subsequent to the related accidental injury or surgical trauma.
However, special consideration for exception will be given to cases involving children who may require
a growth period.
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b. Cosmetic, reconstructive, or plastic surgery performed in connection with certain conditions is
specifically excluded. These conditions are:

(1) Dental congenital anomalies, such as absent tooth buds, malocclusion, and similar conditions.
(2) Procedures related to transsexualism, hermaphroditism, gender identity disorders, or body

dysmorphic disorders.
(3) Cosmetic, reconstructive, or plastic surgery procedures performed primarily for psychological

reasons or as a result of the aging process.
(4) Breast augmentation mammoplasty, surgical insertion of prosthetic testicles, penile implant

procedures, and surgeries for the purpose of sex reassignment.
c. When it is determined that a cosmetic, reconstructive, or plastic surgery procedure does not

qualify for coverage under the program, all related services and supplies, including any institutional
costs, are also excluded.

d. Following is a partial list of cosmetic, reconstructive, or plastic surgery procedures which are
not covered under the program. This list is for example purposes only and is not considered all inclusive.

(1) Any procedure performed for personal reasons, to improve the appearance of an obvious feature
or part of the body which would be considered by an average observer to be normal and acceptable for
the patient’s age or ethnic or racial background.

(2) Cosmetic, reconstructive, or plastic surgical procedures which are justified primarily on the
basis of a psychological or psychiatric need.

(3) Augmentation mammoplasties.
(4) Face lifts and other procedures related to the aging process.
(5) Reduction mammoplasties, unless there is medical documentation of intractable pain not

amenable to other forms of treatment as the result of increasingly large pendulous breasts.
(6) Panniculectomy and body sculpture procedures.
(7) Repair of sagging eyelids, unless there is demonstrated and medically documented significant

impairment of vision.
(8) Rhinoplasties, unless there is evidence of accidental injury occurring within the past six months

which resulted in significant obstruction of breathing.
(9) Chemical peeling for facial wrinkles.
(10) Dermabrasion of the face.
(11) Revision of scars resulting from surgery or a disease process, except disfiguring and extensive

scars resulting from neoplastic surgery.
(12) Removal of tattoos.
(13) Hair transplants.
(14) Electrolysis.
(15) Sex reassignment.
(16) Penile implant procedures.
(17) Insertion of prosthetic testicles.
e. Coverage is available for otherwise covered services and supplies required in the treatment

of complications resulting from a noncovered incident or treatment, but only when the subsequent
complications represent a separate medical condition such as systemic infection, cardiac arrest, acute
drug reaction, or similar conditions. Coverage shall not be extended for any subsequent care or
procedure related to the complication that is essentially similar to the initial noncovered care. An
example of a complication similar to the initial period of care would be repair of facial scarring resulting
from dermabrasion for acne.

78.1(5) The legally qualified practitioner’s prescription for medical equipment, appliances, or
prosthetic devices shall include the patient’s diagnosis and prognosis, the reason the item is required,
and an estimate in months of the duration of the need. Payment will be made in accordance with rule
78.10(249A).

78.1(6) Payment will be approved for the examination to establish the need for orthopedic shoes in
accordance with rule 78.15(249A).

78.1(7) No payment shall be made for the services of a private duty nurse.
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78.1(8) Payment for mileage shall be the same as that in effect in part B of Medicare.
78.1(9) Payment will be approved for visits to patients in nursing facilities subject to the following

conditions:
a. Payment will be approved for only one visit to the same patient in a calendar month. Payment

for further visits will be made only when the need for the visits is adequately documented by the
physician.

b. When only one patient is seen in a single visit the allowance shall be based on a follow-up home
visit. When more than one patient is seen in a single visit, payment shall be based on a follow-up office
visit. In the absence of information on the claim, the carrier will assume that more than one patient was
seen, and payment approved on that basis.

c. Payment will be approved for mileage in connection with nursing home visits when:
(1) It is necessary for the physician to travel outside the home community, and
(2) There are not physicians in the community in which the nursing home is located.
d. Payment will be approved for tasks related to a resident receiving nursing facility care which are

performed by a physician’s employee who is a nurse practitioner, clinical nurse specialist, or physician
assistant as specified in subrule 81.13(13)“e.” On-site supervision of the physician is not required for
these services.

78.1(10) Payment will be approved in independent laboratory when it has been certified as eligible
to participate in Medicare.

78.1(11) Rescinded, effective 8/1/87.
78.1(12) Payment will be made on the same basis as in Medicare for services associated with

treatment of chronic renal disease including physician’s services, hospital care, renal transplantation,
and hemodialysis, whether performed on an inpatient or outpatient basis. Payment will be made for
deductibles and coinsurance for those persons eligible for Medicare.

78.1(13) Payment will be made to the physician for services rendered by auxiliary personnel
employed by the physician and working under the direct personal supervision of the physician, when
such services are performed incident to the physician’s professional service.

a. Auxiliary personnel are nurses, physician’s assistants, psychologists, social workers,
audiologists, occupational therapists and physical therapists.

b. An auxiliary person is considered to be an employee of the physician if the physician:
(1) Is able to control the manner in which the work is performed, i.e., is able to control when, where

and how the work is done. This control need not be actually exercised by the physician.
(2) Sets work standards.
(3) Establishes job description.
(4) Withholds taxes from the wages of the auxiliary personnel.
c. Direct personal supervision in the office setting means the physician must be present in the

same office suite, not necessarily the same room, and be available to provide immediate assistance and
direction.

Direct personal supervision outside the office setting, such as the member’s home, hospital,
emergency room, or nursing facility, means the physician must be present in the same room as the
auxiliary person.

Advanced registered nurse practitioners certified under board of nursing rules 655—Chapter 7
performing services within their scope of practice are exempt from the direct personal supervision
requirement for the purpose of reimbursement to the employing physicians. In these exempted
circumstances, the employing physicians must still provide general supervision and be available to
provide immediate needed assistance by telephone. Advanced registered nurse practitioners who
prescribe drugs and medical devices are subject to the guidelines in effect for physicians as specified in
rule 441—78.1(249A).

A physician assistant licensed under board of physician assistants’ professional licensure rules in
645—Chapter 325 is exempt from the direct personal supervision requirement but the physician must
still provide general supervision and be available to provide immediate needed assistance by telephone.
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Physician assistants who prescribe drugs and medical devices are subject to the guidelines in effect for
physicians as specified in rule 441—78.1(249A).

d. Services incident to the professional services of the physician means the service provided by the
auxiliary person must be related to the physician’s professional service to the member. If the physician
has not or will not perform a personal professional service to the member, the clinical records must
document that the physician assigned treatment of the member to the auxiliary person.

78.1(14) Payment will be made for persons aged 20 and under for nutritional counseling provided by
a licensed dietitian employed by or under contract with a physician for a nutritional problem or condition
of a degree of severity that nutritional counseling beyond that normally expected as part of the standard
medical management is warranted. For persons eligible for theWIC program, aWIC referral is required.
Medical necessity for nutritional counseling services exceeding those available through WIC shall be
documented.

78.1(15) The certification of inpatient hospital care shall be the same as that in effect in part A of
Medicare. The hospital admittance record is sufficient for the original certification.

78.1(16) No payment will be made for sterilization of an individual under the age of 21 or who
is mentally incompetent or institutionalized. Payment will be made for sterilization performed on an
individual who is aged 21 or older at the time the informed consent is obtained and who is mentally
competent and not institutionalized when all the conditions in this subrule are met.

a. The following definitions are pertinent to this subrule:
(1) Sterilization means any medical procedure, treatment, or operation performed for the purpose

of rendering an individual permanently incapable of reproducing and which is not a necessary part of
the treatment of an existing illness or medically indicated as an accompaniment of an operation on the
genital urinary tract. Mental illness or retardation is not considered an illness or injury.

(2) Hysterectomy means a medical procedure or operation to remove the uterus.
(3) Mentally incompetent individual means a person who has been declared mentally incompetent

by a federal, state or local court of jurisdiction for any purpose, unless the individual has been declared
competent for purposes which include the ability to consent to sterilization.

(4) Institutionalized individual means an individual who is involuntarily confined or detained,
under a civil or criminal statute, in a correctional or rehabilitative facility, including a mental hospital
or other facility for the care and treatment of mental illness, or an individual who is confined under a
voluntary commitment in a mental hospital or other facility for the care and treatment of mental illness.

b. The sterilization shall be performed as the result of a voluntary request for the services made
by the person on whom the sterilization is performed.

c. The person shall be advised prior to the receipt of consent that no benefits provided under the
medical assistance program or other programs administered by the department may be withdrawn or
withheld by reason of a decision not to be sterilized.

d. The person shall be informed that the consent can be withheld or withdrawn any time prior to
the sterilization without prejudicing future care and without loss of other project or program benefits.

e. The person shall be given a complete explanation of the sterilization. The explanation shall
include:

(1) A description of available alternative methods and the effect and impact of the proposed
sterilization including the fact that it must be considered to be an irreversible procedure.

(2) A thorough description of the specific sterilization procedure to be performed and benefits
expected.

(3) A description of the attendant discomforts and risks including the type and possible effects of
any anesthetic to be used.

(4) An offer to answer any inquiries the person to be sterilized may have concerning the procedure
to be performed. The individual shall be provided a copy of the informed consent form in addition to
the oral presentation.

f. At least 30 days and not more than 180 days shall have elapsed following the signing of the
informed consent except in the case of premature delivery or emergency abdominal surgery which
occurs not less than 72 hours after the informed consent was signed. The informed consent shall have
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been signed at least 30 days prior to the expected delivery date for premature deliveries. Consent shall
be obtained on Form 470-0835 or 470-0835(S), Consent Form, and shall be attached to the claim for
payment.

g. The information in paragraphs “b” through “f” shall be effectively presented to a blind, deaf, or
otherwise handicapped individual and an interpreter shall be provided when the individual to be sterilized
does not understand the language used on the consent form or used by the person obtaining consent. The
individual to be sterilizedmay have a witness of the individual’s choice present when consent is obtained.

h. Form 470-0835 or 470-0835(S), Consent Form, shall be signed by the individual to be
sterilized, the interpreter, when one was necessary, the physician, and the person who provided the
required information.

i. Informed consent shall not be obtained while the individual to be sterilized is:
(1) In labor or childbirth, or
(2) Seeking to obtain or obtaining an abortion, or
(3) Under the influence of alcohol or other substance that affects the individual’s state of awareness.
j. Payment will be made for a medically necessary hysterectomy only when it is performed for a

purpose other than sterilization and only when one or more of the following conditions is met:
(1) The individual or representative has signed an acknowledgment that she has been informed

orally and in writing from the person authorized to perform the hysterectomy that the hysterectomy will
make the individual permanently incapable of reproducing, or

(2) The individual was already sterile before the hysterectomy, the physician has certified in writing
that the individual was already sterile at the time of the hysterectomy and has stated the cause of the
sterility, or

(3) The hysterectomy was performed as a result of a life-threatening emergency situation in which
the physician determined that prior acknowledgment was not possible and the physician includes a
description of the nature of the emergency.

78.1(17) Abortions. Payment for an abortion or related service is made when Form 470-0836 is
completed for the applicable circumstances and is attached to each claim for services. Payment for an
abortion is made under one of the following circumstances:

a. The physician certifies that the pregnant woman’s life would be endangered if the fetus were
carried to term.

b. The physician certifies that the fetus is physically deformed, mentally deficient or afflicted with
a congenital illness and the physician states the medical indication for determining the fetal condition.

c. The pregnancy was the result of rape reported to a law enforcement agency or public or private
health agency which may include a family physician within 45 days of the date of occurrence of the
incident. The report shall include the name, address, and signature of the person making the report.
Form 470-0836 shall be signed by the person receiving the report of the rape.

d. The pregnancy was the result of incest reported to a law enforcement agency or public or private
health agency including a family physician no later than 150 days after the date of occurrence. The report
shall include the name, address, and signature of the person making the report. Form 470-0836 shall be
signed by the person receiving the report of incest.

78.1(18) Payment and procedure for obtaining eyeglasses, contact lenses, and visual aids, shall be
the same as described in 441—78.6(249A). (Cross-reference 78.28(3))

78.1(19) Preprocedure review by the Iowa Foundation for Medical Care (IFMC) will be required if
payment under Medicaid is to be made for certain frequently performed surgical procedures which have
a wide variation in the relative frequency the procedures are performed. Preprocedure surgical review
applies to surgeries performed in hospitals (outpatient and inpatient) and ambulatory surgical centers.
Approval by the IFMC will be granted only if the procedures are determined to be necessary based on
the condition of the patient and the published criteria established by the IFMC and the department. If not
so approved by the IFMC, payment will not be made under the program to the physician or to the facility
in which the surgery is performed. The criteria are available from IFMC, 6000 Westown Parkway, Suite
350E, West Des Moines, Iowa 50265-7771, or in local hospital utilization review offices.
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The “Preprocedure Surgical Review List” shall be published by the department in the provider
manuals for physicians, hospitals, and ambulatory surgical centers. The “Preprocedure Surgical Review
List” shall be developed by the department with advice and consultation from the IFMC and appropriate
professional organizations and will list the procedures for which prior review is required and the steps
that must be followed in requesting such review. The department shall update the “Preprocedure
Surgical Review List” annually. (Cross-reference 78.28(1)“e.”)

78.1(20) Transplants.
a. Payment will be made only for the following organ and tissue transplant services:
(1) Kidney, cornea, skin, and bone transplants.
(2) Allogeneic bone marrow transplants for the treatment of aplastic anemia, severe combined

immunodeficiency disease, Wiskott-Aldrich syndrome, or the following types of leukemia: acute
myelocytic leukemia in relapse or remission, chronic myelogenous leukemia, and acute lemphocytic
leukemia in remission.

(3) Autologous bone marrow transplants for treatment of the following conditions: acute leukemia
in remission with a high probability of relapse when there is no matched donor; resistant non-Hodgkin’s
lymphomas; lymphomas presenting poor prognostic features; recurrent or refractory neuroblastoma; or
advanced Hodgkin’s disease when conventional therapy has failed and there is no matched donor.

(4) Liver transplants for persons with extrahepatic biliary artesia or any other form of end-stage
liver disease, except that coverage is not provided for persons with a malignancy extending beyond the
margins of the liver.

Liver transplants require preprocedure review by the Iowa Foundation for Medical Care.
(Cross-reference 78.1(19) and 78.28(1)“f.”)

Covered liver transplants are payable only when performed in a facility that meets the requirements
of 78.3(10).

(5) Heart transplants. Artificial hearts and ventricular assist devices, either as a permanent
replacement for a human heart or as a temporary life-support system until a human heart becomes
available for transplants, are not covered. Heart-lung transplants are covered where bilateral or
unilateral lung transplantation with repair of a congenital cardiac defect is contraindicated.

Heart transplants and heart-lung transplants described above require preprocedure review by
the Iowa Foundation for Medical Care. (Cross-reference 78.1(19) and 78.28(1)“f.”) Covered heart
transplants are payable only when performed in a facility that meets the requirements of 78.3(10).

(6) Lung transplants. Lung transplants for persons having end-stage pulmonary disease. Lung
transplants require preprocedure review by the Iowa Foundation for Medical Care. (Cross-reference
78.1(19) and 78.28(1)“f.”) Covered transplants are payable only when performed in a facility that meets
the requirements of 78.3(10). Heart-lung transplants are covered consistent with criteria in subparagraph
(5) above.

(7) Pancreas transplants for persons with type I diabetes mellitus, as follows:
1. Simultaneous pancreas-kidney transplants and pancreas after kidney transplants are covered.
2. Pancreas transplants alone are covered for persons exhibiting any of the following:
● A history of frequent, acute, and severe metabolic complications (e.g., hypoglycemia,

hyperglycemia, or ketoacidosis) requiring medical attention.
● Clinical problems with exogenous insulin therapy that are so severe as to be incapacitating.
● Consistent failure of insulin-based management to prevent acute complications.
The pancreas transplants listed under this subparagraph require preprocedure review by the Iowa

Foundation for Medical Care. (Cross-reference 78.1(19) and 78.28(1)“f.”)
Covered transplants are payable only when performed in a facility that meets the requirements of

78.3(10).
Transplantation of islet cells or partial pancreatic tissue is not covered.
b. Donor expenses incurred directly in connectionwith a covered transplant are payable. Expenses

incurred for complications that arise with respect to the donor are covered only if they are directly and
immediately attributed to surgery. Expenses of searching for a donor are not covered.
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c. All transplants must be medically necessary and meet other general requirements of this chapter
for physician and hospital services.

d. Payment will not be made for any transplant not specifically listed in paragraph “a.”
78.1(21) Utilization review. Utilization review shall be conducted of Medicaid members who

access more than 24 outpatient visits in any 12-month period from physicians, advanced registered
nurse practitioners, federally qualified health centers, other clinics, and emergency rooms. For the
purposes of utilization review, the term “physician” does not include a psychiatrist. Refer to rule
441—76.9(249A) for further information concerning the member lock-in program.

78.1(22) Risk assessment. Risk assessment, using Form 470-2942, Medicaid Prenatal Risk
Assessment, shall be completed at the initial visit during a Medicaid member’s pregnancy.

a. If the risk assessment reflects a low-risk pregnancy, the assessment shall be completed again at
approximately the twenty-eighth week of pregnancy.

b. If the risk assessment reflects a high-risk pregnancy, referral shall be made for enhanced
services. Enhanced services include health education, social services, nutrition education, and a
postpartum home visit. Additional reimbursement shall be provided for obstetrical services related to a
high-risk pregnancy. (See description of enhanced services at subrule 78.25(3).)

78.1(23) EPSDT care coordination. Rescinded IAB 12/3/08, effective 2/1/09.
78.1(24) Topical fluoride varnish. Payment shall be made for application of an FDA-approved

topical fluoride varnish, as defined by the Current Dental Terminology, Third Edition (CDT-3), for the
purpose of preventing the worsening of early childhood caries in children aged 0 to 36 months of age,
when rendered by physicians acting within the scope of their practice, licensure, and other applicable
state law, subject to the following provisions and limitations:

a. Application of topical fluoride varnish must be provided in conjunction with an early and
periodic screening, diagnosis, and treatment (EPSDT) examination which includes a limited oral
screening.

b. Separate payment shall be available only for application of topical fluoride varnish, which shall
be at the same rate of reimbursement paid to dentists for providing this service. Separate payment for the
limited oral screening shall not be available, as this service is already part of and paid under the EPSDT
screening examination.

c. Parents, legal guardians, or other authorized caregivers of children receiving application of
topical fluoride varnish as part of an EPSDT screening examination shall be informed by the physician or
auxiliary staff employed by and under the physician’s supervision that this application is not a substitute
for comprehensive dental care.

d. Physicians rendering the services under this subrule shall make every reasonable effort to refer
or facilitate referral of these children for comprehensive dental care rendered by a dental professional.

This rule is intended to implement Iowa Code section 249A.4.

441—78.2(249A) Prescribed outpatient drugs.   Payment will be made for “covered outpatient drugs”
as defined in 42 U.S.C. Section 1396r-8(k)(2)-(4) subject to the conditions and limitations specified in
this rule.

78.2(1) Qualified prescriber. All drugs are covered only if prescribed by a legally qualified
practitioner (physician, dentist, podiatrist, therapeutically certified optometrist, physician assistant, or
advanced registered nurse practitioner).

78.2(2) Prescription required. As a condition of payment for all drugs, including “nonprescription”
or “over-the-counter” drugs that may otherwise be dispensed without a prescription, a prescription shall
be transmitted as specified in Iowa Code sections 124.308 and 155A.27, subject to the provisions of Iowa
Code section 155A.29 regarding refills. All prescriptions shall be available for audit by the department.

78.2(3) Qualified source. All drugs are covered only if marketed by manufacturers that have signed
aMedicaid rebate agreement with the Secretary of Health and Human Services in accordance with Public
Law 101-508 (Omnibus Budget Reconciliation Act of 1990).

78.2(4) Prescription drugs. Drugs that may be dispensed only upon a prescription are covered
subject to the following limitations.
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a. Prior authorization is required as specified in the preferred drug list published by the department
pursuant to Iowa Code section 249A.20A. For drugs requiring prior authorization, reimbursement will
be made for a 72-hour supply dispensed in an emergency when a prior authorization request cannot be
submitted.

b. Payment is not made for:
(1) Drugs whose prescribed use is not for a medically accepted indication as defined by Section

1927(k)(6) of the Social Security Act.
(2) Drugs used to cause anorexia, weight gain, or weight loss, except for lipase inhibitor drugs

prescribed for weight loss with prior authorization as provided in paragraph “a.”
(3) Drugs used for cosmetic purposes or hair growth.
(4) Drugs used to promote smoking cessation, except for varenicline with prior authorization as

provided in paragraph “a” above and generic, sustained-release bupropion products that are indicated
for smoking cessation by the U.S. Food and Drug Administration.

(5) Otherwise covered outpatient drugs if the manufacturer seeks to require as a condition of sale
that associated tests or monitoring services be purchased exclusively from the manufacturer or the
manufacturer’s designee.

(6) Drugs described in Section 107(c)(3) of the Drug Amendments of 1962 and identical, similar,
or related drugs (within themeaning of Section 310.6(b)(1) of Title 21 of the Code of Federal Regulations
(drugs identified through the Drug Efficacy Study Implementation (DESI) review)).

(7) “Covered Part D drugs” as defined by 42 U.S.C. Section 1395w-102(e)(1)-(2) for any “Part D
eligible individual” as defined by 42 U.S.C. Section 1395w-101(a)(3)(A), including a member who is
not enrolled in a Medicare Part D plan.

(8) Drugs prescribed for fertility purposes, except when prescribed for a medically accepted
indication other than infertility, as defined in subparagraph (1).

(9) Drugs used for the treatment of sexual or erectile dysfunction, except when used to treat a
condition other than sexual or erectile dysfunction for which the drug has been approved by the U.S.
Food and Drug Administration.

(10) Prescription drugs for which the prescription was executed in written (and nonelectronic) form
unless the prescription was executed on a tamper-resistant pad, as required by Section 1903(i)(23) of the
Social Security Act (42 U.S.C. Section 1396b(i)(23)).

78.2(5) Nonprescription drugs. The following drugs that may otherwise be dispensed without a
prescription are covered subject to the prior authorization requirements stated below and as specified
in the preferred drug list published by the department pursuant to Iowa Code section 249A.20A:

Acetaminophen tablets 325 mg, 500 mg
Acetaminophen elixir 160 mg/5 ml
Acetaminophen solution 100 mg/ml
Acetaminophen suppositories 120 mg
Artificial tears ophthalmic solution
Artificial tears ophthalmic ointment
Aspirin tablets 325 mg, 650 mg, 81 mg (chewable)
Aspirin tablets, enteric coated 325 mg, 650 mg, 81 mg
Aspirin tablets, buffered 325 mg
Bacitracin ointment 500 units/gm
Benzoyl peroxide 5%, gel, lotion
Benzoyl peroxide 10%, gel, lotion, wash
Calcium carbonate chewable tablets 1250 mg (500 mg elemental calcium)
Calcium carbonate suspension 1250 mg/5 ml
Calcium carbonate tablets 600 mg
Calcium carbonate-vitamin D tablets 500 mg-200 units
Calcium carbonate-vitamin D tablets 600 mg-200 units
Calcium citrate tablets 950 mg (200 mg elemental calcium)
Calcium gluconate tablets 650 mg
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Calcium lactate tablets 650 mg
Chlorpheniramine maleate tablets 4 mg
Clotrimazole vaginal cream 1%
Diphenhydramine hydrochloride capsules 25 mg
Diphenhydramine hydrochloride elixir, liquid, and syrup 12.5 mg/5 ml
Ferrous sulfate tablets 300 mg, 325 mg
Ferrous sulfate elixir 220 mg/5 ml
Ferrous sulfate drops 75 mg/0.6 ml
Ferrous gluconate tablets 300 mg, 325 mg
Ferrous fumarate tablets 325 mg
Guaifenesin 100 mg/5 ml with dextromethorphan 10 mg/5 ml liquid
Ibuprofen suspension 100 mg/5 ml
Ibuprofen tablets 200 mg
Insulin
Lactic acid (ammonium lactate) lotion 12%
Loperamide hydrochloride liquid 1 mg/5 ml
Loperamide hydrochloride tablets 2 mg
Loratadine tablets 10 mg
Magnesium hydroxide suspension 400 mg/5 ml
Magnesium oxide capsule 140 mg (85 mg elemental magnesium)
Magnesium oxide tablets 400 mg
Meclizine hydrochloride tablets 12.5 mg, 25 mg oral and chewable
Miconazole nitrate cream 2% topical and vaginal
Miconazole nitrate vaginal suppositories, 100 mg
Multiple vitamin and mineral products with prior authorization
Neomycin-bacitracin-polymyxin ointment
Niacin (nicotinic acid) tablets 25 mg, 50 mg, 100 mg, 250 mg, 500 mg
Nicotine gum 2 mg, 4 mg
Nicotine patch 7 mg/day, 14 mg/day and 21 mg/day
Omeprazole magnesium delayed-release tablets 20 mg (base equivalent)
Pediatric oral electrolyte solutions
Permethrin liquid 1%
Pseudoephedrine hydrochloride tablets 30 mg, 60 mg
Pseudoephedrine hydrochloride liquid 30 mg/5 ml
Pseudoephedrine/dextromethorphan 15 mg/7.5 mg/5 mL liquid
Pseudoephedrine/dextromethorphan 20 mg/10 mg/5 mL liquid
Pseudoephedrine/dextromethorphan 30 mg/15 mg/5 mL liquid
Pseudoephedrine/dextromethorphan 20 mg/10 mg/5 mL elixir
Pseudoephedrine/dextromethorphan 15 mg/5 mg/5 mL syrup
Pseudoephedrine/dextromethorphan 15 mg/7.5 mg/5 mL syrup
Pseudoephedrine/dextromethorphan 30 mg/15 mg/5 mL syrup
Pseudoephedrine/dextromethorphan 7.5 mg/2.5 mg/0.8 mL solution
Pyrethrins-piperonyl butoxide liquid 0.33-4%
Pyrethrins-piperonyl butoxide shampoo 0.3-3%
Pyrethrins-piperonyl butoxide shampoo 0.33-4%
Salicylic acid liquid 17%
Senna tablets 187 mg
Sennosides-docusate sodium tablets 8.6 mg-50 mg
Sennosides granules 15 mg/5 ml
Sennosides tablets 187 mg
Sodium bicarbonate tablets 325 mg
Sodium bicarbonate tablets 650 mg
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Sodium chloride hypertonic ophthalmic ointment 5%
Sodium chloride hypertonic ophthalmic solution 5%
Sodium chloride solution 0.9% for inhalation with metered dispensing valve 90 ml, 240 ml
Tolnaftate 1% cream, solution, powder
Other nonprescription drugs listed as preferred in the preferred drug list published by the department

pursuant to Iowa Code section 249A.20A.
78.2(6) Quantity prescribed and dispensed.
a. When it is not therapeutically contraindicated, the legally qualified practitioner shall prescribe

a quantity of prescription medication sufficient for up to a 31-day supply. Oral contraceptives may be
prescribed in 90-day quantities.

b. Oral solid forms of covered nonprescription items shall be prescribed and dispensed in a
minimum quantity of 100 units per prescription or the currently available consumer package size except
when dispensed via a unit-dose system.

78.2(7) Lowest cost item. The pharmacist shall dispense the lowest cost item in stock that meets the
requirements of the practitioner as shown on the prescription.

78.2(8) Consultation. In accordance with Public Law 101-508 (Omnibus Budget Reconciliation
Act of 1990), a pharmacist shall offer to discuss information regarding the use of the medication with
each Medicaid member or the caregiver of a member presenting a prescription. The consultation is not
required if the person refuses the consultation. Standards for the content of the consultation shall be
found in rules of the Iowa board of pharmacy.

This rule is intended to implement Iowa Code section 249A.4.

441—78.3(249A) Inpatient hospital services.   Payment for inpatient hospital admission is approved
when it meets the criteria for inpatient hospital care as determined by the Iowa Foundation for Medical
Care (IFMC). All cases are subject to random retrospective review andmay be subject to amore intensive
retrospective review if abuse is suspected. In addition, transfers, outliers, and readmissions within 31
days are subject to random review. Readmissions to the same facility due to premature discharge shall
not be paid a new DRG. Selected admissions and procedures are subject to a 100 percent review before
the services are rendered. Medicaid payment for inpatient hospital admissions and continued stays are
approved when the admissions and continued stays are determined to meet the criteria for inpatient
hospital care. (Cross-reference 78.28(5)) The criteria are available from IFMC, 6000Westown Parkway,
Suite 350E, West Des Moines, Iowa 50265-7771, or in local hospital utilization review offices. No
payment will be made for waiver days.

See rule 441—78.31(249A) for policies regarding payment of hospital outpatient services.
If the recipient is eligible for inpatient or outpatient hospital care through the Medicare program,

payment will be made for deductibles and coinsurance as set out in 441—subrule 79.1(22).
The DRG payment calculations include any special services required by the hospital, including a

private room.
78.3(1) Payment for Medicaid-certified physical rehabilitation units will be approved for the day of

admission but not the day of discharge or death.
78.3(2) No payment will be approved for private duty nursing.
78.3(3) Certification of inpatient hospital care shall be the same as that in effect in part A ofMedicare.

The hospital admittance records are sufficient for the original certification.
78.3(4) Services provided for intestinal or gastric bypass surgery for treatment of obesity requires

prior approval, which must be obtained by the attending physician before surgery is performed.
78.3(5) Payment will be approved for drugs provided inpatients subject to the same provisions

specified in 78.2(1) and 78.2(4)“b”(1) to (10) except for 78.2(4)“b”(7). The basis of payment for drugs
administered to inpatients is through the DRG reimbursement.

a. Payment will be approved for drugs and supplies provided outpatients subject to the same
provisions specified in 78.2(1) through 78.2(4) except for 78.2(4)“b”(7). The basis of payment for drugs
provided outpatients is through a combination of Medicaid-determined fee schedules and ambulatory
payment classification, pursuant to 441—subrule 79.1(16).
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b. Hospitals that wish to administer vaccineswhich are available through theVaccines 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.

78.3(6) Payment for nursing care provided by a hospital shall be made to those hospitals which have
been certified by the department of inspections and appeals as meeting the standards for a nursing facility.

78.3(7) Payment for inpatient hospital tests for purposes of diagnosis and treatment shall be made
only when the tests are specifically ordered for the diagnosis and treatment of a particular patient’s
condition by the attending physician or other licensed practitioner acting within the scope of practice
as defined by law, who is responsible for that patient’s diagnosis or treatment.

78.3(8) Rescinded IAB 2/6/91, effective 4/1/91.
78.3(9) Payment will be made for sterilizations in accordance with 78.1(16).
78.3(10) Payment will be approved for organ and tissue transplant services, as specified in subrule

78.1(20). Kidney, cornea, skin, bone, allogeneic bone marrow, autologous bone marrow, heart, liver,
and lung transplants are covered as specified in subrule 78.1(20). Lung transplants are payable at
Medicare-designated lung transplant centers only. Heart and liver transplants are payable when
performed at facilities that meet the following criteria:

a. Recipient selection and education.
(1) Selection. The transplant center must have written criteria based on medical need for

transplantation for final facility selection of recipients. These criteria should include an equitable,
consistent and practical protocol for selection of recipients. The criteria must be at least as strict as
those specified by Medicare.

(2) Education. The transplant center will provide a written plan for recipient education. It shall
include educational plans for recipient, family and significant others during all phases of the program.
These phases shall include:

Intake.
Preparation and waiting period.
Preadmission.
Hospitalization.
Discharge planning.
Follow-up.
b. Staffing and resource commitment.
(1) Transplant surgeon. The transplant center must have on staff a qualified transplant surgeon.
The surgeon must have received at least one year of training at a transplant center approved by the

American Society of Transplant Surgeons under the direction of an experienced transplant surgeon and
must have had at least two years of experience in all facets of transplant surgery specific to the surgeon’s
specialty. This experience must include management of recipients’ presurgical and postsurgical care and
actual experience as a member of a transplant team at the institution. The transplant surgeon will have an
understanding of the principles of and demonstrated expertise in the use of immunosuppressive therapy.

The transplant surgeon will be certified by the American Board of Thoracic Surgery or equivalent
for heart transplants and the American Board of Surgery or equivalent for liver transplants.

The transplant surgeon will be the defined leader of a stable, established transplant team that has a
strong commitment to the transplant program.

(2) Transplant team. The transplant teamwill be clearly defined with leadership and corresponding
responsibilities of all team members identified.

The team should consist of:
A surgeon director.
A board-certified internist or pediatrician with training and expertise in organ transplantation

medicine and clinical use of immunosuppressive regimens.
The transplant center will assume responsibility for initial training and continuing education of the

transplant team and ancillary personnel. The center will maintain records that demonstrate competency
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in achieving, maintaining and improving skills in the distinct areas of expertise of each of the team
members.

(3) Physicians. The transplant center will have on staff or available for consultation physicians
with the following areas of expertise:

Anesthesiology.
Cardiology.
Dialysis.
Gastroenterology.
Hepatology.
Immunology.
Infectious diseases.
Nephrology.
Neurology.
Pathology.
Pediatrics.
Psychiatry.
Pulmonary medicine.
Radiology.
Rehabilitation medicine.
Liaison with the recipient’s permanent physician is established for the purpose of providing

continuity and management of the recipient’s long-term care.
(4) Support personnel and resources. The center must have a commitment of sufficient resources

and planning for implementation and operation of the transplant program. Indicators of the commitment
will include the following:

Persons with expertise in the following areas available at the transplant center:
Anesthesiology.
Blood bank services.
Cardiology.
Cardiovascular surgery.
Dialysis.
Dietary services.
Gastroenterology.
Infection control.
Laboratory services (pathology, microbiology, immunology, tissue typing, and monitoring of

immunosuppressive drugs).
Legal counsel familiar with transplantation laws and regulations.
Nursing service department with staff available who have expertise in the care of transplant

recipients, especially in managing immunosuppressed patients and hemodynamic support.
Respiratory therapy.
Pharmaceutical services.
Physical therapy.
Psychiatry.
Psycho-social.
The center will have active cardiovascular, medical, and surgical programs with the ability and

willingness to perform diagnostic and evaluative procedures appropriate to transplants on an emergency
and ongoing basis.

The center will have designated an adequate number of intensive care and general service beds to
support the transplant center.

(5) Laboratory. Each transplant center must have direct local 24-hour per day access to
histocompatibility testing facilities. These facilities must meet the Standards for Histocompatibility
Testing set forth by the Committee on Quality Assurance and Standards of the American Society for
Histocompatibility and Immunogenetics (ASHI). As specified by ASHI, the director of the facility shall
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hold a doctoral degree in biological science, or be a physician, and subsequent to graduation shall have
had four years’ experience in immunology, two of which were devoted to formal training in human
histocompatibility testing, documented to be professionally competent by external measures such as
national proficiency testing, participation in national or international workshops or publications in
peer-reviewed journals. The laboratory must successfully participate in a regional or national testing
program.

c. Experience and survival rates.
(1) Experience. Centers will be given a minimum volume requirement of 12 heart or 12 liver

transplants that should be met within one year. Due to special considerations such as patient case mix or
donor availability, an additional one year conditional approval may be given if the minimum volume is
not met the first year.

For approval of an extrarenal organ transplant program it is highly desirable that the institution: 1.
has available a complete team of surgeons, physicians, and other specialists with specific experience in
transplantation of that organ, or 2. has an established approved renal transplant program at that institution
and personnel with expertise in the extrarenal organ system itself.

(2) Survival rates. The transplant center will achieve a record of acceptable performance consistent
with the performance and outcomes at other successful designated transplant centers. The center will
collect and maintain recipient and graft survival and complication rates. A level of satisfactory success
and safety will be demonstrated with bases for substantial probability of continued performance at an
acceptable level.

To encourage a high level of performance, transplant programs must achieve and maintain a
minimum one-year patient survival rate of 70 percent for heart transplants and 50 percent for liver
transplants.

d. Organ procurement. The transplant center will participate in a nationwide organ procurement
and typing network.

Detailed plans must exist for organ procurement yielding viable transplantable organs in reasonable
numbers, meeting established legal and ethical criteria.

The transplant center must be a member of the National Organ Procurement and Transplant Network.
e. Maintenance of data, research, review and evaluation.
(1) Maintenance of data. The transplant center will collect and maintain data on the following:
Risk and benefit.
Morbidity and mortality.
Long-term survival.
Quality of life.
Recipient demographic information.
These data should be maintained in the computer at the transplant center monthly.
The transplant center will submit the above data to the United Network of Organ Sharing yearly.
(2) Research. The transplant center will have a plan for and a commitment to research.
Ongoing research regarding the transplanted organs is required.
The transplant center will have a program in graduate medical education or have a formal agreement

with a teaching institution for affiliation with a graduate medical education program.
(3) Review and evaluation. The transplant center will have a plan for ongoing evaluation of the

transplantation program.
The transplant center will have a detailed plan for review and evaluation of recipient selection,

preoperative, operative, postoperative and long-term management of the recipient.
The transplant center will conduct concurrent ongoing studies to ensure high quality services are

provided in the transplantation program.
The transplant center will provide information to members of the transplant team and ancillary staff

regarding the findings of the quality assurance studies. This information will be utilized to provide
education geared toward interventions to improve staff performance and reduce complications occurring
in the transplant process.
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The transplant center will maintain records of all quality assurance and peer review activities
concerning the transplantation program to document identification of problems or potential problems,
intervention, education and follow-up.

f. Application procedure. A Medicare-designated heart, liver, or lung transplant facility needs
only to submit evidence of this designation to the Iowa Medicaid enterprise provider services unit. The
application procedure for other heart and liver facilities is as follows:

(1) An original and two copies of the application must be submitted on 8½ by 11 inch paper, signed
by a person authorized to do so. The facility must be a participating hospital under Medicaid and must
specify its provider number, and the name and telephone number of a contact person should there be
questions regarding the application.

(2) Information and data must be clearly stated, well organized and appropriately indexed to aid in
its review against the criteria specified in this rule. Each page must be numbered.

(3) To the extent possible, the application should be organized into five sections corresponding to
each of the five major criteria and addressing, in order, each of the subcriteria identified.

(4) The application should be mailed to the Iowa Medicaid enterprise provider services unit.
g. Review and approval of facilities. An organized review committee will be established to

evaluate performance and survival statistics and make recommendations regarding approval as a
designated transplant center based on acceptable performance standards established by the review
organization and approved by the Medicaid agency.

There will be established protocol for the systematic evaluation of patient outcome including survival
statistics.

Once a facility applies for approval and is approved as a heart or liver transplant facility for Medicaid
purposes, it is obliged to report immediately to the department any events or changes which would affect
its approved status. Specifically, a facility must report any significant decrease in its experience level
or survival rates, the transplantation of patients who do not meet its patient selection criteria, the loss
of key members of the transplant team, or any other major changes that could affect the performance of
heart or liver transplants at the facility. Changes from the terms of approval may lead to withdrawal of
approval for Medicaid coverage of heart or liver transplants performed at the facility.

78.3(11) Payment will be approved for inpatient hospital care rendered a patient in connection with
dental treatment only when themental, physical, or emotional condition of the patient prevents the dentist
from providing this necessary care in the office.

78.3(12) Payment will be approved for an assessment fee as specified in 441—paragraphs
79.1(16)“a” and “r” to determine if a medical emergency exists.

Medical emergency is defined as a sudden or unforeseen occurrence or combination of circumstances
presenting a substantial risk to an individual’s health unless immediate medical treatment is given.

The determination of whether a medical emergency exists will be based on the patient’s medical
condition including presenting symptoms and medical history prior to treatment or evaluation.

78.3(13) Payment for patients in acute hospital beds who are determined by IFMC to require the
skilled nursing care level of care shall be made at an amount equal to the sum of the direct care rate
component limit for Medicare-certified hospital-based nursing facilities pursuant to 441—subparagraph
81.6(16)“f”(3) plus the non-direct care rate component limit for Medicare-certified hospital-based
nursing facilities pursuant to 441—subparagraph 81.6(16)“f”(3), with the rate component limits being
revised July 1, 2001, and every second year thereafter. This rate is effective (a) as of the date of notice
by IFMC that the lower level of care is required or (b) for the days IFMC determines in an outlier
review that the lower level of care was required.

78.3(14) Payment for patients in acute hospital beds who are determined by IFMC to require nursing
facility level of care shall be made at an amount equal to the sum of the direct care rate component
limit for Medicaid nursing facilities pursuant to 441—subparagraph 81.6(16)“f”(1) plus the non-direct
care rate component limit forMedicaid nursing facilities pursuant to 441—subparagraph 81.6(16)“f”(1),
with the rate component limits being revised July 1, 2001, and every second year thereafter. This rate is
effective (a) as of the date of notice by IFMC that the lower level of care is required or (b) for the days
IFMC determines in an outlier review that the lower level of care was required.
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78.3(15) Payment for inpatient hospital charges associated with surgical procedures on the
“Outpatient/Same Day Surgery List” produced by the Iowa Foundation for Medical Care shall be
made only when attending physician has secured approval from the hospital’s utilization review
department prior to admittance to the hospital. Approval shall be granted when inpatient care is
deemed to be medically necessary based on the condition of the patient or when the surgical procedure
is not performed as a routine, primary, independent procedure. The “Outpatient/Same Day Surgery
List” shall be published by the department in the provider manuals for hospitals and physicians. The
“Outpatient/Same Day Surgery List” shall be developed by the Iowa Foundation for Medical Care, and
shall include procedures which can safely and effectively be performed in a doctor’s office or on an
outpatient basis in a hospital. The Iowa Foundation for Medical Care may add, delete or modify entries
on the “Outpatient/Same Day Surgery List.”

78.3(16) Payment will be made for medically necessary skilled nursing care when provided by a
hospital participating in the swing-bed program certified by the department of inspections and appeals
and approved by the U.S. Department of Health and Human Services. Payment shall be at an amount
equal to the sum of the direct care rate component limit for Medicare-certified hospital-based nursing
facilities pursuant to 441—subparagraph 81.6(16)“f”(3) and the non-direct care rate component limit
for Medicare-certified hospital-based nursing facilities pursuant to 441—subparagraph 81.6(16)“f”(3),
with the rate component limits being revised July 1, 2001, and every second year thereafter.

78.3(17) Rescinded IAB 8/9/89, effective 10/1/89.
78.3(18) Preprocedure review by the IFMC is required if hospitals are to be reimbursed for certain

frequently performed surgical procedures as set forth under subrule 78.1(19). Criteria are available from
IFMC, 6000 Westown Parkway, Suite 350E, West Des Moines, Iowa 50265-7771, or in local hospital
utilization review offices. (Cross-reference 78.28(5))

78.3(19) Rescinded IAB 10/8/97, effective 12/1/97.
This rule is intended to implement Iowa Code section 249A.4.

441—78.4(249A) Dentists.   Payment will be made for medical and surgical services furnished by a
dentist to the extent these services may be performed under state law either by doctors of medicine,
osteopathy, dental surgery or dental medicine and would be covered if furnished by doctors of medicine
or osteopathy. Payment will also be made for the following dental procedures subject to the exclusions
for services to adults 21 years of age and older set forth in subrule 78.4(14):

78.4(1) Preventive services. Payment shall be made for the following preventive services:
a. Oral prophylaxis, including necessary scaling and polishing, is payable only once in a

six-month period except for persons who, because of physical or mental disability, need more frequent
care. Documentation supporting the need for oral prophylaxis performed more than once in a six-month
period must be maintained.

b. Topical application of fluoride is payable once in a six-month period except for people who
need more frequent applications because of physical or mental disability. (This does not include the use
of fluoride prophylaxis paste as fluoride treatment.)

c. Pit and fissure sealants are payable for placement on deciduous and permanent posterior teeth
only. Reimbursement for sealants is restricted to work performed on members through 18 years of age
and on members who have a physical or mental disability that impairs their ability to maintain adequate
oral hygiene. Replacement sealants are covered when medically necessary, as documented in the patient
record.

78.4(2) Diagnostic services. Payment shall be made for the following diagnostic services:
a. A comprehensive oral evaluation is payable once per patient per dentist in a three-year period

when the patient has not seen that dentist during the three-year period.
b. A periodic oral examination is payable once in a six-month period.
c. A complete mouth radiograph survey consisting of a minimum of 14 periapical films and

bite-wing films is a payable service once in a five-year period, except when medically necessary to
evaluate development, and to detect anomalies, injuries and diseases. Complete mouth radiograph
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surveys are not payable under the age of six. A panographic-type radiography with bitewings is
considered the same as a complete mouth radiograph survey.

d. Supplemental bitewing films are payable only once in a 12-month period.
e. Single periapical films are payable when necessary.
f. Intraoral radiograph, occlusal.
g. Extraoral radiograph.
h. Posterior-anterior and lateral skull and facial bone radiograph, survey film.
i. Temporomandibular joint radiograph.
j. Cephalometric film.
k. Diagnostic casts are payable only for orthodontic cases or when requested by the IowaMedicaid

enterprise medical services unit’s dental consultant.
78.4(3) Restorative services. Payment shall be made for the following restorative services:
a. Treatment of dental caries is payable in those areas which require immediate attention.

Restoration of incipient or nonactive carious lesions are not payable. Carious activity may be considered
incipient when there is no penetration of the dento-enamel junction as demonstrated in diagnostic
radiographs.

b. Amalgam alloy and composite resin-type filling materials are reimbursable only once for the
same restoration in a two-year period.

c. Rescinded IAB 5/1/02, effective 7/1/02.
d. Two laboratory-fabricated crowns using nonprecious materials, other than stainless steel, are

payable per member in a 12-month period. Additional laboratory-fabricated crowns using nonprecious
materials, other than stainless steel, are payable when prior authorization has been obtained. Noble
metals are payable for crowns whenmembers are allergic to all other restorative materials. Stainless steel
crowns are payable when a more conservative procedure would not be serviceable. (Cross-reference
78.28(2)“e”)

e. Cast post and core, steel post and composite or amalgam in addition to a crown is payable when
a tooth is functional and the integrity of the tooth would be jeopardized by no post support.

f. Payment as indicated will be made for the following restorative procedures:
(1) Amalgam or acrylic buildups are considered part of the preparation for the completed

restoration.
(2) One, two, or more restorations on one surface of a tooth shall be paid as a one-surface

restoration, i.e., mesial occlusal pit and distal occlusal pit of a maxillary molar or mesial and distal
occlusal pits of a lower bicuspid.

(3) Occlusal lingual groove of a maxillary molar that extends from the distal occlusal pit and down
the distolingual groove will be paid as a two-surface restoration. This restoration and a mesial occlusal
pit restoration on the same tooth will be paid as one, two-surface restoration.

(4) Rescinded IAB 5/1/02, effective 7/1/02.
(5) A two-surface anterior composite restoration will be payable as a one-surface restoration if it

involved the lingual surface.
(6) Tooth preparation, temporary restorations, cement bases, pulp capping, impressions, local

anesthesia and inhaled anesthesia are included in the restorative fee and may not be billed separately.
(7) Pin retention will be paid on a per-tooth basis and in addition to the final restoration.
(8) More than four surfaces on an amalgam restoration will be reimbursed as a “four-surface”

amalgam.
(9) An amalgam restoration is not payable following a sedative filling in the same tooth unless the

sedative filling was placed more than 30 days previously.
78.4(4) Periodontal services. Payment may be made for the following periodontal services:
a. Full-mouth debridement to enable comprehensive periodontal evaluation and diagnosis is

payable once every 24 months. This procedure is not payable on the same date of service when other
prophylasix or periodontal services are performed.

b. Periodontal scaling and root planing is payable when prior approval has been received. A
request for approval must be accompanied by a plan for treatment, a completed copy of a periodontal
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probe chart that exhibits pocket depths, history and radiograph(s). Payment for periodontal scaling
and root planing will be approved when interproximal and subgingival calculus is evident in X-rays
or when justified and documented that curettage, scaling or root planing is required in addition to routine
prophylaxis. (Cross-reference 78.28(2)“a”(1))

c. Periodontal surgical procedures which include gingivoplasty, osseous surgery, and osseous
allograft are payable services when prior approval has been received. A request for approval must
be accompanied by a plan for treatment, a completed copy of a periodontal probe chart that exhibits
pocket depths, history and radiograph(s). Payment for these surgical procedures will be approved after
periodontal scaling and root planing has been provided, a reevaluation examination has been completed,
and the patient has demonstrated reasonable oral hygiene, unless the patient is unable to demonstrate
reasonable oral hygiene because of physical or mental disability or in cases which demonstrate gingival
hyperplasia resulting from drug therapy. (Cross-reference 78.28(2)“a”(2))

d. Pedicle soft tissue graft and free soft tissue graft are payable services with prior approval based
on a written narrative describing medical necessity. (Cross-reference 78.28(2)“a”(3))

e. Periodontal maintenance therapy which includes oral prophylaxis, measurement of pocket
depths and limited root planing and scaling is a payable service when prior approval has been received.
A request for approval must be accompanied by a periodontal treatment plan, a completed copy of a
periodontal probe chart which exhibits pocket depths, periodontal history and radiograph(s). Payment
for periodontal maintenance therapy may be approved after periodontal scaling and root planing or
periodontal surgical procedures have been provided. Periodontal maintenance therapy may be approved
once per three-month interval for moderate to advanced cases if the condition would deteriorate without
treatment. (Cross-reference 78.28(2)“a”(4))

f. Payment as indicated will be made for the following periodontal services:
(1) Periodontal scaling and root planing, gingivoplasty, osseous surgery will be paid per quadrant.
(2) Gingivoplasty will be paid per tooth.
(3) Osseous allograft will be paid as a single site if one site is involved, or if more than one site is

involved, payment will be made for multiple sites.
78.4(5) Endodontic services. Payment shall be made for the following endodontic services:
a. Root canal treatments on permanent anterior and posterior teeth when extensive posttreatment

restorative procedures are not necessary and when missing teeth do not jeopardize the integrity or
function of the dental arches.

b. Vital pulpotomies. Cement bases, pulp capping, and insulating liners are considered part of the
restoration and may not be billed separately.

c. Surgical endodontic treatment is payable when prior approval has been received. Payment for
an apicoectomy, performed as a separate surgical procedure; an apicoectomy, performed in conjunction
with endodontic procedure; an apical curettage; a root resection; or excision of hyperplastic tissue will be
approved when nonsurgical treatment has been attempted and a reasonable time has elapsed after which
failure has been demonstrated. Surgical endodontic procedures may be indicated when:

(1) Conventional root canal treatment cannot be successfully completed because canals cannot be
negotiated, debrided or obturated due to calcifications, blockages, broken instruments, severe curvatures,
and dilacerated roots.

(2) Correction of problems resulting from conventional treatment including gross underfilling,
perforations, and canal blockages with restorative materials. (Cross-reference 78.28(2)“d”)

d. Endodontic retreatment when prior authorization has been received. Authorization for
retreatment of a tooth with previous endodontic treatment shall be granted when the conventional
treatment has been completed, a reasonable time has elapsed, and failure has been demonstrated with a
radiograph and narrative history.

78.4(6) Oral surgery—medically necessary. Payment shall be made for medically necessary oral
surgery services furnished by dentists to the extent that these services may be performed under state law
either by doctors of medicine, osteopathy, dental surgery or dental medicine and would be covered if
furnished by doctors of medicine or osteopathy, as defined in rule 441—78.1(249A). These services will



IAC 12/3/08 Human Services[441] Ch 78, p.19

be reimbursed in a manner consistent with the physician’s reimbursement policy. The following surgical
procedures are also payable when performed by a dentist:

a. Extractions, both surgical and nonsurgical.
b. Impaction (soft tissue impaction, upper or lower) that requires an incision of overlying soft

tissue and the removal of the tooth.
c. Impaction (partial bony impaction, upper or lower) that requires incision of overlying soft

tissue, elevation of a flap, removal of bone and removal of the tooth.
d. Impaction (complete bony impaction, upper or lower) that requires incision of overlying soft

tissue, elevation of a flap, removal of bone and section of the tooth for removal.
e. Root recovery (surgical removal of residual root).
f. Oral antral fistula closure (or antral root recovery).
g. Surgical exposure of impacted or unerupted tooth for orthodontic reasons, including ligation

when indicated.
h. Surgical exposure of impacted or unerupted tooth to aid eruption.
i. General anesthesia, intravenous sedation, and non-intravenous conscious sedation are payable

services when the extensiveness of the procedure indicates it or there is a concomitant disease or
impairment which warrants its use.

j. Routine postoperative care is considered part of the fee for surgical procedures and may not be
billed separately.

k. Payment may be made for postoperative care where need is shown to be beyond normal
follow-up care or for postoperative care where the original service was performed by another dentist.

78.4(7) Prosthetic services. Payment may be made for the following prosthetic services:
a. An immediate denture and a first-time complete denture including six months’ postdelivery

care. An immediate denture and a first-time complete denture are payable when the denture is provided
to establish masticatory function. An immediate denture or a first-time complete denture is payable only
once following the removal of teeth it replaces. A complete denture is payable only once in a five-year
period except when the denture is broken beyond repair, lost or stolen, or no longer fits due to growth or
changes in jaw structure and is required to prevent significant dental problems. Replacement of complete
dentures due to resorption in less than a five-year period is not payable.

b. A removable partial denture replacing anterior teeth, including six months’ postdelivery care.
A removable partial denture replacing anterior teeth is payable only once in a five-year period unless
the removable partial denture is broken beyond repair, lost or stolen, or no longer fits due to growth
or changes in jaw structure and is required to prevent significant dental problems. Replacement of a
removable partial denture replacing anterior teeth due to resorption in less than a five-year period is not
payable.

c. A removable partial denture replacing posterior teeth including six months’ postdelivery care
when prior approval has been received. A removable partial denture replacing posterior teeth shall be
approved when the member has fewer than eight posterior teeth in occlusion or the member has a full
denture in one arch, and a partial denture replacing posterior teeth is required in the opposing arch to
balance occlusion. When one removable partial denture brings eight posterior teeth in occlusion, no
additional removable partial denture will be approved. A removable partial denture replacing posterior
teeth is payable only once in a five-year period unless the removable partial denture is broken beyond
repair, lost or stolen, or no longer fits due to growth or changes in jaw structure and is required to prevent
significant dental problems. Replacement of a removable partial denture replacing posterior teeth due to
resorption in less than a five-year period is not payable. (Cross-reference 78.28(2)“c”(1))

d. A fixed partial denture (including an acid etch fixed partial denture) replacing anterior teeth
when prior approval has been received. A fixed partial denture (including an acid etch fixed partial
denture) replacing anterior teeth shall be approved for members whose medical condition precludes the
use of a removable partial denture. High noble or noble metals shall be approved only when the member
is allergic to all other restorative materials. A fixed partial denture replacing anterior teeth is payable
only once in a five-year period unless the fixed partial denture is broken beyond repair. (Cross-reference
78.28(2)“c”(2))
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e. A fixed partial denture (including an acid etch fixed partial denture) replacing posterior teeth
when prior approval has been received. A fixed partial denture (including an acid etch fixed partial
denture) replacing posterior teeth shall be approved for the member whose medical condition precludes
the use of a removable partial denture and who has fewer than eight posterior teeth in occlusion or if
the member has a full denture in one arch and a partial denture replacing posterior teeth is required
in the opposing arch to balance occlusion. When one fixed partial denture brings eight posterior teeth
in occlusion, no additional fixed partial denture will be approved. High noble or noble metals will be
approved only when the member is allergic to all other restorative materials. A fixed partial denture
replacing posterior teeth is payable only once in a five-year period unless the fixed partial denture is
broken beyond repair. (Cross-reference 78.28(2)“c”(3))

f. Obturator for surgically excised palatal tissue or deficient velopharyngeal function of cleft
palate patients.

g. Chairside relines are payable only once per prosthesis every 12 months.
h. Laboratory processed relines are payable only once per prosthesis every 12 months.
i. Tissue conditioning is a payable service twice per prosthesis in a 12-month period.
j. Two repairs per prosthesis in a 12-month period are payable.
k. Adjustments to a complete or removable partial denture are payable when medically necessary

after six months’ postdelivery care. An adjustment consists of removal of acrylic material or adjustment
of teeth to eliminate a sore area or to make the denture fit better. Warming dentures and massaging them
for better fit or placing them in a sonic device does not constitute an adjustment.

l. Dental implants and related services when prior authorization has been received. Prior
authorization shall be granted when the member is missing significant oral structures due to cancer,
traumatic injuries, or developmental defects such as cleft palate and cannot use a conventional denture.

78.4(8) Orthodontic procedures. Payment may be made for the following orthodontic procedures:
a. When prior approval has been given for orthodontic services to treat the most handicapping

malocclusions in a manner consistent with “Handicapping Malocclusion Assessment to Establish
Treatment Priority,” by J.A. Salzmann, D.D.S., American Journal of Orthodontics, October 1968.

A handicapping malocclusion is a condition that constitutes a hazard to the maintenance of oral
health and interferes with the well-being of the patient by causing impaired mastication, dysfunction of
the temporomandibular articulation, susceptibility to periodontal disease, susceptibility to dental caries,
and impaired speech due to malpositions of the teeth. Treatment of handicapping malocclusions will
be approved only for the severe and the most handicapping. Assessment of the most handicapping
malocclusion is determined by the magnitude of the following variables: degree of malalignment,
missing teeth, angle classification, overjet and overbite, openbite, and crossbite.

A request to perform an orthodontic procedure must be accompanied by an interpreted cephalometric
radiograph and study models trimmed so that the models simulate centric occlusion of the patient. A
written plan of treatment must accompany the diagnostic aids. Posttreatment records must be furnished
upon request of the Iowa Medicaid enterprise.

Approval may be made for eight units of a three-month active treatment period. Additional units
may be approved by the Iowa Medicaid enterprise’s orthodontic consultant if found to be medically
necessary. (Cross-reference 78.28(2)“d”)

b. Space management services shall be payable when there is too little dental ridge to
accommodate either the number or the size of teeth and if not corrected significant dental disease will
result.

c. Tooth guidance for a limited number of teeth or interceptive orthodontics is a payable service
when extensive treatment is not required. Pretreatment records are not required.

78.4(9) Treatment in a hospital. Payment will be approved for dental treatment rendered a
hospitalized patient only when the mental, physical, or emotional condition of the patient prevents the
dentist from providing necessary care in the office.

78.4(10) Treatment in a nursing facility. Payment will be approved for dental treatment provided in
a nursing facility. When more than one patient is examined during the same nursing home visit, payment
will be made by the Medicaid program for only one visit to the nursing home.
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78.4(11) Office visit. Payment will be approved for an office visit for care of injuries or abnormal
conditions of the teeth or supporting structure when treatment procedures or exams are not billed for that
visit.

78.4(12) Office calls after hours. Payment will be approved for office calls after office hours in
emergency situations. The office call will be paid in addition to treatment procedures.

78.4(13) Drugs. Payment will be made for drugs dispensed by a dentist only if there is no licensed
retail pharmacy in the community where the dentist’s office is located. If eligible to dispense drugs,
the dentist should request a copy of the Prescribed Drugs Manual from the Iowa Medicaid enterprise
provider services unit. Payment will not be made for writing prescriptions.

78.4(14) Services to members 21 years of age or older. Orthodontic procedures are not covered for
members 21 years of age or older.

This rule is intended to implement Iowa Code section 249A.4.

441—78.5(249A) Podiatrists.   Payment will be approved only for certain podiatric services.
78.5(1) Payment will be approved for the following orthotic appliances and treatment of nail

pathologies:
a. Durable plantar foot orthotic.
b. Plaster impressions for foot orthotic.
c. Molded digital orthotic.
d. Shoe padding when appliances are not practical.
e. Custom molded space shoes for rheumatoid arthritis, congenital defects and deformities,

neurotropic, diabetic and ischemic intractable ulcerations and deformities due to injuries.
f. Rams horn (hypertrophic) nails.
g. Onychomycosis (mycotic) nails.
78.5(2) Payment will be made for the same scope of podiatric services available through Part B of

Title XVIII (Medicare) except as listed below:
a. Treatment of flatfoot. The term “flatfoot” is defined as a condition in which one or more arches

have flattened out.
b. Treatment of subluxations of the foot are defined as partial dislocations or displacements of

joint surfaces, tendons, ligaments, or muscles of the foot. Surgical or nonsurgical treatments undertaken
for the sole purpose of correcting a subluxated structure in the foot as an isolated entity are not covered.

Reasonable and necessary diagnosis of symptomatic conditions that result from or are associated
with partial displacement of foot structures is a covered service. Surgical correction in the subluxated
foot structure that is an integral part of the treatment of a foot injury or is undertaken to improve the
function of the foot or to alleviate an induced or associated symptomatic condition is a covered service.

c. Routine foot care. Routine foot care includes the cutting or removal of corns or callouses, the
trimming of nails and other hygienic and preventive maintenance care in the realm of self-care such as
cleaning and soaking the feet, the use of skin creams to maintain skin tone of both ambulatory and bedfast
patients and any services performed in the absence of localized illness, injury, or symptoms involving
the foot.

d. Orthopedic shoes. Payment will not be made for orthopedic shoes or for any device to be worn
in or attached to orthopedic shoes or other types of shoes when provided by the podiatrist. Payment will
be made to the podiatrist for the examination including tests to establish the need for orthopedic shoes.

78.5(3) Prescriptions are required for drugs and supplies as specified in rule 78.1(2)“c.” Payment
shall be made for drugs dispensed by a podiatrist only if there is no licensed retail pharmacy in the
community where the podiatrist’s office is located. If eligible to dispense drugs, the podiatrist should
request a copy of the Prescribed DrugsManual from the IowaMedicaid enterprise provider services unit.
Payment will not be made for writing prescriptions.

This rule is intended to implement Iowa Code section 249A.4.

441—78.6(249A) Optometrists.   Payment will be approved for medically necessary services and
supplies provided by the optometrist within the scope of practice of optometry and the limitations of
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state law, subject to the following limitations and exclusions. Covered optometric services include a
professional component and materials.

78.6(1) Payable professional services are:
a. Eye examinations. The coverage of eye examinations depends on the purpose of the

examination. Services are covered if the examination is the result of a complaint or symptom of an eye
disease or injury. Routine eye examinations are covered once in a 12-month period. These services are
rendered in the optometrist’s office or clinic, the home, a nursing facility, or other appropriate setting.
Payment for mileage shall be subject to the same approval and payment criteria as those in effect for
Medicare Part B. The following levels of service are recognized for optometric examinations:

(1) Intermediate examination. A level of optometric or ophthalmological services pertaining
to medical examination and evaluation, with initiation or continuation of a diagnostic and treatment
program.

(2) Comprehensive examination. A level of optometric or ophthalmological services pertaining
to medical examination and evaluation, with initiation or continuation of a diagnostic and treatment
program, and a general evaluation of the complete visual system.

b. Medical services. Payment will be approved for medically necessary services and supplies
within the scope of practice of the optometrist, including services rendered in the optometrist’s office or
clinic, the home, a nursing facility, or other appropriate setting. Payment for mileage shall be subject to
the same approval and payment criteria as those in effect for Medicare Part B.

c. Auxiliary procedures. The following auxiliary procedures and special tests are payable when
performed by an optometrist. Auxiliary procedures and special tests are reimbursed as a separate
procedure only when warranted by case history or diagnosis.

(1) Serial tonometry. Single tonometry is part of the intermediate and comprehensive exams and
is not payable as a separate procedure as is serial tonometry.

(2) Gonioscopy.
(3) Extended ophthalmoscopy. Routine ophthalmoscopy is part of the intermediate and

comprehensive examination and is not payable as a separate procedure. Generally, extended
ophthalmoscopy is considered to be part of the comprehensive examination and, if performed in
conjunction with that level of service, is not payable as a separate procedure.

(4) Visual fields. Gross visual field testing is part of general optometric services and is not reported
separately.

(5) External photography.
(6) Fundus photography.
(7) Retinal integrity evaluation.
d. Single vision and multifocal lens service, verification and subsequent service. When lenses are

necessary, the following enumerated professional and technical optometric services are to be provided:
(1) When lenses are necessary, the following enumerated professional and technical optometric

services are to be provided:
1. Ordering of corrective lenses.
2. Verification of lenses after fabrication.
3. Adjustment and alignment of completed lens order.
(2) New lenses are subject to the following limitations:
1. Up to three times for children up to one year of age.
2. Up to four times per year for children one through three years of age.
3. Once every 12 months for children four through seven years of age.
4. Once every 24 months after eight years of age when there is a change in the prescription.
(3) Protective lenses are allowed for:
1. Children through seven years of age.
2. Recipients with vision in only one eye.
3. Recipients with a diagnosis-related illness or disability where regular lenses would pose a safety

risk.
e. Rescinded IAB 4/3/02, effective 6/1/02.
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f. Frame service.
(1) When a new frame is necessary, the following enumerated professional and technical optometric

services are to be provided:
1. Selection and styling.
2. Sizing and measurements.
3. Fitting and adjustment.
4. Readjustment and servicing.
(2) New frames are subject to the following limitations:
1. One frame every six months is allowed for children through three years of age.
2. One frame every 12 months is allowed for children four through six years of age.
3. When there is a prescribed lens change and the new lenses cannot be accommodated by the

current frame.
(3) Safety frames are allowed for:
1. Children through seven years of age.
2. Recipients with a diagnosis-related disability or illness where regular frames would pose a

safety risk.
g. Rescinded IAB 4/3/02, effective 6/1/02.
h. Repairs or replacement of frames, lenses or component parts. Payment shall bemade for service

in addition to materials. The service fee shall not exceed the dispensing fee for a replacement frame.
Payment shall be made for replacement of glasses when the original glasses have been lost or damaged
beyond repair. Replacement of lost or damaged glasses is limited to once every 12 months for adults
aged 21 and over, except for people with a mental or physical disability.

i. Fitting of contact lenses when required following cataract surgery, documented keratoconus,
aphakia, or for treatment of acute or chronic eye disease. Up to eight pairs of contact lenses are allowed
for children up to one year of age with aphakia. Up to four pairs of contact lenses per year are allowed
for children one to three years of age with aphakia.

78.6(2) Ophthalmic materials. Ophthalmic materials which are provided in connection with any
of the foregoing professional optometric services shall provide adequate vision as determined by the
optometrist and meet the following standards:

a. Corrected curve lenses, unless clinically contraindicated, manufactured by reputable American
manufacturers.

b. Standard plastic, plastic and metal combination, or metal frames manufactured by reputable
American manufacturers, if available.

c. Prescription standards according to theAmericanNational Standards Institute (ANSI) standards
and tolerance.

78.6(3) Reimbursement. The reimbursement for allowed ophthalmic material is subject to a fee
schedule established by the department or to actual laboratory cost as evidenced by an attached invoice.

a. Materials payable by fee schedule are:
(1) Lenses, single vision and multifocal.
(2) Frames.
(3) Case for glasses.
b. Materials payable at actual laboratory cost as evidenced by an attached invoice are:
(1) Contact lenses.
(2) Schroeder shield.
(3) Ptosis crutch.
(4) Protective lenses and safety frames.
(5) Subnormal visual aids.
78.6(4) Prior authorization. Prior authorization is required for the following:
a. A second lens correction within a 24-month period for recipients eight years of age and older.

Approval shall be given when the recipient’s vision has at least a five-tenths diopter of change in sphere
or cylinder or ten-degree change in axis in either eye.
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b. Visual therapy may be authorized when warranted by case history or diagnosis for a period of
time not greater than 90 days. Should continued therapy be warranted, the prior approval process shall
be reaccomplished, accompanied by a report showing satisfactory progress. Approved diagnoses are
convergence insufficiency and amblyopia. Visual therapy is not covered when provided by opticians.

c. Subnormal visual aids where near visual acuity is better than 20/100 at 16 inches, 2M print.
Prior authorization is not required if near visual acuity as described above is less than 20/100. Subnormal
visual aids include, but are not limited to, hand magnifiers, loupes, telescopic spectacles, or reverse
Galilean telescope systems. Payment shall be actual laboratory cost as evidenced by an attached invoice.

(Cross-reference 78.28(3))
78.6(5) Noncovered services. Noncovered services include, but are not limited to, the following

services:
a. Glasses with cosmetic gradient tint lenses or other eyewear for cosmetic purposes.
b. Glasses for protective purposes including glasses for eye safety, sunglasses, or glasses with

photogray lenses. An exception to this is in 78.6(3)“b”(4).
c. A second pair of glasses or spare glasses.
d. Cosmetic surgery and experimental medical and surgical procedures.
e. Contact lenses if vision is correctable with noncontact lenses except as found at paragraph

78.6(1)“i.”
78.6(6) Therapeutically certified optometrists. Therapeutically certified optometrists may provide

services and employ pharmaceutical agents in accordance with Iowa Code chapter 154 regulating the
practice of optometry. A therapeutically certified optometrist is an optometrist who is licensed to practice
optometry in this state and who is certified by the board of optometry to employ the agents and perform
the procedures provided by the Iowa Code.

This rule is intended to implement Iowa Code section 249A.4.

441—78.7(249A) Opticians.   Payment will be approved only for certain services and supplies provided
by opticians when prescribed by a physician (MD or DO) or an optometrist. Payment and procedure for
obtaining services and supplies shall be the same as described in rule 441—78.6(249A). (Cross-reference
78.28(3))

78.7(1) to 78.7(3)   Rescinded IAB 4/3/02, effective 6/1/02.
This rule is intended to implement Iowa Code section 249A.4.

441—78.8(249A) Chiropractors.   Payment will be made for the same chiropractic procedures payable
under Title XVIII of the Social Security Act (Medicare).

78.8(1) Covered services. Chiropractic manipulative therapy (CMT) eligible for reimbursement is
specifically limited by Medicaid to the manual manipulation (i.e., by use of the hands) of the spine
for the purpose of correcting a subluxation demonstrated by X-ray. Subluxation means an incomplete
dislocation, off-centering, misalignment, fixation, or abnormal spacing of the vertebrae.

78.8(2) Indications and limitations of coverage.
a. The subluxation must have resulted in a neuromusculoskeletal condition set forth in the table

below for which CMT is appropriate treatment. The symptomsmust be directly related to the subluxation
that has been diagnosed. Themere statement or diagnosis of “pain” is not sufficient to support themedical
necessity of CMT. CMT must have a direct therapeutic relationship to the patient’s condition. No other
diagnostic or therapeutic service furnished by a chiropractor is covered under the Medicaid program.

ICD-9 CATEGORY I ICD-9 CATEGORY II ICD-9 CATEGORY III

307.81 Tension headache 353.0 Brachial plexus lesions 721.7 Traumatic spondylopathy

721.0 Cervical spondylosis
without myelopathy

353.1 Lumbosacral plexus
lesions

722.0 Displacement of cervical
intervertebral disc without
myelopathy

721.2 Thoracic spondylosis
without myelopathy

353.2 Cervical root lesions, NEC 722.10 Displacement of lumbar
intervertebral disc without
myelopathy



IAC 12/3/08 Human Services[441] Ch 78, p.25

ICD-9 CATEGORY I ICD-9 CATEGORY II ICD-9 CATEGORY III

721.3 Lumbosacral spondylosis
without myelopathy

353.3 Thoracic root lesions,
NEC

722.11 Displacement of thoracic
intervertebral disc without
myelopathy

723.1 Cervicalgia 353.4 Lumbosacral root lesions,
NEC

722.4 Degeneration of cervical
intervertebral disc

724.1 Pain in thoracic spine 353.8 Other nerve root and
plexus disorders

722.51 Degeneration of thoracic
or thoracolumbar
intervertebral disc

724.2 Lumbago 719.48 Pain in joint (other
specified sites, must
specify site)

722.52 Degeneration of lumbar
or lumbosacral
intervertebral disc

724.5 Backache, unspecified 720.1 Spinal enthesopathy 722.81 Post laminectomy
syndrome, cervical region

784.0 Headache 722.91 Calcification of
intervertebral cartilage
or disc, cervical region

722.82 Post laminectomy
syndrome, thoracic region

722.92 Calcification of
intervertebral cartilage
or disc, thoracic region

722.83 Post laminectomy
syndrome, lumbar region

722.93 Calcification of
intervertebral cartilage
or disc, lumbar region

724.3 Sciatica

723.0 Spinal stenosis in cervical
region

723.2 Cervicocranial syndrome

723.3 Cervicobrachial syndrome

723.4 Brachial neuritis or
radiculitis, NOC

723.5 Torticollis, unspecified

724.01 Spinal stenosis, thoracic
region

724.02 Spinal stenosis, lumbar
region

724.4 Thoracic or lumbosacral
neuritis or radiculitis

724.6 Disorders of sacrum,
ankylosis

724.79 Disorders of coccyx,
coccygodynia

724.8 Other symptoms referable
to back, facet syndrome

729.1 Myalgia and myositis,
unspecified

729.4 Fascitis, unspecified

738.40 Acquired
spondylolisthesis

756.12 Spondylolisthesis

846.0 Sprains and strains
of sacroiliac region,
lumbosacral (joint;
ligament)

846.1 Sprains and strains
of sacroiliac region,
sacroiliac ligament

846.2 Sprains and strains
of sacroiliac region,
sacrospinatus (ligament)
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ICD-9 CATEGORY I ICD-9 CATEGORY II ICD-9 CATEGORY III

846.3 Sprains and strains
of sacroiliac region,
sacrotuberous (ligament)

846.8 Sprains and strains of
sacroiliac region, other
specified sites of sacroiliac
region

847.0 Sprains and strains, neck

847.1 Sprains and strains,
thoracic

847.2 Sprains and strains, lumbar

847.3 Sprains and strains, sacrum

847.4 Sprains and strains, coccyx

b. The neuromusculoskeletal conditions listed in the table in paragraph “a” generally require
short-, moderate-, or long-term CMT. A diagnosis or combination of diagnoses within Category I
generally requires short-term CMT of 12 per 12-month period. A diagnosis or combination of diagnoses
within Category II generally requires moderate-term CMT of 18 per 12-month period. A diagnosis or
combination of diagnoses within Category III generally requires long-term CMT of 24 per 12-month
period. For diagnostic combinations between categories, 28 CMTs are generally required per 12-month
period. If the CMT utilization guidelines are exceeded, documentation supporting the medical necessity
of additional CMT must be submitted with the Medicaid claim form or the claim will be denied for
failure to provide information.

c. CMT is not a covered benefit when:
(1) The maximum therapeutic benefit has been achieved for a given condition.
(2) There is not a reasonable expectation that the continuation of CMTwould result in improvement

of the patient’s condition.
(3) The CMT seeks to prevent disease, promote health and prolong and enhance the quality of life.
78.8(3) Documenting X-ray. An X-ray must document the primary regions of subluxation being

treated by CMT.
a. The documenting X-ray must be taken at a time reasonably proximate to the initiation of CMT.

An X-ray is considered to be reasonably proximate if it was taken no more than 12 months prior to or
3 months following the initiation of CMT. X-rays need not be repeated unless there is a new condition
and no payment shall be made for subsequent X-rays, absent a new condition, consistent with paragraph
“c” of this subrule. No X-ray is required for pregnant women and for children aged 18 and under.

b. The X-ray films shall be labeled with the patient’s name and date the X-rays were taken and
shall be marked right or left. The X-ray shall be made available to the department or its duly authorized
representative when requested. A written and dated X-ray report, including interpretation and diagnosis,
shall be present in the patient’s clinical record.

c. Chiropractors shall be reimbursed for documenting X-rays at the physician fee schedule
rate. Payable X-rays shall be limited to those Current Procedural Terminology (CPT) procedure
codes that are appropriate to determine the presence of a subluxation of the spine. Criteria used to
determine payable X-ray CPT codes may include, but are not limited to, the X-ray CPT codes for which
major commercial payors reimburse chiropractors. The Iowa Medicaid enterprise shall publish in the
Chiropractic Services Provider Manual the current list of payable X-ray CPT codes. Consistent with
CPT, chiropractors may bill the professional, technical, or professional and technical components for
X-rays, as appropriate. Payment for documenting X-rays shall be further limited to one per condition,
consistent with the provisions of paragraph “a” of this subrule. A claim for a documenting X-ray
related to the onset of a new condition is only payable if the X-ray is reasonably proximate to the
initiation of CMT for the new condition, as defined in paragraph “a” of this subrule. A chiropractor is
also authorized to order a documenting X-ray whether or not the chiropractor owns or possesses X-ray
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equipment in the chiropractor’s office. Any X-rays so ordered shall be payable to the X-ray provider,
consistent with the provisions in this paragraph.

This rule is intended to implement Iowa Code section 249A.4.

441—78.9(249A) Home health agencies.   Payment shall be approved for medically necessary
home health agency services prescribed by a physician in a plan of home health care provided by a
Medicare-certified home health agency.

The number of hours of home health agency services shall be reasonable and appropriate to meet an
established medical need of the recipient that cannot be met by a family member, significant other, friend,
or neighbor. Services must be medically necessary in the individual case and be related to a diagnosed
medical impairment or disability.

The recipient need not be homebound to be eligible for home health agency services; however,
the services provided by a home health agency shall only be covered when provided in the recipient’s
residence with the following exception. Private duty nursing and personal care services for persons aged
20 and under as described at 78.9(10)“a”may be provided in settings other than the recipient’s residence
when medically necessary.

Medicaid recipients of home health agency services need not first require skilled nursing care to be
entitled to home health aide services.

Further limitations related to specific components of home health agency services are noted in
subrules 78.9(3) to 78.9(10).

Payment shall be made on an encounter basis. An encounter is defined as separately identifiable
hours in which home health agency staff provide continuous service to a recipient.

Payment for supplies shall be approved when the supplies are incidental to the patient’s care, e.g.,
syringes for injections, and do not exceed $15 per month. Dressings, durable medical equipment, and
other supplies shall be obtained from a durable medical equipment dealer or pharmacy. Payment of
supplies may be made to home health agencies when a durable medical equipment dealer or pharmacy
is not available in the recipient’s community.

Payment may be made for restorative and maintenance home health agency services.
Payment may be made for teaching, training, and counseling in the provision of health care services.
Treatment plans for these services shall additionally reflect: to whom the services are to be provided

(patient, family member, etc.); prior teaching training, or counseling provided; medical necessity for the
rendered service; identification of specific services and goals; date of onset of the teaching, training, or
counseling; frequency of services; progress of recipient in response to treatment; and estimated length
of time these services will be needed.

The following are not covered: services provided in the home health agency office, homemaker
services, well child care and supervision, and medical equipment rental or purchase.

Services shall be authorized by a physician, evidenced by the physician’s signature and date on a
plan of treatment.

78.9(1) Treatment plan. A plan of treatment shall be completed prior to the start of care and at a
minimum reviewed every 62 days thereafter. The plan of care shall support the medical necessity and
intensity of services to be provided by reflecting the following information:

a. Place of service.
b. Type of service to be rendered and the treatment modalities being used.
c. Frequency of the services.
d. Assistance devices to be used.
e. Date home health services were initiated.
f. Progress of recipient in response to treatment.
g. Medical supplies to be furnished.
h. Recipient’s medical condition as reflected by the following information, if applicable:
(1) Dates of prior hospitalization.
(2) Dates of prior surgery.
(3) Date last seen by a physician.
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(4) Diagnoses and dates of onset of diagnoses for which treatment is being rendered.
(5) Prognosis.
(6) Functional limitations.
(7) Vital signs reading.
(8) Date of last episode of instability.
(9) Date of last episode of acute recurrence of illness or symptoms.
(10) Medications.
i. Discipline of the person providing the service.
j. Certification period (no more than 62 days).
k. Estimated date of discharge from the hospital or home health agency services, if applicable.
l. Physician’s signature and date. The date of the signature shall be within the certification period.
78.9(2) Supervisory visits. Payment shall be made for supervisory visits two times a month when

a registered nurse acting in a supervisory capacity provides supervisory visits of services provided by
a home health aide under a home health agency plan of treatment or when services are provided by an
in-home health care provider under the department’s in-home health-related care program as set forth in
441—Chapter 177.

78.9(3) Skilled nursing services. Skilled nursing services are services that when performed by a
home health agency require a licensed registered nurse or licensed practical nurse to perform. Situations
when a service can be safely performed by the recipient or other nonskilled person who has received
the proper training or instruction or when there is no one else to perform the service are not considered
a “skilled nursing service.” Skilled nursing services shall be available only on an intermittent basis.
Intermittent services for skilled nursing services shall be defined as a medically predictable recurring
need requiring a skilled nursing service at least once every 60 days, not to exceed five days per week
(except as provided below), with an attempt to have a predictable end. Daily visits (six or seven days per
week) that are reasonable and necessary and show an attempt to have a predictable end shall be covered
for up to three weeks. Coverage of additional daily visits beyond the initial anticipated time framemay be
appropriate for a short period of time, based on the medical necessity of service. Medical documentation
shall be submitted justifying the need for continued visits, including the physician’s estimate of the length
of time that additional visits will be necessary. Daily skilled nursing visits or multiple daily visits for
wound care or insulin injections shall be covered when ordered by a physician and included in the plan of
care. Other daily skilled nursing visits which are ordered for an indefinite period of time and designated
as daily skilled nursing care do not meet the intermittent definition and shall be denied.

Skilled nursing services shall be evaluated based on the complexity of the service and the condition
of the patient.

Private duty nursing for persons aged 21 and over is not a covered service. See subrule 78.9(10) for
guidelines for private duty nursing for persons aged 20 or under.

78.9(4) Physical therapy services. Payment shall be made for physical therapy services when
the services relate directly to an active written treatment plan, follow a treatment plan established
by the physician after any needed consultation with the qualified physical therapist, are reasonable
and necessary to the treatment of the patient’s illness or injury, and meet the guidelines defined for
restorative, maintenance, or trial therapy as set forth in subrule 78.19(1), paragraphs “a” and “b.”

For physical therapy services, the treatment plan shall additionally reflect goals, modalities of
treatment, date of onset of conditions being treated, restorative potential, and progress notes.

78.9(5) Occupational therapy services. Payment shall be made for occupational therapy services
when the services relate directly to an active written treatment plan, follow a treatment plan established
by the physician, are reasonable and necessary to the treatment of the patient’s illness or injury, and
meet the guidelines defined for restorative, maintenance, or trial therapy as set forth in subrule 78.19(1),
paragraphs “a” and “c.”

For occupational therapy services, the treatment plan shall additionally reflect goals, modalities of
treatment, date of onset of conditions being treated, restorative potential, and progress notes.

78.9(6) Speech therapy services. Payment shall be made for speech therapy services when the
services relate directly to an active written treatment plan, follow a treatment plan established by the
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physician, are reasonable and necessary to the treatment of the patient’s illness or injury, and meet
the guidelines defined for restorative, maintenance, or trial therapy as set forth in subrule 78.19(1),
paragraphs “a” and “d.”

For speech therapy services, the treatment plan shall additionally reflect goals, modalities of
treatment, date of onset of conditions being treated, restorative potential, and progress notes.

78.9(7) Home health aide services. Payment shall bemade for unskilled services provided by a home
health aide if the following conditions are met:

a. The service as well as the frequency and duration are stated in a written plan of treatment
established by a physician. The home health agency is encouraged to collaborate with the recipient, or
in the case of a child with the child’s caregiver, in the development and implementation of the plan of
treatment.

b. The recipient requires personal care services as determined by a registered nurse or other
appropriate therapist. The services shall be given under the supervision of a registered nurse, physical,
speech, or occupational therapist and the registered nurse or therapist shall assign the aide who will
provide the care.

c. Services shall be provided on an intermittent basis. “Intermittent basis” for home health agency
services is defined as services that are usually two to three times a week for two to three hours at a time.
Services provided for four to seven days per week, not to exceed 28 hours per week, when ordered by
a physician and included in a plan of care shall be allowed as intermittent services. Increased services
provided when medically necessary due to unusual circumstances on a short-term basis of two to three
weeks may also be allowed as intermittent services when the home health agency documents the need
for the excessive time required for home health aide services.

Home health aide daily care may be provided for persons employed or attending school whose
disabling conditions require the persons to be assisted with morning and evening activities of daily living
in order to support their independent living.

Personal care services include the activities of daily living, e.g., helping the recipient to bathe, get
in and out of bed, care for hair and teeth, exercise, and take medications specifically ordered by the
physician, but ordinarily self-administered, and retraining the recipient in necessary self-help skills.

Certain household services may be performed by the aide in order to prevent or postpone the
recipient’s institutionalization when the primary need of the recipient for home health aide services
furnished is for personal care. If household services are incidental and do not substantially increase
the time spent by the aide in the home, the entire visit is considered a covered service. Domestic or
housekeeping services which are not related to patient care are not a covered service if personal care
is not rendered during the visit.

For home health aide services, the treatment plan shall additionally reflect the number of hours per
visit and the living arrangement of the recipient, e.g., lives alone or with family.

78.9(8) Medical social services.
a. Payment shall be made for medical social work services when all of the following conditions

are met and the problems are not responding to medical treatment and there does not appear to be a
medical reason for the lack of response. The services:

(1) Are reasonable and necessary to the treatment of a recipient’s illness or injury.
(2) Contribute meaningfully to the treatment of the recipient’s condition.
(3) Are under the direction of a physician.
(4) Are provided by or under the supervision of a qualified medical or psychiatric social worker.
(5) Address social problems that are impeding the recipient’s recovery.
b. Medical social services directed toward minimizing the problems an illness may create for the

recipient and family, e.g., encouraging them to air their concerns and providing them with reassurance,
are not considered reasonable and necessary to the treatment of the patient’s illness or injury.

78.9(9) Home health agency care for maternity patients and children. The intent of home health
agency services for maternity patients and children shall be to provide services when the members are
unable to receive the care outside of their home and require home health care due to a high-risk factor.
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Routine prenatal, postpartum, or child health care is a covered service in a physician’s office or clinic
and, therefore, is not covered by Medicaid when provided by a home health agency.

a. Treatment plans for maternity patients and children shall identify:
(1) The potential risk factors,
(2) The medical factor or symptom which verifies the child is at risk,
(3) The reason the member is unable to obtain care outside of the home,
(4) The medically related task of the home health agency,
(5) The member’s diagnosis,
(6) Specific services and goals, and
(7) The medical necessity for the services to be rendered. A single high-risk factor does not provide

sufficient documentation of the need for services.
b. The following list of potential high-risk factors may indicate a need for home health services

to prenatal maternity patients:
(1) Aged 16 or under.
(2) First pregnancy for a woman aged 35 or over.
(3) Previous history of prenatal complications such as fetal death, eclampsia, C-section delivery,

psychosis, or diabetes.
(4) Current prenatal problems such as hypertensive disorders of pregnancy, diabetes, cardiac

disease, sickle cell anemia, low hemoglobin, mental illness, or drug or alcohol abuse.
(5) Sociocultural or ethnic problems such as language barriers, lack of family support, insufficient

dietary practices, history of child abuse or neglect, or single mother.
(6) Preexisting disabilities such as sensory deficits, or mental or physical disabilities.
(7) Second pregnancy in 12 months.
(8) Death of a close family member or significant other within the previous year.
c. The following list of potential high-risk factors may indicate a need for home health services

to postpartum maternity patients:
(1) Aged 16 or under.
(2) First pregnancy for a woman aged 35 or over.
(3) Major postpartum complications such as severe hemorrhage, eclampsia, or C-section delivery.
(4) Preexisting mental or physical disabilities such as deaf, blind, hemaplegic, activity-limiting

disease, sickle cell anemia, uncontrolled hypertension, uncontrolled diabetes, mental illness, or mental
retardation.

(5) Drug or alcohol abuse.
(6) Symptoms of postpartum psychosis.
(7) Special sociocultural or ethnic problems such as lack of job, family problems, single mother,

lack of support system, or history of child abuse or neglect.
(8) Demonstrated disturbance in maternal and infant bonding.
(9) Discharge or release from hospital against medical advice before 36 hours postpartum.
(10) Insufficient antepartum care by history.
(11) Multiple births.
(12) Nonhospital delivery.
d. The following list of potential high-risk factors may indicate a need for home health services

to infants:
(1) Birth weight of five pounds or under or over ten pounds.
(2) History of severe respiratory distress.
(3) Major congenital anomalies such as neonatal complications which necessitate planning for

long-term follow-up such as postsurgical care, poor prognosis, home stimulation activities, or periodic
development evaluation.

(4) Disabling birth injuries.
(5) Extended hospitalization and separation from other family members.
(6) Genetic disorders, such as Down’s syndrome, and phenylketonuria or other metabolic

conditions that may lead to mental retardation.
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(7) Noted parental rejection or indifference toward baby such as never visiting or calling the
hospital about the baby’s condition during the infant’s extended stay.

(8) Family sociocultural or ethnic problems such as low education level or lack of knowledge of
child care.

(9) Discharge or release against medical advice before 36 hours of age.
(10) Nutrition or feeding problems.
e. The following list of potential high-risk factors may indicate a need for home health services

to preschool or school-age children:
(1) Child or sibling victim of child abuse or neglect.
(2) Mental retardation or other physical disabilities necessitating long-term follow-up or major

readjustments in family lifestyle.
(3) Failure to complete the basic series of immunizations by 18 months, or boosters by 6 years.
(4) Chronic illness such as asthma, cardiac, respiratory or renal disease, diabetes, cystic fibrosis,

or muscular dystrophy.
(5) Malignancies such as leukemia or carcinoma.
(6) Severe injuries necessitating treatment or rehabilitation.
(7) Disruption in family or peer relationships.
(8) Suspected developmental delay.
(9) Nutritional deficiencies.
78.9(10) Private duty nursing or personal care services for persons aged 20 and under. Payment

for private duty nursing or personal care services for persons aged 20 and under shall be approved if
determined to be medically necessary. Payment shall be made on an hourly unit of service.

a. Definitions.
(1) Private duty nursing services are those services which are provided by a registered nurse or a

licensed practical nurse under the direction of the recipient’s physician to a recipient in the recipient’s
place of residence or outside the recipient’s residence, when normal life activities take the recipient
outside the place of residence. Place of residence does not include nursing facilities, intermediate care
facilities for the mentally retarded, or hospitals.

Services shall be provided according to a written plan of care authorized by a licensed physician.
The home health agency is encouraged to collaborate with the recipient, or in the case of a child with
the child’s caregiver, in the development and implementation of the plan of treatment. These services
shall exceed intermittent guidelines as defined in subrule 78.9(3). Private duty nursing and personal
care services shall be inclusive of all home health agency services personally provided to the recipient.
Enhanced payment under the interim fee schedule shall be made available for services to children who
are technology dependent, i.e., ventilator dependent or whose medical condition is so unstable as to
otherwise require intensive care in a hospital.

Private duty nursing or personal care services do not include:
1. Respite care, which is a temporary intermission or period of rest for the caregiver.
2. Nurse supervision services including chart review, case discussion or scheduling by a registered

nurse.
3. Services provided to other members of the recipient’s household.
4. Services requiring prior authorization that are provided without regard to the prior authorization

process.
5. Transportation services.
6. Homework assistance.
(2) Personal care services are those services provided by a home health aide or certified nurse’s

aide and which are delegated and supervised by a registered nurse under the direction of the recipient’s
physician to a recipient in the recipient’s place of residence or outside the recipient’s residence, when
normal life activities take the recipient outside the place of residence. Place of residence does not
include nursing facilities, intermediate care facilities for the mentally retarded, or hospitals. Payment
for personal care services for persons aged 20 and under that exceed intermittent guidelines may be
approved if determined to be medically necessary as defined in subrule 78.9(7). These services shall be
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in accordance with the recipient’s plan of care and authorized by a physician. The home health agency
is encouraged to collaborate with the recipient, or in the case of a child with the child’s caregiver, in the
development and implementation of the plan of treatment.

Medical necessity means the service is reasonably calculated to prevent, diagnose, correct, cure,
alleviate or prevent the worsening of conditions that endanger life, cause pain, result in illness or
infirmity, threaten to cause or aggravate a disability or chronic illness, and no other equally effective
course of treatment is available or suitable for the recipient requesting a service.

b. Requirements.
(1) Private duty nursing or personal care services shall be ordered in writing by a physician as

evidenced by the physician’s signature on the plan of care.
(2) Private duty nursing or personal care services shall be authorized by the department or the

department’s designated review agent prior to payment.
(3) Prior authorization shall be requested at the time of initial submission of the plan of care or

at any time the plan of care is substantially amended and shall be renewed with the department or the
department’s designated review agent. Initial request for and request for renewal of prior authorization
shall be submitted to the department’s designated review agent. The provider of the service is responsible
for requesting prior authorization and for obtaining renewal of prior authorization.

The request for prior authorization shall include a nursing assessment, the plan of care, and
supporting documentation. The request for prior authorization shall include all items previously
identified as required treatment plan information and shall further include: any planned surgical
interventions and projected time frame; information regarding caregiver’s desire to become involved in
the recipient’s care, to adhere to program objectives, to work toward treatment plan goals, and to work
toward maximum independence; and identify the types and service delivery levels of all other services
to the recipient whether or not the services are reimbursable by Medicaid. Providers shall indicate the
expected number of private duty nursing RN hours, private duty nursing LPN hours, or home health
aide hours per day, the number of days per week, and the number of weeks or months of service per
discipline. If the recipient is currently hospitalized, the projected date of discharge shall be included.

Prior authorization approvals shall not be granted for treatment plans that exceed 16 hours of home
health agency services per day. (Cross-reference 78.28(9))

78.9(11) Vaccines. Home health agencies which wish to administer vaccines which are available
through the Vaccines for Children program to Medicaid recipients 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 recipients. Home health agencies
may provide Vaccines for Children clinics and be reimbursed for vaccine administration to provide
Vaccines for Children program vaccines to Medicaid children in other than the home setting.

This rule is intended to implement Iowa Code section 249A.4.

441—78.10(249A) Durable medical equipment (DME), prosthetic devices and medical supplies.
78.10(1) General payment requirements. Payment will be made for items of DME, prosthetic

devices and medical supplies, subject to the following general requirements and the requirements of
subrule 78.10(2), 78.10(3), or 78.10(4), as applicable:

a. DME, prosthetic devices, and medical supplies must be required by the member because of the
member’s medical condition.

b. The item shall be necessary and reasonable either for the treatment of an illness or injury, or to
improve the functioning of a malformed body part. Determination will be made by the Iowa Medicaid
enterprise medical services unit.

(1) An item is necessary when it can be expected tomake ameaningful contribution to the treatment
of a specific illness or injury or to the improvement in function of a malformed body part.

(2) Although an item may be necessary, it must also be a reasonable expenditure for the Medicaid
program. The following considerations enter into the determination of reasonableness: Whether the
expense of the item to the program would be clearly disproportionate to the therapeutic benefits which
could ordinarily be derived from use of the item; whether the item would be substantially more costly
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than a medically appropriate and realistically feasible alternative pattern of care; and whether the item
serves essentially the same purpose as an item already available to the beneficiary.

c. A physician’s (doctor of medicine, osteopathy, or podiatry), physician assistant’s, or advanced
registered nurse practitioner’s prescription is required to establish medical necessity. The prescription
shall state the diagnosis, prognosis, and length of time the item is to be required.

For items requiring prior approval, a request shall include a physician’s, physician assistant’s,
or advanced registered nurse practitioner’s written order or prescription and sufficient medical
documentation to permit an independent conclusion that the requirements for the equipment or device
are met and the item is medically necessary and reasonable. A request for prior approval is made
on Form 470-0829, Request for Prior Authorization. See rule 441—78.28(249A) for prior approval
requirements.

d. Nonmedical items will not be covered. These include but are not limited to:
(1) Physical fitness equipment, e.g., an exercycle, weights.
(2) First-aid or precautionary-type equipment, e.g., preset portable oxygen units.
(3) Self-help devices, e.g., safety grab bars, raised toilet seats.
(4) Training equipment, e.g., speech teaching machines, braille training texts.
(5) Equipment used for environmental control or to enhance the environmental setting, e.g., room

heaters, air conditioners, humidifiers, dehumidifiers, and electric air cleaners.
(6) Equipment which basically serves comfort or convenience functions, or is primarily for the

convenience of a person caring for the patient, e.g., elevators, stairway elevators and posture chairs.
e. The amount payable is based on the least expensive item which meets the patient’s medical

needs. Payment will not be approved for duplicate items.
f. Consideration will be given to rental or purchase based on the price of the item and the length

of time it would be required. The decision on rental or purchase shall be made by the Iowa Medicaid
enterprise, and be based on the most reasonable method to provide the equipment.

(1) The provider shall monitor rental payments up to 150 percent of the purchase price. At the
point that total rent paid equals 150 percent of the purchase allowance, the recipient will be considered
to own the item and no further rental payments will be made to the provider.

(2) Payment may be made for the purchase of an item even though rental payments may have been
made for prior months. The rental of the equipment may be necessary for a period of time to establish
that it will meet the identified need before the purchase of the equipment. When a decision is made to
purchase after renting an item, all of the rental payments will be applied to the purchase allowance.

(3) EXCEPTION: Ventilators will be maintained on a rental basis for the duration of use.
g. Payment may be made for necessary repair, maintenance, and supplies for recipient-owned

equipment. No payment may be made for repairs, maintenance, or supplies when the recipient is renting
the item.

h. Replacement of recipient-owned equipment is covered in cases of loss or irreparable damage
or when required because of a change in the patient’s condition.

i. No allowance will be made for delivery, freight, postage, or other provider operating expenses
for DME, prosthetic devices or medical supplies.

78.10(2) Durable medical equipment. DME is equipment which can withstand repeated use, is
primarily and customarily used to serve a medical purpose, is generally not useful to a person in the
absence of an illness or injury, and is appropriate for use in the home.

a. Durable medical equipment will not be provided in a hospital, nursing facility, or intermediate
care facility for the mentally retarded except when a Medicaid-eligible resident of a nursing facility
medically needs oxygen for 12 or more hours per day for at least 30 days or more. Medicaid will provide
payment to medical equipment and supply dealers to provide oxygen services in a nursing facility when
all of the following requirements and conditions have been met:

(1) A physician’s, physician assistant’s, or advanced registered nurse practitioner’s prescription
documents that a resident of a nursing facility requires oxygen for 12 hours or more per day and the
provider and physician, physician assistant, or advanced registered nurse practitioner jointly submit
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Certificate of Medical Necessity, Form CMS-484, from Medicare or a reasonable facsimile to the Iowa
Medicaid enterprise with the monthly billing. The documentation submitted must contain the following:

1. The number of hours oxygen is required per day;
2. The diagnosis of the disease requiring continuous oxygen, prognosis, and length of time the

oxygen will be needed;
3. The oxygen flow rate and concentration; the type of system ordered, i.e., cylinder gas, liquid

gas, or concentrator;
4. A specific estimate of the frequency and duration of use; and
5. The initial reading on the time meter clock on each concentrator, where applicable.
Oxygen prescribed “PRN” or “as necessary” is not allowed.
(2) The maximumMedicaid payment shall be based on the least costly method of oxygen delivery.
(3) Medicaid payment shall be made for the rental of equipment only. All accessories and

disposable supplies related to the oxygen delivery system, servicing and repairing of equipment are
included in the Medicaid payment.

(4) Oxygen logs must be maintained by the provider. When random postpayment review of these
logs indicates less than an average of 12 hours per day of oxygen was provided over a 30-day period,
recoupment of the overpayment may occur.

(5) Payment will be made for only one mode of oxygen even if the physician’s, physician
assistant’s, or advanced registered nurse practitioner’s prescription allows for multiple modes of
delivery.

(6) Payment will not be made for oxygen that is not documented according to department of
inspections and appeals 481—subrule 58.21(8).

b. Only the following types of durable medical equipment can be covered through the Medicaid
program:

Alternating pressure pump.
Automated medication dispenser. See 78.10(2)“d” for prior authorization requirements.
Bedpan.
Blood pressure cuffs.
Cane.
Cardiorespiratory monitor (rental and supplies).
Commode.
Commode pail.
Crutches.
Decubitus equipment.
Dialysis equipment.
Diaphragm (contraceptive device).
Enclosed bed. See 78.10(2)“d” for prior authorization requirements.
Enuresis alarm system (bed-wetting alarm device) for recipients five years of age or older.
Hospital bed.
Hospital bed accessories.
Inhalation equipment.
Insulin infusion pump. See 78.10(2)“d” for prior authorization requirements.
Lymphedema pump.
Neuromuscular stimulator.
Oximeter.
Oxygen, subject to the limitations in 78.10(2)“a” and 78.10(2)“c.”
Patient lift (Hoyer).
Phototherapy bilirubin light.
Pressure unit.
Protective helmet.
Respirator.
Resuscitator bags and pressure gauge.
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Seat lift chair.
Suction machine.
Traction equipment.
Urinal (portable).
Vaporizer.
Ventilator.
Vest airway clearance system. See 78.10(2)“d” for prior authorization requirements.
Walker.
Wheelchair—standard and adaptive.
Whirlpool bath.
c. Coverage of home oxygen equipment and oxygen will be considered reasonable and necessary

only for recipients with significant hypoxemia, as shown by medical documentation. The physician’s,
physician assistant’s, or advanced registered nurse practitioner’s prescription shall document that other
forms of treatment have been tried and have not been successful, and that oxygen therapy is required.

(1) To identify the medical necessity for oxygen therapy, the supplier and a physician, physician
assistant, or advanced registered nurse practitioner shall jointly submit Medicare Form B-7401,
Physician’s Certification for Durable Medical Equipment, or a reasonable facsimile. The following
information is required:

1. A diagnosis of the disease requiring home use of oxygen;
2. The oxygen flow rate and concentration;
3. The type of system ordered, i.e., cylinder gas, liquid gas, or concentrator;
4. A specific estimate of the frequency and duration of use; and
5. The initial reading on the time meter clock on each concentrator, where applicable.
Oxygen prescribed “PRN” or “as necessary” is not allowed.
(2) If the patient’s condition or need for oxygen services changes, the attending physician,

physician assistant, or advanced registered nurse practitioner must adjust the documentation accordingly.
(3) A second oxygen system is not covered by Medicaid when used as a backup for oxygen

concentrators or as a standby in case of emergency. Recipients may be provided with a portable oxygen
system to complement a stationary oxygen system, or to be used by itself, with documentation from
the physician (doctor of medicine or osteopathy), physician assistant, or advanced registered nurse
practitioner of the medical necessity for portable oxygen for specific activities.

(4) Payment for concentrators shall be made only on a rental basis.
(5) All accessories, disposable supplies, servicing, and repairing of concentrators are included in

the monthly Medicaid payment for concentrators.
d. Prior authorization is required for the following medical equipment and supplies

(Cross-reference 78.28(1)):
(1) Enclosed beds. Payment for an enclosed bed will be approved when prescribed for a patient

who meets all of the following conditions:
1. The patient has a diagnosis-related cognitive or communication impairment that results in risk

to safety.
2. The patient’s mobility puts the patient at risk for injury.
3. The patient has suffered injuries when getting out of bed.
4. The patient has had a successful trial with an enclosed bed.
(2) External insulin infusion pumps. Payment will be approved according to Medicare coverage

criteria.
(3) Vest airway clearance systems. Payment will be approved for a vest airway clearance system

when prescribed by a pulmonologist for a patient with a diagnosis of a lung disorder if all of the following
conditions are met:

1. Pulmonary function tests for the 12 months before the initiation of the vest demonstrate an
overall significant decrease of lung function.

2. The patient resides in an independent living situation or has a medical condition that precludes
the caregiver from administering traditional chest physiotherapy.
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3. Treatment by flutter device failed or is contraindicated.
4. Treatment by intrapulmonary percussive ventilation failed or is contraindicated.
5. All other less costly alternatives have been tried.
(4) Automated medication dispenser. Payment will be approved for an automated medication

dispenser when prescribed for a member who meets all of the following conditions:
1. Themember has a diagnosis indicative of cognitive impairment or age-related factors that affect

the member’s ability to remember to take medications.
2. The member is on two or more medications prescribed to be administered more than one time

a day.
3. The availability of a caregiver to administer the medications or perform setup is limited or

nonexistent.
4. Less costly alternatives, such as medisets or telephone reminders, have failed.
78.10(3) Prosthetic devices. Prosthetic devices mean replacement, corrective, or supportive devices

prescribed by a physician (doctor of medicine, osteopathy or podiatry), physician assistant, or advanced
registered nurse practitioner within the scope of practice as defined by state law to artificially replace a
missing portion of the body, prevent or correct a physical deformity or malfunction, or support a weak
or deformed portion of the body. This does not require a determination that there is no possibility that
the patient’s condition may improve sometime in the future.

a. Prosthetic devices are not covered when dispensed to a patient prior to the time the patient
undergoes a procedure which will make necessary the use of the device.

b. Only the following types of prosthetic devices shall be covered through the Medicaid program:
Artificial eyes.
Artificial limbs.
Augmentative communications systems provided for members unable to communicate their basic

needs through oral speech or manual sign language. Payment will be made for the most cost-effective
item that meets basic communication needs commensurate with the member’s cognitive and language
abilities. See 78.10(3)“c” for prior approval requirements.

Enteral delivery supplies and products. See 78.10(3)“c” for prior approval requirements.
Hearing aids. See rule 441—78.14(249A).
Oral nutritional products. See 78.10(3)“c” for prior approval requirements.
Orthotic devices. See 78.10(3)“d” for limitations on coverage of cranial orthotic devices.
Ostomy appliances.
Parenteral delivery supplies and products. Daily parenteral nutrition therapy is considered

necessary and reasonable for a member with severe pathology of the alimentary tract that does not allow
absorption of sufficient nutrients to maintain weight and strength commensurate with the member’s
general condition.

Prosthetic shoes. See rule 441—78.15(249A).
Tracheotomy tubes.
Vibrotactile aids. Vibrotactile aids are payable only once in a four-year period unless the original

aid is broken beyond repair or lost. (Cross-reference 78.28(8))
c. Prior approval is required for the following prosthetic devices:
(1) Augmentative communication systems. Form 470-2145, Augmentative Communication

System Selection, completed by a speech pathologist and a physician’s, physician assistant’s, or
advanced registered nurse practitioner’s prescription for a particular device shall be submitted to the
Iowa Medicaid enterprise medical services unit to request prior approval. Information requested on the
prior approval form includes a medical history, diagnosis, and prognosis completed by a physician,
physician assistant, or advanced registered nurse practitioner. In addition, a speech or language
pathologist needs to describe current functional abilities in the following areas: communication skills,
motor status, sensory status, cognitive status, social and emotional status, and language status. Also
needed from the speech or language pathologist is information on educational ability and needs,
vocational potential, anticipated duration of need, prognosis regarding oral communication skills,
prognosis with a particular device, and recommendations. The department’s consultants with expertise
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in speech pathology will evaluate the prior approval requests and make recommendations to the
department. (Cross-reference 78.28(1)“c”)

(2) Enteral products and enteral delivery pumps and supplies. Daily enteral nutrition therapy shall
be approved as medically necessary only for a recipient who either has a metabolic or digestive disorder
that prevents the recipient from obtaining the necessary nutritional value from usual foods in any form
and cannot be managed by avoidance of certain food products or has a severe pathology of the body that
does not allow ingestion or absorption of sufficient nutrients from regular food to maintain weight and
strength commensurate with the recipient’s general condition.

A request for prior approval shall include a physician’s, physician assistant’s, or advanced registered
nurse practitioner’s written order or prescription and documentation to establish the medical necessity
for enteral products and enteral delivery pumps and supplies pursuant to the above standards. The
documentation shall include:

1. A statement of the recipient’s total medical condition that includes a description of the
recipient’s metabolic or digestive disorder or pathology.

2. Documentation of the medical necessity for commercially prepared products. The information
submitted must identify other methods attempted to support the recipient’s nutritional status and indicate
that the recipient’s nutritional needs were not or could not be met by regular food in pureed form.

3. Documentation of the medical necessity for an enteral pump, if the request includes an enteral
pump. The information submitted must identify the medical reasons for not using a gravity feeding set.

Examples of conditions that will not justify approval of enteral nutrition therapy are: weight-loss
diets, wired-shut jaws, diabetic diets, milk or food allergies (unless the recipient is under five years of
age and coverage through the Women, Infant and Children’s program is not available), and the use of
enteral products for convenience reasons when regular food in pureed form would meet the medical need
of the recipient.

Basis of payment for nutritional therapy supplies shall be the least expensive method of delivery that
is reasonable and medically necessary based on the documentation submitted.

(3) Oral nutritional products. Payment for oral nutritional products shall be approved as medically
necessary only when the member is not able to ingest or absorb sufficient nutrients from regular food
due to a metabolic, digestive, or psychological disorder or pathology, to the extent that supplementation
is necessary to provide 51 percent or more of the daily caloric intake, or when the use of oral nutritional
products is otherwise determined medically necessary in accordance with evidence-based guidelines for
treatment of the member’s condition.

A request for prior approval shall include a physician’s, physician assistant’s, or advanced registered
nurse practitioner’s written order or prescription and documentation to establish the medical necessity
for oral supplementation pursuant to these standards. The documentation shall include:

1. A statement of the recipient’s total medical condition that includes a description of the
recipient’s metabolic, digestive, or psychological disorder or pathology.

2. Documentation of the medical necessity for commercially prepared products. The information
submitted must identify other methods attempted to support the recipient’s nutritional status and indicate
that the recipient’s nutritional needs were not or could not be met by regular food in pureed form.

3. Documentation to support the fact that regular foods will not provide sufficient nutritional value
to the recipient.

Examples of conditions that will not justify approval of oral supplementation are: weight-loss diets,
wired-shut jaws, diabetic diets, milk or food allergies (unless the recipient is under five years of age and
coverage through the Women, Infant and Children’s program is not available), supplementation to boost
calorie or protein intake by less than 51 percent of the daily intake, and the absence of severe pathology
of the body or psychological pathology or disorder.

d. Cranial orthotic device. Payment shall be approved for cranial orthotic devices when the device
is medically necessary for the postsurgical treatment of synostotic plagiocephaly. Payment shall also be
approved when there is photographic evidence supporting moderate to severe nonsynostotic positional
plagiocephaly and either:
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(1) The member is between 3 and 5 months of age and has failed to respond to a two-month trial
of repositioning therapy; or

(2) The member is between 6 and 18 months of age and there is documentation of either of the
following conditions:

1. Cephalic index at least two standard deviations above the mean for the member’s gender and
age; or

2. Asymmetry of 12 millimeters or more in the cranial vault, skull base, or orbitotragial depth.
78.10(4) Medical supplies. Medical supplies are nondurable items consumed in the process of giving

medical care, for example, nebulizers, gauze, bandages, sterile pads, adhesive tape, and sterile absorbent
cotton. Medical supplies are payable for a specific medicinal purpose. This does not include food or
drugs. Medical supplies are not to be dispensed at any one time for quantities exceeding a three-month
supply. After the initial dispensing of medical supplies, the provider must document a refill request from
the Medicaid member or the member’s caregiver for each refill.

a. Only the following types of medical supplies and supplies necessary for the effective use of a
payable item can be purchased through the medical assistance program:

Catheter (indwelling Foley).
Colostomy and ileostomy appliances.
Colostomy and ileostomy care dressings, liquid adhesive, and adhesive tape.
Diabetic supplies (needles and syringes, blood glucose test strips and diabetic urine test supplies).
Dialysis supplies.
Diapers (for recipients aged four and above).
Disposable catheterization trays or sets (sterile).
Disposable irrigation trays or sets (sterile).
Disposable saline enemas (e.g., sodium phosphate type).
Disposable underpads.
Dressings.
Elastic antiembolism support stocking.
Enema.
Hearing aid batteries.
Respirator supplies.
Surgical supplies.
Urinary collection supplies.
b. Only the following types of medical supplies will be approved for payment for members

receiving care in a nursing facility or an intermediate care facility for the mentally retarded when
prescribed by the physician, physician assistant, or advanced registered nurse practitioner:

Catheter (indwelling Foley).
Colostomy and ileostomy appliances.
Colostomy and ileostomy care dressings, liquid adhesive and adhesive tape.
Diabetic supplies (needles and syringes, blood glucose test strips and diabetic urine test supplies).
Disposable catheterization trays or sets (sterile).
Disposable irrigation trays or sets (sterile).
Disposable saline enemas (e.g., sodium phosphate type).
This rule is intended to implement Iowa Code sections 249A.3, 249A.4 and 249A.12.

441—78.11(249A)Ambulance service.   Payment will be approved for ambulance service if it is required
by the recipient’s condition and the recipient is transported to the nearest hospital with appropriate
facilities or to one in the same locality, from one hospital to another, to the patient’s home or to a nursing
facility. Payment for ambulance service to the nearest hospital for outpatient service will be approved
only for emergency treatment. Ambulance service must be medically necessary and not merely for the
convenience of the patient.

78.11(1) Partial payment may be made when an individual is transported beyond the destinations
specified, and is limited to the amount that would have been paid had the individual been transported to
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the nearest institution with appropriate facilities. When transportation is to the patient’s home, partial
payment is limited to the amount that would have been paid from the nearest institution with appropriate
facilities. When a recipient who is a resident of a nursing care facility is hospitalized and later discharged
from the hospital, payment will be made for the trip to the nursing care facility where the recipient resides
even though it may not in fact be the nearest nursing care facility.

78.11(2) The Iowa Medicaid enterprise medical services unit shall determine that the ambulance
transportation was medically necessary and that the condition of the patient precluded any other method
of transportation. Payment can be made without the physician’s confirmation when:

a. The individual is admitted as a hospital inpatient or in an emergency situation.
b. Previous information on file relating to the patient’s condition clearly indicates ambulance

service was necessary.
78.11(3) When a patient is transferred from one nursing home to another because of the closing of

a facility or from a nursing home to a custodial home because the recipient no longer requires nursing
care, the conditions of medical necessity and the distance requirements shall not be applicable. Approval
for transfer shall be made by the local office of the department of human services prior to the transfer.
When such a transfer is made, the following rate schedule shall apply:

One patient - normal allowance
Two patients - 3/4 normal allowance per patient
Three patients - 2/3 normal allowance per patient
Four patients - 5/8 normal allowance per patient
78.11(4) Transportation of hospital inpatients. When an ambulance service provides transport of a

hospital inpatient to a provider and returns the recipient to the same hospital (the recipient continuing
to be an inpatient of the hospital), the ambulance service shall bill the hospital for reimbursement as the
hospital’s DRG reimbursement system includes all costs associated with providing inpatient services as
stated in 79.1(5)“j.”

78.11(5) In the event that more than one ambulance service is called to provide ground ambulance
transport, payment shall be made only to one ambulance company. When a paramedic from one
ambulance service joins a ground ambulance company already in transport, coverage is not available
for the services and supplies provided by the paramedic.

This rule is intended to implement Iowa Code section 249A.4.

441—78.12(249A) Remedial services.   Payment will be made for remedial services not otherwise
covered under this chapter that are designed to minimize or, if possible, eliminate the symptoms or
causes of a psychological disorder, subject to the limitations in this rule.

78.12(1) Covered services. Medicaid covers the following remedial services:
a. Community psychiatric supportive treatment, which offers intensive interventions to modify

psychological, behavioral, emotional, cognitive, and social factors affecting a member’s functioning
when less intensive remedial services do not meet the member’s needs.

(1) Interventions must focus on the member’s remedial needs to minimize or eliminate
psychological barriers to a member’s ability to effectively manage symptoms associated with a
psychological disorder in an age-appropriate manner.

(2) Interventionsmay assist themember in skills such as conflict resolution, problem solving, social
skills, interpersonal relationship skills, and communication.

(3) Community psychiatric supportive treatment is covered only for Medicaid members who are
aged 20 or under.

(4) Community psychiatric supportive treatment is not intended for members in congregate care.
(5) Community psychiatric supportive treatment is not intended to be provided in a group.
b. Crisis intervention to de-escalate situations in which a risk to self, others, or property exists.
(1) Services shall assist a member to regain self-control and reestablish effective management of

behavioral symptoms associated with a psychological disorder in an age-appropriate manner.
(2) Crisis intervention is covered only for Medicaid members who are aged 20 or under and shall

be provided as outlined in a written treatment plan.
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c. Health or behavior intervention, used to modify the psychological, behavioral, emotional,
cognitive, and social factors affecting a member’s functioning.

(1) Interventions may address the following skills for effective functioning with family, peers, and
community: conflict resolution skills, problem-solving skills, social skills, interpersonal relationship
skills, and communication skills.

(2) The purpose of intervention shall be to minimize or eliminate psychological barriers to the
member’s ability to effectively manage symptoms associated with a psychological disorder in an
age-appropriate manner.

(3) Health or behavior intervention is covered only for Medicaid members aged 20 or under.
d. Rehabilitation program, which consists of interventions to enhance a member’s independent

living, social, and communication skills; to minimize or eliminate psychological barriers to a member’s
ability to effectively manage symptoms associated with a psychological disorder; and to maximize the
member’s ability to live and participate in the community.

(1) Interventions may address the following skills for effective functioning with family, peers,
and community: communication skills, conflict resolution skills, problem-solving skills, social skills,
interpersonal relationship skills, and employment-related skills.

(2) Rehabilitation program services are covered only for Medicaid members who are aged 18 or
over.

e. Skills training and development, which consists of interventions to enhance independent living,
social, and communication skills; to minimize or eliminate psychological barriers to a member’s ability
to effectively manage symptoms associated with a psychological disorder; and to maximize a member’s
ability to live and participate in the community.

(1) Interventions may include the following skills for effective functioning with family, peers,
and community: communication skills, conflict resolution skills, problem-solving skills, social skills,
interpersonal relationship skills, and employment-related skills.

(2) Skills training and development services are covered only for Medicaid members aged 18 or
over.

78.12(2) Excluded services. Services that are habilitative in nature are not covered as remedial
services. For purposes of this subrule, “habilitative services” means services that are designed to assist
individuals in acquiring skills that they never had, as well as associated training to acquire self-help,
socialization, and adaptive skills necessary to reside successfully in a home or community setting.

78.12(3) Coverage requirements. Medicaid covers remedial services only when the following
conditions are met:

a. A licensed practitioner of the healing arts acting within the practitioner’s scope of practice
under state law has diagnosed the member with a psychological disorder. For example, licensed
practitioners of the healing arts include physicians (M.D. or D.O.), advanced registered nurse
practitioners (ARNP), psychologists (Ph.D. or Psy.D.), independent social workers (LISW), marital
and family therapists (LMFT), and mental health counselors (LMHC). For purposes of this rule, the
licensed practitioner of the healing arts must be:

(1) Enrolled in the Iowa Plan pursuant to 441—Chapter 88, Division IV; and
(2) Qualified to provide clinical assessment services under the Iowa Plan pursuant to 441—Chapter

88, Division IV (Current Procedural Terminology code 90801).
b. The licensed practitioner of the healing arts has recommended the remedial services as part of

a plan of treatment designed to treat the member’s psychological disorder. Diagnosis and treatment plan
development provided in connection with this rule for members enrolled in the Iowa Plan are covered
services under the Iowa Plan pursuant to 441— Chapter 88, Division IV.

c. The remedial services provider has prepared a written remedial services implementation plan
that has been approved by:

(1) The member or the member’s parent or guardian; and
(2) The medical services unit of the Iowa Medicaid enterprise.
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78.12(4) Approval of plan. The remedial services provider shall submit the treatment plan and the
remedial services implementation plan to the Iowa Medicaid enterprise (IME) medical services unit for
approval before providing the services.

a. Initial plan. The IMEmedical services unit shall approve the provider’s initial remedial services
implementation plan if:

(1) The plan conforms to the medical necessity requirements in subrule 78.12(3);
(2) The plan is consistent with the written diagnosis and treatment recommendations made by the

licensed practitioner of the healing arts;
(3) The plan is sufficient in amount, duration, and scope to reasonably achieve its purpose;
(4) The provider can demonstrate that the provider possesses the skills and resources necessary to

implement the plan, as required in rule 441—77.12(249A);
(5) The plan does not exceed six months’ duration; and
(6) The plan requires that written progress notes be submitted no less often than every six weeks

to the IME medical services unit.
b. Subsequent plans. The IME medical services unit may approve a subsequent remedial services

implementation plan according to the conditions in paragraph “a” if the services are recommended by
a licensed practitioner of the healing arts who has:

(1) Reexamined the member;
(2) Reviewed the original diagnosis and treatment plan; and
(3) Evaluated the member’s progress.
c. Quality review. The IMEmedical services unit will establish a quality review process. Reviews

will evaluate:
(1) The time elapsed from referral to remedial plan development;
(2) The continuity of treatment;
(3) The affiliation of the licensed practitioner of the healing arts with the remedial services provider;
(4) Gaps in service;
(5) The results achieved; and
(6) Member satisfaction.
78.12(5) Medical necessity. Nothing in this rule shall be deemed to exempt coverage of remedial

services from the requirement that services be medically necessary. “Medically necessary” means that
the service is:

a. Consistent with the diagnosis and treatment of the member’s condition;
b. Required to meet the medical needs of the member and is needed for reasons other than the

convenience of the member or the member’s caregiver;
c. The least costly type of service that can reasonably meet the medical needs of the member; and
d. In accordance with the standards of good medical practice. The standards of good practice for

each field of medical and remedial care covered by the Iowa Medicaid program are those standards of
good practice identified by:

(1) Knowledgeable Iowa clinicians practicing or teaching in the field; and
(2) The professional literature regarding best practices in the field.
This rule is intended to implement Iowa Code section 249A.4 and 2006 Iowa Acts, House File 2734,

section 10, subsection 11.

441—78.13(249A) Transportation to receive medical care.   Payment will be approved for
transportation to receive services covered under the program, including transportation to obtain
prescribed drugs, when all of the following conditions are met.

78.13(1) Transportation costs are reimbursable only when:
a. The source of the care is located outside the city limits of the community in which the member

resides; or
b. The member resides in a rural area and must travel to a city to receive necessary care.
78.13(2) Transportation costs are reimbursable only when:
a. The type of care is not available in the community in which the member resides; or
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b. The member has been referred by the attending physician to a specialist in another community.
78.13(3) Transportation costs are reimbursable only when there is no resource available to the

member through which necessary transportation might be secured free of charge. EXCEPTION: Costs
of transportation to obtain prescribed drugs may be reimbursed irrespective of whether free delivery is
offered when the prescription drug is needed immediately.

78.13(4) Transportation is reimbursable only to the nearest institution or practitioner having
appropriate facilities for the care of the member.

78.13(5) Transportation may be of any type and may be provided from any source.
a. Effective September 1, 2008, when transportation is by car, the maximum payment that may be

made will be the actual charge made by the provider for transportation to and from the source of medical
care, but not in excess of 34 cents per mile.

b. When public transportation is utilized, the basis of payment will be the actual charge made by
the provider of transportation, not to exceed the charge that would be made by the most economical
available source of public transportation.

c. In all cases where public transportation is reasonably available to or from the source of care
and the member’s condition does not preclude its use, public transportation must be utilized. When the
member’s condition precludes the use of public transportation, a statement to the effect shall be included
in the case record.

78.13(6) In the case of a child too young to travel alone, or an adult or child who because of physical
or mental incapacity is unable to travel alone, payment subject to the above conditions shall be made
for the transportation costs of an escort. The worker is responsible for making a decision concerning the
necessity of an escort and recording the basis for the decision in the case record.

78.13(7) When meals and lodging or other travel expenses are required in connection with
transportation, payment will be subject to the same conditions as for a state employee and the maximum
amount payable shall not exceed the maximum payable to a state employee for the same expenses in
connection with official travel within the state of Iowa.

78.13(8) When the services of an escort are required subject to the conditions in subrule 78.13(6),
payment may be made for the escort’s meals and lodging, when required, on the same basis as for the
member.

78.13(9) Payment will not be made in advance to a member or a provider of medical transportation.
78.13(10) Payment for transportation to receive medical care is made to the member with the

following exceptions:
a. Payment may be made to the agency that provided transportation if the agency is certified by

the department of transportation and requests direct payment. Reimbursement for transportation shall
be based on a fee schedule by mile or by trip.

b. In cases where the local office has established that the member has persistently failed to
reimburse a provider of medical transportation, payment may be made directly to the provider.

c. In all situations where one of the department’s volunteers is the provider of transportation.
78.13(11) Form 470-0386, Medical Transportation Claim, shall be completed by the member and

the medical provider and submitted to the local office for each trip for which payment is requested. All
trips to the same provider in a calendar month may, at the member’s option, be submitted on the same
form.

78.13(12) No claim shall be paid if presented after the lapse of 365 days from its accrual unless it is
to correct payment on a claim originally submitted within the required period.

This rule is intended to implement Iowa Code section 249A.4.

441—78.14(249A) Hearing aids.   Payment shall be approved for a hearing aid and examinations subject
to the following conditions:

78.14(1) Physician examination. The recipient shall have an examination by a physician to
determine that the recipient has no condition which would contraindicate the use of a hearing aid. This
report shall be made on Form 470-0361, Section A, Report of Examination for a Hearing Aid. The
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requirement for a physician evaluation shall be waived for recipients 18 years of age and older when
the recipient has signed an informed consent statement acknowledging that the recipient:

a. Has been advised that it may be in the recipient’s best health interest to receive a medical
evaluation from a licensed physician prior to purchase of a hearing aid.

b. Does not wish to receive a medical evaluation prior to purchase of a hearing aid.
78.14(2) Audiological testings. A physician or an audiologist shall perform audiological testing as a

part of making a determination that a recipient could benefit from the use of a hearing aid. The audiologist
shall report audiological testing on Form 470-0361, Section B. The department shall cover vestibular
testing performed by an audiologist only when prescribed by a physician.

78.14(3) Hearing aid evaluation. A physician or an audiologist shall perform a hearing aid
evaluation to establish if a recipient could benefit from a hearing aid. The physician or audiologist shall
report the hearing aid evaluation on Form 470-0828, Hearing Aid Evaluation/Selection Report. When
a hearing aid is recommended for a recipient, the physician or audiologist recommending the hearing
aid shall see the recipient at least one time within 30 days subsequent to purchase of the hearing aid to
determine that the aid is adequate.

78.14(4) Hearing aid selection. A physician or audiologist may recommend a specific brand or
model appropriate to the recipient’s condition. When a physician or an audiologist makes a general
hearing aid recommendation, a hearing aid dispenser may perform the tests to determine the specific
brand or model appropriate to the recipient’s condition. The physician, audiologists or hearing aid
dispenser shall report the hearing aid selection on Form 470-0828, Hearing Aid Evaluation/Selection
Report.

78.14(5) Travel. When a recipient is unable to travel to the physician or audiologist because of health
reasons, the department shall make payment for travel to the recipient’s place of residence or other
suitable location. The department shall make payment to physicians as specified in 78.1(8) and payment
to audiologists at the same rate it reimburses state employees for travel.

78.14(6) Purchase of hearing aid. The department shall make payment for the type of hearing
aid recommended when purchased from an eligible licensed hearing aid dispenser pursuant to rule
441—77.13(249A). The department shall make payment for binaural amplification when:

a. A child needs the aid for speech development, or
b. The aid is needed for educational or vocational purposes, or
c. The aid is for a blind individual.
Payment for binaural amplification shall also be approved where the recipient’s hearing loss has

caused marked restriction of daily activities and constriction of interests resulting in seriously impaired
ability to relate to other people, or where lack of binaural amplification poses a hazard to a recipient’s
safety.

78.14(7) Payment for hearing aids.
a. Payment for hearing aids shall be acquisition cost plus a dispensing fee covering the fitting and

service for six months. The department shall make payment for routine service after the first six months.
Dispensing fees and payment for routine service shall not exceed the fee schedule appropriate to the
place of service. Shipping and handling charges are not allowed.

b. Payment for ear mold and batteries shall be at the current audiologist’s fee schedule.
c. Payment for repairs shall be made to the dealer for repairs made by the dealer. Payment for

in-house repairs shall be made at the current fee schedule. Payment shall also be made to the dealer
for repairs when the hearing aid is repaired by the manufacturer or manufacturer’s depot. Payment
for out-of-house repairs shall be at the amount shown on the manufacturer’s invoice. payment shall
be allowed for a service or handling charge when it is necessary for repairs to be performed by the
manufacturer or manufacturer’s depot and this charge is made to the general public.

d. Prior approval.
(1) Payment for the replacement of a hearing aid less than four years old shall require prior approval

except when the recipient is under 21 years of age. The department shall approve payment when the
original hearing aid is lost or broken beyond repair or there is a significant change in the person’s hearing
that would require a different hearing aid. (Cross-reference 78.28(4)“a”)
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(2) Payment for a hearing aid costing more than $650 shall require prior approval. The department
shall approve payment for either of the following purposes (Cross-reference 78.28(4)“b”):

1. Educational purposes when the recipient is participating in primary or secondary education or
in a postsecondary academic program leading to a degree and an in-office comparison of an analog aid
and a digital aid matched (+/- 5dB) for gain and output shows a significant improvement in either speech
recognition in quiet or speech recognition in noise or an in-office comparison of two aids, one of which
is single channel, shows significantly improved audibility.

2. Vocational purposes when documentation submitted indicates the necessity, such as varying
amounts of background noise in the work environment and a need to converse in order to do the job,
and an in-office comparison of an analog aid and a digital aid matched (+/- 5dB) for gain and output
shows a significant improvement in either speech recognition in quiet or speech recognition in noise
or an in-office comparison of two aids, one of which is single channel, shows significantly improved
audibility.

This rule is intended to implement Iowa Code section 249A.4.

441—78.15(249A) Orthopedic shoes.   Payment shall be approved only for depth or custom-molded
orthopedic shoes, inserts, and modifications, subject to the following definitions and conditions.

78.15(1) Definitions.
“Custom-molded shoe” means a shoe that:
1. Has been constructed over a cast or model of the recipient’s foot;
2. Is made of leather or another suitable material of equal quality;
3. Has inserts that can be removed, altered, or replaced according to the recipient’s conditions and

needs; and
4. Has some form of closure.
“Depth shoe” means a shoe that:
1. Has a full length, heel-to-toe filler that when removed provides a minimum of 3/16 inch of

additional depth used to accommodate custom-molded or customized inserts;
2. Is made from leather or another suitable material of equal quality;
3. Has some form of closure; and
4. Is available in full and half sizes with a minimum of three widths, so that the sole is graded

to the size and width of the upper portions of the shoe according to the American Standard last sizing
schedule or its equivalent.

“Insert” means a foot mold or orthosis constructed of more than one layer of a material that:
1. Is soft enough and firm enough to take and hold an impression during use, and
2. Is molded to the recipient’s foot or is made over a model of the foot.
78.15(2) Prescription. The recipient shall present to the provider a written prescription by a

physician, a podiatrist, a physician assistant, or an advanced registered nurse practitioner that includes
all of the following:

1. The date.
2. The patient’s diagnosis.
3. The reason orthopedic shoes are needed.
4. The probable duration of need.
5. A specific description of any required modification of the shoes.
78.15(3) Diagnosis. The recipient shall have a diagnosis of an orthopedic, neuromuscular, vascular,

or insensate foot condition, supported by applicable codes from the current version of the International
Classification of Diseases (ICD). A diagnosis of flat feet is not covered.

a. A recipient with diabetes must meet the Medicare criteria for therapeutic depth and
custom-molded shoes.

b. Custom-molded shoes are covered only when the recipient has a foot deformity and the provider
has documentation of all of the following:

(1) The reasons the recipient cannot be fitted with a depth shoe.
(2) Pain.



IAC 12/3/08 Human Services[441] Ch 78, p.45

(3) Tissue breakdown or a high probability of tissue breakdown.
(4) Any limitation on walking.
78.15(4) Frequency. Only two pairs of orthopedic shoes are allowed per recipient in a 12-month

period unless documentation of change in size or evidence of excessive wear is submitted. EXCEPTION:
School-aged children under the age of 21 may obtain athletic shoes in addition to the two pairs of shoes
in a 12-month period.

This rule is intended to implement Iowa Code section 249A.4.

441—78.16(249A) Community mental health centers.   Payment will be approved for all reasonable
and necessary services provided by a psychiatrist on the staff of a community mental health center.
Payment will be approved for services provided by a clinical psychologist, social worker or psychiatric
nurse on the staff of the center, subject to the following conditions:

78.16(1) Payment to a community mental health center will be approved for reasonable and
necessary services provided to members by a psychiatrist, psychologist, social worker or psychiatric
nurse on the staff of the center under the following conditions:

a. Services must be rendered under the supervision of a board-eligible or board-certified
psychiatrist. All services must be performed under the supervision of a board-eligible or board-certified
psychiatrist subject to the conditions set forth in 78.16(1)“b” with the following exceptions:

(1) Services by staff psychiatrists, or
(2) Services rendered by psychologists meeting the requirements of the National Register of Health

Service Providers in Psychology, or
(3) Services provided by a staff member listed in this subrule performing the preliminary diagnostic

evaluation of a member for voluntary admission to one of the state mental health institutes.
b. Supervisory process.
(1) Each patient shall have an initial evaluation completed which shall include at least one personal

evaluation interview with a mental health professional, as defined under Iowa Code section 228.1. If
the evaluation interview results indicate a need for an interview with a board-eligible or board-certified
psychiatrist, then such referral shall be made. This must be accomplished before submission of the first
claim for services rendered to that patient.

(2) Ongoing review and assessment of patients’ treatment needs, treatment plans, and the
appropriateness of services rendered shall be assured through the peer review process in effect for
community mental health centers, as directed by 2002 Iowa Acts, chapter 1120, section 13.

(3) and (4) Rescinded IAB 2/5/03, effective 2/1/03.
78.16(2) The treatment plans for and services rendered to patients of the center shall be evaluated and

revised as necessary and appropriate, consistent with the standards of the peer review process described
in subparagraph 78.16(1)“b”(1).

78.16(3) The peer review process and related activities, as described under subparagraph
78.16(1)“b”(1), are not payable as separate services under the Medicaid program. The center shall
maintain the results of and information related to the peer review process, and these records shall
be subject to audit by the department of human services or department designees, as necessary and
appropriate.

78.16(4) Clinical records of medical assistance patients shall be available to the carrier on request.
All these records shall be held confidential.

78.16(5) At the time of application for participation in the program the center will be provided with
a form on which to list its professional staff. The center shall report acquisitions or losses of professional
staff to the carrier within ten days.

78.16(6) Payment to a community mental health center will be approved for day treatment services
for persons aged 21 or over if the center is certified by the department for day treatment services, the
services are provided on the premises of the community mental health center or satellite office of the
community mental health center, and the services meet the standards outlined herein.

a. Community mental health centers providing day treatment services for persons aged 21 or over
shall have available a written narrative providing the following day treatment information:
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(1) Documented need for day treatment services for persons aged 21 and over in the area served by
the program, including studies, needs assessments, and consultationswith other health care professionals.

(2) Goals and objectives of the day treatment program for persons aged 21 and over that meet the
day treatment program guidelines noted in 78.16(6)“b.”

(3) Organization and staffing including how the day treatment program for persons aged 21 and
over fits with the rest of the community mental health center, the number of staff, staff credentials, and
the staff’s relationship to the program, e.g., employee, contractual, or consultant.

(4) Policies and procedures for the program including admission criteria, patient assessment,
treatment plan, discharge plan, postdischarge services, and the scope of services provided.

(5) Any accreditations or other types of approvals from national or state organizations.
(6) The physical facility and any equipment to be utilized.
b. Day treatment services for persons aged 21 and over shall be structured, long-term services

designed to assist in restoring, maintaining or increasing levels of functioning, minimizing regression,
and preventing hospitalization.

(1) Service components include training in independent functioning skills necessary for self-care,
emotional stability and psychosocial interactions and training in medication management.

(2) Services are structured with an emphasis on program variation according to individual need.
(3) Services are provided for a period of three to five hours per day, three or four times per week.
c. Payment will be approved for day treatment services provided by or under the general

supervision of a mental health professional as defined in rule 441—33.1(225C,230A). When services
are provided by an employee or consultant of the community mental health center who is not a mental
health professional, the employee or consultant shall be supervised by a mental health professional
who gives professional direction and active guidance to the employee or consultant and who retains
responsibility for consumer care. The supervision shall be timely, regular, and documented. The
employee or consultant shall meet the following minimum requirements:

(1) Have a bachelor’s degree in a human services related field from an accredited college or
university; or

(2) Have an Iowa license to practice as a registered nurse with two years of experience in the
delivery of nursing or human services.

d. Persons aged 18 through 20 with chronic mental illness as defined by rule 441—24.1(225C)
can receive day treatment services under this subrule or subrule 78.16(7).

78.16(7) Payment to a community mental health center will be approved for day treatment services
for persons aged 20 or under if the center is certified by the department for day treatment services and
the services are provided on the premises of the community mental health center or satellite office of the
community mental health center. Exception: Field trips away from the premises are a covered service
when the trip is therapeutic and integrated into the day treatment program’s description and milieu plan.

Day treatment coverage will be limited to a maximum of 15 hours per week. Day treatment services
for persons aged 20 or under shall be outpatient services provided to persons who are not inpatients in a
medical institution or residents of a group care facility licensed under 441—Chapter 114.

a. Program documentation. Community mental health centers providing day treatment services
for persons aged 20 or under shall have available a written narrative which provides the following day
treatment program information:

(1) Documented need for day treatment services for persons aged 20 or under in the area served by
the program, including studies, needs assessments, and consultationswith other health care professionals.

(2) Goals and objectives of the day treatment program for persons aged 20 or under that meet the
guidelines noted in paragraphs “c” to “h” below.

(3) Organization and staffing including how the day treatment program for persons aged 20 or under
fits with the rest of the community mental health center, the number of staff, staff credentials, and the
staff’s relationship to the program, e.g., employee, contractual, or consultant.

(4) Policies and procedures for the program including admission criteria, patient assessment,
treatment plan, discharge plan, postdischarge services, and the scope of services provided.

(5) Any accreditations or other types of approvals from national or state organizations.
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(6) The physical facility and any equipment to be utilized.
b. Program standards. Medicaid day treatment program services for persons aged 20 and under

shall meet the following standards:
(1) Staffing shall:
1. Be sufficient to deliver program services and provide stable, consistent, and cohesive

milieu with a staff-to-patient ratio of no less than one staff for each eight participants. Clinical,
professional, and paraprofessional staff may be counted in determining the staff-to-patient ratio.
Professional or clinical staff are those staff who are either mental health professionals as defined in
rule 441—33.1(225C,230A) or persons employed for the purpose of providing offered services under
the supervision of a mental health professional. All other staff (administrative, adjunctive, support,
nonclinical, clerical, and consulting staff or professional clinical staff) when engaged in administrative
or clerical activities shall not be counted in determining the staff-to-patient ratio or in defining program
staffing patterns. Educational staff may be counted in the staff-to-patient ratio.

2. Reflect how program continuity will be provided.
3. Reflect an interdisciplinary team of professionals and paraprofessionals.
4. Include a designated director who is a mental health professional as defined in rule

441—33.1(225C,230A). The director shall be responsible for direct supervision of the individual
treatment plans for participants and the ongoing assessment of program effectiveness.

5. Be provided by or under the general supervision of a mental health professional as defined
in rule 441—33.1(225C,230A). When services are provided by an employee or consultant of the
community mental health center who is not a mental health professional, the employee or consultant
shall be supervised by a mental health professional who gives direct professional direction and
active guidance to the employee or consultant and who retains responsibility for consumer care. The
supervision shall be timely, regular and documented. The employee or consultant shall have a bachelor’s
degree in a human services related field from an accredited college or university or have an Iowa license
to practice as a registered nurse with two years of experience in the delivery of nursing or human
services. Exception: Other certified or licensed staff, such as certified addiction counselors or certified
occupational and recreational therapy assistants, are eligible to provide direct services under the general
supervision of a mental health professional, but they shall not be included in the staff-to-patient ratio.

(2) There shall be written policies and procedures addressing the following: admission criteria;
patient assessment; patient evaluation; treatment plan; discharge plan; community linkage with other
psychiatric, mental health, and human service providers; a process to review the quality of care being
provided with a quarterly review of the effectiveness of the clinical program; postdischarge services; and
the scope of services provided.

(3) The program shall have hours of operation available for a minimum of three consecutive hours
per day, three days or evenings per week.

(4) The length of stay in a day treatment program for persons aged 20 or under shall not exceed 180
treatment days per episode of care, unless the rationale for a longer stay is documented in the patient’s
case record and treatment plan every 30 calendar days after the first 180 treatment days.

(5) Programming shall meet the individual needs of the patient. A description of services provided
for patients shall be documented along with a schedule of when service activities are available including
the days and hours of program availability.

(6) There shall be a written plan for accessing emergency services 24 hours a day, seven days a
week.

(7) The program shall maintain a community liaison with other psychiatric, mental health, and
human service providers. Formal relationships shall exist with hospitals providing inpatient programs
to facilitate referral, communication, and discharge planning. Relationships shall also exist with
appropriate school districts and educational cooperatives. Relationships with other entities such as
physicians, hospitals, private practitioners, halfway houses, the department, juvenile justice system,
community support groups, and child advocacy groups are encouraged. The provider’s program
description will describe how community links will be established and maintained.
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(8) Psychotherapeutic treatment services and psychosocial rehabilitation services shall be
available. A description of the services shall accompany the application for certification.

(9) The program shall maintain a distinct clinical record for each patient admitted. Documentation,
at a minimum, shall include: the specific services rendered, the date and actual time services were
rendered, who rendered the services, the setting in which the services were rendered, the amount of
time it took to deliver the services, the relationship of the services to the treatment regimen described in
the plan of care, and updates describing the patient’s progress.

c. Program services. Day treatment services for persons aged 20 or under shall be a time-limited,
goal-oriented active treatment program that offers therapeutically intensive, coordinated, structured
clinical services within a stable therapeutic milieu. Time-limited means that the patient is not expected
to need services indefinitely or lifelong, and that the primary goal of the program is to improve
the behavioral functioning or emotional adjustment of the patient in order that the service is no
longer necessary. Day treatment services shall be provided within the least restrictive therapeutically
appropriate context and shall be community-based and family focused. The overall expected outcome
is clinically adaptive behavior on the part of the patient and the family.

At a minimum, day treatment services will be expected to improve the patient’s condition, restore
the condition to the level of functioning prior to onset of illness, control symptoms, or establish and
maintain a functional level to avoid further deterioration or hospitalization. Services are expected to
be age-appropriate forms of psychosocial rehabilitation activities, psychotherapeutic services, social
skills training, or training in basic care activities to establish, retain or encourage age-appropriate or
developmentally appropriate psychosocial, educational, and emotional adjustment.

Day treatment programs shall use an integrated, comprehensive and complementary schedule of
therapeutic activities and shall have the capacity to treat a wide array of clinical conditions.

The following services shall be available as components of the day treatment program. These
services are not separately billable toMedicaid, as day treatment reimbursement includes reimbursement
for all day treatment components.

(1) Psychotherapeutic treatment services (examples would include individual, group, and family
therapy).

(2) Psychosocial rehabilitation services. Active treatment examples include, but are not limited to,
individual and group therapy, medication evaluation and management, expressive therapies, and theme
groups such as communication skills, assertiveness training, other forms of community skills training,
stress management, chemical dependency counseling, education, and prevention, symptom recognition
and reduction, problem solving, relaxation techniques, and victimization (sexual, emotional, or physical
abuse issues).

Other program components may be provided, such as personal hygiene, recreation, community
awareness, arts and crafts, and social activities designed to improve interpersonal skills and family
mental health. Although these other services may be provided, they are not the primary focus of
treatment.

(3) Evaluation services to determine need for day treatment prior to program admission. For
persons for whom clarification is needed to determine whether day treatment is an appropriate therapy
approach, or for persons who do not clearly meet admission criteria, an evaluation service may be
performed. Evaluation services shall be individual and family evaluation activities made available to
courts, schools, other agencies, and individuals upon request, who assess, plan, and link individuals with
appropriate services. This service must be completed by a mental health professional. An evaluation
from another source performed within the previous 12 months or sooner if there has not been a change
may be substituted. Medicaid will not make separate payment for these services under the day treatment
program.

(4) Assessment services. All day treatment patients will receive a formal, comprehensive
biopsychosocial assessment of day treatment needs including, if applicable, a diagnostic impression
based on the current Diagnostic and Statistical Manual of Mental Disorders. An assessment from
another source performed within the previous 12 months may be used if the symptomatology is the same
as 12 months ago. If not, parts of the assessment which reflect current functioning may be used as an
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update. Using the assessment, a comprehensive summation will be produced, including the findings of
all assessments performed. The summary will be used in forming a treatment plan including treatment
goals. Indicators for discharge planning, including recommended follow-up goals and provision for
future services, should also be considered, and consistently monitored.

(5) The day treatment program may include an educational component as an additional service.
The patient’s educational needs shall be served without conflict from the day treatment program. Hours
in which the patient is involved in the educational component of the day treatment program are not
included in the day treatment hours billable to Medicaid.

d. Admission criteria. Admission criteria for day treatment services for persons aged 20 or under
shall reflect the following clinical indicators:

(1) The patient is at risk for exclusion from normative community activities or residence.
(2) The patient exhibits psychiatric symptoms, disturbances of conduct, decompensating

conditions affecting mental health, severe developmental delays, psychological symptoms, or chemical
dependency issues sufficiently severe to bring about significant or profound impairment in day-to-day
educational, social, vocational, or interpersonal functioning.

(3) Documentation is provided that the traditional outpatient setting has been considered and has
been determined not to be appropriate.

(4) The patient’s principal caretaker (family, guardian, foster family or custodian) must be able and
willing to provide the support and monitoring of the patient, to enable adequate control of the patient’s
behavior, and must be involved in the patient’s treatment. Persons aged 20 or under who have reached
the age of majority, either by age or emancipation, are exempt from family therapy involvement.

(5) The patient has the capacity to benefit from the interventions provided.
e. Individual treatment plan. Each patient receiving day treatment services shall have a treatment

plan prepared. A preliminary treatment plan should be formulated within 3 days of participation
after admission, and replaced within 30 calendar days by a comprehensive, formalized plan utilizing
the comprehensive assessment. This individual treatment plan should reflect the patient’s strengths
and weaknesses and identify areas of therapeutic focus. The treatment goals which are general
statements of consumer outcomes shall be related to identified strengths, weaknesses, and clinical needs
with time-limited, measurable objectives. Objectives shall be related to the goal and have specific
anticipated outcomes. Methods that will be used to pursue the objectives shall be stated. The plan
should be reviewed and revised as needed, but shall be reviewed at least every 30 calendar days. The
treatment plan shall be developed or approved by a board-eligible or board-certified psychiatrist, a staff
psychiatrist, physician, or a psychologist registered either on the “National Register of Health Service
Providers in Psychology” or the “Iowa Register of Health Service Providers for Psychology.” Approval
will be evidenced by a signature of the physician or health service provider.

f. Discharge criteria. Discharge criteria for the day treatment program for persons aged 20 or
under shall incorporate at least the following indicators:

(1) In the case of patient improvement:
1. The patient’s clinical condition has improved as shown by symptom relief, behavioral control,

or indication of mastery of skills at the patient’s developmental level. Reduced interference with and
increased responsibility with social, vocational, interpersonal, or educational goals occurs sufficient to
warrant a treatment program of less supervision, support, and therapeutic intervention.

2. Treatment goals in the individualized treatment plan have been achieved.
3. An aftercare plan has been developed that is appropriate to the patient’s needs and agreed to by

the patient and family, custodian, or guardian.
(2) If the patient does not improve:
1. The patient’s clinical condition has deteriorated to the extent that the safety and security of

inpatient or residential care is necessary.
2. Patient, family, or custodian noncompliance with treatment or with program rules exists.
g. Coordination of services. Programming services shall be provided in accordance with the

individual treatment plan developed by appropriate day treatment staff, in collaboration with the patient
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and appropriate caretaker figure (parent, guardian, or principal caretaker), and under the supervision
of the program director, coordinator, or supervisor.

The program for each patient will be coordinated by primary care staff of the community mental
health center. A coordinated, consistent array of scheduled therapeutic services and activities shall
comprise the day treatment program. These may include counseling or psychotherapy, theme groups,
social skills development, behavior management, and other adjunctive therapies. At least 50 percent
of scheduled therapeutic program hours exclusive of educational hours for each patient shall consist
of active treatment that specifically addresses the targeted problems of the population served. Active
treatment shall be defined as treatment in which the program staff assume significant responsibility and
often intervene.

Family, guardian, or principal caretaker shall be involved with the program through family therapy
sessions or scheduled family components of the program. They will be encouraged to adopt an active
role in treatment. Medicaid will not make separate payment for family therapy services. Persons aged
20 or under who have reached the age of majority, either by age or emancipation, are exempt from family
therapy involvement.

Therapeutic activities will be scheduled according to the needs of the patients, both individually and
as a group.

Scheduled therapeutic activities, which may include other program components as described above,
shall be provided at least 3 hours per week up to a maximum of 15 hours per week.

h. Stable milieu. The program shall formally seek to provide a stable, consistent, and cohesive
therapeutic milieu. In part this will be encouraged by scheduling attendance such that a stable core of
patients exists as much as possible. The milieu will consider the developmental and social stage of
the participants such that no patient will be significantly involved with other patients who are likely
to contribute to retardation or deterioration of the patient’s social and emotional functioning. To help
establish a sense of program identity, the array of therapeutic interventions shall be specifically identified
as the day treatment program. Program planning meetings shall be held at least quarterly to evaluate the
effectiveness of the clinical program. In the program description, the provider shall state how milieu
stability will be provided.

i. Chronic mental illness. Persons aged 18 through 20 with chronic mental illness as defined by
rule 441—24.1(225C) can receive day treatment services under this subrule or subrule 78.16(6).

This rule is intended to implement Iowa Code section 249A.4.

441—78.17(249A) Physical therapists.   Payment will be approved for the same services payable under
Title XVIII of the Social Security Act (Medicare).

This rule is intended to implement Iowa Code section 249A.4.

441—78.18(249A) Screening centers.   Payment will be approved for health screening as defined in
441—subrule 84.1(1) for Medicaid members under 21 years of age.

78.18(1) Vaccines available through the Vaccines for Children program under Section 1928 of
the Social Security Act are not covered as screening center services. Screening centers that wish to
administer those vaccines to Medicaid members shall enroll in the Vaccines for Children program and
obtain the vaccines from the department of public health. Screening centers shall receive reimbursement
for the administration of vaccines to Medicaid members.

78.18(2) Payment will be approved for necessary laboratory service related to an element of
screening when performed by the screening center and billed as a separate item.

78.18(3) Periodicity schedules for health, hearing, vision, and dental screenings.
a. Payment will be approved for health, vision, and hearing screenings as follows:
(1) Six screenings in the first year of life.
(2) Four screenings between the ages of 1 and 2.
(3) One screening a year at ages 3, 4, 5, and 6.
(4) One screening a year at ages 8, 10, 12, 14, 16, 18, and 20.
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b. Payment for dental screenings will be approved in conjunction with the health screenings up to
age 12months. Screenings will be approved at ages 12months and 24months and thereafter at six-month
intervals up to age 21.

c. Interperiodic screenings will be approved as medically necessary.
78.18(4) When it is established by the periodicity schedule in 78.18(3) that an individual is in need

of screening the individual will receive a notice that screening is due.
78.18(5) When an individual is screened, a member of the screening center shall complete a medical

history. The medical history shall become part of the individual’s medical record.
78.18(6) Rescinded IAB 12/3/08, effective 2/1/09.
78.18(7) Payment will be made for persons aged 20 and under for nutritional counseling provided

by a licensed dietitian employed by or under contract with a screening center for a nutritional problem or
condition of a degree of severity that nutritional counseling beyond that normally expected as part of the
standard medical management is warranted. For persons eligible for the WIC program, a WIC referral is
required. Medical necessity for nutritional counseling services exceeding those available through WIC
shall be documented.

78.18(8) Payment shall be made for dental services provided by a dental hygienist employed by or
under contract with a screening center.

This rule is intended to implement Iowa Code section 249A.4.

441—78.19(249A) Rehabilitation agencies.
78.19(1) Coverage of services.
a. General provisions regarding coverage of services.
(1) Services are provided in the recipient’s home or in a care facility (other than a hospital) by a

speech therapist, physical therapist, or occupational therapist employed by or contracted by the agency.
Services provided a recipient residing in a nursing facility or residential care facility are payable when
a statement is submitted signed by the facility that the facility does not have these services available.
The statement need only be submitted at the start of care unless the situation changes. Payment will not
be made to a rehabilitation agency for therapy provided to a recipient residing in an intermediate care
facility for the mentally retarded since these facilities are responsible for providing or paying for services
required by recipients.

(2) All services must be determined to be medically necessary, reasonable, and meet a significant
need of the recipient that cannot be met by a family member, friend, medical staff personnel, or other
caregiver; must meet accepted standards of medical practice; and must be a specific and effective
treatment for a patient’s medical or disabling condition.

(3) In order for a service to be payable, a licensed therapist must complete a plan of treatment every
30 days and indicate the type of service required. The plan of treatment must contain the information
noted in subrule 78.19(2).

(4) There is no specific limitation on the number of visits for which payment through the program
will be made so long as that amount of service is medically necessary in the individual case, is related
to a diagnosed medical impairment or disabling condition, and meets the current standards of practice in
each related field. Documentation must be submitted with each claim to support the need for the number
of services being provided.

(5) Payments will be made both for restorative service and also for maintenance types of service.
Essentially, maintenance services means services to a patient whose condition is stabilized and who
requires observation by a therapist of conditions defined by the physician as indicating a possible
deterioration of health status. This would include persons with long-term illnesses or a disabling
condition whose status is stable rather than posthospital. Refer to 78.19(1)“b”(7) and (8) for guidelines
under restorative and maintenance therapy.

(6) Restorative or maintenance therapy sessions must meet the following criteria:
1. There must be face-to-face patient contact interaction.
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2. Services must be provided primarily on an individual basis. Group therapy is covered, but total
units of service in a month shall not exceed total units of individual therapy. Family members receiving
therapy may be included as part of a group.

3. Treatment sessions may be no less than 15 minutes of service and no more than 60 minutes
of service per date unless more than 60 minutes of service is required for a treatment session due to
the patient’s specific condition. If more than 60 minutes of service is required for a treatment session,
additional documentation of the specific condition and the need for the longer treatment session shall be
submitted with the claim. A unit of treatment shall be considered to be 15 minutes in length.

4. Progress must be documented in measurable statistics in the progress notes in order for services
to be reimbursed. Refer to 78.19(1)“b”(7) and (8) for guidelines under restorative and maintenance
therapy.

(7) Payment will be made for an appropriate period of diagnostic therapy or trial therapy (up to
two months) to determine a patient’s rehabilitation potential and establish appropriate short-term and
long-term goals. Documentation must be submitted with each plan to support the need for diagnostic or
trial therapy. Refer to 78.19(1)“b”(16) for guidelines under diagnostic or trial therapy.

b. Physical therapy services.
(1) To be covered under rehabilitation agency services, physical therapy services must relate

directly and specifically to an active written treatment plan, follow a treatment plan established by the
licensed therapist after consultation with the physician, be reasonable and necessary to the treatment of
the person’s illness, injury, or disabling condition, be specific and effective treatment for the patient’s
medical or disabling condition, and be of such a level of complexity and sophistication, or the condition
of the patient must be such that the services required can be safely and effectively performed only by a
qualified physical therapist or under the supervision of the therapist.

(2) A qualified physical therapist assistant may provide any restorative services performed by a
licensed physical therapist under supervision of the therapist as set forth in the department of public
health, professional licensure division, 645—subrule 200.20(7).

(3) The initial physical therapy evaluation must be provided by a licensed physical therapist.
(4) There must be an expectation that there will be a significant, practical improvement in the

patient’s condition in a reasonable amount of time based on the patient’s restorative potential assessed
by the physician.

(5) It must be demonstrated there is a need to establish a safe and effective maintenance program
related to a specific disease state, illness, injury, or disabling condition.

(6) The amount, frequency, and duration of the services must be reasonable.
(7) Restorative therapy must be reasonable and necessary to the treatment of the patient’s injury or

disabling condition. The expected restorative potential must be practical and in relation to the extent and
duration of the treatment. There must be an expectation that the patient’s medical or disabling condition
will show functional improvement in a reasonable period of time. Functional improvement means that
demonstrable measurable increases have occurred in the patient’s level of independence outside the
therapeutic environment.

(8) Generally, maintenance therapy means services to a patient whose condition is stabilized and
who requires observation by a therapist of conditions defined by the physician as indicating a possible
deterioration of health status. This includes persons with long-term illnesses or disabling conditions
whose status is stable rather than posthospital. Maintenance therapy is also appropriate for individuals
whose condition is such that a professionally established program of activities, exercises, or stimulation
is medically necessary to prevent deterioration or maintain present functioning levels.

Where a maintenance program is appropriate, the initial evaluation and the instruction of the patient,
family members, home health aides, facility personnel, or other caregivers to carry out the program are
considered a covered physical therapy service. Payment shall be made for a maximum of three visits to
establish a maintenance program and instruct the caregivers. Payment for supervisory visits to monitor
the program is limited to two per month for a maximum period of 12 months. The plan of treatment
must specify the anticipated monitoring activity of the supervisor.

Beyond evaluation, instruction, and monitoring, maintenance therapy is not reimbursable.
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After 12 months of maintenance therapy, a reevaluation is a covered service, if medically necessary.
A reevaluation will be considered medically necessary only if there is a significant change in residential
or employment situation or the patient exhibits an increase or decrease in functional ability or motivation,
clearing of confusion, or the remission of some other medical condition which previously contraindicated
restorative therapy. A statement by the interdisciplinary team of a person with developmental disabilities
recommending a reevaluation and stating the basis for medical necessity will be considered as supporting
the necessity of a reevaluation and may expedite approval.

(Restorative and maintenance therapy definitions also apply to speech and occupational therapy.)
When a patient is under a restorative physical therapy program, the patient’s condition is regularly

reevaluated and the program adjusted by the physical therapist. It is expected that prior to discharge, a
maintenance program has been designed by the physical therapist. Consequently, where a maintenance
program is not established until after the restorative program has been completed, it would not be
considered reasonable and necessary to the treatment of the patient’s condition and would be excluded
from coverage.

(9) Hot packs, hydrocollator, infrared treatments, paraffin baths, and whirlpool baths do not
ordinarily require the skills of a qualified physical therapist. These are covered when the patient’s
condition is complicated by other conditions such as a circulatory deficiency or open wounds or if the
service is an integral part of a skilled physical therapy procedure.

(10) Gait training and gait evaluation and training constitute a covered service if the patient’s ability
to walk has been impaired by a neurological, muscular or skeletal condition or illness. The gait training
must be expected to significantly improve the patient’s ability to walk or level of independence.

Repetitious exercise to increase endurance of weak or unstable patients can be safely provided by
supportive personnel, e.g., aides, nursing personnel. Therefore, it is not a covered physical therapy
service.

(11) Ultrasound, shortwave, and microwave diathermy treatments are considered covered services.
(12) Range of motion tests must be performed by a qualified physical therapist. Range of motion

exercises require the skills of a qualified physical therapist only when they are part of the active treatment
of a specific disease or disabling condition which has resulted in a loss or restriction of mobility.

Documentation must reflect the degree of motion lost, the normal range of motion, and the degree
to be restored.

Range of motion to unaffected joints only does not constitute a covered physical therapy service.
(13) Reconditioning programs after surgery or prolonged hospitalization are not covered as physical

therapy.
(14) Therapeutic exercises would constitute a physical therapy service due either to the type of

exercise employed or to the condition of the patient.
(15) Use of isokinetic or isotonic type equipment in physical therapy is covered when normal range

ofmotion of a joint is affected due to bone, joint, ligament or tendon injury or postsurgical trauma. Billing
can only be made for the time actually spent by the therapist in instructing the patient and assessing the
patient’s progress.

(16) When recipients do not meet restorative or maintenance therapy criteria, diagnostic or trial
therapy may be utilized. When the initial evaluation is not sufficient to determine whether there
are rehabilitative goals that should be addressed, diagnostic or trial therapy to establish goals shall
be considered appropriate. Diagnostic or trial therapy may be appropriate for recipients who need
evaluation in multiple environments in order to adequately determine their rehabilitative potential.
Diagnostic or trial therapy consideration may be appropriate when there is a need to assess the patient’s
response to treatment in the recipient’s environment.

When during diagnostic or trial therapy a recipient has been sufficiently evaluated to determine
potential for restorative or maintenance therapy, or lack of therapy potential, diagnostic or trial therapy
ends. When as a result of diagnostic or trial therapy, restorative or maintenance therapy is found
appropriate, claims shall be submitted noting restorative or maintenance therapy (instead of diagnostic
or trial therapy).
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At the end of diagnostic or trial therapy, the rehabilitation provider shall recommend continuance
of services under restorative therapy, recommend continuance of services under maintenance therapy,
or recommend discontinuance of services. Continuance of services under restorative or maintenance
therapy will be reviewed based on the criteria in place for restorative or maintenance therapy.

Trial therapy shall not be grantedmore often than once per year for the same issue. If the recipient has
a previous history of rehabilitative services, trial therapy for the same type of services generally would
be payable only when a significant change has occurred since the last therapy. Requests for subsequent
diagnostic or trial therapy for the same issue would require documentation reflecting a significant change.
See number 4 below for guidelines under a significant change. Further diagnostic or trial therapy for the
same issue would not be considered appropriate when progress was not achieved, unless the reasons
which blocked change previously are listed and the reasons the new diagnostic or trial therapy would
not have these blocks are provided.

The number of diagnostic or trial therapy hours authorized in the initial treatment period shall not
exceed 12 hours per month. Documentation of the medical necessity and the plan for services under
diagnostic trial therapy are required as they will be reviewed in the determination of themedical necessity
of the number of hours of service provided.

Diagnostic or trial therapy standards also apply to speech and occupational therapy.
The following criteria additionally must be met:
1. There must be face-to-face interaction with a licensed therapist. (An aide’s services will not be

payable.)
2. Services must be provided on an individual basis. (Group diagnostic or trial therapy will not

be payable.)
3. Documentation of the diagnostic therapy or trial therapy must reflect the provider’s plan for

therapy and the recipient’s response.
4. If the recipient has a previous history of rehabilitative services, trial therapy for the same type of

services generally would be payable only when a significant change has occurred since the last therapy.
A significant change would be considered as having occurred when any of the following exist: new onset,
new problem, new need, new growth issue, a change in vocational or residential setting that requires a
reevaluation of potential, or surgical intervention that may have caused new rehabilitative potentials.

5. For persons who received previous rehabilitative treatment, consideration of trial therapy
generally should occur only if the person has incorporated any regimen recommended during prior
treatment into the person’s daily life to the extent of the person’s abilities.

6. Documentation should include any previous attempts to resolve problems using nontherapy
personnel (i.e., residential group home staff, family members, etc.) and whether follow-up programs
from previous therapy have been carried out.

7. Referrals from residential, vocational or other rehabilitation personnel that do not meet present
evaluation, restorative or maintenance criteria shall be considered for trial therapy. Documentation of
the proposed service, the medical necessity and the current medical or disabling condition, including any
secondary rehabilitative diagnosis, will need to be submitted with the claim.

8. Claims for diagnostic or trial therapy shall reflect the progress being made toward the initial
diagnostic or trial therapy plan.

c. Occupational therapy services.
(1) To be covered under rehabilitation agency services, occupational therapy services must be

included in a plan of treatment, improve or restore practical functions which have been impaired by
illness, injury, or disabling condition, or enhance the person’s ability to perform those tasks required
for independent functioning, be prescribed by a physician under a plan of treatment, be performed by a
qualified licensed occupational therapist or a qualified licensed occupational therapist assistant under
the general supervision of a qualified licensed occupational therapist as set forth in the department of
public health, professional licensure division, rule 645—201.9(148B), and be reasonable and necessary
for the treatment of the person’s illness, injury, or disabling condition.

(2) Restorative therapy is covered when an expectation exists that the therapy will result in a
significant practical improvement in the person’s condition.
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However, in these cases where there is a valid expectation of improvement met at the time the
occupational therapy program is instituted, but the expectation goal is not realized, services would only
be covered up to the time one would reasonably conclude the patient would not improve.

The guidelines under restorative therapy, maintenance therapy, and diagnostic or trial therapy for
physical therapy in 78.19(1)“b”(7), (8), and (16) apply to occupational therapy.

(3) Maintenance therapy, or any activity or exercise program required to maintain a function at the
restored level, is not a covered service. However, designing a maintenance program in accordance with
the requirements of 78.19(1)“b”(8) and monitoring the progress would be covered.

(4) The selection and teaching of tasks designed to restore physical function are covered.
(5) Planning and implementing therapeutic tasks, such as activities to restore sensory-integrative

functions are covered. Other examples include providing motor and tactile activities to increase input
and improve responses for a stroke patient.

(6) The teaching of activities of daily living and energy conservation to improve the level of
independence of a patient which require the skill of a licensed therapist and meet the definition of
restorative therapy is covered.

(7) The designing, fabricating, and fitting of orthotic and self-help devices are considered covered
services if they relate to the patient’s condition and require occupational therapy. A maximum of 13
visits is reimbursable.

(8) Vocational and prevocational assessment and training are not payable by Medicaid. These
include services which are related solely to specific employment opportunities, work skills, or work
settings.

d. Speech therapy services.
(1) To be covered by Medicaid as rehabilitation agency services, speech therapy services must be

included in a plan of treatment established by the licensed, skilled therapist after consultation with the
physician, relate to a specific medical diagnosis which will significantly improve a patient’s practical,
functional level in a reasonable and predictable time period, and require the skilled services of a speech
therapist. Services provided by a speech aide are not reimbursable.

(2) Speech therapy activities which are considered covered services include: restorative
therapy services to restore functions affected by illness, injury, or disabling condition resulting in a
communication impairment or to develop functions where deficiencies currently exist. Communication
impairments fall into the general categories of disorders of voice, fluency, articulation, language, and
swallowing disorders resulting from any condition other than mental impairment. Treatment of these
conditions is payable if restorative criteria are met.

(3) Aural rehabilitation, the instruction given by a qualified speech pathologist in speech reading
or lip reading to patients who have suffered a hearing loss (input impairment), constitutes a covered
service if reasonable and necessary to the patient’s illness or injury. Group treatment is not covered.
Audiological services related to the use of a hearing aid are not reimbursable.

(4) Teaching a patient to use sign language and to use an augmentative communication device is
reimbursable. The patient must show significant progress outside the therapy sessions in order for these
services to be reimbursable.

(5) Where amaintenance program is appropriate, the initial evaluation, the instruction of the patient
and caregivers to carry out the program, and supervisory visits to monitor progress are covered services.
Beyond evaluation, instruction, and monitoring, maintenance therapy is not reimbursable. However,
designing a maintenance program in accordance with the requirements of maintenance therapy and
monitoring the progress are covered.

(6) The guidelines and limits on restorative therapy, maintenance therapy, and diagnostic or trial
therapy for physical therapy in 78.19(1)“b”(7), (8), and (16) apply to speech therapy. If the only goal
of prior rehabilitative speech therapy was to learn the prerequisite speech components, then number “5”
under 78.19(1)“b”(16) will not apply to trial therapy.

78.19(2) General guidelines for plans of treatment.
a. The minimum information to be included on medical information forms and treatment plans

includes:
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(1) The patient’s current medical condition and functional abilities, including any disabling
condition.

(2) The physician’s signature and date (within the certification period).
(3) Certification period.
(4) Patient’s progress in measurable statistics. (Refer to 78.19(1)“b”(16).)
(5) The place services are rendered.
(6) Dates of prior hospitalization (if applicable or known).
(7) Dates of prior surgery (if applicable or known).
(8) The date the patient was last seen by the physician (if available).
(9) A diagnosis relevant to the medical necessity for treatment.
(10) Dates of onset of any diagnoses for which treatment is being rendered (if applicable).
(11) A brief summary of the initial evaluation or baseline.
(12) The patient’s prognosis.
(13) The services to be rendered.
(14) The frequency of the services and discipline of the person providing the service.
(15) The anticipated duration of the services and the estimated date of discharge (if applicable).
(16) Assistive devices to be used.
(17) Functional limitations.
(18) The patient’s rehabilitative potential and the extent to which the patient has been able to apply

the skills learned in the rehabilitation setting to everyday living outside the therapy sessions.
(19) The date of the last episode of instability or the date of the last episode of acute recurrence of

illness or symptoms (if applicable).
(20) Quantitative, measurable, short-term and long-term functional goals.
(21) The period of time of a session.
(22) Prior treatment (history related to current diagnosis) if available or known.
b. The information to be included when developing plans for teaching, training, and counseling

include:
(1) To whom the services were provided (patient, family member, etc.).
(2) Prior teaching, training, or counseling provided.
(3) The medical necessity of the rendered services.
(4) The identification of specific services and goals.
(5) The date of the start of the services.
(6) The frequency of the services.
(7) Progress in response to the services.
(8) The estimated length of time the services are needed.
This rule is intended to implement Iowa Code section 249A.4.

441—78.20(249A) Independent laboratories.   Payment will be made for medically necessary
laboratory services provided by laboratories that are independent of attending and consulting physicians’
offices, hospitals, and critical access hospitals and that are certified to participate in the Medicare
program.

This rule is intended to implement Iowa Code section 249A.4.

441—78.21(249A) Rural health clinics.   Payment will be made to rural health clinics for the same
services payable under the Medicare program (Title XVIII of the Social Security Act). Payment will
be made for sterilization in accordance with 78.1(16).

78.21(1) Utilization review. Utilization review shall be conducted of Medicaid members who
access more than 24 outpatient visits in any 12-month period from physicians, advanced registered
nurse practitioners, federally qualified health centers, other clinics, and emergency rooms. Refer to rule
441—76.9(249A) for further information concerning the member lock-in program.

78.21(2) Risk assessment. Risk assessment, using Form 470-2942, Medicaid Prenatal Risk
Assessment, shall be completed at the initial visit during a Medicaid member’s pregnancy.
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a. If the risk assessment reflects a low-risk pregnancy, the assessment shall be completed again at
approximately the twenty-eighth week of pregnancy.

b. If the risk assessment reflects a high-risk pregnancy, referral shall be made for enhanced
services. (See description of enhanced services at subrule 78.25(3).)

78.21(3) Vaccines. Vaccines available through the Vaccines for Children program under Section
1928 of the Social Security Act are not covered as rural health center services. Rural health clinics
that wish to administer those vaccines to Medicaid members shall enroll in the Vaccines for Children
program and obtain the vaccines from the department of public health. However, the administration of
vaccines is a covered service.

This rule is intended to implement Iowa Code section 249A.4.

441—78.22(249A) Family planning clinics.   Payments will be made on a fee schedule basis for services
provided by family planning clinics.

78.22(1) Payment will be made for sterilization in accordance with 78.1(16).
78.22(2) Vaccines available through the Vaccines for Children program under Section 1928 of the

Social Security Act are not covered as family planning clinic services. Family planning clinics that wish
to administer those vaccines for Medicaid members who receive services at the clinic shall enroll in the
Vaccines for Children program and obtain the vaccines from the department of public health. Family
planning clinics shall receive reimbursement for the administration of vaccines to Medicaid members.

This rule is intended to implement Iowa Code section 249A.4.

441—78.23(249A) Other clinic services.   Payment will be made on a fee schedule basis to facilities
not part of a hospital, funded publicly or by private contributions, which provide medically necessary
treatment by or under the direct supervision of a physician or dentist to outpatients.

78.23(1) Sterilization. Payment will be made for sterilization in accordance with 78.1(16).
78.23(2) Utilization review. Utilization review shall be conducted of Medicaid members who

access more than 24 outpatient visits in any 12-month period from physicians, advanced registered
nurse practitioners, federally qualified health centers, other clinics, and emergency rooms. Refer to rule
441—76.9(249A) for further information concerning the member lock-in program.

78.23(3) Risk assessment. Risk assessment, using Form 470-2942, Medicaid Prenatal Risk
Assessment, shall be completed at the initial visit during a Medicaid member’s pregnancy.

a. If the risk assessment reflects a low-risk pregnancy, the assessment shall be completed again at
approximately the twenty-eighth week of pregnancy.

b. If the risk assessment reflects a high-risk pregnancy, referral shall be made for enhanced
services. (See description of enhanced services at subrule 78.25(3).)

78.23(4) Vaccines. Vaccines available through the Vaccines for Children program under Section
1928 of the Social Security Act are not covered as clinic services. Clinics that wish to administer those
vaccines to Medicaid members shall enroll in the Vaccines for Children program and obtain the vaccines
from the department of public health. Clinics shall receive reimbursement for the administration of
vaccines to Medicaid members.

This rule is intended to implement Iowa Code section 249A.4.

441—78.24(249A) Psychologists.   Payment will be approved for services authorized by state law
when they are provided by the psychologist in the psychologist’s office, a hospital, nursing facility, or
residential care facility.

78.24(1) Payment for covered services provided by the psychologist shall be made on a fee for
service basis.

a. Payment shall be made only for time spent in face-to-face consultation with the client.
b. Time spent with clients shall be rounded to the quarter hour.
78.24(2) Payment will be approved for the following psychological procedures:
a. Individual outpatient psychotherapy or other psychological procedures not to exceed one hour

per week or 40 hours in any 12-month period, or
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b. Couple, marital, family, or group outpatient therapy not to exceed one and one-half hours per
week or 60 hours in any 12-month period, or

c. A combination of individual and group therapy not to exceed the cost of 40 individual therapy
hours in any 12-month period.

d. Psychological examinations and testing for purposes of evaluation, placement, psychotherapy,
or assessment of therapeutic progress, not to exceed eight hours in any 12-month period.

e. Mileage at the same rate as in 78.1(8) when the following conditions are met:
(1) It is necessary for the psychologist to travel outside of the home community, and
(2) There is no qualified mental health professional more immediately available in the community,

and
(3) The member has a medical condition which prohibits travel.
f. Covered procedures necessary to maintain continuity of psychological treatment during periods

of hospitalization or convalescence for physical illness.
g. Procedures provided within a licensed hospital, residential treatment facility, day hospital, or

nursing home as part of an approved treatment plan and a psychologist is not employed by the facility.
78.24(3) Payment will not be approved for the following services:
a. Psychological examinations performed without relationship to evaluations or psychotherapy

for a specific condition, symptom, or complaint.
b. Psychological examinations covered under Part B of Medicare, except for the Part B Medicare

deductible and coinsurance.
c. Psychological examinations employing unusual or experimental instrumentation.
d. Individual and group psychotherapy without specification of condition, symptom, or complaint.
e. Sensitivity training, marriage enrichment, assertiveness training, growth groups or marathons,

or psychotherapy for nonspecific conditions of distress such as job dissatisfaction or general unhappiness.
78.24(4) Rescinded IAB 10/12/94, effective 12/1/94.
78.24(5) The following services shall require review by a consultant to the department.
a. Protracted therapy beyond 16 visits. These cases shall be reviewed following the sixteenth

therapy session and periodically thereafter.
b. Any service which does not appear necessary or appears to fall outside the scope of what is

professionally appropriate or necessary for a particular condition.
This rule is intended to implement Iowa Code sections 249A.4 and 249A.15.

441—78.25(249A) Maternal health centers.   Payment will be made for prenatal and postpartum
medical care, health education, and transportation to receive prenatal and postpartum services. Payment
will be made for enhanced perinatal services for persons determined high risk. These services include
additional health education services, nutrition counseling, social services, and one postpartum home
visit. Maternal health centers shall provide trimester and postpartum reports to the referring physician.
Risk assessment using Form 470-2942, Medicaid Prenatal Risk Assessment, shall be completed at the
initial visit during a Medicaid member’s pregnancy. If the risk assessment reflects a low-risk pregnancy,
the assessment shall be completed again at approximately the twenty-eighth week of pregnancy. If
the risk assessment reflects a high-risk pregnancy, referral shall be made for enhanced services. (See
description of enhanced services at subrule 78.25(3).)

Vaccines available through the Vaccines for Children program under Section 1928 of the Social
Security Act are not covered as maternal health center services. Maternal health centers that wish
to administer those vaccines to Medicaid members shall enroll in the Vaccines for Children program
and obtain the vaccines from the department of public health. Maternal health centers shall receive
reimbursement for the administration of vaccines to Medicaid members.

78.25(1) Provider qualifications.
a. Prenatal and postpartummedical services shall be provided by a physician, a physician assistant,

or a nurse practitioner employed by or on contract with the center. Medical services performed by
maternal health centers shall be performed under the supervision of a physician. Nurse practitioners
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and physician assistants performing under the supervision of a physician must do so within the scope of
practice of that profession, as defined by Iowa Code chapters 152 and 148C, respectively.

b. Rescinded IAB 12/3/08, effective 2/1/09.
c. Education services and postpartum home visits shall be provided by a registered nurse.
d. Nutrition services shall be provided by a licensed dietitian.
e. Psychosocial services shall be provided by a person with at least a bachelor’s degree in social

work, counseling, sociology, psychology, family and community services, health or human development,
health education, or individual and family studies.

78.25(2) Services covered for all pregnant women. Services provided may include:
a. Prenatal and postpartum medical care.
b. Health education, which shall include:
(1) Importance of continued prenatal care.
(2) Normal changes of pregnancy including both maternal changes and fetal changes.
(3) Self-care during pregnancy.
(4) Comfort measures during pregnancy.
(5) Danger signs during pregnancy.
(6) Labor and delivery including the normal process of labor, signs of labor, coping skills, danger

signs, and management of labor.
(7) Preparation for baby including feeding, equipment, and clothing.
(8) Education on the use of over-the-counter drugs.
(9) Education about HIV protection.
c. Home visit.
d. Transportation to receive prenatal and postpartum services that is not payable under rule

441—78.11(249A) or 441—78.13(249A).
e. Dental hygiene services within the scope of practice as defined by the dental board at

650—paragraph 10.5(3)“b.”
78.25(3) Enhanced services covered for women with high-risk pregnancies. Enhanced perinatal

services may be provided to a patient who has been determined to have a high-risk pregnancy as
documented by Form 470-2942, Medicaid Prenatal Risk Assessment. An appropriately trained
physician or advanced registered nurse practitioner must be involved in staffing the patients receiving
enhanced services.

Enhanced services are as follows:
a. Rescinded IAB 12/3/08, effective 2/1/09.
b. Education, which shall include as appropriate education about the following:
(1) High-risk medical conditions.
(2) High-risk sexual behavior.
(3) Smoking cessation.
(4) Alcohol usage education.
(5) Drug usage education.
(6) Environmental and occupational hazards.
c. Nutrition assessment and counseling, which shall include:
(1) Initial assessment of nutritional risk based on height, current and prepregnancy weight status,

laboratory data, clinical data, and self-reported dietary information.
(2) Ongoing nutritional assessment.
(3) Development of an individualized nutritional care plan.
(4) Referral to food assistance programs if indicated.
(5) Nutritional intervention.
d. Psychosocial assessment and counseling, which shall include:
(1) A psychosocial assessment including: needs assessment, profile of client demographic factors,

mental and physical health history and concerns, adjustment to pregnancy and future parenting, and
environmental needs.

(2) A profile of the client’s family composition, patterns of functioning and support systems.
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(3) An assessment-based plan of care, risk tracking, counseling and anticipatory guidance as
appropriate, and referral and follow-up services.

e. A postpartum home visit within two weeks of the child’s discharge from the hospital, which
shall include:

(1) Assessment of mother’s health status.
(2) Physical and emotional changes postpartum.
(3) Family planning.
(4) Parenting skills.
(5) Assessment of infant health.
(6) Infant care.
(7) Grief support for unhealthy outcome.
(8) Parenting of a preterm infant.
(9) Identification of and referral to community resources as needed.
This rule is intended to implement Iowa Code section 249A.4.

441—78.26(249A) Ambulatory surgical center services.   Ambulatory surgical center services are
those services furnished by an ambulatory surgical center in connection with a covered surgical
procedure or a covered dental procedure.

Covered surgical procedures shall be those medically necessary procedures that are eligible for
payment as physicians’ services, under the circumstances specified in rule 441—78.1(249A) and
performed on an eligible recipient, that can safely be performed in an outpatient setting as determined
by the department upon advice from the department’s utilization review and quality assurance firm.

Covered dental procedures are those medically necessary procedures that are eligible for payment
as dentists’ services, under the circumstances specified in rule 441—78.4(249A) and performed on an
eligible recipient, that can safely be performed in an outpatient setting for Medicaid recipients whose
mental, physical, or emotional condition necessitates deep sedation or general anesthesia.

The covered services provided by the ambulatory surgical center in connection with a
Medicaid-covered surgical or dental procedure shall be those nonsurgical and nondental services covered
by the Medicare program as ambulatory surgical center services in connection with Medicare-covered
surgical procedures.

78.26(1) Abortion procedures are covered only when criteria in subrule 78.1(17) are met.
78.26(2) Sterilization procedures are covered only when criteria in subrule 78.1(16) are met.
78.26(3) Preprocedure review by the Iowa Foundation for Medical Care (IFMC) is required if

ambulatory surgical centers are to be reimbursed for certain frequently performed surgical procedures as
set forth under subrule 78.1(19). Criteria are available from IFMC, 3737 Woodland Avenue, Suite 500,
West Des Moines, Iowa 50265, or in local hospital utilization review offices. (Cross-reference 78.28(6))

This rule is intended to implement Iowa Code section 249A.4.

441—78.27(249A) Home- and community-based habilitation services.
78.27(1) Definitions.
“Adult” means a person who is 18 years of age or older.
“Assessment”means the review of the current functioning of the member using the service in regard

to the member’s situation, needs, strengths, abilities, desires, and goals.
“Case management” means case management services accredited under 441—Chapter 24 and

provided according to 441—Chapter 90.
“Comprehensive service plan” means an individualized, goal-oriented plan of services written in

language understandable by the member using the service and developed collaboratively by the member
and the case manager.

“Department” means the Iowa department of human services.
“Emergency” means a situation for which no approved individual program plan exists that, if not

addressed, may result in injury or harm to the member or to other persons or in significant amounts of
property damage.
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“HCBS” means home- and community-based services.
“Interdisciplinary team”means a group of persons with varied professional backgrounds who meet

with the member to develop a comprehensive service plan to address the member’s need for services.
“ISIS” means the department’s individualized services information system.
“Member”means a person who has been determined to be eligible forMedicaid under 441—Chapter

75.
“Program” means a set of related resources and services directed to the accomplishment of a fixed

set of goals for qualifying members.
78.27(2) Member eligibility. To be eligible to receive home- and community-based habilitation

services, a member shall meet the following criteria:
a. Risk factors. The member has at least one of the following risk factors:
(1) The member has undergone or is currently undergoing psychiatric treatment more intensive

than outpatient care (e.g., emergency services, alternative home care, partial hospitalization, or inpatient
hospitalization) more than once in the member’s life; or

(2) The member has a history of psychiatric illness resulting in at least one episode of continuous,
professional supportive care other than hospitalization.

b. Need for assistance. The member has a need for assistance demonstrated by meeting at least
two of the following criteria on a continuing or intermittent basis for at least two years:

(1) The member is unemployed, is employed in a sheltered setting, or has markedly limited skills
and a poor work history.

(2) The member requires financial assistance for out-of-hospital maintenance and is unable to
procure this assistance without help.

(3) The member shows severe inability to establish or maintain a personal social support system.
(4) The member requires help in basic living skills such as self-care, money management,

housekeeping, cooking, and medication management.
(5) The member exhibits inappropriate social behavior that results in a demand for intervention.
c. Income. The countable income used in determining the member’s Medicaid eligibility does not

exceed 150 percent of the federal poverty level.
d. Needs assessment. The member’s case manager has completed an assessment of the member’s

need for service, and, based on that assessment, the Iowa Medicaid enterprise medical services unit has
determined that the member is in need of home- and community-based habilitation services. A member
who is not eligible for Medicaid case management services under 441—Chapter 90 shall receive case
management as a home- and community-based habilitation service. The designated case manager shall:

(1) Complete a needs-based evaluation that meets the standards for assessment established in
441—subrule 24.4(2) before services begin and annually thereafter.

(2) Use the evaluation results to develop a comprehensive service plan as specified in subrule
78.27(4).

e. Plan for service. The department has approved the member’s plan for home- and
community-based habilitation services. A service plan that has been validated through ISIS shall be
considered approved by the department. Home- and community-based habilitation services provided
before department approval of a member’s eligibility for the program cannot be reimbursed.

(1) The member’s comprehensive service plan shall be completed annually according to the
requirements of subrule 78.27(4). A service plan may change at any time due to a significant change in
the member’s needs.

(2) The member shall receive at least one billable unit of service other than case management per
calendar quarter.

(3) The member’s habilitation services shall not exceed the maximum number of units established
for each service in 441—subrule 79.1(2).

(4) The cost of the habilitation services shall not exceed unit expense maximums established in
441—subrule 79.1(2).

78.27(3) Application for services. The case manager shall apply for services on behalf of a member
by entering a program request for habilitation services in ISIS.
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a. Assignment of payment slot. The number of persons who may be approved for home- and
community-based habilitation services is subject to a yearly total to be served. The total is set by the
department based on available funds and is contained in the Medicaid state plan approved by the federal
Centers for Medicare and Medicaid Services. The limit is maintained through the awarding of payment
slots to members applying for services.

(1) The case manager shall contact the Iowa Medicaid enterprise through ISIS to determine if
a payment slot is available for each member applying for home- and community-based habilitation
services.

(2) When a payment slot is assigned, the case manager shall give written notice to the member.
(3) The department shall hold the assigned payment slot for the member as long as reasonable

efforts are being made to arrange services and the member has not been determined to be ineligible
for the program. If services have not been initiated and reasonable efforts are no longer being made to
arrange services, the slot shall revert for use by the next applicant on the waiting list, if applicable. The
member must reapply for a new slot.

b. Waiting list for payment slots. When the number of applications exceeds the number of
members specified in the state plan and there are no available payment slots to be assigned, the
member’s application for habilitation services shall be denied. The department shall issue a notice of
decision stating that the member’s name will be maintained on a waiting list.

(1) The Iowa Medicaid enterprise shall enter the member on a waiting list based on the date and
time when the member’s request for habilitation services was entered into ISIS. In the event that more
than one application is received at the same time, members shall be entered on the waiting list on the
basis of the month of birth, January being month one and the lowest number.

(2) When a payment slot becomes available, the Iowa Medicaid enterprise shall notify the
member’s case manager, based on the member’s order on the waiting list. The case manager shall give
written notice to the member within five working days.

(3) The department shall hold the payment slot for 20 calendar days to allow the case manager to
reapply for habilitation services by entering a program request through ISIS. If a request for habilitation
services has not been entered within 20 calendar days, the slot shall revert for use by the next member
on the waiting list, if applicable. The member assigned the slot must reapply for a new slot.

(4) The case manager shall notify the Iowa Medicaid enterprise within five working days of the
withdrawal of an application.

c. Notice of decision. The department shall issue a notice of decision to the applicant when
financial eligibility, determination of needs-based eligibility, and approval of the service plan have been
completed.

78.27(4) Comprehensive service plan. Individualized, planned, and appropriate services shall be
guided by a member-specific comprehensive service plan developed with the member in collaboration
with an interdisciplinary team, as appropriate. Medically necessary services shall be planned for and
provided at the locations where the member lives, learns, works, and socializes.

a. Development. A comprehensive service plan shall be developed for each member receiving
home- and community-based habilitation services based on the member’s current assessment and shall
be reviewed on an annual basis.

(1) The case manager shall establish an interdisciplinary team for the member. The team shall
include the case manager and the member and, if applicable, the member’s legal representative, the
member’s family, the member’s service providers, and others directly involved.

(2) With the interdisciplinary team, the case manager shall identify the member’s services based
on the member’s needs, the availability of services, and the member’s choice of services and providers.

(3) The comprehensive service plan development shall be completed at the member’s home or at
another location chosen by the member.

(4) The interdisciplinary teammeeting shall be conducted before the current comprehensive service
plan expires.

(5) The comprehensive service plan shall reflect desired individual outcomes.
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(6) Services defined in the comprehensive service plan shall be appropriate to the severity of the
member’s problems and to the member’s specific needs or disabilities.

(7) Activities identified in the comprehensive service plan shall encourage the ability and right
of the member to make choices, to experience a sense of achievement, and to modify or continue
participation in the treatment process.

(8) For members receiving home-based habilitation in a licensed residential care facility of 16 or
fewer beds, the service plan shall address the member’s opportunities for independence and community
integration.

b. Service goals and activities. The comprehensive service plan shall:
(1) Identify observable or measurable individual goals.
(2) Identify interventions and supports needed to meet those goals with incremental action steps,

as appropriate.
(3) Identify the staff persons, businesses, or organizations responsible for carrying out the

interventions or supports.
(4) List all Medicaid and non-Medicaid services received by the member and identify:
1. The name of the provider responsible for delivering the service;
2. The funding source for the service; and
3. The number of units of service to be received by the member.
(5) Identify for a member receiving home-based habilitation:
1. The member’s living environment at the time of enrollment;
2. The number of hours per day of on-site staff supervision needed by the member; and
3. The number of other members who will live with the member in the living unit.
(6) Include a separate, individualized, anticipated discharge plan that is specific to each service the

member receives.
c. Rights restrictions. Any rights restrictions must be implemented in accordance with

441—subrule 77.25(4). The comprehensive service plan shall include documentation of:
(1) Any restrictions on the member’s rights, including maintenance of personal funds and

self-administration of medications;
(2) The need for the restriction; and
(3) Either a plan to restore those rights or written documentation that a plan is not necessary or

appropriate.
d. Emergency plan. The comprehensive service plan shall include a plan for emergencies and

identification of the supports available to the member in an emergency. Emergency plans shall be
developed as follows:

(1) Themember’s interdisciplinary team shall identify in the comprehensive service plan any health
and safety issues applicable to the individual member based on information gathered before the team
meeting, including a risk assessment.

(2) The interdisciplinary team shall identify an emergency backup support and crisis response
system to address problems or issues arising when support services are interrupted or delayed or the
member’s needs change.

(3) Providers of applicable services shall provide for emergency backup staff.
e. Plan approval. Services shall be entered into ISIS based on the comprehensive service plan.

A service plan that has been validated and authorized through ISIS shall be considered approved by the
department. Services must be authorized in ISIS as specified in paragraph 78.27(2)“e.”

78.27(5) Requirements for services. Home- and community-based habilitation services shall be
provided in accordance with the following requirements:

a. The services shall be based on the member’s needs as identified in the member’s comprehensive
service plan.

b. The services shall be delivered in the least restrictive environment appropriate to the needs of
the member.

c. The services shall include the applicable and necessary instruction, supervision, assistance, and
support required by the member to achieve the member’s life goals.
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d. Service components that are the same or similar shall not be provided simultaneously.
e. Service costs are not reimbursable while the member is in a medical institution, including but

not limited to a hospital or nursing facility.
f. Reimbursement is not available for room and board.
g. Services shall be billed in whole units.
h. Services shall be documented. Each unit billed must have corresponding financial and medical

records as set forth in rule 441—79.3(249A).
78.27(6) Case management. Case management assists members in gaining access to needed home-

and community-based habilitation services, as well as medical, social, educational, and other services,
regardless of the funding source for the services.

a. Scope. Case management services shall be provided as set forth in rule 441—90.5(249A). The
case manager shall be responsible for the following activities:

(1) Explaining the member’s right to freedom of choice.
(2) Ensuring that all unmet needs of the member are identified in the service plan.
(3) Retaining the comprehensive service plan, as specified in rule 441—79.3(249A).
(4) Explaining to the member what abuse is, and how to report abuse.
(5) Explaining to the member how to make a complaint about the member’s services or providers.
(6) Monitoring the service plan, with review occurring regularly.
(7) Meeting with the member face to face at least quarterly.
(8) Assessing and revising the service plan at least annually to determine achievement, continued

need, or changes in goals or interventionmethods. The review shall include the member using the service
and shall involve the interdisciplinary team.

(9) Notifying the member of any changes in the service plan by sending the member a notice of
decision. When the change is an adverse action such as a reduction in services, the notice shall be sent
ten days before the change and shall include appeal rights.

b. Exclusion. Payment shall not be made for case management provided to a member who is
eligible for case management services under 441—Chapter 90.

78.27(7) Home-based habilitation. “Home-based habilitation” means individually tailored supports
that assist with the acquisition, retention, or improvement of skills related to living in the community.

a. Scope. Home-based habilitation services are individualized supportive services provided in the
member’s home and community that assist themember to reside in themost integrated setting appropriate
to the member’s needs. Services are intended to provide for the daily living needs of the member and
shall be available as needed during any 24-hour period. The specific support needs for each member
shall be determined necessary by the interdisciplinary team and shall be identified in the member’s
comprehensive service plan. Covered supports include:

(1) Adaptive skill development;
(2) Assistance with activities of daily living;
(3) Community inclusion;
(4) Transportation;
(5) Adult educational supports;
(6) Social and leisure skill development;
(7) Personal care; and
(8) Protective oversight and supervision.
b. Exclusions. Home-based habilitation payment shall not be made for the following:
(1) Room and board and maintenance costs, including the cost of rent or mortgage, utilities,

telephone, food, household supplies, and building maintenance, upkeep, or improvement.
(2) Service activities associated with vocational services, day care, medical services, or case

management.
(3) Transportation to and from a day program.
(4) Services provided to a member who lives in a licensed residential care facility of more than 16

persons.
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(5) Services provided to a member who lives in a facility that provides the same service as part
of an inclusive or “bundled” service rate, such as a nursing facility or an intermediate care facility for
persons with mental retardation.

(6) Personal care and protective oversight and supervision may be a component part of home-based
habilitation services but may not comprise the entirety of the service.

78.27(8) Day habilitation. “Day habilitation” means assistance with acquisition, retention, or
improvement of self-help, socialization, and adaptive skills.

a. Scope. Day habilitation activities and environments are designed to foster the acquisition of
skills, appropriate behavior, greater independence, and personal choice. Services focus on enabling the
member to attain or maintain the member’s maximum functional level and shall be coordinated with any
physical, occupational, or speech therapies in the comprehensive service plan. Services may serve to
reinforce skills or lessons taught in other settings. Services must enhance or support the member’s:

(1) Intellectual functioning;
(2) Physical and emotional health and development;
(3) Language and communication development;
(4) Cognitive functioning;
(5) Socialization and community integration;
(6) Functional skill development;
(7) Behavior management;
(8) Responsibility and self-direction;
(9) Daily living activities;
(10) Self-advocacy skills; or
(11) Mobility.
b. Setting. Day habilitation shall take place in a nonresidential setting separate from the member’s

residence. Services shall not be provided in the member’s home. When the member lives in a residential
care facility of more than 16 beds, day habilitation services provided in the facility are not considered
to be provided in the member’s home if the services are provided in an area apart from the member’s
sleeping accommodations.

c. Duration. Day habilitation services shall be furnished for four or more hours per day on a
regularly scheduled basis for one or more days per week or as specified in the member’s comprehensive
service plan. Meals provided as part of day habilitation shall not constitute a full nutritional regimen
(three meals per day).

d. Exclusions. Day habilitation payment shall not be made for the following:
(1) Vocational or prevocational services.
(2) Services that duplicate or replace education or related services defined in Public Law 94-142,

the Education of the Handicapped Act.
(3) Compensation to members for participating in day habilitation services.
78.27(9) Prevocational habilitation. “Prevocational habilitation” means services that prepare a

member for paid or unpaid employment.
a. Scope. Prevocational habilitation services include teaching concepts such as compliance,

attendance, task completion, problem solving, and safety. Services are not oriented to a specific
job task, but instead are aimed at a generalized result. Services shall be reflected in the member’s
comprehensive service plan and shall be directed to habilitative objectives rather than to explicit
employment objectives.

b. Setting. Prevocational habilitation services may be provided in a variety of community-based
settings based on the individual need of the member. Meals provided as part of these services shall not
constitute a full nutritional regimen (three meals per day).

c. Exclusions. Prevocational habilitation payment shall not be made for the following:
(1) Services that are available under a program funded under Section 110 of the Rehabilitation Act

of 1973 or the Individuals with Disabilities Education Act (20 U.S.C. 1401 et seq.). Documentation
that funding is not available for the service under these programs shall be maintained in the file of each
member receiving prevocational habilitation services.
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(2) Services that duplicate or replace education or related services defined in Public Law 94-142,
the Education of the Handicapped Act.

(3) Compensation to members for participating in prevocational services.
78.27(10) Supported employment habilitation. “Supported employment habilitation” means

services associated with maintaining competitive paid employment.
a. Scope. Supported employment habilitation services are intensive, ongoing supports that enable

members to perform in a regular work setting. Services are provided to members who need support
because of their disabilities and who are unlikely to obtain competitive employment at or above the
minimum wage absent the provision of supports. Covered services include:

(1) Activities to obtain a job. Covered services directed to obtaining a job must be provided to
or on behalf of a member for whom competitive employment is reasonably expected within less than
one year. Services must be focused on job placement, not on teaching generalized employment skills or
habilitative goals. Three conditions must be met before services are provided. First, the member and
the interdisciplinary team described in subrule 78.27(4) must complete the form that Iowa vocational
rehabilitation services uses to identify the supported employment services appropriate to meet a person’s
employment needs. Second, the member’s interdisciplinary team must determine that the identified
services are necessary. Third, the Iowa Medicaid enterprise medical services unit must approve the
services. Available components of activities to obtain a job are as follows:

1. Job development services. Job development services are directed toward obtaining competitive
employment. A unit of service is a job placement that the member holds for 30 consecutive calendar days
or more. Payment is available once the service is authorized in the member’s service plan. A member
may receive two units of job development services during a 12-month period. The activities provided to
the member may include job procurement training, including grooming and hygiene, application, résumé
development, interviewing skills, follow-up letters, and job search activities; job retention training,
including promptness, coworker relations, transportation skills, disability-related supports, job benefits,
and an understanding of employee rights and self-advocacy; and customized job development services
specific to the member.

2. Employer development services. The focus of employer development services is to support
employers in hiring and retaining members in their workforce and to communicate expectations of the
employers to the interdisciplinary team described in subrule 78.27(4). Employer development services
may be provided only to members who are reasonably expected to work for no more than 10 hours per
week. A unit of service is one job placement that the member holds for 30 consecutive calendar days or
more. Payment for this service may be made only after the member holds the job for 30 days. A member
may receive two units of employer development services during a 12-month period if the member is
competitively employed for 30 or more consecutive calendar days and the other conditions for service
approval are met. The services provided may include: developing relationships with employers and
providing leads for individual members when appropriate; job analysis for a specific job; development
of a customized training plan identifying job-specific skill requirements, employer expectations, teaching
strategies, time frames, and responsibilities; identifying and arranging reasonable accommodations with
the employer; providing disability awareness and training to the employer when it is deemed necessary;
and providing technical assistance to the employer regarding the training progress as identified on the
member’s customized training plan.

3. Enhanced job search activities. Enhanced job search activities are associated with obtaining
initial employment after job development services have been provided to the member for a minimum
of 30 days or with assisting the member in changing jobs due to layoff, termination, or personal choice.
The interdisciplinary team must review and update the Iowa vocational rehabilitation services supported
employment readiness analysis form to determine if this service remains appropriate for the member’s
employment goals. A unit of service is an hour. A maximum of 26 units may be provided in a 12-month
period. The services provided may include: job opening identification with the member; assistance with
applying for a job, including completion of applications or interviews; and work site assessment and job
accommodation evaluation.
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(2) Supports to maintain employment, including the following services provided to or on behalf of
the member:

1. Individual work-related behavioral management.
2. Job coaching.
3. On-the-job or work-related crisis intervention.
4. Assistance in the use of skills related to sustaining competitive paid employment, including

assistance with communication skills, problem solving, and safety.
5. Assistance with time management.
6. Assistance with appropriate grooming.
7. Employment-related supportive contacts.
8. On-site vocational assessment after employment.
9. Employer consultation.
b. Setting. Supported employment may be conducted in a variety of settings, particularly work

sites where persons without disabilities are employed.
(1) The majority of coworkers at any employment site with more than two employees where

members seek, obtain, or maintain employment must be persons without disabilities.
(2) In the performance of job duties at any site where members seek, obtain, or maintain

employment, the member must have daily contact with other employees or members of the general
public who do not have disabilities, unless the absence of daily contact with other employees or the
general public is typical for the job as performed by persons without disabilities.

(3) When services for maintaining employment are provided to members in a teamwork or
“enclave” setting, the team shall include no more than eight people with disabilities.

c. Service requirements. The following requirements shall apply to all supported employment
services:

(1) All supported employment services shall provide individualized and ongoing support contacts
at intervals necessary to promote successful job retention.

(2) The provider shall provide employment-related adaptations required to assist the member in
the performance of the member’s job functions as part of the service.

(3) Community transportation options (such as carpools, coworkers, self or public transportation,
families, volunteers) shall be attempted before the service provider provides transportation. When no
other resources are available, employment-related transportation between work and home and to or from
activities related to employment may be provided as part of the service.

(4) Members may access both services to maintain employment and services to obtain a job for the
purpose of job advancement or job change. A member may receive a maximum of three job placements
in a 12-month period and a maximum of 40 units per week of services to maintain employment.

d. Exclusions. Supported employment habilitation payment shall not be made for the following:
(1) Services that are available under a program funded under Section 110 of the Rehabilitation Act

of 1973 or the Individuals with Disabilities Education Act (20 U.S.C. 1401 et seq.). Documentation that
funding is not available under these programs shall be maintained in the file of each member receiving
supported employment services.

(2) Incentive payments made to an employer to encourage or subsidize the employer’s participation
in a supported employment program.

(3) Subsidies or payments that are passed through to users of supported employment programs.
(4) Training that is not directly related to a member’s supported employment program.
(5) Services involved in placing or maintaining members in day activity programs, work activity

programs, or sheltered workshop programs.
(6) Supports for volunteer work or unpaid internships.
(7) Tuition for education or vocational training.
(8) Individual advocacy that is not member-specific.
78.27(11) Adverse service actions.
a. Denial. Services shall be denied when the department determines that:
(1) A payment slot is not available to the member pursuant to paragraph 78.27(3)“a.”
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(2) The member is not eligible for or in need of home- and community-based habilitation services.
(3) The service is not identified in the member’s comprehensive service plan.
(4) Needed services are not available or received from qualifying providers, or no qualifying

providers are available.
(5) The member’s service needs exceed the unit or reimbursement maximums for a service as set

forth in 441—subrule 79.1(2).
(6) Completion or receipt of required documents for the program has not occurred.
b. Reduction. A particular home- and community-based habilitation service may be reduced when

the department determines that continued provision of service at its current level is not necessary.
c. Termination. A particular home- and community-based habilitation service may be terminated

when the department determines that:
(1) The member’s income exceeds the allowable limit, or the member no longer meets other

eligibility criteria for the program established by the department.
(2) The service is not identified in the member’s comprehensive service plan.
(3) Needed services are not available or received from qualifying providers, or no qualifying

providers are available.
(4) The member’s service needs are not being met by the services provided.
(5) The member has received care in a medical institution for 30 consecutive days in any one stay.

When a member has been an inpatient in a medical institution for 30 consecutive days, the department
will issue a notice of decision to inform the member of the service termination. If the member returns
home before the effective date of the notice of decision and the member’s condition has not substantially
changed, the decision shall be rescinded, and eligibility for home- and community-based habilitation
services shall continue.

(6) The member’s service needs exceed the unit or reimbursement maximums for a service as
established by the department.

(7) Duplication of services provided during the same period has occurred.
(8) The member or the member’s legal representative, through the interdisciplinary process,

requests termination of the service.
(9) Completion or receipt of required documents for the program has not occurred, or the member

refuses to allow documentation of eligibility as to need and income.
d. Appeal rights. The department shall give notice of any adverse action and the right to appeal

in accordance with 441—Chapter 7. The member is entitled to have a review of the determination
of needs-based eligibility by the Iowa Medicaid enterprise medical services unit by sending a letter
requesting a review to the medical services unit. If dissatisfied with that decision, the member may file
an appeal with the department.

78.27(12) County reimbursement. The county board of supervisors of the member’s county of
legal settlement shall reimburse the department for all of the nonfederal share of the cost of home- and
community-based habilitation services provided to an adult member with a chronic mental illness as
defined in 441—Chapter 90. The department shall notify the county’s central point of coordination
administrator through ISIS of the approval of the member’s service plan.

This rule is intended to implement Iowa Code section 249A.4.

441—78.28(249A) List of medical services and equipment requiring prior approval, preprocedure
review or preadmission review.

78.28(1) Services, procedures, and medications prescribed by a physician (M.D. or D.O.) which are
subject to prior approval or preprocedure review are as follows or as specified in the preferred drug list
published by the department pursuant to Iowa Code Supplement section 249A.20A:

a. Drugs require prior authorization as specified in the preferred drug list published by the
department pursuant to Iowa Code section 249A.20A. For drugs requiring prior authorization,
reimbursement will be made for a 72-hour supply dispensed in an emergency when a prior authorization
request cannot be submitted.
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b. Automated medication dispenser. (Cross-reference 78.10(2)“b”) Payment will be approved
for an automated medication dispenser when prescribed for a member who meets all of the following
conditions:

(1) Themember has a diagnosis indicative of cognitive impairment or age-related factors that affect
the member’s ability to remember to take medications.

(2) The member is on two or more medications prescribed to be administered more than one time
a day.

(3) The availability of a caregiver to administer the medications or perform setup is limited or
nonexistent.

(4) Less costly alternatives, such as medisets or telephone reminders, have failed.
c. Enteral products and enteral delivery pumps and supplies require prior approval. Daily enteral

nutrition therapy shall be approved as medically necessary only for a recipient who either has a metabolic
or digestive disorder that prevents the recipient from obtaining the necessary nutritional value from
usual foods in any form and cannot be managed by avoidance of certain food products or has a severe
pathology of the body that does not allow ingestion or absorption of sufficient nutrients from regular food
to maintain weight and strength commensurate with the recipient’s general condition. (Cross-reference
78.10(3)“c”(2))

(1) A request for prior approval shall include a physician’s, physician assistant’s, or advanced
registered nurse practitioner’s written order or prescription and documentation to establish the medical
necessity for enteral products and enteral delivery pumps and supplies pursuant to the above standards.
The documentation shall include:

1. A statement of the recipient’s total medical condition that includes a description of the
recipient’s metabolic or digestive disorder or pathology.

2. Documentation of the medical necessity for commercially prepared products. The information
submitted must identify other methods attempted to support the recipient’s nutritional status and indicate
that the recipient’s nutritional needs were not or could not be met by regular food in pureed form.

3. Documentation of the medical necessity for an enteral pump, if the request includes an enteral
pump. The information submitted must identify the medical reasons for not using a gravity feeding set.

(2) Examples of conditions that will not justify approval of enteral nutrition therapy are:
weight-loss diets, wired-shut jaws, diabetic diets, milk or food allergies (unless the recipient is under
five years of age and coverage through the Women, Infant and Children’s program is not available),
and the use of enteral products for convenience reasons when regular food in pureed form would meet
the medical need of the recipient.

(3) Basis of payment for nutritional therapy supplies shall be the least expensive method of delivery
that is reasonable and medically necessary based on the documentation submitted.

d. Rescinded IAB 5/11/05, effective 5/1/05.
e. Augmentative communication systems, which are provided to persons unable to communicate

their basic needs through oral speech or manual sign language, require prior approval. Form 470-2145,
Augmentative Communication System Selection, completed by a speech pathologist and a physician’s
prescription for a particular device shall be submitted to request prior approval. (Cross-reference
78.10(3)“c”(1))

(1) Information requested on the prior authorization form includes a medical history, diagnosis,
and prognosis completed by a physician. In addition, a speech or language pathologist needs to describe
current functional abilities in the following areas: communication skills, motor status, sensory status,
cognitive status, social and emotional status, and language status.

(2) Also needed from the speech or language pathologist is information on educational ability and
needs, vocational potential, anticipated duration of need, prognosis regarding oral communication skills,
prognosis with a particular device, and recommendations.

(3) The department’s consultants with an expertise in speech pathology will evaluate the prior
approval requests and make recommendations to the department.

f. Preprocedure review by the Iowa Foundation for Medical Care (IFMC) will be required if
payment under Medicaid is to be made for certain frequently performed surgical procedures which have
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a wide variation in the relative frequency the procedures are performed. Preprocedure surgical review
applies to surgeries performed in hospitals (outpatient and inpatient) and ambulatory surgical centers.
Approval by IFMC will be granted only if the procedures are determined to be necessary based on the
condition of the patient and on the published criteria established by the department and the IFMC. If not
so approved by the IFMC, payment will not be made under the program to the physician or to the facility
in which the surgery is performed. The criteria are available from IFMC, 3737 Woodland Avenue, Suite
500, West Des Moines, Iowa 50265, or in local hospital utilization review offices.

The “Preprocedure Surgical Review List” shall be published by the department in the provider
manuals for physicians, hospitals, and ambulatory surgical centers. (Cross-reference 78.1(19))

g. Prior authorization is required for enclosed beds. (Cross-reference 78.10(2)“c”) The
department shall approve payment for an enclosed bed when prescribed for a patient who meets all of
the following conditions:

(1) The patient has a diagnosis-related cognitive or communication impairment that results in risk
to safety.

(2) The patient’s mobility puts the patient at risk for injury.
(3) The patient has suffered injuries when getting out of bed.
(4) The patient has had a successful trial with an enclosed bed.
h. Prior authorization is required for external insulin infusion pumps and is granted according to

Medicare coverage criteria. (Cross-reference 78.10(2)“c”)
i. Prior authorization is required for oral nutritional products. (Cross-reference 78.10(2)“c”) The

department shall approve payment for oral nutritional products when the member is not able to ingest
or absorb sufficient nutrients from regular food due to a metabolic, digestive, or psychological disorder
or pathology to the extent that supplementation is necessary to provide 51 percent or more of the daily
caloric intake, or when the use of oral nutritional products is otherwise determined medically necessary
in accordance with evidence-based guidelines for treatment of the member’s condition.

(1) A request for prior approval shall include a written order or prescription from a physician,
physician assistant, or advanced registered nurse practitioner and documentation to establish the medical
necessity for oral nutritional products pursuant to these standards. The documentation shall include:

1. A statement of the member’s total medical condition that includes a description of the member’s
metabolic, digestive, or psychological disorder or pathology.

2. Documentation of the medical necessity for commercially prepared products. The information
submitted must identify other methods attempted to support the member’s nutritional status and indicate
that the member’s nutritional needs were not or could not be met by regular food in pureed form.

3. Documentation to support the fact that regular foods will not provide sufficient nutritional value
to the member, if the request includes oral supplementation of a regular diet.

(2) Examples of conditions that will not justify approval of oral nutritional products are:
weight-loss diets, wired-shut jaws, diabetic diets, and milk or food allergies (unless the member is
under five years of age and coverage through the Special Supplemental Nutrition Program for Women,
Infants, and Children is not available).

j. Prior authorization is required for vest airway clearance systems. (Cross-reference
78.10(2)“c”) The department shall approve payment for a vest airway clearance system when
prescribed by a pulmonologist for a patient with a medical diagnosis related to a lung disorder if all of
the following conditions are met:

(1) Pulmonary function tests for the 12 months before initiation of the vest demonstrate an overall
significant decrease of lung function.

(2) The patient resides in an independent living situation or has a medical condition that precludes
the caregiver from administering traditional chest physiotherapy.

(3) Treatment by flutter device failed or is contraindicated.
(4) Treatment by intrapulmonary percussive ventilation failed or is contraindicated.
(5) All other less costly alternatives have been tried.
78.28(2) Dental services. Dental services which require prior approval are as follows:
a. The following periodontal services:



IAC 12/3/08 Human Services[441] Ch 78, p.71

(1) Payment for periodontal scaling and root planing will be approved when interproximal and
subgingival calculus is evident in X-rays or when justified and documented that curettage, scaling or
root planing is required in addition to routine prophylaxis. (Cross-reference 78.4(4)“b”)

(2) Payment for pedicle soft tissue graft and free soft tissue graft will be approved when the
written narrative describes medical necessity. Payment for other periodontal surgical procedures will
be approved after periodontal scaling and root planing has been provided, a reevaluation examination
has been completed, and the patient has demonstrated reasonable oral hygiene, unless the patient is
unable to demonstrate reasonable oral hygiene because of physical or mental disability or in cases
which demonstrate gingival hyperplasia resulting from drug therapy. (Cross-reference 78.4(4)“c”)

(3) Payment for pedicle soft tissue graft and free soft tissue graft will be approved when the written
narrative describes medical necessity. (Cross-reference 78.4(4)“d”)

(4) Payment for periodontal maintenance therapy may be approved after periodontal scaling and
root planing or periodontal surgical procedures have been provided. Periodontal maintenance therapy
may be approved once per three-month interval for moderate to advanced cases if the condition would
deteriorate without treatment. (Cross-reference 78.4(4)“e”)

b. Surgical endodontic treatment which includes an apicoectomy, performed as a separate surgical
procedure; an apicoectomy, performed in conjunction with endodontic procedure; an apical curettage;
a root resection; or excision of hyperplastic tissue will be approved when nonsurgical treatment has
been attempted and a reasonable time has elapsed after which failure has been demonstrated. Surgical
endodontic procedures may be indicated when:

(1) Conventional root canal treatment cannot be successfully completed because canals cannot be
negotiated, debrided or obturated due to calcifications, blockages, broken instruments, severe curvatures,
and dilacerated roots.

(2) Correction of problems resulting from conventional treatment including gross underfilling,
perforations, and canal blockages with restorative materials. (Cross-reference 78.4(5)“c”)

c. The following prosthetic services:
(1) A removable partial denture replacing posterior teeth will be approved when the recipient

has fewer than eight posterior teeth in occlusion or the recipient has a full denture in one arch, and a
partial denture replacing posterior teeth is required in the opposing arch to balance occlusion. When
one removable partial denture brings eight posterior teeth in occlusion, no additional removable partial
denture will be approved. A removable partial denture replacing posterior teeth is payable only once
in a five-year period unless the removable partial denture is broken beyond repair, lost or stolen, or
no longer fits due to growth or changes in jaw structure, and is required to prevent significant dental
problems. Replacement of a removable partial denture replacing posterior teeth due to resorption in
less than a five-year period is not payable. (Cross-reference 78.4(7)“c”)

(2) A fixed partial denture (including an acid etch fixed partial denture) replacing anterior teeth will
be approved for recipients whose medical condition precludes the use of a removable partial denture.
High noble or noble metals will be approved only when the recipient is allergic to all other restorative
materials. A fixed partial denture replacing anterior teeth is payable only once in a five-year period unless
the fixed partial denture is broken beyond repair. (Cross-reference 78.4(7)“d”)

(3) A fixed partial denture (including an acid etch fixed partial denture) replacing posterior teeth
will be approved for recipients whose medical condition precludes the use of a removable partial denture
and who have fewer than eight posterior teeth in occlusion or if the recipient has a full denture in one arch
and a partial denture replacing posterior teeth is required in the opposing arch to balance occlusion. When
one fixed partial denture brings eight posterior teeth in occlusion, no additional fixed partial denture will
be approved. High noble or noble metals will be approved only when the recipient is allergic to all other
restorative materials. A fixed partial denture replacing posterior teeth is payable only once in a five-year
period unless the fixed partial denture is broken beyond repair. (Cross-reference 78.4(7)“e”)

(4) Dental implants and related services will be authorized when the member is missing significant
oral structures due to cancer, traumatic injuries, or developmental defects such as cleft palate and cannot
use a conventional denture.
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d. Orthodontic services will be approved when it is determined that a patient has the most
handicapping malocclusion. This determination is made in a manner consistent with the “Handicapping
Malocclusion Assessment to Establish Treatment Priority,” by J. A. Salzmann, D.D.S., American
Journal of Orthodontics, October 1968.

(1) A handicapping malocclusion is a condition that constitutes a hazard to the maintenance of oral
health and interferes with the well-being of the patient by causing impaired mastication, dysfunction of
the temporomandibular articulation, susceptibility to periodontal disease, susceptibility to dental caries,
and impaired speech due to malpositions of the teeth. Treatment of handicapping malocclusions will
be approved only for the severe and the most handicapping. Assessment of the most handicapping
malocclusion is determined by the magnitude of the following variables:

1. Degree of malalignment;
2. Missing teeth;
3. Angle classification;
4. Overjet and overbite;
5. Openbite; and
6. Crossbite.
(2) A request to perform an orthodontic procedure must be accompanied by an interpreted

cephalometric radiograph and study models trimmed so that the models simulate centric occlusion of
the patient. A written plan of treatment must accompany the diagnostic aids. Posttreatment records
must be furnished upon request of the Iowa Medicaid enterprise medical services unit.

(3) Approval may be made for eight units of a three-month active treatment period. Additional
units may be approved by the department’s orthodontic consultant if the additional units are found to be
medically necessary. (Cross-reference 78.4(8)“a”)

e. More than two laboratory-fabricated crowns will be approved in a 12-month period for anterior
teeth that cannot be restored with a composite or amalgam restoration and for posterior teeth that
cannot be restored with a composite or amalgam restoration or stainless steel crown. (Cross-reference
78.4(3)“d”)

f. Endodontic retreatment of a tooth will be authorized when the conventional treatment has been
completed, a reasonable time has elapsed, and failure has been demonstrated with a radiograph and
narrative history.

78.28(3) Optometric services and ophthalmic materials which must be submitted for prior approval
are as follows:

a. A second lens correction within a 24-month period for recipients eight years of age and older.
Payment shall be made when the recipient’s vision has at least a five-tenths diopter of change in sphere
or cylinder or ten-degree change in axis in either eye.

b. Visual therapy may be authorized when warranted by case history or diagnosis for a period of
time not greater than 90 days. Should continued therapy be warranted, the prior approval process should
be reaccomplished, accompanied by a report showing satisfactory progress. Approved diagnoses are
convergence insufficiency and amblyopia. Visual therapy is not covered when provided by opticians.

c. Subnormal visual aids where near visual acuity is better than 20/100 at 16 inches, 2M print.
Prior authorization is not required if near visual acuity as described above is less than 20/100. Subnormal
aids include, but are not limited to, hand magnifiers, loupes, telescopic spectacles or reverse Galilean
telescope systems.

For all of the above, the optometrist shall furnish sufficient information to clearly establish that
these procedures are necessary in terms of the visual condition of the patient. (Cross-references 78.6(4),
441—78.7(249A), and 78.1(18))

78.28(4) Hearing aids that must be submitted for prior approval are:
a. Replacement of a hearing aid less than four years old (except when the recipient is under 21

years of age). The department shall approve payment when the original hearing aid is lost or broken
beyond repair or there is a significant change in the person’s hearing that would require a different hearing
aid. (Cross-reference 78.14(7)“d”(1))
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b. A hearing aid costing more than $650. The department shall approve payment for either of the
following purposes (Cross-reference 78.14(7)“d”(2)):

(1) Educational purposes when the recipient is participating in primary or secondary education or
in a postsecondary academic program leading to a degree and an in-office comparison of an analog aid
and a digital aid matched (+/- 5dB) for gain and output shows a significant improvement in either speech
recognition in quiet or speech recognition in noise or an in-office comparison of two aids, one of which
is single channel, shows significantly improved audibility.

(2) Vocational purposes when documentation submitted indicates the necessity, such as varying
amounts of background noise in the work environment and a need to converse in order to do the job
and an in-office comparison of an analog aid and a digital aid matched (+/- 5dB) for gain and output
shows a significant improvement in either speech recognition in quiet or speech recognition in noise
or an in-office comparison of two aids, one of which is single channel, shows significantly improved
audibility.

78.28(5) Hospital services which must be subject to prior approval, preprocedure review or
preadmission review are:

a. Any medical or surgical procedure requiring prior approval as set forth in Chapter 78 is subject
to the conditions for payment set forth although a request form does not need to be submitted by the
hospital as long as the approval is obtained by the physician. (Cross-reference 441—78.1(249A))

b. All inpatient hospital admissions are subject to preadmission review. Payment for inpatient
hospital admissions is approved when it meets the criteria for inpatient hospital care as determined by the
IFMC or its delegated hospitals. Criteria are available from IFMC, 6000Westown Parkway, Suite 350E,
West Des Moines, Iowa 50265-7771, or in local hospital utilization review offices. (Cross-reference
441—78.3(249A))

c. Preprocedure review by the IFMC is required if hospitals are to be reimbursed for the inpatient
and outpatient surgical procedures set forth in subrule 78.1(19). Approval by the IFMC will be granted
only if the procedures are determined to be necessary based on the condition of the patient and the criteria
established by the department and IFMC. The criteria are available from IFMC, 6000Westown Parkway,
Suite 350E, West Des Moines, Iowa 50265-7771, or in local hospital utilization review offices.

78.28(6) Ambulatory surgical centers are subject to prior approval and preprocedure review as
follows:

a. Any medical or surgical procedure requiring prior approval as set forth in Chapter 78 is subject
to the conditions for payment set forth although a request form does not need to be submitted by the
ambulatory surgical center as long as the prior approval is obtained by the physician.

b. Preprocedure review by the IFMC is required if ambulatory surgical centers are to be
reimbursed for surgical procedures as set forth in subrule 78.1(19). Approval by the IFMC will be
granted only if the procedures are determined to be necessary based on the condition of the patient
and criteria established by the IFMC and the department. The criteria are available from IFMC, 6000
Westown Parkway, Suite 350E, West Des Moines, Iowa 50265-7771, or in local hospital utilization
review offices.

78.28(7) Rescinded IAB 6/4/08, effective 5/15/08.
78.28(8) Rescinded IAB 1/3/96, effective 3/1/96.
78.28(9) Private duty nursing or personal care services provided by a home health agency provider

for persons aged 20 or under require prior approval and shall be approved if determined to be medically
necessary. Payment shall be made on an hourly unit of service.

a. Definitions.
(1) Private duty nursing services are those services which are provided by a registered nurse or a

licensed practical nurse under the direction of the recipient’s physician to a recipient in the recipient’s
place of residence or outside the recipient’s residence, when normal life activities take the recipient
outside the place of residence. Place of residence does not include nursing facilities, intermediate care
facilities for the mentally retarded, or hospitals.

Services shall be provided according to a written plan of care authorized by a licensed physician.
The home health agency is encouraged to collaborate with the recipient, or in the case of a child with
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the child’s caregiver, in the development and implementation of the plan of treatment. These services
shall exceed intermittent guidelines as defined in subrule 78.9(3). Private duty nursing and personal care
services shall be inclusive of all home health agency services personally provided to the recipient.

Private duty nursing services do not include:
1. Respite care, which is a temporary intermission or period of rest for the caregiver.
2. Nurse supervision services including chart review, case discussion or scheduling by a registered

nurse.
3. Services provided to other members of the recipient’s household.
4. Services requiring prior authorization that are provided without regard to the prior authorization

process.
(2) Personal care services are those services provided by a home health aide or certified nurse’s

aide and which are delegated and supervised by a registered nurse under the direction of the recipient’s
physician to a recipient in the recipient’s place of residence or outside the recipient’s residence, when
normal life activities take the recipient outside the place of residence. Place of residence does not
include nursing facilities, intermediate care facilities for the mentally retarded, or hospitals. Payment
for personal care services for persons aged 20 and under that exceed intermittent guidelines may be
approved if determined to be medically necessary as defined in subrule 78.9(7). These services shall be
in accordance with the recipient’s plan of care and authorized by a physician. The home health agency
is encouraged to collaborate with the recipient, or in the case of a child with the child’s caregiver, in the
development and implementation of the plan of treatment.

Medical necessity means the service is reasonably calculated to prevent, diagnose, correct, cure,
alleviate or prevent the worsening of conditions that endanger life, cause pain, result in illness or
infirmity, threaten to cause or aggravate a disability or chronic illness, and no other equally effective
course of treatment is available or suitable for the recipient requesting a service.

b. Requirements.
(1) Private duty nursing or personal care services shall be ordered in writing by a physician as

evidenced by the physician’s signature on the plan of care.
(2) Private duty nursing or personal care services shall be authorized by the department or the

department’s designated review agent prior to payment.
(3) Prior authorization shall be requested at the time of initial submission of the plan of care or

at any time the plan of care is substantially amended and shall be renewed with the department or the
department’s designated review agent. Initial request for and request for renewal of prior authorization
shall be submitted to the department’s designated review agent. The provider of the service is responsible
for requesting prior authorization and for obtaining renewal of prior authorization.

The request for prior authorization shall include a nursing assessment, the plan of care, and
supporting documentation. The request for prior authorization shall include all items previously
identified as required treatment plan information and shall further include: any planned surgical
interventions and projected time frame; information regarding caregiver’s desire to become involved in
the recipient’s care, to adhere to program objectives, to work toward treatment plan goals, and to work
toward maximum independence; and identify the types and service delivery levels of all other services
to the recipient whether or not the services are reimbursable by Medicaid. Providers shall indicate the
expected number of private duty nursing RN hours, private duty nursing LPN hours, or home health
aide hours per day, the number of days per week, and the number of weeks or months of service per
discipline. If the recipient is currently hospitalized, the projected date of discharge shall be included.

Prior authorization approvals shall not be granted for treatment plans that exceed 16 hours of home
health agency services per day. (Cross-reference 78.9(10))

78.28(10) Replacement of vibrotactile aids less than four years old shall be approved when the
original aid is broken beyond repair or lost. (Cross-reference 78.10(3)“b”)

This rule is intended to implement Iowa Code section 249A.4.

441—78.29(249A) Behavioral health services.   Payment shall be made for medically necessary
behavioral health services provided by a participating marital and family therapist, independent social
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worker, or master social worker within the practitioner’s scope of practice pursuant to state law and
subject to the limitations and exclusions set forth in this rule.

78.29(1) Limitations.
a. An assessment and a treatment plan are required.
b. Services provided by a licensed master social worker must be provided under the supervision

of an independent social worker qualified to participate in the Medicaid program.
78.29(2) Exclusions. Payment will not be approved for the following services:
a. Services provided in a medical institution.
b. Services performed without relationship to a specific condition, risk factor, symptom, or

complaint.
c. Services provided for nonspecific conditions of distress such as job dissatisfaction or general

unhappiness.
d. Sensitivity training, marriage enrichment, assertiveness training, and growth groups or

marathons.
78.29(3) Payment.
a. Payment shall be made only for time spent in face-to-face consultation with the member.
b. A unit of service is 15 minutes. Time spent with members shall be rounded to the quarter hour,

where applicable.
This rule is intended to implement Iowa Code section 249A.4.

441—78.30(249A) Birth centers.   Payment will be made for prenatal, delivery, and postnatal services.
78.30(1) Risk assessment. Risk assessment, using Form 470-2942, Medicaid Prenatal Risk

Assessment, shall be completed at the initial visit during a Medicaid member’s pregnancy.
a. If the risk assessment reflects a low-risk pregnancy, the assessment shall be completed again at

approximately the twenty-eighth week of pregnancy.
b. If the risk assessment reflects a high-risk pregnancy, referral shall be made for enhanced

services. (See description of enhanced services at subrule 78.25(3).)
78.30(2) Vaccines. Vaccines available through the Vaccines for Children program under Section

1928 of the Social Security Act are not covered as birth center services. Birth centers that wish to
administer those vaccines to Medicaid members shall enroll in the Vaccines for Children program and
obtain the vaccines from the department of public health. Birth centers shall receive reimbursement for
the administration of vaccines to Medicaid members.

This rule is intended to implement Iowa Code section 249A.4.

441—78.31(249A) Hospital outpatient services.
78.31(1) Covered hospital outpatient services. Payment will be approved only for the following

outpatient hospital services and medical services when provided on the licensed premises of the hospital
or pursuant to subrule 78.31(5). Hospitals with alternate sites approved by the department of inspections
and appeals are acceptable sites. All outpatient services listed in paragraphs “g” to “m” are subject to a
random sample retrospective review for medical necessity by the Iowa Foundation for Medical Care. All
services may also be subject to a more intensive retrospective review if abuse is suspected. Services in
paragraphs “a” to “f” shall be provided in hospitals on an outpatient basis and are subject to no further
limitations except medical necessity of the service.

Services listed in paragraphs “g” to “m” shall be provided by hospitals on an outpatient basis and
must be certified by the department before payment may be made. Other limitations apply to these
services.

a. Emergency service.
b. Outpatient surgery.
c. Laboratory, X-ray and other diagnostic services.
d. General or family medicine.
e. Follow-up or after-care specialty clinics.
f. Physical medicine and rehabilitation.
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g. Alcoholism and substance abuse.
h. Eating disorders.
i. Cardiac rehabilitation.
j. Mental health.
k. Pain management.
l. Diabetic education.
m. Pulmonary rehabilitation.
n. Nutritional counseling for persons aged 20 and under.
78.31(2) Requirements for all outpatient services.
a. Need for service. It must be clearly established that the service meets a documented need in the

area served by the hospital. There must be documentation of studies completed, consultations with other
health care facilities and health care professionals in the area, community leaders, and organizations to
determine the need for the service and to tailor the service to meet that particular need.

b. Professional direction. All outpatient services must be provided by or at the direction and under
the supervision of a medical doctor or osteopathic physician except for mental health services which may
be provided by or at the direction and under the supervision of a medical doctor, osteopathic physician,
or certified health service provider in psychology.

c. Goals and objectives. The goals and objectives of the program must be clearly stated.
Paragraphs “d” and “f” and the organization and administration of the program must clearly contribute
to the fulfillment of the stated goals and objectives.

d. Treatment modalities used. The service must employ multiple treatment modalities and
professional disciplines. The modalities and disciplines employed must be clearly related to the
condition or disease being treated.

e. Criteria for selection and continuing treatment of patients. The condition or disease which is
proposed to be treated must be clearly stated. Any indications for treatment or contraindications for
treatment must be set forth together with criteria for determining the continued medical necessity of
treatment.

f. Length of program. There must be established parameters that limit the program either in terms
of its overall length or in terms of number of visits, etc.

g. Monitoring of services. The services provided by the programmust be monitored and evaluated
to determine the degree to which patients are receiving accurate assessments and effective treatment.

The monitoring of the services must be an ongoing plan and systematic process to identify problems
in patient care or opportunities to improve patient care.

The monitoring and evaluation of the services are based on the use of clinical indicators that reflect
those components of patient care important to quality.

h. Hospital outpatient programs 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. Hospital outpatient programs receive payment
via the APC reimbursement for the administration of vaccines to Medicaid members.

78.31(3) Application for certification. Hospital outpatient programs listed in subrule 78.31(1),
paragraphs “g” to “m,” must submit an application to the Iowa Medicaid enterprise provider services
unit for certification before payment will be made. The provider services unit will review the application
against the requirements for the specific type of outpatient service and notify the provider whether
certification has been approved.

Applications will consist of a narrative providing the following information:
a. Documented need for the program including studies, needs assessments, and consultations with

other health care professionals.
b. Goals and objectives of the program.
c. Organization and staffing including how the program fits with the rest of the hospital, the

number of staff, staff credentials, and the staff’s relationship to the program, e.g., hospital employee,
contractual consultant.
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d. Policies and procedures including admission criteria, patient assessment, treatment plan,
discharge plan and postdischarge services, and the scope of services provided, including treatment
modalities.

e. Any accreditations or other types of approvals from national or state organizations.
f. The physical facility and any equipment to be utilized, and whether the facility is part of the

hospital license.
78.31(4) Requirements for specific types of service.
a. Alcoholism and substance abuse.
(1) Approval by joint commission or substance abuse commission. In addition to certification by

the department, alcoholism and substance abuse programs must also be approved by either the joint
commission on the accreditation of hospitals or the Iowa substance abuse commission.

(2) General characteristics. The services must be designed to identify and respond to the
biological, psychological and social antecedents, influences and consequences associated with the
recipient’s dependence.

These needed servicesmust be provided either directly by the facility or through referral, consultation
or contractual arrangements or agreements.

Special treatment needs of recipients by reason of age, gender, sexual orientation, or ethnic origin
are evaluated and services for children and adolescents (as well as adults, if applicable) address the
special needs of these age groups, including but not limited to, learning problems in education, family
involvement, developmental status, nutrition, and recreational and leisure activities.

(3) Diagnostic and treatment staff. Each person who provides diagnostic or treatment services shall
be determined to be competent to provide the services by reason of education, training, and experience.

Professional disciplines which must be represented on the diagnostic and treatment staff, either
through employment by the facility (full-time or part-time), contract or referral, are a physician (M.D.
or D.O.), a licensed psychologist and a substance abuse counselor certified by the Iowa board of
substance abuse certification. Psychiatric consultation must be available and the number of staff should
be appropriate to the patient load of the facility.

(4) Initial assessment. A comprehensive assessment of the biological, psychological, social, and
spiritual orientation of the patient must be conducted which shall include:

A history of the use of alcohol and other drugs including age of onset, duration, patterns, and
consequences of use; use of alcohol and drugs by family members and types of and responses to
previous treatment.

A comprehensive medical history and physical examination including the history of physical
problems associated with dependence.

Appropriate laboratory screening tests based on findings of the history and physical examination and
tests for communicable diseases when indicated.

Any history of physical abuse.
A systematic mental status examination with special emphasis on immediate recall and recent and

remote memory.
A determination of current and past psychiatric and psychological abnormality.
A determination of any degree of danger to self or others.
The family’s history of alcoholism and other drug dependencies.
The patient’s educational level, vocational status, and job performance history.
The patient’s social support networks, including family and peer relationships.
The patient’s perception of the patient’s strengths, problem areas, and dependencies.
The patient’s leisure, recreational, or vocational interests and hobbies.
The patient’s ability to participate with peers and in programs and social activities.
Interview of family members and significant others as available with the patient’s written or verbal

permission.
Legal problems, if applicable.
(5) Admission criteria. Both of the first two criteria and one additional criterion from the following

list must be present for a patient to be accepted for treatment.
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Alcohol or drugs taken in greater amounts over a longer period than the person intended.
Two or more unsuccessful efforts to cut down or control use of alcohol or drugs.
Continued alcohol or drug use despite knowledge of having a persistent or recurrent family, social,

occupational, psychological, or physical problem that is caused or exacerbated by the use of alcohol or
drugs.

Marked tolerance: the need for markedly increased amounts of alcohol or drugs (i.e., at least a 50
percent increase) in order to achieve intoxication or desired effect or markedly diminished effect with
continued use of same amount.

Characteristic withdrawal symptoms.
Alcohol or drugs taken often to relieve or avoid withdrawal symptoms.
(6) Plan of treatment. For each patient there is a written comprehensive and individualized

description of treatment to be undertaken. The treatment plan is based on the problems and needs
identified in the assessment and specifies the regular times at which the plan will be reassessed.

The patient’s perception of needs and, when appropriate and available, the family’s perception of
the patient’s needs shall be documented.

The patient’s participation in the development of the treatment plan is sought and documented.
Each patient is reassessed to determine current clinical problems, needs, and responses to treatment.

Changes in treatment are documented.
(7) Discharge plan. For each patient before discharge, a plan for discharge is designed to provide

appropriate continuity of care which meets the following requirements:
The plan for continuing care must describe and facilitate the transfer of the patient and the

responsibility for the patient’s continuing care to another phase or modality of the program, other
programs, agencies, persons or to the patient and the patient’s personal support system.

The plan is in accordance with the patient’s reassessed needs at the time of transfer.
The plan is developed in collaboration with the patient and, as appropriate and available, with the

patient’s written verbal permission with family members.
The plan is implemented in a manner acceptable to the patient and the need for confidentiality.
Implementation of the plan includes timely and direct communication with and transfer of

information to the other programs, agencies, or persons who will be providing continuing care.
(8) Restrictions and limitations on payment. Medicaid will reimburse for a maximum of 28

treatment days. Payment beyond 28 days is made when documentation indicates that the patient has not
reached an exit level.

If an individual has completed all or part of the basic 28-day program, a repeat of the program will
be reimbursed with justification. The program will include an aftercare component meeting weekly for
at least one year without charge.

b. Eating disorders.
(1) General characteristics. Eating disorders are characterized by gross disturbances in eating

behavior. Eating disorders include anorexia nervosa, bulimia, or bulimarexia. Compulsive overeaters
are not acceptable for this program.

(2) Diagnostic and treatment staff. Each person who provides diagnostic or treatment services shall
be determined to be competent to provide the services by reason of education, training, and experience.

Professional disciplines which must be represented on the diagnostic and treatment staff, either
through employment by a facility (full-time or part-time), contract or referral, are a physician (M.D.
or D.O.), a licensed psychologist, a counselor with a master’s or bachelor’s degree and experience,
a dietitian with a bachelor’s degree and registered dietitian’s certificate, and a licensed occupational
therapist. The number of staff should be appropriate to the patient load of the facility.

(3) Initial assessment. A comprehensive assessment of the biological, psychological, social, and
family orientation of the patient must be conducted. The assessment must include a weight history
and a history of the patient’s eating and dieting behavior, including binge eating, onset, patterns, and
consequences. The assessment shall include the following:
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A family history as well as self-assessment regarding chronic dieting, obesity, anorexia, bulimia,
drug abuse, alcohol problems, depression, hospitalization for psychiatric reasons, and threatened or
attempted suicide.

A history of purging behavior including frequency and history of vomiting, use of laxatives, history
and frequency of use of diuretics, history and frequency of use of diet pills, ipecac, or any other weight
control measures, and frequency of eating normal meals without vomiting.

A history of exercise behavior, including type, frequency, and duration.
A complete history of current alcohol and other drug use.
Any suicidal thoughts or attempts.
Sexual history, including sexual preference and activity. Sexual interest currently as compared to

prior to the eating disorder is needed.
History of experiencing physical or sexual (incest or rape) abuse.
History of other counseling experiences.
Appropriate psychological assessment, including psychological orientation to the above questions.
Amedical history, including a physical examination, covering the information listed in subparagraph

(4) below.
Appropriate laboratory screening tests based on findings of the history and physical examination and

tests for communicable diseases when indicated.
The patient’s social support networks, including family and peer relationships.
The patient’s educational level, vocational status, and job or school performance history, as

appropriate.
The patient’s leisure, recreational, or vocational interests and hobbies.
The patient’s ability to participate with peers and programs and social activities.
Interview of family members and significant others as available with the patient’s written or verbal

permission as appropriate.
Legal problems, if applicable.
(4) Admission criteria. In order to be accepted for treatment, the patient shall meet the diagnostic

criteria for anorexia nervosa or bulimia as established by the DSM III R (Diagnostic and Statistical
Manual, Third Edition, Revised).

In addition to the diagnostic criteria, the need for treatment will be determined by a demonstrable
loss of control of eating behaviors and the failure of the patient in recent attempts at voluntary
self-control of the problem. Demonstrable impairment, dysfunction, disruption or harm of physical
health, emotional health (e.g., significant depression withdrawal, isolation, suicidal ideas), vocational
or educational functioning, or interpersonal functioning (e.g., loss of relationships, legal difficulties)
shall have occurred.

The need for treatment may be further substantiated by substance abuse, out-of-control spending,
incidence of stealing to support habit, or compulsive gambling.

The symptoms shall have been present for at least six months and three of the following criteria must
be present:

Medical criteria including endocrine and metabolic factors (e.g., amenorrhea, menstrual
irregularities, decreased reflexes, cold intolerance, hypercarotenemia, parotid gland enlargement, lower
respiration rate, hair loss, abnormal cholesterol or triglyceride levels).

Other cardiovascular factors including hypotension, hypertension, arrhythmia, ipecac poisoning,
fainting, or bradycardia.

Renal considerations including diuretic abuse, dehydration, elevated BUN, renal calculi, edema, or
hypokalemia.

Gastrointestinal factors including sore throats, mallery-weiss tears, decreased gastric emptying,
constipation, abnormal liver enzymes, rectal bleeding, laxative abuse, or esophagitis.

Hematologic considerations including anemia, leukopenia, or thrombocytopenia.
Ear, nose, and throat factors including headaches or dizziness.
Skin considerations including lanugo or dry skin.
Aspiration pneumonia, a pulmonary factor.
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The presence of severe symptoms and complications as evaluated and documented by the medical
director may require a period of hospitalization to establish physical or emotional stability.

(5) Plan of treatment. For each patient there is a written comprehensive and individualized
description of treatment to be undertaken. The treatment plan is based on problems and needs identified
in the assessment and specifies the regular times at which the plan will be reassessed.

The patient’s perceptions of needs and, when appropriate and available, the family’s perceptions of
the patient’s needs shall be documented.

The patient’s participation in the development of the treatment plans is sought and documented.
Each patient is reassessed to determine current clinical problems, needs, and responses to treatment.

Changes in treatment are documented.
(6) Discharge plan. Plans for discharge shall meet the requirements for discharge plans for alcohol

and substance abuse patients in subrule 78.31(3), paragraph “a,” subparagraph (6).
(7) Restriction and limitations on payment. Medicaid will pay for a maximum of 30 days of

a structured outpatient treatment program. Payment beyond 30 days is made when documentation
indicates that the patient has not reached an exit level.

Eating disorder programs will include an aftercare component meeting weekly for at least one year
without charge.

Family counseling groups held in conjunction with the eating disorders program will be part of the
overall treatment charge.

c. Cardiac rehabilitation.
(1) General characteristics. Cardiac rehabilitation programs shall provide a supportive educational

environment in which to facilitate behavior change with respect to the accepted cardiac risk factors,
initiate prescribed exercise as a mode of facilitating the return of the patient to everyday activities
by improving cardiovascular functional capacity and work performance, and promote a long-term
commitment to lifestyle changes that could positively affect the course of the cardiovascular disease
process.

(2) Treatment staff. Professional disciplines who must be represented on the treatment staff, either
by employment by the facility (full-time or part-time), contract or referral, are as follows:

At least one physician responsible for responding to emergencies must be physically present in the
hospital when patients are receiving cardiac rehabilitation services. The physician must be trained and
certified at least to the level of basic life support.

Amedical consultant shall oversee the policies and procedures of the outpatient cardiac rehabilitation
area. The director shall meet with the cardiac rehabilitation staff on a regular basis to review exercise
prescriptions and any concerns of the team.

A cardiac rehabilitation nurse shall carry out the exercise prescription after assessment of the patient.
The nurse shall be able to interpret cardiac disrhythmia and be able to initiate emergency action if
necessary. The nurse shall assess and implement a plan of care for cardiac risk factor modification.
The nurse shall have at least one year of experience in a coronary care unit.

A physical therapist shall offer expertise in unusual exercise prescriptions where a patient has an
unusual exercise problem.

A dietitian shall assess the dietary needs of persons and appropriately instruct them on their
prescribed diets.

A social worker shall provide counseling as appropriate and facilitate a spouse support group. A
licensed occupational therapist shall be available as necessary.

(3) Admission criteria. Candidates for the program must be referred by the attending physician.
The following conditions are eligible for the program:

Postmyocardial infarction (within three months postdischarge).
Postcardiac surgery (within three months postdischarge).
Poststreptokinase.
Postpercutaneous transluminal angioplasty (within three months postdischarge).
Patient with severe angina being treated medically because of client or doctor preference or

inoperable cardiac disease.



IAC 12/3/08 Human Services[441] Ch 78, p.81

(4) Physical environment and equipment. A cardiac rehabilitation unit must be an autonomous
physical unit specifically equipped with the necessary telemetry monitoring equipment, exercise
equipment, and appropriate equipment and supplies for cardiopulmonary resuscitation (CPR). The
exercise equipment must have the capacity to measure the intensity, speed, and length of the exercises.
The equipment must be periodically inspected and maintained in accordance with the hospital’s
preventive maintenance program.

(5) Medical records. Medical records for each cardiac rehabilitation patient shall consist of at least
the following:

Referral form.
Physician’s orders.
Laboratory reports.
Electrocardiogram reports.
History and physical examination.
Angiogram report, if applicable.
Operative report, if applicable.
Preadmission interview.
Exercise prescription.
Rehabilitation plan, including participant’s goals.
Documentation for exercise sessions and progress notes.
Nurse’s progress reports.
Discharge instructions.
(6) Discharge plan. The patient will be discharged from the program when the physician, staff, and

patient agree that the work level is functional for them and little benefit could be derived from further
continuation of the program, disrhythmia disturbances are resolved, and appropriate cardiovascular
response to exercise is accomplished.

(7) Monitoring of services. The program should be monitored by the hospital on a periodic basis
using measuring criteria for evaluating cardiac rehabilitation services provided.

(8) Restrictions and limitations. Payment will be made for a maximum of three visits per week for
a period of 12 weeks. Payment beyond 12 weeks is made when documentation indicates that the patient
has not reached an exit level.

d. Mental health.
(1) General characteristics. To be covered, mental health servicesmust be prescribed by a physician

or certified health service provider in psychology, provided under an individualized treatment plan and
reasonable and necessary for the diagnosis or treatment of the patient’s condition. Thismeans the services
must be for the purpose of diagnostic study or the services must reasonably be expected to improve the
patient’s condition.

(2) Individualized treatment plan. The individualized written plan of treatment shall be established
by a physician or certified health service provider in psychology after any needed consultation with
appropriate staff members. The plan must state the type, amount, frequency and duration of the services
to be furnished and indicate the diagnoses and anticipated goals. (A plan is not required if only a few
brief services will be furnished.)

(3) Supervision and evaluation. Services must be supervised and periodically evaluated by a
physician, certified health service provider in psychology, or both within the scopes of their respective
practices if clinically indicated to determine the extent to which treatment goals are being realized.
The evaluation must be based on periodic consultation and conference with therapists and staff. The
physician or certified health service provider in psychology must also provide supervision and direction
to any therapist involved in the patient’s treatment and see the patient periodically to evaluate the
course of treatment and to determine the extent to which treatment goals are being realized and whether
changes in direction or services are required.

(4) Reasonable expectation of improvement. Services must be for the purpose of diagnostic study
or reasonably be expected to improve the patient’s condition. The treatment must at a minimum be
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designed to reduce or control the patient’s psychiatric or psychological symptoms so as to prevent relapse
or hospitalization and improve or maintain the patient’s level of functioning.

It is not necessary that a course of therapy have as its goal restoration of the patient to the level
of functioning exhibited prior to the onset of the illness although this may be appropriate for some
patients. For many other patients, particularly those with long-term chronic conditions, control of
symptoms and maintenance of a functional level to avoid further deterioration or hospitalization is an
acceptable expectation of improvement. “Improvement” in this context is measured by comparing the
effect of continuing versus discontinuing treatment. Where there is a reasonable expectation that if
treatment services were withdrawn, the patient’s condition would deteriorate, relapse further, or require
hospitalization, this criterion would be met.

(5) Diagnostic and treatment staff. Each person who provides diagnostic or treatment services shall
be determined to be competent to provide the services by reason of education, training, and experience.
The number of the above staff employed by the facility must be appropriate to the facility’s patient load.
The staff may be employees of the hospital, on contract, or the service may be provided through referral.

The diagnostic and treatment staff shall consist of a physician, a psychologist, social workers
or counselors meeting the requirements for “mental health professionals” as set forth in rule
441—33.1(225C,230A).

(6) Initial assessment. A comprehensive assessment of the biological, psychological, social, and
spiritual orientation of the patient must be conducted, which shall include:

A history of the mental health problem, including age of onset, duration, patterns of symptoms,
consequences of symptoms, and responses to previous treatment.

A comprehensive clinical history, including the history of physical problems associated with
the mental health problem. Appropriate referral for physical examination for determination of any
communicable diseases.

Any history of physical abuse.
A systematic mental health examination, with special emphasis on any change in cognitive, social

or emotional functioning.
A determination of current and past psychiatric and psychological abnormality.
A determination of any degree of danger to self or others.
The family’s history of mental health problems.
The patient’s educational level, vocational status, and job performance history.
The patient’s social support network, including family and peer relationship.
The patient’s perception of the patient’s strengths, problem areas, and dependencies.
The patient’s leisure, recreational or vocational interests and hobbies.
The patient’s ability to participate with peers in programs and social activities.
Interview of family members and significant others, as available, with the patient’s written or verbal

permission.
Legal problems if applicable.
(7) Covered services. Services covered for the treatment of psychiatric conditions are:
1. Individual and group therapy with physicians, psychologists, social workers, counselors, or

psychiatric nurses.
2. Occupational therapy services if the services require the skills of a qualified occupational

therapist and must be performed by or under the supervision of a licensed occupational therapist or by
an occupational therapy assistant.

3. Drugs and biologicals furnished to outpatients for therapeutic purposes only if they are of
the type which cannot be self-administered and are not “covered Part D drugs” as defined by 42
U.S.C. Section 1395w-102(e)(1)-(2) for a “Part D eligible individual” as defined in 42 U.S.C. Section
1395w-101(a)(3)(A), including an individual who is not enrolled in a Part D plan.

4. Activity therapies which are individualized and essential for the treatment of the patient’s
condition. The treatment plan must clearly justify the need for each particular therapy utilized and
explain how it fits into the patient’s treatment.
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5. Family counseling services are covered only if the primary purpose of the counseling is the
treatment of the patient’s condition.

6. Partial hospitalization and day treatment services to reduce or control a person’s psychiatric or
psychological symptoms so as to prevent relapse or hospitalization, improve or maintain the person’s
level of functioning and minimize regression. These services include all psychiatric services needed by
the patient during the day.

Partial hospitalization services means an active treatment program that provides intensive and
structured support that assists persons during periods of acute psychiatric or psychological distress or
during transition periods, generally following acute inpatient hospitalization episodes.

Service components may include individual and group therapy, reality orientation, stress
management and medication management.

Services are provided for a period for four to eight hours per day.
Day treatment services means structured, long-term services designed to assist in restoring,

maintaining or increasing levels of functioning, minimizing regression and preventing hospitalization.
Service components include training in independent functioning skills necessary for self-care,

emotional stability and psychosocial interactions, and training in medication management.
Services are structured with an emphasis on program variation according to individual need.
Services are provided for a period of three to five hours per day, three or four times per week.
7. Partial hospitalization and day treatment for persons aged 20 or under. Payment to a hospital will

be approved for day treatment services for persons aged 20 or under if the hospital is certified by the
department for hospital outpatient mental health services. All conditions for the day treatment program
for persons aged 20 or under as outlined in subrule 78.16(7) for community mental health centers shall
apply to hospitals. All conditions of the day treatment program for persons aged 20 or under as outlined
in subrule 78.16(7) for community mental health centers shall be applicable for the partial hospitalization
program for persons aged 20 or under with the exception that the maximum hours shall be 25 hours per
week.

(8) Restrictions and limitations on coverage. The following are generally not covered except as
indicated:

Activity therapies, group activities, or other services and programs which are primarily recreational
or diversional in nature. Outpatient psychiatric day treatment programs that consist entirely of activity
therapies are not covered.

Geriatric day-care programs, which provide social and recreational activities to older persons who
need some supervision during the day while other family members are away from home. These programs
are not covered because they are not considered reasonable and necessary for a diagnosed psychiatric
disorder.

Vocational training. While occupational therapy may include vocational and prevocational
assessment of training, when the services are related solely to specific employment opportunities, work
skills, or work setting, they are not covered.

(9) Frequency and duration of services. There are no specific limits on the length of time that
services may be covered. There are many factors that affect the outcome of treatment. Among them are
the nature of the illness, prior history, the goals of treatment, and the patient’s response. As long as the
evidence shows that the patient continues to show improvement in accordance with the individualized
treatment plan and the frequency of services is within acceptable norms of medical practice, coverage
will be continued.

(10) Documentation requirements. The provider shall develop and maintain sufficient written
documentation to support each medical or remedial therapy, service, activity, or session for which
billing is made. All outpatient mental health services shall include:

1. The specific services rendered.
2. The date and actual time the services were rendered.
3. Who rendered the services.
4. The setting in which the services were rendered.
5. The amount of time it took to deliver the services.
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6. The relationship of the services to the treatment regimen described in the plan of care.
7. Updates describing the patient’s progress.
For services that are not specifically included in the patient’s treatment plan, a detailed explanation

of how the services being billed relate to the treatment regimen and objectives contained in the patient’s
plan of care and the reason for the departure from the plan shall be given.

e. Pain management.
(1) Approval by commission on accreditation of rehabilitation facilities. In addition to certification

by the department, pain management programs must also be approved by the commission on
accreditation of rehabilitation facilities (CARF).

(2) General characteristics. A chronic pain management program shall provide coordinated,
goal-oriented, interdisciplinary team services to reduce pain, improve quality of life, and decrease
dependence on the health care system for persons with pain which interferes with physical, psychosocial,
and vocational functioning.

(3) Treatment staff. Each person who provides treatment services shall be determined to be
competent to provide the services by reason of education, training, and experience. Professional
disciplines which must be represented on the treatment staff, either through employment by the facility
(full-time or part-time), contract or referral, are a physician (M.D. or D.O.), a registered nurse, a
licensed physical therapist and a licensed clinical psychologist or psychiatrist. The number of staff
should be appropriate to the patient load of the facility.

(4) Admission criteria. Candidates for the program shall meet the following guidelines:
The person must have had adequate medical evaluation and treatment in the months preceding

admission to the program including an orthopedic or neurological consultation if the problem is back
pain or a neurological evaluation if the underlying problem is headaches.

The person must be free of any underlying psychosis or severe neurosis.
The person cannot be toxic on any addictive drugs.
The personmust be capable of self-care; including being able to get to meals and to perform activities

of daily living.
(5) Plan of treatment. For each patient there is a written comprehensive and individualized

description of treatment to be undertaken. The treatment plan is based on the problems and needs
identified in the assessment and specifies the times at which the plan will be reassessed.

The patient’s perception of needs and, when appropriate and available, the family’s perception of
the patient’s needs shall be documented.

The patient’s participation in the development of the treatment plan is sought and documented.
Each patient is reassessed to determine current clinical problems, needs, and responses to treatment.

Changes in treatment are documented.
(6) Discharge plan. For each patient before discharge, a plan for discharge is designed to provide

appropriate continuity of care which meets the following requirements:
The plan for continuing care must describe and facilitate the transfer of the patient and the

responsibility for the patient’s continuing care to another phase or modality of the program, other
programs, agencies, persons or to the patient and the patient’s personal support system.

The plan is in accordance with the patient’s reassessed needs at the time of transfer.
The plan is developed in collaboration with the patient and, as appropriate and available, with the

patient’s written verbal permission with the family members.
The plan is implemented in a manner acceptable to the patient and the need for confidentiality.
Implementation of the plan includes timely and direct communication with and transfer of

information to the other programs, agencies, or persons who will be providing continuing care.
(7) Restrictions and limitations on payment. Medicaid will pay for a maximum of three weeks of a

structured outpatient treatment program. When documentation indicates that the patient has not reached
an exit level, coverage may be extended an extra week.

A repeat of the entire program for any patient will be covered only if a different disease process is
causing the pain or a significant change in life situation can be demonstrated.

f. Diabetic education.
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(1) Certification by department of public health. In addition to certification by the department for
Medicaid, diabetic education programs must also be certified by the department of public health. (See
department of public health rules 641—Chapter 9.)

(2) General characteristics. An outpatient diabetes self-management education program shall
provide instruction which will enable people with diabetes and their families to understand the diabetes
disease process and the daily management of diabetes. People with diabetes must learn to balance
their special diet and exercise requirements with drug therapy (insulin or oral agents). They must
learn self-care techniques such as monitoring their own blood glucose. And often, they must learn to
self-treat insulin reactions, protect feet that are numb and have seriously compromised circulation, and
accommodate their regimen to changes in blood glucose because of stress or infections.

(3) Program staff. Each person who provides services shall be determined to be competent to
provide the services by reason of education, training and experience. Professional disciplines which
must be represented on the staff, either through employment by the facility (full-time or part-time),
contract or referral, are a physician (M.D. or D.O.), a registered nurse, a registered dietitian and a licensed
pharmacist. The number of staff should be appropriate to the patient load of the facility.

(4) Admission criteria. Candidates for the program shall meet the following guidelines:
The person must have Type I or Type II diabetes.
The person must be referred by the attending physician.
The person shall demonstrate an ability to follow through with self-management.
(5) Health assessment. An individualized and documented assessment of needs shall be developed

with the patient’s participation. Follow-up assessments, planning and identification of problems shall be
provided.

(6) Restrictions and limitations on payment. Medicaid will pay for a diabetic self-management
education program. Diabetic education programs will include follow-up assessments at 3 and 12 months
without charge. A complete diabetic education program is payable once in the lifetime of a recipient.

g. Pulmonary rehabilitation.
(1) General characteristics. Pulmonary rehabilitation is an individually tailored, multidisciplinary

program through which accurate diagnosis, therapy, emotional support, and education stabilizes or
reverses both the physio- and psychopathology of pulmonary diseases and attempts to return the patient
to the highest possible functional capacity allowed by the pulmonary handicap and overall life situation.

(2) Diagnostic and treatment staff. Each person who provides diagnostic or treatment services shall
be determined to be competent to provide the services by reason of education, training, and experience.

Professional disciplines which must be represented by the diagnostic and treatment staff, either
through employment by the facility (full-time or part-time), contract, or referral, are a physician (doctor
of medicine or osteopathy), a respiratory therapist, a licensed physical therapist, and a registered nurse.

(3) Initial assessment. A comprehensive assessment must occur initially, including:
A diagnostic workup which entails proper identification of the patient’s specific respiratory ailment,

appropriate pulmonary function studies, a chest radiograph, an electrocardiogram and, when indicated,
arterial blood gas measurements at rest and during exercise, sputum analysis and blood theophylline
measurements.

Behavioral considerations include emotional screening assessments and treatment or counseling
when required, estimating the patient’s learning skills and adjusting the program to the patient’s ability,
assessing family and social support, potential employment skills, employment opportunities, and
community resources.

(4) Admission criteria. Criteria include a patient’s being diagnosed and symptomatic of chronic
obstructive pulmonary disease (COPD), having cardiac stability, social, family, and financial resources,
ability to tolerate periods of sitting time; and being a nonsmoker for six months, or if a smoker,
willingness to quit and a physician’s order to participate anyway.

Factors which would make a person ineligible include acute or chronic illness that may interfere
with rehabilitation, any illness or disease state that affects comprehension or retention of information, a
strong history of medical noncompliance, unstable cardiac or cardiovascular problems, and orthopedic
difficulties that would prohibit exercise.
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(5) Plan of treatment. Individualized long- and short-term goals will be developed for each patient.
The treatment goals will be based on the problems and needs identified in the assessment and specify
the regular times at which the plan will be reassessed.

The patients and their families need to help determine and fully understand the goals, so that they
realistically approach the treatment phase.

Patients are reassessed to determine current clinical problems, needs, and responses to treatment.
Changes in treatment are documented.

Components of pulmonary rehabilitation to be included are physical therapy and relaxation
techniques, exercise conditioning or physical conditioning for those with exercise limitations,
respiratory therapy, education, an emphasis on the importance of smoking cessation, and nutritional
information.

(6) Discharge plan. Ongoing care will generally be the responsibility of the primary care physician.
Periodic reassessment will be conducted to evaluate progress and allow for educational reinforcement.

(7) Restrictions and limitations on payment. Medicaid will pay for a maximum of 25 treatment
days. Payment beyond 25 days is made when documentation indicates that the patient has not reached
an exit level.

h. Nutritional counseling. Payment will be made for persons aged 20 and under for nutritional
counseling provided by a licensed dietitian employed by or under contract with a hospital for a nutritional
problem or condition of a degree of severity that nutritional counseling beyond that normally expected
as part of the standard medical management is warranted. For persons eligible for the WIC program, a
WIC referral is required. Medical necessity for nutritional counseling services exceeding those available
through WIC shall be documented.

78.31(5) Services rendered by advanced registered nurse practitioners certified in family, pediatric,
or psychiatric mental health specialties and employed by a hospital. Rescinded IAB 10/15/03, effective
12/1/03.

This rule is intended to implement Iowa Code section 249A.4.

441—78.32(249A) Area education agencies.   Payment will be made for physical therapy, occupational
therapy, psychological evaluations and counseling, psychotherapy, speech-language therapy, and
audiological, nursing, and vision services provided by an area education agency (AEA). Services shall
be provided directly by the AEA or through contractual arrangement with the AEA.

This rule is intended to implement Iowa Code section 249A.4.

441—78.33(249A) Case management services.   Payment on a monthly payment per enrollee basis will
be approved for the case management functions required in 441—Chapter 90.

78.33(1) Payment will be approved for MR/CMI/DD case management services pursuant to
441—Chapter 90 to:

a. Recipients 18 years of age or over with a primary diagnosis of mental retardation,
developmental disabilities, or chronic mental illness as defined in rule 441—90.1(249A).

b. Rescinded IAB 1/8/03, effective 1/1/03.
c. Recipients under 18 years of age receiving HCBSMRwaiver or HCBS children’s mental health

waiver services.
78.33(2) Payment for services pursuant to 441—Chapter 90 to recipients under age 18 who have a

primary diagnosis of mental retardation or developmental disabilities as defined in rule 441—90.1(249A)
and are residing in a child welfare decategorization county shall be made when the following conditions
are met:

a. The child welfare decategorization county has entered into an agreement with the department
certifying that the state match for case management is available within funds allocated for the purpose
of decategorization.

b. The child welfare decategorization county has executed an agreement to remit the nonfederal
share of the cost of case management services to the enhanced mental health, mental retardation and
developmental disabilities services fund administered by the department.
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c. The childwelfare decategorization county has certified that the funds remitted for the nonfederal
share of the cost of case management services are not federal funds.

78.33(3) Rescinded IAB 10/12/05, effective 10/1/05.
This rule is intended to implement Iowa Code section 249A.4.

441—78.34(249A) HCBS ill and handicapped waiver services.   Payment will be approved for the
following services to clients eligible for HCBS ill and handicapped waiver services as established in
441—Chapter 83. Services must be billed in whole units.

78.34(1) Homemaker services. Homemaker services are those services provided when the client
lives alone or when the person who usually performs these functions for the client needs assistance with
performing the functions. A unit of service is one hour. Components of the service are directly related
to the care of the client and include:

a. Essential shopping: shopping for basic need items such as food, clothing or personal care items,
or drugs.

b. Limited housecleaning: maintenance cleaning such as vacuuming, dusting, scrubbing floors,
defrosting refrigerators, cleaning stoves, cleaning medical equipment, washing and mending clothes,
washing personal items used by the client, and dishes.

c. Rescinded IAB 9/30/92, effective 12/1/92.
d. Meal preparation planning and preparing balanced meals.
78.34(2) Home health services. Home health services are personal or direct care services provided

to the client which are not payable underMedicaid as set forth in rule 441—78.9(249A). A unit of service
is a visit.

a. Components of the service include, but are not limited to:
(1) Observation and reporting of physical or emotional needs.
(2) Helping a client with bath, shampoo, or oral hygiene.
(3) Helping a client with toileting.
(4) Helping a client in and out of bed and with ambulation.
(5) Helping a client reestablish activities of daily living.
(6) Assistingwith oralmedications ordered by the physicianwhich are ordinarily self-administered.
(7) Performing incidental household services which are essential to the client’s health care at home

and are necessary to prevent or postpone institutionalization in order to complete a full unit of service.
(8) Accompaniment to medical services or transport to and from school.
b. In some cases, a nurse may provide home health services if the health of the client is such that

the agency is unable to place an aide in that situation due to limitations by state law or in the event that
the agency’s Medicare certification requirements prohibit the aide from providing the service. It is not
permitted for the convenience of the provider.

c. Skilled nursing care is not covered.
78.34(3) Adult day care services. Adult day care services provide an organized program of

supportive care in a group environment to persons who need a degree of supervision and assistance on
a regular or intermittent basis in a day care center. A unit of service is a half day (1 to 4 hours), a full
day (4 to 8 hours), or an extended day (8 to 12 hours). Components of the service are as set forth in rule
441—171.6(234) or the department of elder affairs rule 321—24.7(231).

78.34(4) Nursing care services. Nursing care services are services which are included in the plan
of treatment approved by the physician and which are provided by licensed nurses to consumers in the
home and community. The services shall be reasonable and necessary to the treatment of an illness or
injury and include all nursing tasks recognized by the Iowa board of nursing. A unit of service is a visit.

78.34(5) Respite care services. Respite care services are services provided to the consumer that give
temporary relief to the usual caregiver and provide all the necessary care that the usual caregiver would
provide during that time period. The purpose of respite care is to enable the consumer to remain in the
consumer’s current living situation.

a. Services provided outside the consumer’s home shall not be reimbursable if the living unit
where respite is provided is reserved for another person on a temporary leave of absence.
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b. Staff-to-consumer ratios shall be appropriate to the individual needs of the consumer as
determined by the consumer’s interdisciplinary team.

c. A unit of service is one hour.
d. Respite care is not to be provided to persons during the hours in which the usual caregiver is

employed except when the consumer is attending a camp. Respite cannot be provided to a consumer
whose usual caregiver is a consumer-directed attendant care provider for the consumer.

e. The interdisciplinary team shall determine if the consumer will receive basic individual respite,
specialized respite, or group respite as defined in rule 441—83.1(249A).

f. A maximum of 14 consecutive days of 24-hour respite care may be reimbursed.
g. Respite services provided for a period exceeding 24 consecutive hours to three or more

individuals who require nursing care because of a mental or physical condition must be provided by a
health care facility licensed as described in Iowa Code chapter 135C.

78.34(6) Counseling services. Counseling services are face-to-face mental health services provided
to the client and caregiver by a mental health professional as defined in rule 441—24.61(225C,230A)
to facilitate home management of the client and prevent institutionalization. Counseling services are
nonpsychiatric services necessary for the management of depression, assistance with the grief process,
alleviation of psychosocial isolation and support in coping with a disability or illness, including terminal
illness. Counseling services may be provided both for the purpose of training the client’s family or
other caregiver to provide care, and for the purpose of helping the client and those caring for the client to
adjust to the client’s disability or terminal condition. Counseling services may be provided to the client’s
caregiver only when included in the case plan for the client.

Payment will be made for individual and group counseling. A unit of individual counseling for the
waiver client or the waiver client and the client’s caregiver is 15 minutes. A unit of group counseling is
one hour. Payment for group counseling is based on the group rate divided by six, or, if the number of
persons who comprise the group exceeds six, the actual number of persons who comprise the group.

78.34(7) Consumer-directed attendant care service. Consumer-directed attendant care services are
service activities performed by a person to help a consumer with self-care tasks which the consumer
would typically do independently if the consumer were otherwise able.

a. The service activities may include helping the consumer with any of the following nonskilled
service activities:

(1) Dressing.
(2) Bath, shampoo, hygiene, and grooming.
(3) Access to and from bed or a wheelchair, transferring, ambulation, and mobility in general. It is

recommended that the provider receive certification of training and return demonstration for transferring.
Certification for this is available through the area community colleges.

(4) Toilet assistance, including bowel, bladder, and catheter assistance. It is recommended that the
provider receive certification of training and return demonstration for catheter assistance. Certification
for this is available through the area community colleges.

(5) Meal preparation, cooking, eating and feeding but not the cost of meals themselves.
(6) Housekeeping services which are essential to the consumer’s health care at home.
(7) Medications ordinarily self-administered including those ordered by a physician or other

qualified health care provider. It is recommended the provider successfully complete a medication aide
course administered by an area community college.

(8) Wound care.
(9) Assistance needed to go to or return from a place of employment and assistance with job-related

tasks while the consumer is on the job site. The cost of transportation for the consumer and assistance
with understanding or performing the essential job functions are not included in consumer-directed
attendant care services.

(10) Cognitive assistance with tasks such as handling money and scheduling.
(11) Fostering communication through interpreting and reading services as well as assistive devices

for communication.
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(12) Assisting or accompanying a consumer in using transportation essential to the health and
welfare of the consumer. The cost of the transportation is not included.

b. The service activities may include helping the consumer with any of the following skilled
services under the supervision of a licensed nurse or licensed therapist working under the direction of
a physician. The licensed nurse or therapist shall retain accountability for actions that are delegated.
The licensed nurse or therapist shall ensure appropriate assessment, planning, implementation, and
evaluation. The licensed nurse or therapist shall make on-site supervisory visits every two weeks with
the provider present. The cost of the supervision provided by the licensed nurse or therapist shall be paid
from private insurance and other third-party payment sources, Medicare, the regular Medicaid program,
or the early periodic screening diagnosis and treatment program before accessing the HCBS waiver.

(1) Tube feedings of consumers unable to eat solid foods.
(2) Intravenous therapy administered by a registered nurse.
(3) Parenteral injections required more than once a week.
(4) Catheterizations, continuing care of indwelling catheters with supervision of irrigations, and

changing of Foley catheters when required.
(5) Respiratory care including inhalation therapy and tracheotomy care or tracheotomy care and

ventilator.
(6) Care of decubiti and other ulcerated areas, noting and reporting to the nurse or therapist.
(7) Rehabilitation services including, but not limited to, bowel and bladder training, range of

motion exercises, ambulation training, restorative nursing services, reteaching the activities of daily
living, respiratory care and breathing programs, reality orientation, reminiscing therapy, remotivation,
and behavior modification.

(8) Colostomy care.
(9) Care of medical conditions out of control which includes brittle diabetes and comfort care of

terminal conditions.
(10) Postsurgical nursing care.
(11) Monitoring medications requiring close supervision because of fluctuating physical or

psychological conditions, e.g., antihypertensives, digitalis preparations, mood-altering or psychotropic
drugs, or narcotics.

(12) Preparing and monitoring response to therapeutic diets.
(13) Recording and reporting of changes in vital signs to the nurse or therapist.
c. A unit of service is 1 hour, or one 8- to 24-hour day provided by an individual or an agency.

Each service shall be billed in whole units.
d. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health

care shall be responsible for selecting the person or agency who will provide the components of the
attendant care services to be provided.

e. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health
care shall determine the components of the attendant care services to be provided with the person who
is providing the services to the consumer.

f. The service activities may not include parenting or child care for or on behalf of the consumer.
g. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health

care and the provider shall complete and sign Form 470-3372, HCBSConsumer-Directed Attendant Care
Agreement. A copy of the completed agreement shall be attached to the service plan, which is signed
by the service worker prior to the initiation of services, and kept in the consumer’s and department’s
records.

h. If the consumer has a guardian or attorney in fact under a durable power of attorney for health
care, the care plan shall address how consumer-directed attendant care services will be monitored to
ensure the consumer’s needs are being adequately met. If the guardian or attorney in fact is the service
provider, the service plan shall address how the service worker or case manager shall oversee service
provision.
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i. If the consumer has a guardian or attorney in fact under a durable power of attorney for health
care, the guardian or attorney in fact shall sign the claim form in place of the consumer, indicating that
the service has been provided as presented on the claim.

j. The frequency or intensity of services shall be indicated in the service plan.
k. Consumer-directed attendant care services may not be simultaneously reimbursed with any

other HCBS waiver services.
l. Consumer-directed attendant care services may be provided to a recipient of in-home

health-related care services, but not at the same time.
m. Services may be provided in the absence of a parent or guardian if the parent or guardian has

given advanced direction for the service provision.
78.34(8) Interim medical monitoring and treatment services. Interim medical monitoring and

treatment services are monitoring and treatment of a medical nature requiring specially trained
caregivers beyond what is normally available in a day care setting. The services must be needed to
allow the consumer’s usual caregivers to be employed or, for a limited period of time, for academic
or vocational training of a usual caregiver; due to the hospitalization, treatment for physical or mental
illness, or death of a usual caregiver; or during a search for employment by a usual caregiver.

a. Service requirements. Interim medical monitoring and treatment services shall:
(1) Provide experiences for each consumer’s social, emotional, intellectual, and physical

development;
(2) Include comprehensive developmental care and any special services for a consumer with special

needs; and
(3) Include medical assessment, medical monitoring, and medical intervention as needed on a

regular or emergency basis.
b. Interimmedical monitoring and treatment services may include supervision to and from school.
c. Limitations.
(1) A maximum of 12 one-hour units of service is available per day.
(2) Covered services do not include a complete nutritional regimen.
(3) Interim medical monitoring and treatment services may not duplicate any regular Medicaid or

waiver services provided under the state plan.
(4) Interim medical monitoring and treatment services may be provided only in the consumer’s

home, in a registered group child care home, in a registered family child care home, in a licensed child
care center, or during transportation to and from school.

(5) The staff-to-consumer ratio shall not be less than one to six.
d. A unit of service is one hour.
78.34(9) Home and vehicle modifications. Covered home and vehicle modifications are those

physical modifications to the consumer’s home or vehicle listed below that directly address the
consumer’s medical or remedial need. Covered modifications must be necessary to provide for
the health, welfare, or safety of the consumer and enable the consumer to function with greater
independence in the home or vehicle.

a. Modifications that are necessary or desirable without regard to the consumer’s medical or
remedial need and that would be expected to increase the fair market value of the home or vehicle,
such as furnaces, fencing, roof repair, or adding square footage to the residence, are excluded except as
specifically included below. Repairs are also excluded.

b. Only the following modifications are covered:
(1) Kitchen counters, sink space, cabinets, special adaptations to refrigerators, stoves, and ovens.
(2) Bathtubs and toilets to accommodate transfer, special handles and hoses for shower heads, water

faucet controls, and accessible showers and sink areas.
(3) Grab bars and handrails.
(4) Turnaround space adaptations.
(5) Ramps, lifts, and door, hall and window widening.
(6) Fire safety alarm equipment specific for disability.



IAC 12/3/08 Human Services[441] Ch 78, p.91

(7) Voice-activated, sound-activated, light-activated, motion-activated, and electronic devices
directly related to the consumer’s disability.

(8) Vehicle lifts, driver-specific adaptations, remote-start systems, including such modifications
already installed in a vehicle.

(9) Keyless entry systems.
(10) Automatic opening device for home or vehicle door.
(11) Special door and window locks.
(12) Specialized doorknobs and handles.
(13) Plexiglas replacement for glass windows.
(14) Modification of existing stairs to widen, lower, raise or enclose open stairs.
(15) Motion detectors.
(16) Low-pile carpeting or slip-resistant flooring.
(17) Telecommunications device for the deaf.
(18) Exterior hard-surface pathways.
(19) New door opening.
(20) Pocket doors.
(21) Installation or relocation of controls, outlets, switches.
(22) Air conditioning and air filtering if medically necessary.
(23) Heightening of existing garage door opening to accommodate modified van.
(24) Bath chairs.
c. A unit of service is the completion of needed modifications or adaptations.
d. All modifications and adaptations shall be provided in accordance with applicable federal, state,

and local building and vehicle codes.
e. Services shall be performed following department approval of a binding contract between the

enrolled home and vehicle modification provider and the consumer.
f. The contract shall include, at a minimum, the work to be performed, cost, time frame for work

completion, and assurance of liability and workers’ compensation coverage.
g. Service payment shall be made to the enrolled home and vehicle modification provider. If

applicable, payment will be forwarded to the subcontracting agency by the enrolled home and vehicle
modification provider following completion of the approved modifications. Payment of up to $6,060 per
year may be made to certified providers upon satisfactory completion of the service. The service worker
shall encumber up to $505 per month within the monthly dollar cap allowed for the consumer until the
amount of the modification is reached within the 12-month period.

h. Services shall be included in the consumer’s service plan and shall exceed the Medicaid state
plan services.

78.34(10) Personal emergency response system. A personal emergency response system is an
electronic device that transmits a signal to a central monitoring station to summon assistance in the
event of an emergency when the consumer is alone.

a. The required components of the system are:
(1) An in-home medical communications transmitter and receiver.
(2) A remote, portable activator.
(3) A central monitoring station with backup systems staffed by trained attendants at all times.
(4) Current data files at the central monitoring station containing response protocols and personal,

medical, and emergency information for each consumer.
b. The service shall be identified in the consumer’s service plan.
c. A unit of service is a one-time installation fee or one month of service.
d. Maximum units per state fiscal year shall be the initial installation and 12 months of service.
78.34(11) Home-delivered meals. Home-delivered meals means meals prepared elsewhere and

delivered to a waiver recipient at the recipient’s residence. Each meal shall ensure the recipient receives
a minimum of one-third of the daily recommended dietary allowance as established by the Food and
Nutrition Board of the National Research Council of the National Academy of Sciences. The meal may
also be a liquid supplement that meets the minimum one-third standard. When a restaurant provides
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the home-delivered meal, the recipient is required to have a nutritional consultation. The nutritional
consultation includes contact with the restaurant to explain the dietary needs of the client and what
constitutes the minimum one-third daily dietary allowance.

A maximum of 14 meals is allowed per week. A unit of service is a meal.
78.34(12) Nutritional counseling. Nutritional counseling services may be provided for a nutritional

problem or condition of such a degree of severity that nutritional counseling beyond that normally
expected as part of the standard medical management is warranted. A unit of service is 15 minutes.

78.34(13) Consumer choices option. The consumer choices option provides a consumer with a
flexible monthly individual budget that is based on the consumer’s service needs. With the individual
budget, the consumer shall have the authority to purchase goods and services and may choose to employ
providers of services and supports. Components of this service are set forth below.

a. Agreement. As a condition of participating in the consumer choices option, a consumer shall
sign Form 470-4289, HCBS Consumer Choices Informed Consent and Risk Agreement, to document
that the consumer has been informed of the responsibilities and risks of electing the consumer choices
option.

b. Individual budget amount. A monthly individual budget amount shall be set for each
consumer. The consumer’s department service worker or case manager shall determine the amount of
each consumer’s individual budget, based on the services and supports authorized in the consumer’s
service plan. The consumer shall be informed of the individual budget amount during the development
of the service plan.

(1) Services that may be included in determining the individual budget amount for a consumer in
the HCBS ill and handicapped waiver are:

1. Consumer-directed attendant care (unskilled).
2. Home and vehicle modification.
3. Home-delivered meals.
4. Homemaker service.
5. Basic individual respite care.
(2) The department shall determine an average unit cost for each service selected under

subparagraph (1) based on actual unit costs from the previous fiscal year plus a cost-of-living adjustment.
(3) In aggregate, costs for individual budget services shall not exceed the current costs of waiver

program services. In order to maintain cost neutrality, the department shall apply a utilization adjustment
factor to the amount of service authorized in the consumer’s service plan before calculating the value of
that service to be included in the individual budget amount.

(4) The department shall compute the utilization adjustment factor for each service by dividing
the net costs of all claims paid for the service by the total of the authorized costs for that service, using
at least 12 consecutive months of aggregate service data. The utilization adjustment factor shall be no
lower than 60 percent. The department shall analyze and adjust the utilization adjustment factor at least
annually in order to maintain cost neutrality.

(5) Anticipated costs for home and vehicle modification are not subject to the average cost in
subparagraph (2) or the utilization adjustment factor in subparagraph (3). Costs for home and vehicle
modification may be released in a one-time payment.

(6) The individual budget amount may be changed only at the first of the month and shall remain
fixed for the entire month.

c. Required service components. To participate in the consumer choices option, a consumer must
hire an independent support broker and must work with a financial management service that is enrolled
as a Medicaid HCBS ill and handicapped waiver services provider.

(1) Before hiring the individual support broker, the consumer shall receive the results of the
background check conducted pursuant to 441—subrule 77.30(14).

(2) If the consumer chooses to hire a person who has a criminal record or founded abuse report, the
consumer assumes the risk for this action and shall acknowledge this information on Form 470-4289,
HCBS Consumer Choices Informed Consent and Risk Agreement.
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d. Optional service components. A consumer who elects the consumer choices option may
purchase the following services and supports, which shall be provided in the consumer’s home or at
an integrated community setting:

(1) Self-directed personal care services. Self-directed personal care services are services or goods
that provide a range of assistance in activities of daily living and incidental activities of daily living that
help the consumer remain in the home and community.

(2) Self-directed community supports and employment. Self-directed community supports and
employment are services that support the consumer in developing and maintaining independence and
community integration.

(3) Individual-directed goods and services. Individual-directed goods and services are services,
equipment, or supplies not otherwise provided through the Medicaid program that address a need
identified in the consumer’s service plan. The item or service shall decrease the consumer’s need
for other Medicaid services, promote the consumer’s inclusion in the community, or increase the
consumer’s safety in the community.

e. Development of the individual budget. The individual support broker shall assist the consumer
in developing and implementing the consumer’s individual budget. The individual budget shall include:

(1) The costs of the financial management service.
(2) The costs of the independent support broker. The independent support broker may be

compensated for up to 6 hours of service for assisting with the implementation of the initial individual
budget. After the initial implementation, the independent support broker shall not be paid for more than
20 hours of service during a 12-month period without prior approval by the department.

(3) The costs of any services and supports chosen by the consumer as described in paragraph “d.”
f. Budget authority. The consumer shall have authority over the individual budget authorized by

the department to perform the following tasks:
(1) Contract with entities to provide services and supports as described in this subrule.
(2) Determine the amount to be paid for services with the exception of the independent support

broker and the financial management service. Reimbursement rates for the independent support broker
and the financial management service are subject to the limits in 441—subrule 79.1(2).

(3) Schedule the provision of services.
(4) Authorize payment for waiver goods and services identified in the individual budget.

Consumers shall not use the individual budget to purchase room and board, sheltered workshop
services, child care, or personal entertainment items.

(5) Reallocate funds among services included in the budget.
g. Delegation of budget authority. The consumer may delegate responsibility for the individual

budget to a representative in addition to the independent support broker.
(1) The representative must be at least 18 years old.
(2) The representative shall not be a current provider of service to the consumer.
(3) The consumer shall sign a consent form that designates who the consumer has chosen as a

representative and what responsibilities the representative shall have.
(4) The representative shall not be paid for this service.
h. Employer authority. The consumer shall have the authority to be the common-law employer of

employees providing services and support under the consumer choices option. A common-law employer
has the right to direct and control the performance of the services. The consumer may perform the
following functions:

(1) Recruit employees.
(2) Select employees from a worker registry.
(3) Verify employee qualifications.
(4) Specify additional employee qualifications.
(5) Determine employee duties.
(6) Determine employee wages and benefits.
(7) Schedule employees.
(8) Train and supervise employees.
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i. Employment agreement. Any person employed by the consumer to provide services under
the consumer choices option shall sign an employment agreement with the consumer that outlines the
employee’s and consumer’s responsibilities.

j. Responsibilities of the independent support broker. The independent support broker shall
perform the following services:

(1) Assist the consumer with developing the consumer’s initial and subsequent individual budgets
and with making any changes to the individual budget.

(2) Have monthly contact with the consumer for the first four months of implementation of the
initial individual budget and have quarterly contact thereafter.

(3) Complete the required employment packet with the financial management service.
(4) Assist with interviewing potential employees and entities providing services and supports if

requested by the consumer.
(5) Assist the consumer with determining whether a potential employee meets the qualifications

necessary to perform the job.
(6) Assist the consumer with obtaining a signed consent from a potential employee to conduct

background checks if requested by the consumer.
(7) Assist the consumer with negotiating with entities providing services and supports if requested

by the consumer.
(8) Assist the consumer with contracts and payment methods for services and supports if requested

by the consumer.
(9) Assist the consumer with developing an emergency backup plan. The emergency backup plan

shall also address any health and safety concerns.
(10) Review expenditure reports from the financial management service to ensure that services and

supports in the individual budget are being provided.
(11) Document in writing on the independent support broker timecard every contact the broker

has with the consumer. Contact documentation shall include information on the extent to which the
consumer’s individual budget has addressed the consumer’s needs and the satisfaction of the consumer.

k. Responsibilities of the financial management service. The financial management service shall
perform all of the following services:

(1) Receive Medicaid funds in an electronic transfer.
(2) Process and pay invoices for approved goods and services included in the individual budget.
(3) Enter the individual budget into the Web-based tracking system chosen by the department and

enter expenditures as they are paid.
(4) Provide real-time individual budget account balances for the consumer, the independent support

broker, and the department, available at a minimum during normal business hours (9 a.m. to 5 p.m.,
Monday through Friday).

(5) Conduct criminal background checks on potential employees, if requested.
(6) Verify for the consumer an employee’s citizenship or alien status.
(7) Assist the consumer with fiscal and payroll-related responsibilities. Key employer-related tasks

include:
1. Verifying that hourly wages comply with federal and state labor rules.
2. Collecting and processing timecards.
3. Withholding, filing, and paying federal, state and local income taxes, Medicare and Social

Security (FICA) taxes, and federal (FUTA) and state (SUTA) unemployment and disability insurance
taxes, as applicable.

4. Computing and processing other withholdings, as applicable.
5. Processing all judgments, garnishments, tax levies, or other withholding on an employee’s pay

as may be required by federal, state, or local laws.
6. Preparing and issuing employee payroll checks.
7. Preparing and disbursing IRS Forms W-2 and W-3 annually.
8. Processing federal advance earned income tax credit for eligible employees.
9. Refunding over-collected FICA, when appropriate.
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10. Refunding over-collected FUTA, when appropriate.
(8) Purchase from the individual budget workers’ compensation or other forms of insurance, as

applicable or if requested by the consumer.
(9) Assist the consumer in completing required federal, state, and local tax and insurance forms.
(10) Establish and manage documents and files for the consumer and the consumer’s employees.
(11) Monitor timecards, receipts, and invoices to ensure that they are consistent with the individual

budget. Keep records of all timecards and invoices for each consumer for a total of five years.
(12) Provide monthly and quarterly status reports for the department, the independent support

broker, and the consumer that include a summary of expenditures paid and amount of budget unused.
(13) Establish an accessible customer service system and a method of communication for the

consumer and the individual support broker that includes alternative communication formats.
(14) Establish a customer services complaint reporting system.
(15) Develop a policy and procedures manual that is current with state and federal regulations and

update as necessary.
(16) Develop a business continuity plan in the case of emergencies and natural disasters.
(17) Provide to the department an annual independent audit of the financial management service.
(18) Assist in implementing the state’s quality management strategy related to the financial

management service.
This rule is intended to implement Iowa Code section 249A.4.

441—78.35(249A) Certified registered nurse anesthetists.   Rescinded IAB 10/15/03, effective
12/1/03.

441—78.36(249A) Hospice services.
78.36(1) General characteristics. A hospice is a public agency or private organization or a

subdivision of either that is primarily engaged in providing care to terminally ill individuals. A hospice
provides palliative and supportive services to meet the physical, psychosocial, social and spiritual
needs of a terminally ill individual and the individual’s family or other persons caring for the individual
regardless of where the individual resides. Hospice services are those services to control pain and
provide support to individuals to continue life with as little disruption as possible.

a. Covered services. Covered services shall include, in accordance with Medicare guidelines, the
following:

(1) Nursing care.
(2) Medical social services.
(3) Physician services.
(4) Counseling services provided to the terminally ill individual and the individual’s family

members or other persons caring for the individual at the individual’s place of residence, including
bereavement, dietary, and spiritual counseling.

(5) Short-term inpatient care provided in a participating hospice inpatient unit or a participating
hospital or nursing facility that additionally meets the special hospice standards regarding staffing and
patient areas for pain control, symptom management and respite purposes.

(6) Medical appliances and supplies, including drugs and biologicals, as needed for the palliation
and management of the individual’s terminal illness and related conditions, except for “covered Part D
drugs” as defined by 42 U.S.C. Section 1395w-102(e)(1)-(2) for a “Part D eligible individual” as defined
in 42 U.S.C. Section 1395w-101(a)(3)(A), including an individual who is not enrolled in a Part D plan.

(7) Homemaker and home health aide services.
(8) Physical therapy, occupational therapy and speech-language pathology unless this provision

has been waived under the Medicare program for a specific provider.
(9) Other items or services specified in the resident’s plan that would otherwise be paid under the

Medicaid program.
Nursing care, medical social services, and counseling are core hospice services and must routinely

be provided directly by hospice employees. The hospice may contract with other providers to provide
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the remaining services. Bereavement counseling, consisting of counseling services provided after the
individual’s death to the individual’s family or other persons caring for the individual, is a required
hospice service but is not reimbursable.

b. Noncovered services.
(1) Covered services not related to the terminal illness. In accordance withMedicare guidelines, all

medical services related to the terminal illness are the responsibility of the hospice. Services unrelated
to the terminal illness are to be billed separately by the respective provider.

(2) Administrative duties performed by the medical director, any hospice-employed physician,
or any consulting physician are included in the normal hospice rates. Patient care provided by the
medical director, hospice-employed physician, attending physician, or consulting physician is separately
reimbursable. Payment to the attending or consulting physician includes other partners in practice.

(3) Hospice care provided by a hospice other than the hospice designated by the individual unless
provided under arrangements made by the designated hospice.

(4) AZT (Retrovir) and other curative antiviral drugs targeted at the human immunodeficiency virus
for the treatment of AIDS.

78.36(2) Categories of care. Hospice care entails the following four categories of daily care.
Guidelines for core and other services must be adhered to for all categories of care.

a. Routine home care is care provided in the place of residence that is not continuous.
b. Continuous home care is provided only during a period of crisis when an individual requires

continuous care which is primarily nursing care to achieve palliation or management of acute medical
symptoms. Nursing care must be provided by either a registered nurse or a licensed practical nurse and
a nurse must be providing care for more than half of the period of care. A minimum of eight hours of
care per day must be provided during a 24-hour day to qualify as continuous care. Homemaker and aide
services may also be provided to supplement the nursing care.

c. Inpatient respite care is provided to the individual only when necessary to relieve the family
members or other persons caring for the individual at home. Respite care may be provided only on an
occasional basis and may not be reimbursed for more than five consecutive days at a time. Respite care
may not be provided when the individual is a resident of a nursing facility.

d. General inpatient care is provided in periods of acute medical crisis when the individual is
hospitalized or in a participating hospice inpatient unit or nursing facility for pain control or acute or
chronic symptom management.

78.36(3) Residence in a nursing facility. For purposes of the Medicaid hospice benefit, a nursing
facility can be considered the residence of a beneficiary. When the person does reside in a nursing facility,
the requirement that the care of a resident of a nursing facility must be provided under the immediate
direction of either the facility or the resident’s personal physician does not apply if all of the following
conditions are met:

a. The resident is terminally ill.
b. The resident has elected to receive hospice services under the Medicaid program from a

Medicaid-enrolled hospice program.
c. The nursing facility and the Medicaid-enrolled hospice program have entered into a written

agreement under which the hospice program takes full responsibility for the professional management
of the resident’s hospice care and the facility agrees to provide room and board to the resident.

78.36(4) Approval for hospice benefits. Payment will be approved for hospice services to
individuals who are certified as terminally ill, that is, the individuals have a medical prognosis that their
life expectancy is six months or less if the illness runs its normal course, and who elect hospice care
rather than active treatment for the illness.

a. Physician certification process. The hospice must obtain certification that an individual is
terminally ill in accordance with the following procedures:

(1) The hospice may obtain verbal orders to initiate hospice service from the medical director of the
hospice or the physician member of the hospice interdisciplinary group and by the individual’s attending
physician (if the individual has an attending physician). The verbal order shall be noted in the patient’s
record. The verbal order must be given within two days of the start of care and be followed up in
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writing no later than eight calendar days after hospice care is initiated. The certification must include the
statement that the individual’s medical prognosis is that the individual’s life expectancy is six months or
less if the illness runs its normal course.

(2) When verbal orders are not secured, the hospice must obtain, no later than two calendar days
after hospice care is initiated, written certification signed by the medical director of the hospice or the
physician member of the hospice interdisciplinary group and by the individual’s attending physician
(if the individual has an attending physician). The certification must include the statement that the
individual’s medical prognosis is that the individual’s life expectancy is six months or less, if the illness
runs its normal course.

(3) Hospice care benefit periods consist of up to two periods of 90 days each and an unlimited
number of subsequent 60-day periods as elected by the individual. The medical director or a physician
must recertify at the beginning of each benefit period that the individual is terminally ill.

b. Election procedures. Individuals who are dually eligible for Medicare and Medicaid must
receive hospice coverage under Medicare.

(1) Election statement. An individual, or individual’s representative, elects to receive the hospice
benefit by filing an election statement, Form 470-2618, Election of Medicaid Hospice Benefit, with a
particular hospice. The hospice may provide the individual with another election form to use provided
the form includes the following information:

1. Identification of the hospice that will provide the care.
2. Acknowledgment that the recipient has been given a full understanding of hospice care.
3. Acknowledgment that the recipient waives the right to regular Medicaid benefits, except for

payment to the regular physician and treatment for medical conditions unrelated to the terminal illness.
4. Acknowledgment that recipients are not responsible for copayment or other deductibles.
5. The recipient’s Medicaid number.
6. The effective date of election.
7. The recipient’s signature.
(2) Change of designation. An individual may change the designation of the particular hospice

from which the individual elects to receive hospice care one time only.
(3) Effective date. An individual may designate an effective date for the hospice benefit that begins

with the first day of the hospice care or any subsequent day of hospice care, but an individual may not
designate an effective date that is earlier than the date that the election is made.

(4) Duration of election. The election to receive hospice care will be considered to continue until
one of the following occurs:

1. The individual dies.
2. The individual or the individual’s representative revokes the election.
3. The individual’s situation changes so that the individual no longer qualifies for the hospice

benefit.
4. The hospice elects to terminate the recipient’s enrollment in accordance with the hospice’s

established discharge policy.
(5) Revocation. Form 470-2619, Revocation of Medicaid Hospice Benefit, is completed when an

individual or the individual’s representative revokes the hospice benefit allowed under Medicaid. When
an individual revokes the election ofMedicaid coverage of hospice care, the individual resumesMedicaid
coverage of the benefits waived when hospice care was elected.

This rule is intended to implement Iowa Code section 249A.4.

441—78.37(249A)HCBS elderly waiver services.   Payment will be approved for the following services
to consumers eligible for the HCBS elderly waiver services as established in 441—Chapter 83. The
consumer shall have a billable waiver service each calendar quarter. Services must be billed in whole
units.

78.37(1) Adult day care services. Adult day care services provide an organized program of
supportive care in a group environment to persons who need a degree of supervision and assistance
on a regular or intermittent basis in a day care center. A unit of service is a half day (1 to 4 hours), a
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full day (4 to 8 hours), or an extended day (8 to 12 hours). Components of the service are set forth in
rule 441—171.6(234) or as indicated in the Iowa department of elder affairs Annual Service and Fiscal
Reporting Manual.

78.37(2) Emergency response system. The emergency response system allows a person experiencing
a medical emergency at home to activate electronic components that transmit a coded signal via digital
equipment over telephone lines to a central monitoring station. The necessary components of a system
are:

a. An in-home medical communications transceiver.
b. A remote, portable activator.
c. A central monitoring station with backup systems staffed by trained attendants 24 hours per

day, seven days per week.
d. Current data files at the central monitoring station containing preestablished response protocols

and personal, medical, and emergency information for each client.
78.37(3) Home health aide services. Home health aide services are personal or direct care services

provided to the client which are not payable under Medicaid as set forth in rule 441—78.9(249A). A unit
of service is a visit. Components of the service include:

a. Observation and reporting of physical or emotional needs.
b. Helping a client with bath, shampoo, or oral hygiene.
c. Helping a client with toileting.
d. Helping a client in and out of bed and with ambulation.
e. Helping a client reestablish activities of daily living.
f. Assisting with oral medications ordinarily self-administered and ordered by a physician.
g. Performing incidental household services which are essential to the client’s health care at home

and are necessary to prevent or postpone institutionalization in order to complete a full unit of service.
78.37(4) Homemaker services. Homemaker services are those services provided when the client

lives alone or when the person who usually performs these functions for the client is incapacitated or
occupied providing direct care to the client. A unit of service is one hour. Components of the service
include:

a. Essential shopping: shopping for basic need items such as food, clothing or personal care items,
or drugs.

b. Limited housecleaning: maintenance cleaning such as vacuuming, dusting, scrubbing floors,
defrosting refrigerators, cleaning stoves, and washing and mending clothes.

c. Accompaniment to medical or psychiatric services.
d. Meal preparation: planning and preparing balanced meals.
e. Bathing and dressing for self-directing recipients.
78.37(5) Nursing care services. Nursing care services are services provided by licensed agency

nurses to clients in the home which are ordered by and included in the plan of treatment established
by the physician. The services are reasonable and necessary to the treatment of an illness or injury
and include: observation; evaluation; teaching; training; supervision; therapeutic exercise; bowel and
bladder care; administration of medications; intravenous, hypodermoclysis, and enteral feedings; skin
care; preparation of clinical and progress notes; coordination of services and informing the physician
and other personnel of changes in the patient’s condition and needs.

A unit of service is one visit. Nursing care service can pay for a maximum of eight nursing visits per
month for intermediate level of care persons. There is no limit on the maximum visits for skilled level
of care persons.

78.37(6) Respite care services. Respite care services are services provided to the consumer that give
temporary relief to the usual caregiver and provide all the necessary care that the usual caregiver would
provide during that time period. The purpose of respite care is to enable the consumer to remain in the
consumer’s current living situation.

a. Services provided outside the consumer’s home shall not be reimbursable if the living unit
where respite is provided is reserved for another person on a temporary leave of absence.
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b. Staff-to-consumer ratios shall be appropriate to the individual needs of the consumer as
determined by the consumer’s interdisciplinary team.

c. A unit of service is one hour.
d. The interdisciplinary team shall determine if the consumer will receive basic individual respite,

specialized respite or group respite as defined in rule 441—83.21(249A).
e. When respite care is provided, the provision of, or payment for, other duplicative services under

the waiver is precluded.
f. A maximum of 14 consecutive days of 24-hour respite care may be reimbursed.
g. Respite services provided for a period exceeding 24 consecutive hours to three or more

individuals who require nursing care because of a mental or physical condition must be provided by a
health care facility licensed as described in Iowa Code chapter 135C.

h. Respite care is not to be provided to persons during the hours in which the usual caregiver is
employed except when the consumer is attending a camp. Respite cannot be provided to a consumer
whose usual caregiver is a consumer-directed attendant care provider for the consumer.

78.37(7) Chore services. Chore services include the following services: window and door
maintenance, such as hanging screen windows and doors, replacing windowpanes, and washing
windows; minor repairs to walls, floors, stairs, railings and handles; heavy cleaning which includes
cleaning attics or basements to remove fire hazards, moving heavy furniture, extensive wall washing,
floor care or painting and trash removal; and yard work such as mowing lawns, raking leaves and
shoveling walks. A unit of service is one-half hour.

78.37(8) Home-delivered meals. Home-delivered meals means meals prepared elsewhere and
delivered to a waiver recipient at the recipient’s residence. Each meal shall ensure the recipient receives
a minimum of one-third of the daily recommended dietary allowance as established by the Food and
Nutrition Board of the National Research Council of the National Academy of Sciences. The meal may
also be a liquid supplement which meets the minimum one-third standard. When a restaurant provides
the home-delivered meal, the recipient is required to have a nutritional consultation. The nutritional
consultation includes contact with the restaurant to explain the dietary needs of the client and explain
what constitutes the minimum one-third daily dietary allowance.

A maximum of 14 meals is allowed per week. A unit of service is a meal.
78.37(9) Home and vehicle modification. Covered home and vehicle modifications are those

physical modifications to the consumer’s home or vehicle listed below that directly address the
consumer’s medical or remedial need. Covered modifications must be necessary to provide for
the health, welfare, or safety of the consumer and enable the consumer to function with greater
independence in the home or vehicle.

a. Modifications that are necessary or desirable without regard to the consumer’s medical or
remedial need and that would be expected to increase the fair market value of the home or vehicle,
such as furnaces, fencing, roof repair, or adding square footage to the residence, are excluded except as
specifically included below. Repairs are also excluded.

b. Only the following modifications are covered:
(1) Kitchen counters, sink space, cabinets, special adaptations to refrigerators, stoves, and ovens.
(2) Bathtubs and toilets to accommodate transfer, special handles and hoses for shower heads, water

faucet controls, and accessible showers and sink areas.
(3) Grab bars and handrails.
(4) Turnaround space adaptations.
(5) Ramps, lifts, and door, hall and window widening.
(6) Fire safety alarm equipment specific for disability.
(7) Voice-activated, sound-activated, light-activated, motion-activated, and electronic devices

directly related to the consumer’s disability.
(8) Vehicle lifts, driver-specific adaptations, remote-start systems, including such modifications

already installed in a vehicle.
(9) Keyless entry systems.
(10) Automatic opening device for home or vehicle door.
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(11) Special door and window locks.
(12) Specialized doorknobs and handles.
(13) Plexiglas replacement for glass windows.
(14) Modification of existing stairs to widen, lower, raise or enclose open stairs.
(15) Motion detectors.
(16) Low-pile carpeting or slip-resistant flooring.
(17) Telecommunications device for the deaf.
(18) Exterior hard-surface pathways.
(19) New door opening.
(20) Pocket doors.
(21) Installation or relocation of controls, outlets, switches.
(22) Air conditioning and air filtering if medically necessary.
(23) Heightening of existing garage door opening to accommodate modified van.
(24) Bath chairs.
c. A unit of service is the completion of needed modifications or adaptations.
d. All modifications and adaptations shall be provided in accordance with applicable federal, state,

and local building and vehicle codes.
e. Services shall be performed following department approval of a binding contract between the

enrolled home and vehicle modification provider and the consumer.
f. The contract shall include, at a minimum, the work to be performed, cost, time frame for work

completion, and assurance of liability and workers’ compensation coverage.
g. Service payment shall be made to the enrolled home and vehicle modification provider. If

applicable, payment will be forwarded to the subcontracting agency by the enrolled home and vehicle
modification provider following completion of the approved modifications.

h. Services shall be included in the consumer’s service plan and shall exceed the Medicaid state
plan services.

78.37(10) Mental health outreach. Mental health outreach services are services provided in a
recipient’s home to identify, evaluate, and provide treatment and psychosocial support. The services
can only be provided on the basis of a referral from the consumer’s interdisciplinary team established
pursuant to 441—subrule 83.22(2). A unit of service is 15 minutes.

78.37(11) Transportation. Transportation services may be provided for recipients to conduct
business errands, essential shopping, to receive medical services not reimbursed through medical
transportation, and to reduce social isolation. A unit of service is per mile, per trip, or rate established
by area agency on aging.

78.37(12) Nutritional counseling. Nutritional counseling services may be provided for a nutritional
problem or condition of such a degree of severity that nutritional counseling beyond that normally
expected as part of the standard medical management is warranted. A unit of service is 15 minutes.

78.37(13) Assistive devices. Assistive devices means practical equipment products to assist persons
with activities of daily living and instrumental activities of daily living to allow the person more
independence. They include, but are not limited to: long-reach brush, extra long shoehorn, nonslip
grippers to pick up and reach items, dressing aids, shampoo rinse tray and inflatable shampoo tray,
double-handled cup and sipper lid. A unit is an item.

78.37(14) Senior companion. Senior companion services are nonmedical care supervision,
oversight, and respite. Companions may assist with such tasks as meal preparation, laundry, shopping
and light housekeeping tasks. This service cannot provide hands-on nursing or medical care. A unit
of service is one hour.

78.37(15) Consumer-directed attendant care service. Consumer-directed attendant care services are
service activities performed by a person to help a consumer with self-care tasks which the consumer
would typically do independently if the consumer were otherwise able.

a. The service activities may include helping the consumer with any of the following nonskilled
service activities:

(1) Dressing.
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(2) Bath, shampoo, hygiene, and grooming.
(3) Access to and from bed or a wheelchair, transferring, ambulation, and mobility in general. It is

recommended that the provider receive certification of training and return demonstration for transferring.
Certification for this is available through the area community colleges.

(4) Toilet assistance, including bowel, bladder, and catheter assistance. It is recommended that the
provider receive certification of training and return demonstration for catheter assistance. Certification
for this is available through the area community colleges.

(5) Meal preparation, cooking, eating and feeding but not the cost of meals themselves.
(6) Housekeeping services which are essential to the consumer’s health care at home.
(7) Medications ordinarily self-administered including those ordered by a physician or other

qualified health care provider. It is recommended the provider successfully complete a medication aide
course administered by an area community college.

(8) Wound care.
(9) Assistance needed to go to or return from a place of employment and assistance with job-related

tasks while the consumer is on the job site. The cost of transportation for the consumer and assistance
with understanding or performing the essential job functions are not included in consumer-directed
attendant care services.

(10) Cognitive assistance with tasks such as handling money and scheduling.
(11) Fostering communication through interpreting and reading services as well as assistive devices

for communication.
(12) Assisting or accompanying a consumer in using transportation essential to the health and

welfare of the consumer. The cost of the transportation is not included.
b. The service activities may include helping the consumer with any of the following skilled

services under the supervision of a licensed nurse or licensed therapist working under the direction of
a physician. The licensed nurse or therapist shall retain accountability for actions that are delegated.
The licensed nurse or therapist shall ensure appropriate assessment, planning, implementation, and
evaluation. The licensed nurse or therapist shall make on-site supervisory visits every two weeks with
the provider present. The cost of the supervision provided by the licensed nurse or therapist shall be paid
from private insurance and other third-party payment sources, Medicare, the regular Medicaid program,
or the early periodic screening diagnosis and treatment program before accessing the HCBS waiver.

(1) Tube feedings of consumers unable to eat solid foods.
(2) Intravenous therapy administered by a registered nurse.
(3) Parenteral injections required more than once a week.
(4) Catheterizations, continuing care of indwelling catheters with supervision of irrigations, and

changing of Foley catheters when required.
(5) Respiratory care including inhalation therapy and tracheotomy care or tracheotomy care and

ventilator.
(6) Care of decubiti and other ulcerated areas, noting and reporting to the nurse or therapist.
(7) Rehabilitation services including, but not limited to, bowel and bladder training, range of

motion exercises, ambulation training, restorative nursing services, reteaching the activities of daily
living, respiratory care and breathing programs, reality orientation, reminiscing therapy, remotivation,
and behavior modification.

(8) Colostomy care.
(9) Care of medical conditions out of control which includes brittle diabetes and comfort care of

terminal conditions.
(10) Postsurgical nursing care.
(11) Monitoring medications requiring close supervision because of fluctuating physical or

psychological conditions, e.g., antihypertensives, digitalis preparations, mood-altering or psychotropic
drugs, or narcotics.

(12) Preparing and monitoring response to therapeutic diets.
(13) Recording and reporting of changes in vital signs to the nurse or therapist.
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c. A unit of service provided by an individual or an agency, other than an assisted living program,
is 1 hour, or one 8- to 24-hour day. When provided by an assisted living program, a unit of service
is one calendar month. If services are provided by an assisted living program for less than one full
calendar month, the monthly reimbursement rate shall be prorated based on the number of days service
is provided. Except for services provided by an assisted living program, each service shall be billed in
whole units.

d. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health
care shall be responsible for selecting the person or agency who will provide the components of the
attendant care services to be provided.

e. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health
care shall determine the components of the attendant care services to be provided with the person who
is providing the services to the consumer.

f. The service activities may not include parenting or child care for or on behalf of the consumer.
g. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health

care and the provider shall complete and sign Form 470-3372, HCBSConsumer-Directed Attendant Care
Agreement. A copy of the completed agreement shall be attached to the service plan, which is signed
by the service worker prior to the initiation of services, and kept in the consumer’s and department’s
records.

h. If the consumer has a guardian or attorney in fact under a durable power of attorney for health
care, the care plan shall address how consumer-directed attendant care services will be monitored to
ensure the consumer’s needs are being adequately met. If the guardian or attorney in fact is the service
provider, the service plan shall address how the service worker or case manager shall oversee service
provision.

i. If the consumer has a guardian or attorney in fact under a durable power of attorney for health
care, the guardian or attorney in fact shall sign the claim form in place of the consumer, indicating that
the service has been provided as presented on the claim.

j. The frequency or intensity of services shall be indicated in the service plan.
k. Consumer-directed attendant care services may not be simultaneously reimbursed with any

other HCBS waiver services.
l. Consumer-directed attendant care services may be provided to a recipient of in-home

health-related care services, but not at the same time.
m. Services may be provided in the absence of a parent or guardian if the parent or guardian has

given advanced direction for the service provision.
78.37(16) Consumer choices option. The consumer choices option provides a consumer with a

flexible monthly individual budget that is based on the consumer’s service needs. With the individual
budget, the consumer shall have the authority to purchase goods and services and may choose to employ
providers of services and supports. Components of this service are set forth below.

a. Agreement. As a condition of participating in the consumer choices option, a consumer shall
sign Form 470-4289, HCBS Consumer Choices Informed Consent and Risk Agreement, to document
that the consumer has been informed of the responsibilities and risks of electing the consumer choices
option.

b. Individual budget amount. Amonthly individual budget amount shall be set for each consumer.
The consumer’s department service worker or Medicaid targeted case manager shall determine the
amount of each consumer’s individual budget, based on the services and supports authorized in the
consumer’s service plan. The consumer shall be informed of the individual budget amount during the
development of the service plan.

(1) Services that may be included in determining the individual budget amount for a consumer in
the HCBS elderly waiver are:

1. Assistive devices.
2. Chore service.
3. Consumer-directed attendant care (unskilled).
4. Home and vehicle modification.
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5. Home-delivered meals.
6. Homemaker service.
7. Basic individual respite care.
8. Senior companion.
9. Transportation.
(2) The department shall determine an average unit cost for each service listed in subparagraph (1)

based on actual unit costs from the previous fiscal year plus a cost-of-living adjustment.
(3) In aggregate, costs for individual budget services shall not exceed the current costs of waiver

program services. In order to maintain cost neutrality, the department shall apply a utilization adjustment
factor to the amount of service authorized in the consumer’s service plan before calculating the value of
that service to be included in the individual budget amount.

(4) The department shall compute the utilization adjustment factor for each service by dividing
the net costs of all claims paid for the service by the total of the authorized costs for that service, using
at least 12 consecutive months of aggregate service data. The utilization adjustment factor shall be no
lower than 60 percent. The department shall analyze and adjust the utilization adjustment factor at least
annually in order to maintain cost neutrality.

(5) Anticipated costs for home and vehicle modification are not subject to the average cost in
subparagraph (2) or the utilization adjustment factor in subparagraph (3). Costs for home and vehicle
modification may be released in a one-time payment.

(6) The individual budget amount may be changed only at the first of the month and shall remain
fixed for the entire month.

c. Required service components. To participate in the consumer choices option, a consumer must
hire an independent support broker and must work with a financial management service that is enrolled
as a Medicaid HCBS elderly waiver services provider.

(1) Before hiring the individual support broker, the consumer shall receive the results of the
background check conducted pursuant to 441—subrule 77.30(14).

(2) If the consumer chooses to hire a person who has a criminal record or founded abuse report, the
consumer assumes the risk for this action and shall acknowledge this information on Form 470-4289,
HCBS Consumer Choices Informed Consent and Risk Agreement.

d. Optional service components. A consumer who elects the consumer choices option may
purchase the following services and supports, which shall be provided in the consumer’s home or at
an integrated community setting:

(1) Self-directed personal care services. Self-directed personal care services are services or goods
that provide a range of assistance in activities of daily living and incidental activities of daily living that
help the consumer remain in the home and community.

(2) Self-directed community supports and employment. Self-directed community supports and
employment are services that support the consumer in developing and maintaining independence and
community integration.

(3) Individual-directed goods and services. Individual-directed goods and services are services,
equipment, or supplies not otherwise provided through the Medicaid program that address a need
identified in the consumer’s service plan. The item or service shall decrease the consumer’s need
for other Medicaid services, promote the consumer’s inclusion in the community, or increase the
consumer’s safety in the community.

e. Development of the individual budget. The individual support broker shall assist the consumer
in developing and implementing the consumer’s individual budget. The individual budget shall include:

(1) The costs of the financial management service.
(2) The costs of the independent support broker. The independent support broker may be

compensated for up to 6 hours of service for assisting with the implementation of the initial individual
budget. After the initial implementation, the independent support broker shall not be paid for more than
20 hours of service during a 12-month period without prior approval by the department.

(3) The costs of any services and supports chosen by the consumer as described in paragraph “d.”
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f. Budget authority. The consumer shall have authority over the individual budget authorized by
the department to perform the following tasks:

(1) Contract with entities to provide services and supports as described in this subrule.
(2) Determine the amount to be paid for services with the exception of the independent support

broker and the financial management service. Reimbursement rates for the independent support broker
and the financial management service are subject to the limits in 441—subrule 79.1(2).

(3) Schedule the provision of services.
(4) Authorize payment for waiver goods and services identified in the individual budget.

Consumers shall not use the individual budget to purchase room and board, sheltered workshop
services, child care, or personal entertainment items.

(5) Reallocate funds among services included in the budget.
g. Delegation of budget authority. The consumer may delegate responsibility for the individual

budget to a representative in addition to the independent support broker.
(1) The representative must be at least 18 years old.
(2) The representative shall not be a current provider of service to the consumer.
(3) The consumer shall sign a consent form that designates who the consumer has chosen as a

representative and what responsibilities the representative shall have.
(4) The representative shall not be paid for this service.
h. Employer authority. The consumer shall have the authority to be the common-law employer of

employees providing services and support under the consumer choices option. A common-law employer
has the right to direct and control the performance of the services. The consumer may perform the
following functions:

(1) Recruit employees.
(2) Select employees from a worker registry.
(3) Verify employee qualifications.
(4) Specify additional employee qualifications.
(5) Determine employee duties.
(6) Determine employee wages and benefits.
(7) Schedule employees.
(8) Train and supervise employees.
i. Employment agreement. Any person employed by the consumer to provide services under

the consumer choices option shall sign an employment agreement with the consumer that outlines the
employee’s and consumer’s responsibilities.

j. Responsibilities of the independent support broker. The independent support broker shall
perform the services specified in 78.34(13)“j.”

k. Responsibilities of the financial management service. The financial management service shall
perform all of the services specified in 78.34(13)“k.”

78.37(17) Case management services. Case management services are services that assist a
consumer in gaining access to medical, social, and other appropriate services needed for the consumer
to remain in the consumer’s home. Case management is provided at the direction of the consumer and
the interdisciplinary team established pursuant to 441—subrule 83.22(2).

a. Case management services shall include:
(1) A comprehensive assessment of the consumer’s needs, which must be made within 30 days of

referral to case management.
(2) Development and implementation of a service plan to meet those needs.
(3) Coordination, authorization, and monitoring of all services.
(4) A face-to-face meeting by the case manager with the consumer at least quarterly.
(5) Monitoring of the consumer’s health, safety, and welfare.
(6) Evaluation of outcomes.
(7) Periodic reassessment and revision of the service plan as needed but at least annually.
(8) Assurance that consumers have a choice of providers.
b. Case management shall not include the provision of direct services by the case managers.
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c. Payment for case management shall not be made until the consumer is enrolled in the waiver.
Payment shall be made only for case management activity performed on behalf of the consumer during
a month when the consumer is enrolled.

d. A unit of service is one month.
This rule is intended to implement Iowa Code section 249A.4.

441—78.38(249A) HCBS AIDS/HIV waiver services.   Payment will be approved for the following
services to clients eligible for the HCBS AIDS/HIV waiver services as established in 441—Chapter 83.
Services must be billed in whole units.

78.38(1) Counseling services. Counseling services are face-to-face mental health services provided
to the client and caregiver by a mental health professional as defined in rule 441—24.61(225C,230A)
to facilitate home management of the client and prevent institutionalization. Counseling services are
nonpsychiatric services necessary for the management of depression, assistance with the grief process,
alleviation of psychosocial isolation and support in coping with a disability or illness, including terminal
illness. Counseling services may be provided both for the purpose of training the client’s family or
other caregiver to provide care, and for the purpose of helping the client and those caring for the client to
adjust to the client’s disability or terminal condition. Counseling services may be provided to the client’s
caregiver only when included in the case plan for the client.

Payment will be made for individual and group counseling. A unit of individual counseling for the
waiver client or the waiver client and the client’s caregiver is 15 minutes. A unit of group counseling is
one hour. Payment for group counseling is based on the group rate divided by six, or, if the number of
persons who comprise the group exceeds six, the actual number of persons who comprise the group.

78.38(2) Home health aide services. Home health aide services are personal or direct care services
provided to the client which are not payable under Medicaid as set forth in rule 441—78.9(249A). A unit
of service is a visit. Components of the service are:

a. Observation and reporting of physical or emotional needs.
b. Helping a client with bath, shampoo, or oral hygiene.
c. Helping a client with toileting.
d. Helping a client in and out of bed and with ambulation.
e. Helping a client reestablish activities of daily living.
f. Assisting with oral medications ordinarily self-administered and ordered by a physician.
g. Performing incidental household services which are essential to the client’s health care at home

and are necessary to prevent or postpone institutionalization in order to complete a full unit of service.
78.38(3) Homemaker services. Homemaker services are those services provided when the client

lives alone or when the person who usually performs these functions for the client needs assistance with
performing the functions. A unit of service is one hour. Components of the service are directly related
to the care of the client and are:

a. Essential shopping: shopping for basic need items such as food, clothing or personal care items,
or drugs.

b. Limited housecleaning: maintenance cleaning such as vacuuming, dusting, scrubbing floors,
defrosting refrigerators, cleaning stoves, cleaning medical equipment, washing and mending clothes,
washing personal items used by the client, and dishes.

c. Accompaniment to medical or psychiatric services or for children aged 18 and under to school.
d. Meal preparation: planning and preparing balanced meals.
78.38(4) Nursing care services. Nursing care services are services provided by licensed agency

nurses to clients in the home which are ordered by and included in the plan of treatment established by
the physician. The services shall be reasonable and necessary to the treatment of an illness or injury
and include: observation; evaluation; teaching; training; supervision; therapeutic exercise; bowel and
bladder care; administration of medications; intravenous and enteral feedings; skin care; preparation of
clinical and progress notes; coordination of services; and informing the physician and other personnel
of changes in the patient’s conditions and needs. A unit of service is a visit.



Ch 78, p.106 Human Services[441] IAC 12/3/08

78.38(5) Respite care services. Respite care services are services provided to the consumer that give
temporary relief to the usual caregiver and provide all the necessary care that the usual caregiver would
provide during that time period. The purpose of respite care is to enable the consumer to remain in the
consumer’s current living situation.

a. Services provided outside the consumer’s home shall not be reimbursable if the living unit
where respite is provided is otherwise reserved for another person on a temporary leave of absence.

b. Staff-to-consumer ratios shall be appropriate to the individual needs of the consumer as
determined by the consumer’s interdisciplinary team.

c. A unit of service is one hour.
d. The interdisciplinary team shall determine if the consumer will receive basic individual respite,

specialized respite or group respite as defined in rule 441—83.41(249A).
e. When respite care is provided, the provision of, or payment for, other duplicative services under

the waiver is precluded.
f. A maximum of 14 consecutive days of 24-hour respite care may be reimbursed.
g. Respite services provided for a period exceeding 24 consecutive hours to three or more

individuals who require nursing care because of a mental or physical condition must be provided by a
health care facility licensed as described in Iowa Code chapter 135C.

h. Respite care is not to be provided to persons during the hours in which the usual caregiver is
employed except when the consumer is attending a camp. Respite cannot be provided to a consumer
whose usual caregiver is a consumer-directed attendant care provider for the consumer.

78.38(6) Home-delivered meals. Home-delivered meals means meals prepared elsewhere and
delivered to a waiver recipient at the recipient’s residence. Each meal shall ensure the recipient receives
a minimum of one-third of the daily recommended dietary allowance as established by the Food and
Nutrition Board of the National Research Council of the National Academy of Sciences. The meal may
also be a liquid supplement which meets the minimum one-third standard. A maximum of 14 meals is
allowed per week. A unit of service is a meal.

78.38(7) Adult day care services. Adult day care services provide an organized program of
supportive care in a group environment to persons who need a degree of supervision and assistance on
a regular or intermittent basis in a day care center. A unit of service is a half day (1 to 4 hours), a full
day (4 to 8 hours), or an extended day (8 to 12 hours). Components of the service are as set forth in rule
441—171.6(234) or the department of elder affairs rule 321—24.7(231).

78.38(8) Consumer-directed attendant care service. Consumer-directed attendant care services are
service activities performed by a person to help a consumer with self-care tasks which the consumer
would typically do independently if the consumer were otherwise able.

a. The service activities may include helping the consumer with any of the following nonskilled
service activities:

(1) Dressing.
(2) Bath, shampoo, hygiene, and grooming.
(3) Access to and from bed or a wheelchair, transferring, ambulation, and mobility in general. It is

recommended that the provider receive certification of training and return demonstration for transferring.
Certification for this is available through the area community colleges.

(4) Toilet assistance, including bowel, bladder, and catheter assistance. It is recommended that the
provider receive certification of training and return demonstration for catheter assistance. Certification
for this is available through the area community colleges.

(5) Meal preparation, cooking, eating and feeding but not the cost of meals themselves.
(6) Housekeeping services which are essential to the consumer’s health care at home.
(7) Medications ordinarily self-administered including those ordered by a physician or other

qualified health care provider. It is recommended the provider successfully complete a medication aide
course administered by an area community college.

(8) Wound care.
(9) Assistance needed to go to or return from a place of employment and assistance with job-related

tasks while the consumer is on the job site. The cost of transportation for the consumer and assistance
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with understanding or performing the essential job functions are not included in consumer-directed
attendant care services.

(10) Cognitive assistance with tasks such as handling money and scheduling.
(11) Fostering communication through interpreting and reading services as well as assistive devices

for communication.
(12) Assisting or accompanying a consumer in using transportation essential to the health and

welfare of the consumer. The cost of the transportation is not included.
b. The service activities may include helping the consumer with any of the following skilled

services under the supervision of a licensed nurse or licensed therapist working under the direction of
a physician. The licensed nurse or therapist shall retain accountability for actions that are delegated.
The licensed nurse or therapist shall ensure appropriate assessment, planning, implementation, and
evaluation. The licensed nurse or therapist shall make on-site supervisory visits every two weeks with
the provider present. The cost of the supervision provided by the licensed nurse or therapist shall be paid
from private insurance and other third-party payment sources, Medicare, the regular Medicaid program,
or the early periodic screening diagnosis and treatment program before accessing the HCBS waiver.

(1) Tube feedings of consumers unable to eat solid foods.
(2) Intravenous therapy administered by a registered nurse.
(3) Parenteral injections required more than once a week.
(4) Catheterizations, continuing care of indwelling catheters with supervision of irrigations, and

changing of Foley catheters when required.
(5) Respiratory care including inhalation therapy and tracheotomy care or tracheotomy care and

ventilator.
(6) Care of decubiti and other ulcerated areas, noting and reporting to the nurse or therapist.
(7) Rehabilitation services including, but not limited to, bowel and bladder training, range of

motion exercises, ambulation training, restorative nursing services, reteaching the activities of daily
living, respiratory care and breathing programs, reality orientation, reminiscing therapy, remotivation,
and behavior modification.

(8) Colostomy care.
(9) Care of medical conditions out of control which includes brittle diabetes and comfort care of

terminal conditions.
(10) Postsurgical nursing care.
(11) Monitoring medications requiring close supervision because of fluctuating physical or

psychological conditions, e.g., antihypertensives, digitalis preparations, mood-altering or psychotropic
drugs, or narcotics.

(12) Preparing and monitoring response to therapeutic diets.
(13) Recording and reporting of changes in vital signs to the nurse or therapist.
c. A unit of service is 1 hour, or one 8- to 24-hour day provided by an individual or an agency.

Each service shall be billed in whole units.
d. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health

care shall be responsible for selecting the person or agency who will provide the components of the
attendant care services to be provided.

e. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health
care shall determine the components of the attendant care services to be provided with the person who
is providing the services to the consumer.

f. The service activities may not include parenting or child care for or on behalf of the consumer.
g. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health

care and the provider shall complete and sign Form 470-3372, HCBSConsumer-Directed Attendant Care
Agreement. A copy of the completed agreement shall be attached to the service plan, which is signed
by the service worker prior to the initiation of services, and kept in the consumer’s and department’s
records.

h. If the consumer has a guardian or attorney in fact under a durable power of attorney for health
care, the care plan shall address how consumer-directed attendant care services will be monitored to
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ensure the consumer’s needs are being adequately met. If the guardian or attorney in fact is the service
provider, the service plan shall address how the service worker or case manager shall oversee service
provision.

i. If the consumer has a guardian or attorney in fact under a durable power of attorney for health
care, the guardian or attorney in fact shall sign the claim form in place of the consumer, indicating that
the service has been provided as presented on the claim.

j. The frequency or intensity of services shall be indicated in the service plan.
k. Consumer-directed attendant care services may not be simultaneously reimbursed with any

other HCBS waiver services.
l. Consumer-directed attendant care services may be provided to a recipient of in-home

health-related care services, but not at the same time.
m. Services may be provided in the absence of a parent or guardian if the parent or guardian has

given advanced direction for the service provision.
78.38(9) Consumer choices option. The consumer choices option provides a consumer with a

flexible monthly individual budget that is based on the consumer’s service needs. With the individual
budget, the consumer shall have the authority to purchase goods and services and may choose to employ
providers of services and supports. Components of this service are set forth below.

a. Agreement. As a condition of participating in the consumer choices option, a consumer shall
sign Form 470-4289, HCBS Consumer Choices Informed Consent and Risk Agreement, to document
that the consumer has been informed of the responsibilities and risks of electing the consumer choices
option.

b. Individual budget amount. Amonthly individual budget amount shall be set for each consumer.
The consumer’s department service worker or Medicaid targeted case manager shall determine the
amount of each consumer’s individual budget, based on the services and supports authorized in the
consumer’s service plan. The consumer shall be informed of the individual budget amount during the
development of the service plan.

(1) Services that may be included in determining the individual budget amount for a consumer in
the HCBS AIDS/HIV waiver are:

1. Consumer-directed attendant care (unskilled).
2. Home-delivered meals.
3. Homemaker service.
4. Basic individual respite care.
(2) The department shall determine an average unit cost for each service listed in subparagraph (1)

based on actual unit costs from the previous fiscal year plus a cost-of-living adjustment.
(3) In aggregate, costs for individual budget services shall not exceed the current costs of waiver

program services. In order to maintain cost neutrality, the department shall apply a utilization adjustment
factor to the amount of service authorized in the consumer’s service plan before calculating the value of
that service to be included in the individual budget amount.

(4) The department shall compute the utilization adjustment factor for each service by dividing
the net costs of all claims paid for the service by the total of the authorized costs for that service, using
at least 12 consecutive months of aggregate service data. The utilization adjustment factor shall be no
lower than 60 percent. The department shall analyze and adjust the utilization adjustment factor at least
annually in order to maintain cost neutrality.

(5) The individual budget amount may be changed only at the first of the month and shall remain
fixed for the entire month.

c. Required service components. To participate in the consumer choices option, a consumer must
hire an independent support broker and must work with a financial management service that is enrolled
as a Medicaid HCBS AIDS/HIV waiver services provider.

(1) Before hiring the individual support broker, the consumer shall receive the results of the
background check conducted pursuant to 441—subrule 77.30(14).
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(2) If the consumer chooses to hire a person who has a criminal record or founded abuse report, the
consumer assumes the risk for this action and shall acknowledge this information on Form 470-4289,
HCBS Consumer Choices Informed Consent and Risk Agreement.

d. Optional service components. A consumer who elects the consumer choices option may
purchase the following services and supports, which shall be provided in the consumer’s home or at
an integrated community setting:

(1) Self-directed personal care services. Self-directed personal care services are services or goods
that provide a range of assistance in activities of daily living and incidental activities of daily living that
help the consumer remain in the home and community.

(2) Self-directed community supports and employment. Self-directed community supports and
employment are services that support the consumer in developing and maintaining independence and
community integration.

(3) Individual-directed goods and services. Individual-directed goods and services are services,
equipment, or supplies not otherwise provided through the Medicaid program that address a need
identified in the consumer’s service plan. The item or service shall decrease the consumer’s need
for other Medicaid services, promote the consumer’s inclusion in the community, or increase the
consumer’s safety in the community.

e. Development of the individual budget. The individual support broker shall assist the consumer
in developing and implementing the consumer’s individual budget. The individual budget shall include:

(1) The costs of the financial management service.
(2) The costs of the independent support broker. The independent support broker may be

compensated for up to 6 hours of service for assisting with the implementation of the initial individual
budget. After the initial implementation, the independent support broker shall not be paid for more than
20 hours of service during a 12-month period without prior approval by the department.

(3) The costs of any services and supports chosen by the consumer as described in paragraph “d.”
f. Budget authority. The consumer shall have authority over the individual budget authorized by

the department to perform the following tasks:
(1) Contract with entities to provide services and supports as described in this subrule.
(2) Determine the amount to be paid for services with the exception of the independent support

broker and the financial management service. Reimbursement rates for the independent support broker
and the financial management service are subject to the limits in 441—subrule 79.1(2).

(3) Schedule the provision of services.
(4) Authorize payment for waiver goods and services identified in the individual budget.

Consumers shall not use the individual budget to purchase room and board, sheltered workshop
services, child care, or personal entertainment items.

(5) Reallocate funds among services included in the budget.
g. Delegation of budget authority. The consumer may delegate responsibility for the individual

budget to a representative in addition to the independent support broker.
(1) The representative must be at least 18 years old.
(2) The representative shall not be a current provider of service to the consumer.
(3) The consumer shall sign a consent form that designates who the consumer has chosen as a

representative and what responsibilities the representative shall have.
(4) The representative shall not be paid for this service.
h. Employer authority. The consumer shall have the authority to be the common-law employer of

employees providing services and support under the consumer choices option. A common-law employer
has the right to direct and control the performance of the services. The consumer may perform the
following functions:

(1) Recruit employees.
(2) Select employees from a worker registry.
(3) Verify employee qualifications.
(4) Specify additional employee qualifications.
(5) Determine employee duties.
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(6) Determine employee wages and benefits.
(7) Schedule employees.
(8) Train and supervise employees.
i. Employment agreement. Any person employed by the consumer to provide services under

the consumer choices option shall sign an employment agreement with the consumer that outlines the
employee’s and consumer’s responsibilities.

j. Responsibilities of the independent support broker. The independent support broker shall
perform the services specified in 78.34(13)“j.”

k. Responsibilities of the financial management service. The financial management service shall
perform all of the services specified in 78.34(13)“k.”

This rule is intended to implement Iowa Code section 249A.4.

441—78.39(249A) Federally qualified health centers.   Payment shall be made for services as defined
in Section 1905(a)(2)(C) of the Social Security Act.

78.39(1) Utilization review. Utilization review shall be conducted of Medicaid members who
access more than 24 outpatient visits in any 12-month period from physicians, advanced registered
nurse practitioners, federally qualified health centers, other clinics, and emergency rooms. Refer to rule
441—76.9(249A) for further information concerning the member lock-in program.

78.39(2) Risk assessment. Risk assessment, using Form 470-2942, Medicaid Prenatal Risk
Assessment, shall be completed at the initial visit during a Medicaid member’s pregnancy.

a. If the risk assessment reflects a low-risk pregnancy, the assessment shall be completed again at
approximately the twenty-eighth week of pregnancy.

b. If the risk assessment reflects a high-risk pregnancy, referral shall be made for enhanced
services. (See description of enhanced services at subrule 78.25(3).)

78.39(3) Vaccines. Vaccines available through the Vaccines for Children program under Section
1928 of the Social Security Act are not covered services. Federally qualified health centers that wish to
administer those vaccines to Medicaid members shall enroll in the Vaccines for Children program and
obtain the vaccines from the department of public health. However, vaccine administration is a covered
service.

This rule is intended to implement Iowa Code section 249A.4.

441—78.40(249A) Advanced registered nurse practitioners.   Payment shall be approved for services
provided by advanced registered nurse practitioners within their scope of practice and the limitations
of state law, with the exception of services not payable to physicians under rule 441—78.1(249A) or
otherwise not payable under any other applicable rule.

78.40(1) Direct payment. Payment shall be made to advanced registered nurse practitioners directly,
without regard to whether the advanced registered nurse practitioner is employed by or associated with
a physician, hospital, birth center, clinic or other health care provider recognized under state law. An
established protocol between a physician and the advanced registered nurse practitioner shall not cause
an advanced registered nurse practitioner to be considered auxiliary personnel of a physician, or an
employee of a hospital, birth center, or clinic.

78.40(2) Location of service. Payment shall be approved for services rendered in any location in
which the advanced registered nurse practitioner is legally authorized to provide services under state
law. The nurse practitioner shall have promptly available the necessary equipment and personnel to
handle emergencies.

78.40(3) Utilization review. Utilization review shall be conducted of Medicaid members who
access more than 24 outpatient visits in any 12-month period from physicians, advanced registered
nurse practitioners, other clinics, and emergency rooms. Refer to rule 441—76.9(249A) for further
information concerning the member lock-in program.

78.40(4) Vaccine administration. Vaccines available through the Vaccines for Children program
under Section 1928 of the Social Security Act are not covered services. Advanced registered nurse
practitioners who wish to administer those vaccines to Medicaid members shall enroll in the Vaccines



IAC 12/3/08 Human Services[441] Ch 78, p.111

for Children program and obtain the vaccines from the department of public health. Advanced registered
nurse practitioners shall receive reimbursement for the administration of vaccines to Medicaid members.

78.40(5) Prenatal risk assessment. Risk assessment, using Form 470-2942, Medicaid Prenatal Risk
Assessment, shall be completed at the initial visit during a Medicaid member’s pregnancy.

a. If the risk assessment reflects a low-risk pregnancy, the assessment shall be completed again at
approximately the twenty-eighth week of pregnancy.

b. If the risk assessment reflects a high-risk pregnancy, referral shall be made for enhanced
services. (See description of enhanced services at subrule 78.25(3).)

This rule is intended to implement Iowa Code section 249A.4.

441—78.41(249A) HCBSMRwaiver services.   Payment will be approved for the following services to
consumers eligible for the HCBSMRwaiver services as established in 441—Chapter 83 and as identified
in the consumer’s service plan. All services include the applicable and necessary instruction, supervision,
assistance and support as required by the consumer in achieving the consumer’s life goals. The services,
amount and supports provided under the HCBS MR waiver shall be delivered in the least restrictive
environment and in conformity with the consumer’s service plan.

Reimbursement shall not be available under the waiver for any services that the consumer can obtain
through the Medicaid state plan.

All services shall be billed in whole units.
78.41(1) Supported community living services. Supported community living services are provided

by the provider within the consumer’s home and community, according to the individualized consumer
need as identified in the service plan pursuant to rule 441—83.67(249A).

a. Available components of the service are personal and home skills training services, individual
advocacy services, community skills training services, personal environment support services,
transportation, and treatment services.

(1) Personal and home skills training services are those activities which assist a consumer to
develop or maintain skills for self-care, self-directedness, and care of the immediate environment.

(2) “Individual advocacy services” means the act or process of representing the individual’s rights
and interests in order to realize the rights to which the individual is entitled and to remove barriers to
meeting the individual’s needs.

(3) “Community skills training services” means activities which assist a person to develop or
maintain skills allowing better participation in the community. Services shall focus on the following
areas as they are applicable to individuals being served:

1. Personal management skills training services are activities which assist a person to maintain
or develop skills necessary to sustain oneself in the physical environment and are essential to the
management of one’s personal business and property. This includes self-advocacy skills. Examples of
personal management skills are the ability to maintain a household budget; plan and prepare nutritional
meals; ability to use community resources such as public transportation, libraries, etc., and ability to
select foods at the grocery store.

2. Socialization skills training services are those activities which assist a consumer to develop
or maintain skills which include self-awareness and self-control, social responsiveness, community
participation, social amenities, and interpersonal skills.

3. Communication skills training services are activities which assist a person to develop or
maintain skills including expressive and receptive skills in verbal and nonverbal language and the
functional application of acquired reading and writing skills.

(4) “Personal and environmental support services” means activities and expenditures provided to
or on behalf of a person in the areas of personal needs in order to allow the person to function in the least
restrictive environment.

(5) “Transportation services” means activities and expenditures designed to assist the person to
travel from one place to another to obtain services or carry out life’s activities. The service excludes
transportation to and from work.
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(6) “Treatment services” means activities designed to assist the person to maintain or improve
physiological, emotional and behavioral functioning and to prevent conditions that would present
barriers to a person’s functioning. Treatment services include physical or physiological treatment and
psychotherapeutic treatment.

1. Physiological treatment means activities including medication regimens designed to prevent,
halt, control, relieve, or reverse symptoms or conditions which interfere with the normal functioning of
the human body. The activities shall be provided by or under the supervision of a health care professional
certified or licensed to provide the treatment activity specified.

2. Psychotherapeutic treatment means activities provided to assist a person in the identification or
modification of beliefs, emotions, attitudes, or behaviors in order to maintain or improve the person’s
functioning in response to the physical, emotional, and social environment.

b. The supported community living services are intended to provide for the daily living needs of
the consumer and shall be available as needed during any 24-hour period. Activities do not include those
associated with vocational services, academics, day care, medical services, Medicaid case management
or other case management. Services are individualized supportive services provided in a variety of
community-based, integrated settings.

(1) Supported community living services shall be available at a daily rate to consumers living
outside the home of their family, legal representative, or foster family and for whom a provider
has primary responsibility for supervision or structure during the month. This service will provide
supervision or structure in identified time periods when another resource is not available.

(2) Supported community living services shall be available at an hourly rate to consumers for whom
a daily rate is not established.

c. Services may be provided to a child or an adult. A maximum of three consumers receiving
community-supported alternative living arrangements or HCBS MR services may reside in a living unit
except providers meeting requirements set forth in 441—paragraph 77.37(14)“e.”

(1) Consumers may live within the home of their family or legal representative or within other
types of typical community living arrangements.

(2) Consumers of services living with families or legal representatives are not subject to the
maximum of three consumers in a living unit.

(3) Consumers may not live in licensed medical or health care facilities or in settings required to
be licensed as medical or health care facilities.

(4) Consumers aged 17 or under living within the home of their family, legal representative, or
foster families shall receive services based on development of adaptive, behavior, or health skills.
Duration of services shall be based on age appropriateness and individual attention span.

d. Rescinded IAB 2/5/03, effective 2/1/03.
e. Transportation to and from a day program is not a reimbursable service. Maintenance and room

and board costs are not reimbursable.
f. Provider budgets shall reflect all staff-to-consumer ratios and shall reflect costs associated

with consumers’ specific support needs for travel and transportation, consulting, instruction, and
environmental modifications and repairs, as determined necessary by the interdisciplinary team for each
consumer. The specific support needs must be identified in the Medicaid case manager’s service plan,
the total costs shall not exceed $1570 per consumer per year, and the provider must maintain records to
support the expenditures. A unit of service is:

(1) One full calendar day when a consumer residing in the living unit receives on-site staff
supervision for 14 or more hours per day as an average over a 7-day week and the consumer’s individual
comprehensive plan or case plan identifies and reflects the need for this amount of supervision.

(2) One hour when subparagraph (1) does not apply.
g. The maximum number of units available per consumer is as follows:
(1) 365 daily units per state fiscal year except a leap year when 366 daily units are available.
(2) 5,110 hourly units are available per state fiscal year except a leap year when 5,124 hourly units

are available.
h. The service shall be identified in the consumer’s individual comprehensive plan.
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i. Services shall not be simultaneously reimbursed with other residential services, HCBS MR
respite, Medicaid or HCBS MR nursing, or Medicaid or HCBS MR home health aide services.

78.41(2) Respite services. Respite care services are services provided to the consumer that give
temporary relief to the usual caregiver and provide all the necessary care that the usual caregiver would
provide during that time period. The purpose of respite care is to enable the consumer to remain in the
consumer’s current living situation.

a. Services provided outside the consumer’s home shall not be reimbursable if the living unit
where the respite is provided is reserved for another person on a temporary leave of absence.

b. Staff-to-consumer ratios shall be appropriate to the individual needs of the consumer as
determined by the consumer’s interdisciplinary team.

c. A unit of service is one hour.
d. Payment for respite services shall not exceed $7,050 per the consumer’s waiver year.
e. The service shall be identified in the consumer’s individual comprehensive plan.
f. Respite services shall not be simultaneously reimbursed with other residential or respite

services, HCBS MR waiver supported community living services, Medicaid or HCBS MR nursing, or
Medicaid or HCBS MR home health aide services.

g. Respite care is not to be provided to persons during the hours in which the usual caregiver is
employed except when the consumer is attending a camp. Respite cannot be provided to a consumer
whose usual caregiver is a consumer-directed attendant care provider for the consumer.

h. The interdisciplinary team shall determine if the consumer will receive basic individual respite,
specialized respite or group respite as defined in rule 441—83.60(249A).

i. A maximum of 14 consecutive days of 24-hour respite care may be reimbursed.
j. Respite services provided for a period exceeding 24 consecutive hours to three or more

individuals who require nursing care because of a mental or physical condition must be provided by a
health care facility licensed as described in Iowa Code chapter 135C.

78.41(3) Personal emergency response system. The personal emergency response system is an
electronic component that transmits a coded signal via digital equipment to a central monitoring station.
The electronic device allows a person to access assistance in the event of an emergency when alone.

a. The necessary components of the system are:
(1) An in-home medical communications transceiver.
(2) A remote, portable activator.
(3) A central monitoring station with backup systems staffed by trained attendants 24 hours per

day, seven days per week.
(4) Current data files at the central monitoring station containing response protocols and personal,

medical and emergency information for each consumer.
b. The service shall be identified in the consumer’s individual comprehensive plan.
c. A unit is a one-time installation fee or one month of service.
d. Maximum units per state fiscal year are the initial installation and 12 months of service.
78.41(4) Home and vehicle modifications. Covered home and vehicle modifications are those

physical modifications to the consumer’s home or vehicle listed below that directly address the
consumer’s medical or remedial need. Covered modifications must be necessary to provide for
the health, welfare, or safety of the consumer and enable the consumer to function with greater
independence in the home or vehicle.

a. Modifications that are necessary or desirable without regard to the consumer’s medical or
remedial need and that would be expected to increase the fair market value of the home or vehicle,
such as furnaces, fencing, roof repair, or adding square footage to the residence, are excluded except as
specifically included below. Repairs are also excluded.

b. Only the following modifications are covered:
(1) Kitchen counters, sink space, cabinets, special adaptations to refrigerators, stoves, and ovens.
(2) Bathtubs and toilets to accommodate transfer, special handles and hoses for shower heads, water

faucet controls, and accessible showers and sink areas.
(3) Grab bars and handrails.
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(4) Turnaround space adaptations.
(5) Ramps, lifts, and door, hall and window widening.
(6) Fire safety alarm equipment specific for disability.
(7) Voice-activated, sound-activated, light-activated, motion-activated, and electronic devices

directly related to the consumer’s disability.
(8) Vehicle lifts, driver-specific adaptations, remote-start systems, including such modifications

already installed in a vehicle.
(9) Keyless entry systems.
(10) Automatic opening device for home or vehicle door.
(11) Special door and window locks.
(12) Specialized doorknobs and handles.
(13) Plexiglas replacement for glass windows.
(14) Modification of existing stairs to widen, lower, raise or enclose open stairs.
(15) Motion detectors.
(16) Low-pile carpeting or slip-resistant flooring.
(17) Telecommunications device for the deaf.
(18) Exterior hard-surface pathways.
(19) New door opening.
(20) Pocket doors.
(21) Installation or relocation of controls, outlets, switches.
(22) Air conditioning and air filtering if medically necessary.
(23) Heightening of existing garage door opening to accommodate modified van.
(24) Bath chairs.
c. A unit of service is the completion of needed modifications or adaptations.
d. All modifications and adaptations shall be provided in accordance with applicable federal, state,

and local building and vehicle codes.
e. Services shall be performed following department approval of a binding contract between the

enrolled home and vehicle modification provider and the consumer.
f. The contract shall include, at a minimum, the work to be performed, cost, time frame for work

completion, and assurance of liability and workers’ compensation coverage.
g. Service payment shall be made to the enrolled home and vehicle modification provider. If

applicable, payment will be forwarded to the subcontracting agency by the enrolled home and vehicle
modification provider following completion of the approved modifications.

h. Services shall be included in the consumer’s service plan and shall exceed the Medicaid state
plan services.

78.41(5) Nursing services. Nursing services are individualized in-home medical services provided
by licensed nurses. Services shall exceed the Medicaid state plan services and be included in the
consumer’s individual comprehensive plan.

a. A unit of service is one hour.
b. A maximum of ten units are available per week.
78.41(6) Home health aide services. Home health aide services are personal or direct care services

provided to the consumer which are not payable under Medicaid as set forth in rule 441—78.9(249A).
Services shall include unskilled medical services and shall exceed those services provided under HCBS
MR supported community living. Instruction, supervision, support or assistance in personal hygiene,
bathing, and daily living shall be provided under supported community living.

a. Services shall be included in the consumer’s individual comprehensive plan.
b. A unit is one hour.
c. A maximum of 14 units are available per week.
78.41(7) Supported employment services. Supported employment services are individualized

services associated with obtaining and maintaining competitive paid employment in the least restrictive
environment possible, provided to individuals for whom competitive employment at or above minimum
wage is unlikely and who, because of their disability, need intense and ongoing support to perform in a
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work setting. Individual placements are the preferred service model. Covered services are those listed
in paragraphs “a” and “b” that address the disability-related challenges to securing and keeping a job.

a. Activities to obtain a job.  Covered services directed to obtaining a job must be provided to
or on behalf of a consumer for whom competitive employment is reasonably expected within less than
one year. Services must be focused on job placement, not on teaching generalized employment skills
or habilitative goals. Three conditions must be met before services are provided. First, the consumer
and the interdisciplinary team described in 441—subrule 83.67(1) must complete the form that Iowa
vocational rehabilitation services uses to identify the supported employment services appropriate to
meet a person’s employment needs. Second, the consumer’s interdisciplinary team must determine that
the identified services are necessary. Third, the consumer’s case manager must approve the services.
Available components of activities to obtain a job are as follows:

(1) Job development services. Job development services are directed toward obtaining competitive
employment. A unit of service is a job placement that the consumer holds for 30 consecutive calendar
days or more. Payment is available once the service is authorized in the member’s service plan. A
consumer may receive two units of job development services during a 12-month period. The activities
provided to the consumer may include:

1. Job procurement training, including grooming and hygiene, application, résumé development,
interviewing skills, follow-up letters, and job search activities.

2. Job retention training, including promptness, coworker relations, transportation skills,
disability-related supports, job benefits, and an understanding of employee rights and self-advocacy.

3. Customized job development services specific to the consumer.
(2) Employer development services. The focus of employer development services is to support

employers in hiring and retaining consumers in their workforce and to communicate expectations of
the employers to the interdisciplinary team described in 441—subrule 83.67(1). Employer development
services may be provided only to consumers who are reasonably expected to work for no more than
10 hours per week. A unit of service is one job placement that the consumer holds for 30 consecutive
calendar days or more. Payment for this service may be made only after the consumer holds the job
for 30 days. A consumer may receive two units of employer development services during a 12-month
period if the consumer is competitively employed for 30 or more consecutive calendar days and the other
conditions for service approval are met. The services provided may include:

1. Developing relationships with employers and providing leads for individual consumers when
appropriate.

2. Job analysis for a specific job.
3. Development of a customized training plan identifying job-specific skill requirements,

employer expectations, teaching strategies, time frames, and responsibilities.
4. Identifying and arranging reasonable accommodations with the employer.
5. Providing disability awareness and training to the employer when it is deemed necessary.
6. Providing technical assistance to the employer regarding the training progress as identified on

the consumer’s customized training plan.
(3) Enhanced job search activities. Enhanced job search activities are associated with obtaining

initial employment after job development services have been provided for a minimum of 30 days
or with assisting the consumer in changing jobs due to layoff, termination, or personal choice. The
interdisciplinary team must review and update the Iowa vocational rehabilitation services supported
employment readiness analysis form to determine if this service remains appropriate for the consumer’s
employment goals. A unit of service is an hour. A maximum of 26 units may be provided in a 12-month
period. The services provided may include:

1. Job opening identification with the consumer.
2. Assistance with applying for a job, including completion of applications or interviews.
3. Work site assessment and job accommodation evaluation.
b. Supports to maintain employment.
(1) Covered services provided to or on behalf of the consumer associated with maintaining

competitive paid employment are the following:
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1. Individual work-related behavioral management.
2. Job coaching.
3. On-the-job or work-related crisis intervention.
4. Assisting the consumer to use skills related to sustaining competitive paid employment,

including assistance with communication skills, problem solving, and safety.
5. Consumer-directed attendant care services as defined in subrule 78.41(8).
6. Assistance with time management.
7. Assistance with appropriate grooming.
8. Employment-related supportive contacts.
9. Employment-related transportation between work and home and to or from activities related to

employment and disability. Other forms of community transportation (including car pools, coworkers,
self or public transportation, families, and volunteers) must be attempted before transportation is
provided as a supported employment service.

10. On-site vocational assessment after employment.
11. Employer consultation.
(2) Services for maintaining employment may include services associated with sustaining

consumers in a team of no more than eight individuals with disabilities in a teamwork or “enclave”
setting.

(3) A unit of service is one hour.
(4) A maximum of 40 units may be received per week.
c. The following requirements apply to all supported employment services:
(1) Employment-related adaptations required to assist the consumer within the performance of the

consumer’s job functions shall be provided by the provider as part of the services.
(2) Employment-related transportation between work and home and to or from activities related

to employment and disability shall be provided by the provider as part of the services. Other forms of
community transportation (car pools, coworkers, self or public transportation, families, volunteers) must
be attempted before the service provider provides transportation.

(3) The majority of coworkers at any employment site with more than two employees where
consumers seek, obtain, or maintain employment must be persons without disabilities. In the
performance of job duties at any site where consumers seek, obtain, or maintain employment, the
consumer must have daily contact with other employees or members of the general public who do
not have disabilities, unless the absence of daily contact with other employees or the general public is
typical for the job as performed by persons without disabilities.

(4) All supported employment services shall provide individualized and ongoing support contacts
at intervals necessary to promote successful job retention. Each provider contact shall be documented.

(5) Documentation that services provided are not currently available under a program funded under
the Rehabilitation Act of 1973 or Public Law 94-142 shall be maintained in the provider file of each
consumer.

(6) All services shall be identified in the consumer’s service plan maintained pursuant to rule
441—83.67(249A).

(7) The following services are not covered:
1. Services involved in placing or maintaining consumers in day activity programs, work activity

programs or sheltered workshop programs;
2. Supports for volunteer work or unpaid internships;
3. Tuition for education or vocational training; or
4. Individual advocacy that is not consumer specific.
(8) Services to maintain employment shall not be provided simultaneously with day activity

programs, work activity programs, sheltered workshop programs, other HCBS services, or other
Medicaid services. However, services to obtain a job and services to maintain employment may be
provided simultaneously for the purpose of job advancement or job change.
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78.41(8) Consumer-directed attendant care service. Consumer-directed attendant care services are
service activities performed by a person to help a consumer with self-care tasks which the consumer
would typically do independently if the consumer were otherwise able.

a. The service activities may include helping the consumer with any of the following nonskilled
service activities:

(1) Dressing.
(2) Bath, shampoo, hygiene, and grooming.
(3) Access to and from bed or a wheelchair, transferring, ambulation, and mobility in general. It is

recommended that the provider receive certification of training and return demonstration for transferring.
Certification for this is available through the area community colleges.

(4) Toilet assistance, including bowel, bladder, and catheter assistance. It is recommended that the
provider receive certification of training and return demonstration for catheter assistance. Certification
for this is available through the area community colleges.

(5) Meal preparation, cooking, eating and feeding but not the cost of meals themselves.
(6) Housekeeping services which are essential to the consumer’s health care at home.
(7) Medications ordinarily self-administered including those ordered by a physician or other

qualified health care provider. It is recommended the provider successfully complete a medication aide
course administered by an area community college.

(8) Wound care.
(9) Assistance needed to go to or return from a place of employment and assistance with job-related

tasks while the consumer is on the job site. The cost of transportation for the consumer and assistance
with understanding or performing the essential job functions are not included in consumer-directed
attendant care services.

(10) Cognitive assistance with tasks such as handling money and scheduling.
(11) Fostering communication through interpreting and reading services as well as assistive devices

for communication.
(12) Assisting or accompanying a consumer in using transportation essential to the health and

welfare of the consumer. The cost of the transportation is not included.
b. The service activities may include helping the consumer with any of the following skilled

services under the supervision of a licensed nurse or licensed therapist working under the direction of
a physician. The licensed nurse or therapist shall retain accountability for actions that are delegated.
The licensed nurse or therapist shall ensure appropriate assessment, planning, implementation, and
evaluation. The licensed nurse or therapist shall make on-site supervisory visits every two weeks with
the provider present. The cost of the supervision provided by the licensed nurse or therapist shall be paid
from private insurance and other third-party payment sources, Medicare, the regular Medicaid program,
or the early periodic screening diagnosis and treatment program before accessing the HCBS waiver.

(1) Tube feedings of consumers unable to eat solid foods.
(2) Intravenous therapy administered by a registered nurse.
(3) Parenteral injections required more than once a week.
(4) Catheterizations, continuing care of indwelling catheters with supervision of irrigations, and

changing of Foley catheters when required.
(5) Respiratory care including inhalation therapy and tracheotomy care or tracheotomy care and

ventilator.
(6) Care of decubiti and other ulcerated areas, noting and reporting to the nurse or therapist.
(7) Rehabilitation services including, but not limited to, bowel and bladder training, range of

motion exercises, ambulation training, restorative nursing services, reteaching the activities of daily
living, respiratory care and breathing programs, reality orientation, reminiscing therapy, remotivation,
and behavior modification.

(8) Colostomy care.
(9) Care of medical conditions out of control which includes brittle diabetes and comfort care of

terminal conditions.
(10) Postsurgical nursing care.
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(11) Monitoring medications requiring close supervision because of fluctuating physical or
psychological conditions, e.g., antihypertensives, digitalis preparations, mood-altering or psychotropic
drugs, or narcotics.

(12) Preparing and monitoring response to therapeutic diets.
(13) Recording and reporting of changes in vital signs to the nurse or therapist.
c. A unit of service is 1 hour, or one 8- to 24-hour day provided by an individual or an agency.

Each service shall be billed in whole units.
d. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health

care shall be responsible for selecting the person or agency who will provide the components of the
attendant care services to be provided.

e. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health
care shall determine the components of the attendant care services to be provided with the person who
is providing the services to the consumer.

f. The service activities may not include parenting or child care for or on behalf of the consumer.
g. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health

care and the provider shall complete and sign Form 470-3372, HCBSConsumer-Directed Attendant Care
Agreement. A copy of the completed agreement shall be attached to the service plan, which is signed
by the service worker or case manager prior to the initiation of services, and kept in the consumer’s and
department’s records.

h. If the consumer has a guardian or attorney in fact under a durable power of attorney for health
care, the care plan shall address how consumer-directed attendant care services will be monitored to
ensure the consumer’s needs are being adequately met. If the guardian or attorney in fact is the service
provider, the service plan shall address how the service worker or case manager shall oversee service
provision.

i. If the consumer has a guardian or attorney in fact under a durable power of attorney for health
care, the guardian or attorney in fact shall sign the claim form in place of the consumer, indicating that
the service has been provided as presented on the claim.

j. The frequency or intensity of services shall be indicated in the service plan.
k. Consumer-directed attendant care services may not be simultaneously reimbursed with any

other HCBS waiver services.
l. Consumer-directed attendant care services may be provided to a recipient of in-home

health-related care services, but not at the same time.
m. Services may be provided in the absence of a parent or guardian if the parent or guardian has

given advanced direction for the service provision.
78.41(9) Interim medical monitoring and treatment services. Interim medical monitoring and

treatment services are monitoring and treatment of a medical nature requiring specially trained
caregivers beyond what is normally available in a day care setting. The services must be needed to
allow the consumer’s usual caregivers to be employed or, for a limited period of time, for academic
or vocational training of a usual caregiver; due to the hospitalization, treatment for physical or mental
illness, or death of a usual caregiver; or during a search for employment by a usual caregiver.

a. Service requirements. Interim medical monitoring and treatment services shall:
(1) Provide experiences for each consumer’s social, emotional, intellectual, and physical

development;
(2) Include comprehensive developmental care and any special services for a consumer with special

needs; and
(3) Include medical assessment, medical monitoring, and medical intervention as needed on a

regular or emergency basis.
b. Interimmedical monitoring and treatment services may include supervision to and from school.
c. Limitations.
(1) A maximum of 12 one-hour units of service is available per day.
(2) Covered services do not include a complete nutritional regimen.
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(3) Interim medical monitoring and treatment services may not duplicate any regular Medicaid or
waiver services provided under the state plan.

(4) Interim medical monitoring and treatment services may be provided only in the consumer’s
home, in a registered group child care home, in a registered family child care home, in a licensed child
care center, or during transportation to and from school.

(5) The staff-to-consumer ratio shall not be less than one to six.
d. A unit of service is one hour.
78.41(10) Residential-based supported community living services. Residential-based supported

community living services are medical or remedial services provided to children under the age
of 18 while living outside their home in a residential-based living environment furnished by the
residential-based supported community living service provider. The services eliminate barriers to
family reunification or develop self-help skills for maximum independence.

a. Allowable service components are the following:
(1) Daily living skills development. These are services to develop the child’s ability to function

independently in the community on a daily basis, including training in food preparation, maintenance of
living environment, time and money management, personal hygiene, and self-care.

(2) Social skills development. These are services to develop a child’s communication and
socialization skills, including interventions to develop a child’s ability to solve problems, resolve
conflicts, develop appropriate relationships with others, and develop techniques for controlling behavior.

(3) Family support development. These are services necessary to allow a child to return to the
child’s family or another less restrictive service environment. These services must include counseling
and therapy sessions that involve both the child and the child’s family at least 50 percent of the time and
that focus on techniques for dealing with the special care needs of the child and interventions needed to
alleviate behaviors that are disruptive to the family or other group living unit.

(4) Counseling and behavior intervention services. These are services to halt, control, or reverse
stress and social, emotional, or behavioral problems that threaten or have negatively affected the child’s
stability. Activities under this service include counseling and behavior intervention with the child,
including interventions to ameliorate problem behaviors.

b. Residential-based supported community living services must also address the ordinary
daily-living needs of the child, excluding room and board, such as needs for safety and security, social
functioning, and other medical care.

c. Residential-based supported community living services do not include services associated with
vocational needs, academics, day care, Medicaid case management, other case management, or any other
services that the child can otherwise obtain through Medicaid.

d. Room and board costs are not reimbursable as residential-based supported community living
services.

e. The scope of service shall be identified in the child’s service plan pursuant to 441—paragraph
77.37(23)“d.”

f. Residential-based supported community living services shall not be simultaneously reimbursed
with other residential services provided under anHCBSwaiver or otherwise provided under theMedicaid
program.

g. A unit of service is a day.
h. The maximum number of units of residential-based supported community living services

available per child is 365 daily units per state fiscal year, except in a leap year when 366 daily units
are available.

78.41(11) Transportation. Transportation services may be provided for consumers to conduct
business errands and essential shopping, to receive medical services when not reimbursed through
medical transportation, to travel to and from work or day programs, and to reduce social isolation. A unit
of service is either per mile, per trip, or the unit established by an area agency on aging. Transportation
may not be reimbursed simultaneously with HCBS MR waiver supported community living service.

78.41(12) Adult day care services. Adult day care services provide an organized program of
supportive care in a group environment to persons who need a degree of supervision and assistance on
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a regular or intermittent basis. A unit of service is a full day (4 to 8 hours) or a half-day (1 to 4 hours)
or an extended day (8 to 12 hours).

78.41(13) Prevocational services. Prevocational services are services that are aimed at preparing
a consumer eligible for the HCBS MR waiver for paid or unpaid employment, but are not job-task
oriented. These services include teaching the consumer concepts necessary as job readiness skills, such
as following directions, attending to tasks, task completion, problem solving, and safety and mobility
training.

a. Prevocational services are intended to have a more generalized result as opposed to vocational
training for a specific job or supported employment. Services include activities that are not primarily
directed at teaching specific job skills but at more generalized habilitative goals, and are reflected in a
habilitative plan that focuses on general habilitative rather than specific employment objectives.

b. Prevocational services do not include:
(1) Services defined in Section 4(a)(4) of the 1975 amendments to the Education of the

Handicapped Act (20 U.S.C. 1404(16) and (17)) that are otherwise available to the consumer through
a state or local education agency.

(2) Vocational rehabilitation services that are otherwise available to the consumer through a
program funded under Section 110 of the Rehabilitation Act of 1973 (29 U.S.C. 730).

78.41(14) Day habilitation services.
a. Scope. Day habilitation services are services that assist or support the consumer in

developing or maintaining life skills and community integration. Services must enable or enhance
the consumer’s intellectual functioning, physical and emotional health and development, language
and communication development, cognitive functioning, socialization and community integration,
functional skill development, behavior management, responsibility and self-direction, daily living
activities, self-advocacy skills, or mobility.

b. Family training option. Day habilitation services may include training families in treatment
and support methodologies or in the care and use of equipment. Family training may be provided in the
consumer’s home. The unit of service is an hour. The units of services payable are limited to a maximum
of 10 hours per month.

c. Unit of service. Except as provided in paragraph “b,” the unit of service may be an hour, a
half-day (1 to 4 hours), or a full day (4 to 8 hours).

d. Exclusions.
(1) Services shall not be provided in the consumer’s home, except as provided in paragraph

“b.” For this purpose, services provided in a residential care facility where the consumer lives are not
considered to be provided in the consumer’s home.

(2) Services shall not include vocational or prevocational services and shall not involve paid work.
(3) Services shall not duplicate or replace education or related services defined in Public Law

94-142, the Education of the Handicapped Act.
(4) Services shall not be provided simultaneously with other Medicaid-funded services.
78.41(15) Consumer choices option. The consumer choices option provides a consumer with a

flexible monthly individual budget that is based on the consumer’s service needs. With the individual
budget, the consumer shall have the authority to purchase goods and services and may choose to employ
providers of services and supports. Components of this service are set forth below.

a. Agreement. As a condition of participating in the consumer choices option, a consumer shall
sign Form 470-4289, HCBS Consumer Choices Informed Consent and Risk Agreement, to document
that the consumer has been informed of the responsibilities and risks of electing the consumer choices
option.

b. Individual budget amount. Amonthly individual budget amount shall be set for each consumer.
The consumer’s department service worker or Medicaid targeted case manager shall determine the
amount of each consumer’s individual budget, based on the services and supports authorized in the
consumer’s service plan. The consumer shall be informed of the individual budget amount during the
development of the service plan.
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(1) Services that may be included in determining the individual budget amount for a consumer in
the HCBS mental retardation waiver are:

1. Consumer-directed attendant care (unskilled).
2. Day habilitation.
3. Home and vehicle modification.
4. Prevocational services.
5. Basic individual respite care.
6. Supported community living.
7. Supported employment.
8. Transportation.
(2) The department shall determine an average unit cost for each service listed in subparagraph (1)

based on actual unit costs from the previous fiscal year plus a cost-of-living adjustment.
(3) In aggregate, costs for individual budget services shall not exceed the current costs of waiver

program services. In order to maintain cost neutrality, the department shall apply a utilization adjustment
factor to the amount of service authorized in the consumer’s service plan before calculating the value of
that service to be included in the individual budget amount.

(4) The department shall compute the utilization adjustment factor for each service by dividing
the net costs of all claims paid for the service by the total of the authorized costs for that service, using
at least 12 consecutive months of aggregate service data. The utilization adjustment factor shall be no
lower than 60 percent. The department shall analyze and adjust the utilization adjustment factor at least
annually in order to maintain cost neutrality.

(5) Anticipated costs for home and vehicle modification are not subject to the average cost in
subparagraph (2) or the utilization adjustment factor in subparagraph (3). Costs for home and vehicle
modification may be released in a one-time payment.

(6) The individual budget amount may be changed only at the first of the month and shall remain
fixed for the entire month.

c. Required service components. To participate in the consumer choices option, a consumer must
hire an independent support broker and must work with a financial management service that is enrolled
as a Medicaid HCBS mental retardation waiver services provider.

(1) Before hiring the individual support broker, the consumer shall receive the results of the
background check conducted pursuant to 441—subrule 77.30(14).

(2) If the consumer chooses to hire a person who has a criminal record or founded abuse report, the
consumer assumes the risk for this action and shall acknowledge this information on Form 470-4289,
HCBS Consumer Choices Informed Consent and Risk Agreement.

d. Optional service components. A consumer who elects the consumer choices option may
purchase the following services and supports, which shall be provided in the consumer’s home or at
an integrated community setting:

(1) Self-directed personal care services. Self-directed personal care services are services or goods
that provide a range of assistance in activities of daily living and incidental activities of daily living that
help the consumer remain in the home and community.

(2) Self-directed community supports and employment. Self-directed community supports and
employment are services that support the consumer in developing and maintaining independence and
community integration.

(3) Individual-directed goods and services. Individual-directed goods and services are services,
equipment, or supplies not otherwise provided through the Medicaid program that address a need
identified in the consumer’s service plan. The item or service shall decrease the consumer’s need
for other Medicaid services, promote the consumer’s inclusion in the community, or increase the
consumer’s safety in the community.

e. Development of the individual budget. The individual support broker shall assist the consumer
in developing and implementing the consumer’s individual budget. The individual budget shall include:

(1) The costs of the financial management service.
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(2) The costs of the independent support broker. The independent support broker may be
compensated for up to 6 hours of service for assisting with the implementation of the initial individual
budget. After the initial implementation, the independent support broker shall not be paid for more than
20 hours of service during a 12-month period without prior approval by the department.

(3) The costs of any services and supports chosen by the consumer as described in paragraph “d.”
f. Budget authority. The consumer shall have authority over the individual budget authorized by

the department to perform the following tasks:
(1) Contract with entities to provide services and supports as described in this subrule.
(2) Determine the amount to be paid for services with the exception of the independent support

broker and the financial management service. Reimbursement rates for the independent support broker
and the financial management service are subject to the limits in 441—subrule 79.1(2).

(3) Schedule the provision of services.
(4) Authorize payment for waiver goods and services identified in the individual budget.

Consumers shall not use the individual budget to purchase room and board, sheltered workshop
services, child care, or personal entertainment items.

(5) Reallocate funds among services included in the budget.
g. Delegation of budget authority. The consumer may delegate responsibility for the individual

budget to a representative in addition to the independent support broker.
(1) The representative must be at least 18 years old.
(2) The representative shall not be a current provider of service to the consumer.
(3) The consumer shall sign a consent form that designates who the consumer has chosen as a

representative and what responsibilities the representative shall have.
(4) The representative shall not be paid for this service.
h. Employer authority. The consumer shall have the authority to be the common-law employer of

employees providing services and support under the consumer choices option. A common-law employer
has the right to direct and control the performance of the services. The consumer may perform the
following functions:

(1) Recruit employees.
(2) Select employees from a worker registry.
(3) Verify employee qualifications.
(4) Specify additional employee qualifications.
(5) Determine employee duties.
(6) Determine employee wages and benefits.
(7) Schedule employees.
(8) Train and supervise employees.
i. Employment agreement. Any person employed by the consumer to provide services under

the consumer choices option shall sign an employment agreement with the consumer that outlines the
employee’s and consumer’s responsibilities.

j. Responsibilities of the independent support broker. The independent support broker shall
perform the services specified in 78.34(13)“j.”

k. Responsibilities of the financial management service. The financial management service shall
perform all of the services specified in 78.34(13)“k.”

This rule is intended to implement Iowa Code section 249A.4.

441—78.42(249A) Rehabilitative treatment services.   Rescinded IAB 8/1/07, effective 9/5/07.

441—78.43(249A) HCBS brain injury waiver services.   Payment shall be approved for the following
services to consumers eligible for the HCBS brain injury services as established in 441—Chapter 83
and as identified in the consumer’s service plan. All services shall include the applicable and necessary
instructions, supervision, assistance and support as required by the consumer in achieving the goals
written specifically in the service plan. The services, amount and supports provided under the HCBS
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brain injury waiver shall be delivered in the least restrictive environment and in conformity with the
consumer’s service plan.

Reimbursement shall not be available under the waiver for any services that the consumer can obtain
through regular Medicaid.

All services shall be billed in whole units.
78.43(1) Case management services. Individual case management services means activities

provided, using an interdisciplinary process, to persons with a brain injury to ensure that the consumer
has received a comprehensive evaluation and diagnosis, to give assistance to the consumer in obtaining
appropriate services and living arrangements, to coordinate the delivery of services, and to provide
monitoring to ensure the continued appropriate provision of services and the appropriateness of the
selected living arrangement.

The service is to be delivered in such a way as to enhance the capabilities of consumers and their
families to exercise their rights and responsibilities as citizens in the community. The goal is to enhance
the ability of the consumer to exercise choice, make decisions, take risks which are a typical part of
life, and fully participate as members of the community. It is essential that the case manager develop a
relationship with the consumer so that the abilities, needs and desires of the consumer can be clearly
identified and communicated and the case manager can help to ensure that the system and specific
services are responsive to the needs of the individual consumers. Those who are at the ICF/MR level of
care where the county has voluntarily chosen to participate in the HCBS brain injury waiver are eligible
for targeted case management and, therefore, are not eligible for case management as a waiver service.

Case management services shall consist of the following components:
a. Intake, which includes ensuring that there is sufficient information to identify all areas of need

for services and appropriate living arrangements.
b. Assurance that a service plan is developed which addresses the consumer’s total needs for

services and living arrangements.
c. Assistance to the consumer in obtaining the services and living arrangements identified in the

service plan.
d. Coordination and facilitation of decision making among providers to ensure consistency in the

implementation of the service plan.
e. Monitoring of the services and living arrangements to ensure their continued appropriateness

for the consumer.
f. Crisis assistance to facilitate referral to the appropriate providers to resolve the crisis. The intent

and purpose of the individual case services are to facilitate the consumer’s access to the service system
and to enable consumers and their families to make decisions on their own behalf by providing:

(1) Information necessary for decision making.
(2) Assistance with decision making and participation in the decision-making process affecting the

consumer.
(3) Assistance in problem solving.
(4) Assistance in exercising the consumer’s rights.
78.43(2) Supported community living services. Supported community living services are provided

by the provider within the consumer’s home and community, according to the individualized consumer
need as identified in the individual comprehensive plan (ICP) or department case plan. Intermittent
service shall be provided as defined in rule 441—83.81(249A).

a. The basic components of the service may include, but are not limited to, personal and home
skills training services, individual advocacy services, community skills training services, personal
environment support services, transportation, and treatment services.

(1) Personal and home skills training services are those activities which assist a consumer to
develop or maintain skills for self-care, self-directedness, and care of the immediate environment.

(2) Individual advocacy is the act or process of representing the individual’s rights and interests
in order to realize the rights to which the individual is entitled and to remove barriers to meeting the
individual’s needs.
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(3) Community skills training services are those activities which assist a person to develop or
maintain skills allowing better participation in the community. Services shall focus on the following
areas as they are applicable to individuals being served:

1. Personal management skills training services are activities which assist a person to maintain
or develop skills necessary to sustain oneself in the physical environment and are essential to the
management of one’s personal business and property. This includes self-advocacy skills. Examples of
personal management skills are the ability to maintain a household budget, plan and prepare nutritional
meals, use community resources such as public transportation and libraries, and select foods at the
grocery store.

2. Socialization skills training services are those activities which assist a consumer to develop
or maintain skills which include self-awareness and self-control, social responsiveness, community
participation, social amenities, and interpersonal skills.

3. Communication skills training services are activities which assist a person to develop or
maintain skills including expressive and receptive skills in verbal and nonverbal language and the
functional application of acquired reading and writing skills.

(4) Personal and environmental support services are those activities and expenditures provided to
or on behalf of a person in the areas of personal needs in order to allow the person to function in the least
restrictive environment.

(5) Transportation services are those activities and expenditures designed to assist the consumer
to travel from one place to another to obtain services or carry out life’s activities. The service excludes
transportation to and from work or day programs.

(6) Treatment services are those activities designed to assist the person to maintain or improve
physiological, emotional and behavioral functioning and to prevent conditions that would present
barriers to a person’s functioning. Treatment services include physical or physiological treatment and
psychotherapeutic treatment.

Physiological treatment means activities including medication regimens designed to prevent, halt,
control, relieve, or reverse symptoms or conditions which interfere with the normal functioning of the
human body. The activities shall be provided by or under the supervision of a health care professional
certified or licensed to provide the treatment activity specified.

Psychotherapeutic treatment means activities provided to assist a person in the identification or
modification of beliefs, emotions, attitudes, or behaviors in order to maintain or improve the person’s
functioning in response to the physical, emotional, and social environment.

b. The supported community living services are intended to provide for the daily living needs of
the consumer and shall be available as needed during any 24-hour period. Activities do not include those
associated with vocational services, academics, day care, medical services, Medicaid case management
or other case management. Services are individualized supportive services provided in a variety of
community-based, integrated settings.

(1) Supported community living services shall be available at a daily rate to consumers living
outside the home of their family, legal representative, or foster family and for whom a provider
has primary responsibility for supervision or structure during the month. This service shall provide
supervision or structure in identified time periods when another resource is not available.

(2) Supported community living services shall be available at an hourly rate to consumers for whom
a daily rate is not established.

(3) Intermittent service shall be provided as defined in rule 441—83.81(249A).
c. Services may be provided to a child or an adult. Children must first access all other services

for which they are eligible and which are appropriate to meet their needs before accessing the HCBS
brain injury waiver services. A maximum of three consumers may reside in a living unit, except when
the provider meets the requirements set forth in 441—paragraph 77.39(13)“e.”

(1) Consumers may live in the home of their family or legal representative or in other types of
typical community living arrangements.

(2) Consumers of services living with families or legal representatives are not subject to the
maximum of three consumers in a living unit.
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(3) Consumers may not live in licensed medical or health care facilities or in settings required to
be licensed as medical or health care facilities.

(4) Consumers aged 17 or under living in the home of their family, legal representative, or foster
families shall receive services based on development of adaptive, behavior, or health skills. Duration of
services shall be based on age appropriateness and individual attention span.

d. Rescinded IAB 2/5/03, effective 2/1/03.
e. Provider budgets shall reflect all staff-to-consumer ratios and shall reflect costs associated

with consumers’ specific support needs for travel and transportation, consulting, instruction, and
environmental modifications and repairs, as determined necessary by the interdisciplinary team for each
consumer. The specific support needs must be identified in the Medicaid case manager’s service plan,
the total costs shall not exceed $1570 per consumer per year, and the provider must maintain records to
support the expenditures. A unit of service is:

(1) One full calendar day when a consumer residing in the living unit receives on-site staff
supervision for 19 or more hours during a 24-hour calendar day and the consumer’s individual
comprehensive plan identifies and reflects the need for this amount of supervision.

(2) One hour when subparagraph (1) does not apply.
f. The maximum numbers of units available per consumer are as follows:
(1) 365 daily units per state fiscal year except a leap year, when 366 daily units are available.
(2) 8,395 hourly units are available per state fiscal year except a leap year, when 8,418 hourly units

are available.
g. The service shall be identified in the consumer’s individual comprehensive plan.
h. Services shall not be simultaneously reimbursed with other residential services, HCBS brain

injury waiver respite, transportation or personal assistance services, Medicaid nursing, orMedicaid home
health aide services.

78.43(3) Respite services. Respite care services are services provided to the consumer that give
temporary relief to the usual caregiver and provide all the necessary care that the usual caregiver would
provide during that time period. The purpose of respite care is to enable the consumer to remain in the
consumer’s current living situation.

a. Services provided outside the consumer’s home shall not be reimbursable if the living unit
where respite is provided is reserved for another person on a temporary leave of absence.

b. Staff-to-consumer ratios shall be appropriate to the individual needs of the consumer as
determined by the consumer’s interdisciplinary team.

c. A unit of service is one hour.
d. Respite care is not to be provided to persons during the hours in which the usual caregiver is

employed except when the consumer is attending a camp. Respite cannot be provided to a consumer
whose usual caregiver is a consumer-directed attendant care provider for the consumer.

e. Respite services shall not be simultaneously reimbursed with other residential or respite
services, HCBS brain injury waiver supported community living services, Medicaid nursing, or
Medicaid home health aide services.

f. The interdisciplinary team shall determine if the consumer will receive basic individual respite,
specialized respite or group respite as defined in rule 441—83.81(249A).

g. A maximum of 14 consecutive days of 24-hour respite care may be reimbursed.
h. Respite services provided for a period exceeding 24 consecutive hours to three or more

individuals who require nursing care because of a mental or physical condition must be provided by a
health care facility licensed as described in Iowa Code chapter 135C.

78.43(4) Supported employment services. Supported employment services are individualized
services associated with obtaining and maintaining competitive paid employment in the least restrictive
environment possible, provided to individuals for whom competitive employment at or above minimum
wage is unlikely and who, because of their disability, need intense and ongoing support to perform in a
work setting. Individual placements are the preferred service model. Covered services are those listed
in paragraphs “a” and “b” that address the disability-related challenges to securing and keeping a job.
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a. Activities to obtain a job. Covered services directed to obtaining a job must be provided to
or on behalf of a consumer for whom competitive employment is reasonably expected within less than
one year. Services must be focused on job placement, not on teaching generalized employment skills
or habilitative goals. Three conditions must be met before services are provided. First, the consumer
and the interdisciplinary team described in rule 441—83.87(249A) must complete the form that Iowa
vocational rehabilitation services uses to identify the supported employment services appropriate to meet
the consumer’s employment needs. Second, the consumer’s interdisciplinary team must determine that
the identified services are necessary. Third, the consumer’s case manager must approve the services.
Available components of activities to obtain a job are as follows:

(1) Job development services. Job development services are directed toward obtaining competitive
employment. A unit of service is a job placement that the consumer holds for 30 consecutive calendar
days or more. Payment is available once the service is authorized in the member’s service plan. A
consumer may receive two units of job development services during a 12-month period. The activities
provided to the consumer may include:

1. Job procurement training, including grooming and hygiene, application, résumé development,
interviewing skills, follow-up letters, and job search activities.

2. Job retention training, including promptness, coworker relations, transportation skills,
disability-related supports, job benefits, and an understanding of employee rights and self-advocacy.

3. Customized job development services specific to the consumer.
(2) Employer development services. The focus of employer development services is to support

employers in hiring and retaining consumers in their workforce and to communicate expectations of the
employers to the interdisciplinary team described in rule 441—83.87(249A). Employer development
services may be provided only to consumers who are reasonably expected to work for no more than
10 hours per week. A unit of service is one job placement that the consumer holds for 30 consecutive
calendar days or more. Payment for this service may be made only after the consumer holds the job
for 30 days. A consumer may receive two units of employer development services during a 12-month
period if the consumer is competitively employed for 30 or more consecutive calendar days and the other
conditions for service approval are met. The services provided may include:

1. Developing relationships with employers and providing leads for individual consumers when
appropriate.

2. Job analysis for a specific job.
3. Development of a customized training plan identifying job-specific skill requirements,

employer expectations, teaching strategies, time frames, and responsibilities.
4. Identifying and arranging reasonable accommodations with the employer.
5. Providing disability awareness and training to the employer when it is deemed necessary.
6. Providing technical assistance to the employer regarding the training progress as identified on

the consumer’s customized training plan.
(3) Enhanced job search activities. Enhanced job search activities are associated with obtaining

initial employment after job development services have been provided to the consumer for a minimum
of 30 days or with assisting the consumer in changing jobs due to layoff, termination, or personal choice.
The interdisciplinary team must review and update the Iowa vocational rehabilitation services supported
employment readiness analysis form to determine if this service remains appropriate for the consumer’s
employment goals. A unit of service is an hour. A maximum of 26 units may be provided in a 12-month
period. The services provided may include:

1. Job opening identification with the consumer.
2. Assistance with applying for a job, including completion of applications or interviews.
3. Work site assessment and job accommodation evaluation.
b. Supports to maintain employment.
(1) Covered services provided to or on behalf of the consumer associated with maintaining

competitive paid employment are the following:
1. Individual work-related behavioral management.
2. Job coaching.
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3. On-the-job or work-related crisis intervention.
4. Assisting the consumer to use skills related to sustaining competitive paid employment,

including assistance with communication skills, problem solving, and safety.
5. Consumer-directed attendant care services as defined in subrule 78.43(13).
6. Assistance with time management.
7. Assistance with appropriate grooming.
8. Employment-related supportive contacts.
9. Employment-related transportation between work and home and to or from activities related to

employment and disability. Other forms of community transportation (including car pools, coworkers,
self or public transportation, families, and volunteers) must be attempted before transportation is
provided as a supported employment service.

10. On-site vocational assessment after employment.
11. Employer consultation.
(2) Services for maintaining employment may include services associated with sustaining

consumers in a team of no more than eight individuals with disabilities in a teamwork or “enclave”
setting.

(3) A unit of service is one hour.
(4) A maximum of 40 units may be received per week.
c. The following requirements apply to all supported employment services:
(1) Employment-related adaptations required to assist the consumer within the performance of the

consumer’s job functions shall be provided by the provider as part of the services.
(2) Employment-related transportation between work and home and to or from activities related

to employment and disability shall be provided by the provider as part of the services. Other forms of
community transportation (car pools, coworkers, self or public transportation, families, volunteers) must
be attempted before the service provider provides transportation.

(3) The majority of coworkers at any employment site with more than two employees where
consumers seek, obtain, or maintain employment must be persons without disabilities. In the
performance of job duties at any site where consumers seek, obtain, or maintain employment, the
consumer must have daily contact with other employees or members of the general public who do
not have disabilities, unless the absence of daily contact with other employees or the general public is
typical for the job as performed by persons without disabilities.

(4) All supported employment services shall provide individualized and ongoing support contacts
at intervals necessary to promote successful job retention. Each provider contact shall be documented.

(5) Documentation that services provided are not currently available under a program funded under
the Rehabilitation Act of 1973 or Public Law 94-142 shall be maintained in the provider file of each
consumer.

(6) All services shall be identified in the consumer’s service plan maintained pursuant to rule
441—83.67(249A).

(7) The following services are not covered:
1. Services involved in placing or maintaining consumers in day activity programs, work activity

programs or sheltered workshop programs;
2. Supports for volunteer work or unpaid internships;
3. Tuition for education or vocational training; or
4. Individual advocacy that is not consumer specific.
(8) Services to maintain employment shall not be provided simultaneously with day activity

programs, work activity programs, sheltered workshop programs, other HCBS services, or other
Medicaid services. However, services to obtain a job and services to maintain employment may be
provided simultaneously for the purpose of job advancement or job change.

78.43(5) Home and vehicle modifications. Covered home and vehicle modifications are those
physical modifications to the consumer’s home or vehicle listed below that directly address the
consumer’s medical or remedial need. Covered modifications must be necessary to provide for
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the health, welfare, or safety of the consumer and enable the consumer to function with greater
independence in the home or vehicle.

a. Modifications that are necessary or desirable without regard to the consumer’s medical or
remedial need and that would be expected to increase the fair market value of the home or vehicle,
such as furnaces, fencing, roof repair, or adding square footage to the residence, are excluded except as
specifically included below. Repairs are also excluded.

b. Only the following modifications are covered:
(1) Kitchen counters, sink space, cabinets, special adaptations to refrigerators, stoves, and ovens.
(2) Bathtubs and toilets to accommodate transfer, special handles and hoses for shower heads, water

faucet controls, and accessible showers and sink areas.
(3) Grab bars and handrails.
(4) Turnaround space adaptations.
(5) Ramps, lifts, and door, hall and window widening.
(6) Fire safety alarm equipment specific for disability.
(7) Voice-activated, sound-activated, light-activated, motion-activated, and electronic devices

directly related to the consumer’s disability.
(8) Vehicle lifts, driver-specific adaptations, remote-start systems, including such modifications

already installed in a vehicle.
(9) Keyless entry systems.
(10) Automatic opening device for home or vehicle door.
(11) Special door and window locks.
(12) Specialized doorknobs and handles.
(13) Plexiglas replacement for glass windows.
(14) Modification of existing stairs to widen, lower, raise or enclose open stairs.
(15) Motion detectors.
(16) Low-pile carpeting or slip-resistant flooring.
(17) Telecommunications device for the deaf.
(18) Exterior hard-surface pathways.
(19) New door opening.
(20) Pocket doors.
(21) Installation or relocation of controls, outlets, switches.
(22) Air conditioning and air filtering if medically necessary.
(23) Heightening of existing garage door opening to accommodate modified van.
(24) Bath chairs.
c. A unit of service is the completion of needed modifications or adaptations.
d. All modifications and adaptations shall be provided in accordance with applicable federal, state,

and local building and vehicle codes.
e. Services shall be performed following department approval of a binding contract between the

enrolled home and vehicle modification provider and the consumer.
f. The contract shall include, at a minimum, the work to be performed, cost, time frame for work

completion, and assurance of liability and workers’ compensation coverage.
g. Service payment shall be made to the enrolled home and vehicle modification provider. If

applicable, payment will be forwarded to the subcontracting agency by the enrolled home and vehicle
modification provider following completion of the approved modifications. Payment of up to $6,060 per
year may be made to certified providers upon satisfactory completion of the service. The service worker
shall encumber up to $505 per month within the monthly dollar cap allowed for the consumer until the
amount of the modification is reached within the 12-month period.

h. Services shall be included in the consumer’s service plan and shall exceed the Medicaid state
plan services.

78.43(6) Personal emergency response system. The personal emergency response system allows a
consumer experiencing a medical emergency at home to activate electronic components that transmit a
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coded signal via digital equipment over telephone lines to a central monitoring station. The necessary
components of a system are:

a. An in-home medical communications transceiver.
b. A remote, portable activator.
c. A central monitoring station with backup systems staffed by trained attendants 24 hours per

day, seven days per week.
d. Current data files at the central monitoring station containing response protocols and personal,

medical and emergency information for each consumer.
e. The service shall be identified in the consumer’s individual and comprehensive plan.
f. A unit is a one-time installation fee or one month of service.
g. Maximum units per state fiscal year are the initial installation and 12 months of service.
78.43(7) Transportation. Transportation services may be provided for consumers to conduct

business errands and essential shopping, to receive medical services when not reimbursed through
medical transportation, to travel to and from work or day programs, and to reduce social isolation. A unit
of service is either per mile, per trip, or the unit established by an area agency on aging. Transportation
may not be reimbursed simultaneously with HCBS brain injury waiver supported community living
service.

78.43(8) Specialized medical equipment. Specialized medical equipment shall include medically
necessary items for personal use by consumers with a brain injury which provide for health and safety
of the consumer which are not ordinarily covered by Medicaid, and are not funded by educational or
vocational rehabilitation programs, and are not provided by voluntary means. This includes, but is
not limited to: electronic aids and organizers, medicine dispensing devices, communication devices,
bath aids, and noncovered environmental control units. This includes repair and maintenance of items
purchased through the waiver in addition to the initial purchase cost.

a. Consumers may receive specializedmedical equipment once per month until a maximum yearly
usage of $6,060 has been reached.

b. The need for specialized medical equipment shall be documented by a health care professional
as necessary for the consumer’s health and safety and identified in the consumer’s individual
comprehensive plan.

78.43(9) Adult day care services. Adult day care services provide an organized program of
supportive care in a group environment to persons who need a degree of supervision and assistance on
a regular or intermittent basis in a day care center. A unit of service is a full day (4 to 8 hours) or a half
day (1 to 4 hours) or an extended day (8 to 12 hours). Components of the service are set forth in rule
441—171.6(234).

78.43(10) Family counseling and training services. Family counseling and training services are
face-to-face mental health services provided to the consumer and the family with whom the consumer
lives, or who routinely provide care to the consumer to increase the consumer’s or family members’
capabilities to maintain and care for the consumer in the community. Counseling may include helping
the consumer or the consumer’s family members with crisis, coping strategies, stress reduction,
management of depression, alleviation of psychosocial isolation and support in coping with the effects
of a brain injury. It may include the use of treatment regimes as specified in the ITP. Periodic training
updates may be necessary to safely maintain the consumer in the community.

Family may include spouse, children, friends, or in-laws of the consumer. Family does not include
individuals who are employed to care for the consumer.

78.43(11) Prevocational services. Prevocational services are services aimed at preparing a consumer
eligible for the HCBS brain injury waiver for paid or unpaid employment, but which are not job task
oriented. These services include teaching the consumer concepts necessary as job readiness skills, such
as following directions, attending to tasks, task completion, problem solving, and safety and mobility
training. Prevocational services are intended to have a more generalized result as opposed to vocational
training for a specific job or supported employment. Services include activities which are not primarily
directed at teaching specific job skills but more generalized habilitative goals and are reflected in a
habilitative plan which focuses on general habilitative rather than specific employment objectives.
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Prevocational services do not include services defined in Section 4(a)(4) of the 1975 amendments to
the Education of the Handicapped Act (20 U.S.C. 1404(16) and (17)) which are otherwise available to
the individual through a state or local education agency or vocational rehabilitation services which are
otherwise available to the individual through a program funded under Section 110 of the Rehabilitation
Act of 1973 (29 U.S.C. 730).

78.43(12) Behavioral programming. Behavioral programming consists of individually designed
strategies to increase the consumer’s appropriate behaviors and decrease the consumer’s maladaptive
behaviors which have interfered with the consumer’s ability to remain in the community. Behavioral
programming includes:

a. A complete assessment of both appropriate and maladaptive behaviors.
b. Development of a structured behavioral intervention plan which should be identified in the ITP.
c. Implementation of the behavioral intervention plan.
d. Ongoing training and supervision to caregivers and behavioral aides.
e. Periodic reassessment of the plan.
Types of appropriate behavioral programming include, but are not limited to, clinical redirection,

token economies, reinforcement, extinction, modeling, and over-learning.
78.43(13) Consumer-directed attendant care service. Consumer-directed attendant care services are

service activities performed by a person to help a consumer with self-care tasks which the consumer
would typically do independently if the consumer were otherwise able.

a. The service activities may include helping the consumer with any of the following nonskilled
service activities:

(1) Dressing.
(2) Bath, shampoo, hygiene, and grooming.
(3) Access to and from bed or a wheelchair, transferring, ambulation, and mobility in general. It is

recommended that the provider receive certification of training and return demonstration for transferring.
Certification for this is available through the area community colleges.

(4) Toilet assistance, including bowel, bladder, and catheter assistance. It is recommended that the
provider receive certification of training and return demonstration for catheter assistance. Certification
for this is available through the area community colleges.

(5) Meal preparation, cooking, eating and feeding but not the cost of meals themselves.
(6) Housekeeping services which are essential to the consumer’s health care at home.
(7) Medications ordinarily self-administered including those ordered by a physician or other

qualified health care provider. It is recommended the provider successfully complete a medication aide
course administered by an area community college.

(8) Wound care.
(9) Assistance needed to go to or return from a place of employment and assistance with job-related

tasks while the consumer is on the job site. The cost of transportation for the consumer and assistance
with understanding of performing the essential job functions are not included in consumer-directed
attendant care services.

(10) Cognitive assistance with tasks such as handling money and scheduling.
(11) Fostering communication through interpreting and reading services as well as assistive devices

for communication.
(12) Assisting or accompanying a consumer in using transportation essential to the health and

welfare of the consumer. The cost of the transportation is not included.
b. The service activities may include helping the consumer with any of the following skilled

services under the supervision of a licensed nurse or licensed therapist working under the direction of
a physician. The licensed nurse or therapist shall retain accountability for actions that are delegated.
The licensed nurse or therapist shall ensure appropriate assessment, planning, implementation, and
evaluation. The licensed nurse or therapist shall make on-site supervisory visits every two weeks with
the provider present. The cost of the supervision provided by the licensed nurse or therapist shall be paid
from private insurance and other third-party payment sources, Medicare, the regular Medicaid program,
or the early periodic screening diagnosis and treatment program before accessing the HCBS waiver.



IAC 12/3/08 Human Services[441] Ch 78, p.131

(1) Tube feedings of consumers unable to eat solid foods.
(2) Intravenous therapy administered by a registered nurse.
(3) Parenteral injections required more than once a week.
(4) Catheterizations, continuing care of indwelling catheters with supervision of irrigations, and

changing of Foley catheters when required.
(5) Respiratory care including inhalation therapy and tracheotomy care or tracheotomy care and

ventilator.
(6) Care of decubiti and other ulcerated areas, noting and reporting to the nurse or therapist.
(7) Rehabilitation services including, but not limited to, bowel and bladder training, range of

motion exercises, ambulation training, restorative nursing services, reteaching the activities of daily
living, respiratory care and breathing programs, reality orientation, reminiscing therapy, remotivation,
and behavior modification.

(8) Colostomy.
(9) Care of medical conditions out of control which includes brittle diabetes and comfort care of

terminal conditions.
(10) Postsurgical nursing care.
(11) Monitoring medications requiring close supervision because of fluctuating physical or

psychological conditions, e.g., antihypertensives, digitalis preparations, mood-altering or psychotropic
drugs, or narcotics.

(12) Preparing and monitoring response to therapeutic diets.
(13) Recording and reporting of changes in vital signs to the nurse or therapist.
c. A unit of service is 1 hour, or one 8- to 24-hour day provided by an individual or an agency.

Each service shall be billed in whole units.
d. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health

care shall be responsible for selecting the person or agency who will provide the components of the
attendant care services to be provided.

e. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health
care shall determine the components of the attendant care services to be provided with the person who
is providing the services to the consumer.

f. The service activities may not include parenting or child care for or on behalf of the consumer.
g. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health

care and the provider shall complete and sign Form 470-3372, HCBSConsumer-Directed Attendant Care
Agreement. A copy of the completed agreement shall be attached to the service plan, which is signed
by the service worker or case manager prior to the initiation of services, and kept in the consumer’s and
department’s records.

h. If the consumer has a guardian or attorney in fact under a durable power of attorney for health
care, the care plan shall address how consumer-directed attendant care services will be monitored to
ensure the consumer’s needs are being adequately met. If the guardian or attorney in fact is the service
provider, the service plan shall address how the service worker or case manager shall oversee service
provision.

i. If the consumer has a guardian or attorney in fact under a durable power of attorney for health
care, the guardian or attorney in fact shall sign the claim form in place of the consumer, indicating that
the service has been provided as presented on the claim.

j. The frequency or intensity of services shall be indicated in the service plan.
k. Consumer-directed attendant care services may not be simultaneously reimbursed with any

other HCBS waiver services.
l. Consumer-directed attendant care services may be provided to a recipient of in-home

health-related care services, but not at the same time.
m. Services may be provided in the absence of a parent or guardian if the parent or guardian has

given advanced direction for the service provision.
78.43(14) Interim medical monitoring and treatment services. Interim medical monitoring and

treatment services are monitoring and treatment of a medical nature requiring specially trained
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caregivers beyond what is normally available in a day care setting. The services must be needed to
allow the consumer’s usual caregivers to be employed or, for a limited period of time, for academic
or vocational training of a usual caregiver; due to the hospitalization, treatment for physical or mental
illness, or death of a usual caregiver; or during a search for employment by a usual caregiver.

a. Service requirements. Interim medical monitoring and treatment services shall:
(1) Provide experiences for each consumer’s social, emotional, intellectual, and physical

development;
(2) Include comprehensive developmental care and any special services for a consumer with special

needs; and
(3) Include medical assessment, medical monitoring, and medical intervention as needed on a

regular or emergency basis.
b. Interimmedical monitoring and treatment services may include supervision to and from school.
c. Limitations.
(1) A maximum of 12 one-hour units of service is available per day.
(2) Covered services do not include a complete nutritional regimen.
(3) Interim medical monitoring and treatment services may not duplicate any regular Medicaid or

waiver services provided under the state plan.
(4) Interim medical monitoring and treatment services may be provided only in the consumer’s

home, in a registered group child care home, in a registered family child care home, in a licensed child
care center, or during transportation to and from school.

(5) The staff-to-consumer ratio shall not be less than one to six.
d. A unit of service is one hour.
78.43(15) Consumer choices option. The consumer choices option provides a consumer with a

flexible monthly individual budget that is based on the consumer’s service needs. With the individual
budget, the consumer shall have the authority to purchase goods and services and may choose to employ
providers of services and supports. Components of this service are set forth below.

a. Agreement. As a condition of participating in the consumer choices option, a consumer shall
sign Form 470-4289, HCBS Consumer Choices Informed Consent and Risk Agreement, to document
that the consumer has been informed of the responsibilities and risks of electing the consumer choices
option.

b. Individual budget amount. Amonthly individual budget amount shall be set for each consumer.
The consumer’s department service worker or Medicaid targeted case manager shall determine the
amount of each consumer’s individual budget, based on the services and supports authorized in the
consumer’s service plan. The consumer shall be informed of the individual budget amount during the
development of the service plan.

(1) Services that may be included in determining the individual budget amount for a consumer in
the HCBS brain injury waiver are:

1. Consumer-directed attendant care (unskilled).
2. Day habilitation.
3. Home and vehicle modification.
4. Prevocational services.
5. Basic individual respite care.
6. Specialized medical equipment.
7. Supported community living.
8. Supported employment.
9. Transportation.
(2) The department shall determine an average unit cost for each service listed in subparagraph (1)

based on actual unit costs from the previous fiscal year plus a cost-of-living adjustment.
(3) In aggregate, costs for individual budget services shall not exceed the current costs of waiver

program services. In order to maintain cost neutrality, the department shall apply a utilization adjustment
factor to the amount of service authorized in the consumer’s service plan before calculating the value of
that service to be included in the individual budget amount.
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(4) The department shall compute the utilization adjustment factor for each service by dividing
the net costs of all claims paid for the service by the total of the authorized costs for that service, using
at least 12 consecutive months of aggregate service data. The utilization adjustment factor shall be no
lower than 60 percent. The department shall analyze and adjust the utilization adjustment factor at least
annually in order to maintain cost neutrality.

(5) Anticipated costs for home and vehicle modification are not subject to the average cost in
subparagraph (2) or the utilization adjustment factor in subparagraph (3). Costs for home and vehicle
modification may be released in a one-time payment.

(6) The individual budget amount may be changed only at the first of the month and shall remain
fixed for the entire month.

c. Required service components. To participate in the consumer choices option, a consumer must
hire an independent support broker and must work with a financial management service that is enrolled
as a Medicaid HCBS brain injury waiver services provider.

(1) Before hiring the individual support broker, the consumer shall receive the results of the
background check conducted pursuant to 441—subrule 77.30(14).

(2) If the consumer chooses to hire a person who has a criminal record or founded abuse report, the
consumer assumes the risk for this action and shall acknowledge this information on Form 470-4289,
HCBS Consumer Choices Informed Consent and Risk Agreement.

d. Optional service components. A consumer who elects the consumer choices option may
purchase the following services and supports, which shall be provided in the consumer’s home or at
an integrated community setting:

(1) Self-directed personal care services. Self-directed personal care services are services or goods
that provide a range of assistance in activities of daily living and incidental activities of daily living that
help the consumer remain in the home and community.

(2) Self-directed community supports and employment. Self-directed community supports and
employment are services that support the consumer in developing and maintaining independence and
community integration.

(3) Individual-directed goods and services. Individual-directed goods and services are services,
equipment, or supplies not otherwise provided through the Medicaid program that address a need
identified in the consumer’s service plan. The item or service shall decrease the consumer’s need
for other Medicaid services, promote the consumer’s inclusion in the community, or increase the
consumer’s safety in the community.

e. Development of the individual budget. The individual support broker shall assist the consumer
in developing and implementing the consumer’s individual budget. The individual budget shall include:

(1) The costs of the financial management service.
(2) The costs of the independent support broker. The independent support broker may be

compensated for up to 6 hours of service for assisting with the implementation of the initial individual
budget. After the initial implementation, the independent support broker shall not be paid for more than
20 hours of service during a 12-month period without prior approval by the department.

(3) The costs of any services and supports chosen by the consumer as described in paragraph “d.”
f. Budget authority. The consumer shall have authority over the individual budget authorized by

the department to perform the following tasks:
(1) Contract with entities to provide services and supports as described in this subrule.
(2) Determine the amount to be paid for services with the exception of the independent support

broker and the financial management service. Reimbursement rates for the independent support broker
and the financial management service are subject to the limits in 441—subrule 79.1(2).

(3) Schedule the provision of services.
(4) Authorize payment for waiver goods and services identified in the individual budget.

Consumers shall not use the individual budget to purchase room and board, sheltered workshop
services, child care, or personal entertainment items.

(5) Reallocate funds among services included in the budget.
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g. Delegation of budget authority. The consumer may delegate responsibility for the individual
budget to a representative in addition to the independent support broker.

(1) The representative must be at least 18 years old.
(2) The representative shall not be a current provider of service to the consumer.
(3) The consumer shall sign a consent form that designates who the consumer has chosen as a

representative and what responsibilities the representative shall have.
(4) The representative shall not be paid for this service.
h. Employer authority. The consumer shall have the authority to be the common-law employer of

employees providing services and support under the consumer choices option. A common-law employer
has the right to direct and control the performance of the services. The consumer may perform the
following functions:

(1) Recruit employees.
(2) Select employees from a worker registry.
(3) Verify employee qualifications.
(4) Specify additional employee qualifications.
(5) Determine employee duties.
(6) Determine employee wages and benefits.
(7) Schedule employees.
(8) Train and supervise employees.
i. Employment agreement. Any person employed by the consumer to provide services under

the consumer choices option shall sign an employment agreement with the consumer that outlines the
employee’s and consumer’s responsibilities.

j. Responsibilities of the independent support broker. The independent support broker shall
perform the services specified in 78.34(13)“j.”

k. Responsibilities of the financial management service. The financial management service shall
perform all of the services specified in 78.34(13)“k.”

This rule is intended to implement Iowa Code section 249A.4.

441—78.44(249A) Lead inspection services.   Payment shall be approved for lead inspection services.
This service shall be provided for children who have had two venous blood lead levels of 15 to 19
micrograms per deciliter or one venous level greater than or equal to 20 micrograms per deciliter. This
service includes, but is not limited to, X-ray fluorescence analyzer (XRF) readings, visual examination
of paint, preventive education of the resident and homeowner, health education about lead poisoning,
and a written report to the family, homeowner, medical provider, and local childhood lead poisoning
prevention program.

This rule is intended to implement Iowa Code section 249A.4.

441—78.45(249A) Teleconsultive services.   Rescinded IAB 9/6/00, effective 11/1/00.

441—78.46(249A) Physical disability waiver service.   Payment shall be approved for the following
services to consumers eligible for the HCBS physical disability waiver established in 441—Chapter
83 when identified in the consumer’s service plan. All services shall include the applicable and
necessary instructions, supervision, assistance and support as required by the consumer in achieving
the goals written specifically in the service plan and those delineated in Form 470-3372, HCBS
Consumer-Directed Attendant Care Agreement. The service shall be delivered in the least restrictive
environment consistent with the consumer’s needs and in conformity with the consumer’s service plan.

Reimbursement shall not be available under the waiver for any services that the consumer can obtain
through regular Medicaid or from any other funding source.

All services shall be billed in whole units as specified in the following subrules.
78.46(1) Consumer-directed attendant care service. Consumer-directed attendant care services are

service activities listed below performed by a person to help a consumer with self-care tasks which the
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consumer would typically do independently if the consumer were otherwise able. The services must be
cost-effective and necessary to prevent institutionalization.

Providers must demonstrate proficiency in delivery of the services in the consumer’s plan of
care. Proficiency must be demonstrated through documentation of prior training or experience or a
certificate of formal training. All training or experience will be detailed on Form 470-3372, HCBS
Consumer-Directed Attendant Care Agreement, which must be reviewed and approved by the service
worker for appropriateness of training or experience prior to the provision of services. Form 470-3372
becomes an attachment to and part of the case plan. Consumers shall give direction and training for
activities which are not medical in nature to maintain independence. Licensed registered nurses and
therapists must provide on-the-job training and supervision to the provider for skilled activities listed
below and described on Form 470-3372. The training and experience must be sufficient to protect the
health, welfare and safety of the consumer.

a. Nonskilled service activities covered are:
(1) Help with dressing.
(2) Help with bath, shampoo, hygiene, and grooming.
(3) Help with access to and from bed or a wheelchair, transferring, ambulation, and mobility in

general. Certification for this is available through the area community colleges.
(4) Toilet assistance, including bowel, bladder, and catheter assistance which includes emptying

the catheter bag, collecting a specimen and cleaning the external area around the catheter. Certification
of training which includes demonstration of competence for catheter assistance is available through the
area community colleges.

(5) Meal preparation, cooking, eating and feeding assistance but not the cost of meals themselves.
(6) Housekeeping services which are essential to the consumer’s health care at home.
(7) Help with medications ordinarily self-administered including those ordered by a physician or

other qualified health care provider. Certification of training in a medication aide course is available
through the area community colleges.

(8) Minor wound care which does not require skilled nursing care.
(9) Assistance needed to go to or return from a place of employment and assistance with job-related

tasks while the consumer is on the job site. The cost of transportation for the consumer and assistance
with understanding or performing the essential job functions are not included in consumer-directed
attendant care services.

(10) Cognitive assistance with tasks such as handling money and scheduling.
(11) Fostering communication through interpreting and reading services as well as assistance in use

of assistive devices for communication.
(12) Assisting and accompanying a consumer in using transportation essential to the health and

welfare of the consumer, but not the cost of the transportation.
b. Skilled service activities covered are the following performed under the supervision of a

licensed nurse or licensed therapist working under the direction of a licensed physician. The licensed
nurse or therapist shall retain accountability for actions that are delegated. The licensed nurse or
therapist shall ensure appropriate assessment, planning, implementation, and evaluation. The licensed
nurse or therapist shall make on-site supervisory visits every two weeks with the provider present.
The cost of the supervision provided by the licensed nurse or therapist shall not be included in the
reimbursement for consumer-directed attendant care services.

(1) Tube feedings of consumers unable to eat solid foods.
(2) Assistance with intravenous therapy which is administered by a registered nurse.
(3) Parenteral injections required more than once a week.
(4) Catheterizations, continuing care of indwelling catheters with supervision of irrigations, and

changing of Foley catheters when required.
(5) Respiratory care including inhalation therapy and tracheotomy care or tracheotomy care and

ventilator.
(6) Care of decubiti and other ulcerated areas, noting and reporting to the nurse or therapist.
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(7) Rehabilitation services including bowel and bladder training, range of motion exercises,
ambulation training, restorative nursing services, reteaching the activities of daily living, respiratory
care and breathing programs, reality orientation, reminiscing therapy, remotivation, and behavior
modification.

(8) Colostomy care.
(9) Care of medical conditions such as brittle diabetes and comfort care of terminal conditions.
(10) Postsurgical nurse-delegated activities under the supervision of the registered nurse.
(11) Monitoring medication reactions requiring close supervision because of fluctuating physical or

psychological conditions, e.g., antihypertensives, digitalis preparations, mood altering or psychotropic
drugs or narcotics.

(12) Preparing and monitoring response to therapeutic diets.
(13) Recording and reporting of changes in vital signs to the nurse or therapist.
c. A unit of service is 1 hour for up to 7 hours per day or one 8- to 24-hour day provided by an

individual or an agency. Each service shall be billed in whole units.
d. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health

care shall be responsible for selecting the person or agency who will provide the components of the
attendant care services to be provided.

e. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health
care shall determine the components of the attendant care services to be provided with the person who
is providing the services to the consumer.

f. The service activities may not include parenting or child care on behalf of the consumer.
g. The consumer, parent, guardian, or attorney in fact under a durable power of attorney for health

care and the provider shall complete and sign Form 470-3372, HCBSConsumer-Directed Attendant Care
Agreement. A copy of the completed agreement shall be attached to the service plan, which is signed
by the service worker prior to the initiation of services, and kept in the consumer’s and department’s
records.

h. If the consumer has a guardian or attorney in fact under a durable power of attorney for health
care, the care plan shall address how consumer-directed attendant care services will be monitored to
ensure the consumer’s needs are being adequately met. If the guardian or attorney in fact is the service
provider, the service plan shall address how the service worker or case manager shall oversee service
provision.

i. If the consumer has a guardian or attorney in fact under a durable power of attorney for health
care, the guardian or attorney in fact shall sign the claim form in place of the consumer, indicating that
the service has been provided as presented on the claim.

j. The frequency or intensity of services shall be indicated in the service plan.
k. Consumer-directed attendant care services may not be simultaneously reimbursed with any

other HCBS waiver services.
l. Consumer-directed attendant care services may be provided to a recipient of in-home

health-related care services, but not at the same time.
m. Services may be provided in the absence of a parent or guardian if the parent or guardian has

given advanced direction for the service provision.
78.46(2) Home and vehicle modifications. Covered home and vehicle modifications are those

physical modifications to the consumer’s home or vehicle listed below that directly address the
consumer’s medical or remedial need. Covered modifications must be necessary to provide for
the health, welfare, or safety of the consumer and enable the consumer to function with greater
independence in the home or vehicle.

a. Modifications that are necessary or desirable without regard to the consumer’s medical or
remedial need and that would be expected to increase the fair market value of the home or vehicle,
such as furnaces, fencing, roof repair, or adding square footage to the residence, are excluded except as
specifically included below. Repairs are also excluded.

b. Only the following modifications are covered:
(1) Kitchen counters, sink space, cabinets, special adaptations to refrigerators, stoves, and ovens.
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(2) Bathtubs and toilets to accommodate transfer, special handles and hoses for shower heads, water
faucet controls, and accessible showers and sink areas.

(3) Grab bars and handrails.
(4) Turnaround space adaptations.
(5) Ramps, lifts, and door, hall and window widening.
(6) Fire safety alarm equipment specific for disability.
(7) Voice-activated, sound-activated, light-activated, motion-activated, and electronic devices

directly related to the consumer’s disability.
(8) Vehicle lifts, driver-specific adaptations, remote-start systems, including such modifications

already installed in a vehicle.
(9) Keyless entry systems.
(10) Automatic opening device for home or vehicle door.
(11) Special door and window locks.
(12) Specialized doorknobs and handles.
(13) Plexiglas replacement for glass windows.
(14) Modification of existing stairs to widen, lower, raise or enclose open stairs.
(15) Motion detectors.
(16) Low-pile carpeting or slip-resistant flooring.
(17) Telecommunications device for the deaf.
(18) Exterior hard-surface pathways.
(19) New door opening.
(20) Pocket doors.
(21) Installation or relocation of controls, outlets, switches.
(22) Air conditioning and air filtering if medically necessary.
(23) Heightening of existing garage door opening to accommodate modified van.
(24) Bath chairs.
c. A unit of service is the completion of needed modifications or adaptations.
d. All modifications and adaptations shall be provided in accordance with applicable federal, state,

and local building and vehicle codes.
e. Services shall be performed following department approval of a binding contract between the

enrolled home and vehicle modification provider and the consumer.
f. The contract shall include, at a minimum, the work to be performed, cost, time frame for work

completion, and assurance of liability and workers’ compensation coverage.
g. Service payment shall be made to the enrolled home and vehicle modification provider. If

applicable, payment will be forwarded to the subcontracting agency by the enrolled home and vehicle
modification provider following completion of the approved modifications. Payment of up to $6,060 per
year may be made to certified providers upon satisfactory completion of the service. The service worker
shall encumber up to $505 per month within the monthly dollar cap allowed for the consumer until the
amount of the modification is reached within the 12-month period.

h. Services shall be included in the consumer’s service plan and shall exceed the Medicaid state
plan services.

78.46(3) Personal emergency response system. The personal emergency response system allows a
consumer experiencing a medical emergency at home to activate electronic components that transmit a
coded signal via digital equipment over telephone lines to a central monitoring station. The service shall
be identified in the consumer’s service plan. A unit is a one-time installation fee or one month of service.
Maximum units per state fiscal year are the initial installation and 12 months of service. The necessary
components of a system are:

a. An in-home medical communications transceiver.
b. A remote, portable activator.
c. A central monitoring station with backup systems staffed by trained attendants 24 hours per

day, seven days a week.
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d. Current data files at the central monitoring station containing response protocols and personal,
medical, and emergency information for each consumer.

78.46(4) Specialized medical equipment. Specialized medical equipment shall include medically
necessary items for personal use by consumers with a physical disability which provide for the health
and safety of the consumer that are not covered by Medicaid, are not funded by vocational rehabilitation
programs, and are not provided by voluntary means. This includes, but is not limited to: electronic
aids and organizers, medicine-dispensing devices, communication devices, bath aids and noncovered
environmental control units. This includes repair andmaintenance of items purchased through the waiver
in addition to the initial costs.

a. Consumers may receive specialized medical equipment once a month until a maximum yearly
usage of $6,060 has been reached.

b. The need for specialized medical equipment shall be documented by a health care professional
as necessary for the consumer’s health and safety and shall be identified in the consumer’s service plan.

78.46(5) Transportation. Transportation services may be provided for consumers to conduct
business errands and essential shopping, to receive medical services when not reimbursed through
Medicaid as medical transportation, to travel to and from work or day programs, and to reduce social
isolation. A unit of service is either per mile, per trip, or the unit established by an area agency on aging.

78.46(6) Consumer choices option. The consumer choices option provides a consumer with a
flexible monthly individual budget that is based on the consumer’s service needs. With the individual
budget, the consumer shall have the authority to purchase goods and services and may choose to employ
providers of services and supports. Components of this service are set forth below.

a. Agreement. As a condition of participating in the consumer choices option, a consumer shall
sign Form 470-4289, HCBS Consumer Choices Informed Consent and Risk Agreement, to document
that the consumer has been informed of the responsibilities and risks of electing the consumer choices
option.

b. Individual budget amount. Amonthly individual budget amount shall be set for each consumer.
The consumer’s department service worker or Medicaid targeted case manager shall determine the
amount of each consumer’s individual budget, based on the services and supports authorized in the
consumer’s service plan. The consumer shall be informed of the individual budget amount during the
development of the service plan.

(1) Services that may be included in determining the individual budget amount for a consumer in
the HCBS physical disability waiver are:

1. Consumer-directed attendant care (unskilled).
2. Home and vehicle modification.
3. Specialized medical equipment.
4. Transportation.
(2) The department shall determine an average unit cost for each service listed in subparagraph (1)

based on actual unit costs from the previous fiscal year plus a cost-of-living adjustment.
(3) In aggregate, costs for individual budget services shall not exceed the current costs of waiver

program services. In order to maintain cost neutrality, the department shall apply a utilization adjustment
factor to the amount of service authorized in the consumer’s service plan when calculating the value of
that service to be included in the individual budget.

(4) The department shall compute the utilization adjustment factor for each service by dividing
the net costs of all claims paid for the service by the total of the authorized costs for that service, using
at least 12 consecutive months of aggregate service data. The utilization adjustment factor shall be no
lower than 60 percent. The department shall analyze and adjust the utilization adjustment factor at least
annually in order to maintain cost neutrality.

(5) Anticipated costs for home and vehicle modification are not subject to the average cost in
subparagraph (2) or the utilization adjustment factor in subparagraph (3). Costs for home and vehicle
modification may be released in a one-time payment.

(6) The individual budget amount may be changed only at the first of the month and shall remain
fixed for the entire month.
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c. Required service components. To participate in the consumer choices option, a consumer must
hire an independent support broker and must work with a financial management service that is enrolled
as a Medicaid HCBS physical disability waiver services provider.

(1) Before hiring the individual support broker, the consumer shall receive the results of the
background check conducted pursuant to 441—subrule 77.30(14).

(2) If the consumer chooses to hire a person who has a criminal record or founded abuse report, the
consumer shall acknowledge this information on Form 470-4289, HCBS Consumer Choices Informed
Consent and Risk Agreement.

d. Optional service components. A consumer who elects the consumer choices option may
purchase the following services and supports, which shall be provided in the consumer’s home or at
an integrated community setting:

(1) Self-directed personal care services. Self-directed personal care services are services or goods
that provide a range of assistance in activities of daily living and incidental activities of daily living that
help the consumer remain in the home and community.

(2) Self-directed community supports and employment. Self-directed community supports and
employment are services that support the consumer in developing and maintaining independence and
community integration.

(3) Individual-directed goods and services. Individual-directed goods and services are services,
equipment, or supplies not otherwise provided through the Medicaid program that address a need
identified in the consumer’s service plan. The item or service shall decrease the consumer’s need
for other Medicaid services, promote the consumer’s inclusion in the community, or increase the
consumer’s safety in the community.

e. Development of the individual budget. The individual support broker shall assist the consumer
in developing and implementing the consumer’s individual budget. The individual budget shall include:

(1) The costs of the financial management service.
(2) The costs of the independent support broker. The independent support broker may be

compensated for up to 6 hours of service for assisting with the implementation of the initial individual
budget. After the initial implementation, the independent support broker shall not be paid for more than
20 hours of service during a 12-month period without prior approval by the department.

(3) The costs of any services and supports chosen by the consumer as described in paragraph “d.”
f. Budget authority. The consumer shall have authority over the individual budget authorized by

the department to perform the following tasks:
(1) Contract with entities to provide services and supports as described in this subrule.
(2) Determine the amount to be paid for services with the exception of the independent support

broker and the financial management service. Reimbursement rates for the independent support broker
and the financial management service are subject to the limits in 441—subrule 79.1(2).

(3) Schedule the provision of services.
(4) Authorize payment for waiver goods and services identified in the individual budget.

Consumers shall not use the individual budget to purchase room and board, sheltered workshop
services, child care, or personal entertainment items.

(5) Reallocate funds among services included in the budget.
g. Delegation of budget authority. The consumer may delegate responsibility for the individual

budget to a representative in addition to the independent support broker.
(1) The representative must be at least 18 years old.
(2) The representative shall not be a current provider of service to the consumer.
(3) The consumer shall sign a consent form that designates who the consumer has chosen as a

representative and what responsibilities the representative shall have.
(4) The representative shall not be paid for this service.
h. Employer authority. The consumer shall have the authority to be the common-law employer of

employees providing services and support under the consumer choices option. A common-law employer
has the right to direct and control the performance of the services. The consumer may perform the
following functions:
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(1) Recruit employees.
(2) Select employees from a worker registry.
(3) Verify employee qualifications.
(4) Specify additional employee qualifications.
(5) Determine employee duties.
(6) Determine employee wages and benefits.
(7) Schedule employees.
(8) Train and supervise employees.
i. Employment agreement. Any person employed by the consumer to provide services under

the consumer choices option shall sign an employment agreement with the consumer that outlines the
employee’s and consumer’s responsibilities.

j. Responsibilities of the independent support broker. The independent support broker shall
perform the services specified in 78.34(13)“j.”

k. Responsibilities of the financial management service. The financial management service shall
perform all of the services specified in 78.34(13)“k.”

This rule is intended to implement Iowa Code section 249A.4.

441—78.47(249A) Pharmaceutical case management services.   Payment will be approved for
pharmaceutical case management services provided by an eligible physician and pharmacist for
Medicaid recipients determined to be at high risk for medication-related problems. These services
are designed to identify, prevent, and resolve medication-related problems and improve drug therapy
outcomes.

78.47(1) Medicaid recipient eligibility. Patients are eligible for pharmaceutical case management
services if they have active prescriptions for four or more regularly scheduled nontopical medications,
are ambulatory, do not reside in a nursing facility, and have at least one of the eligible disease states
of congestive heart disease, ischemic heart disease, diabetes mellitus, hypertension, hyperlipidemia,
asthma, depression, atrial fibrillation, osteoarthritis, gastroesophageal reflux, or chronic obstructive
pulmonary disease.

78.47(2) Provider eligibility. Physicians and pharmacists shall meet the following criteria to provide
pharmaceutical case management services.

a. Physicians and pharmacists must be enrolled in the Iowa Medicaid program, have an Iowa
Medicaid provider number, and receive training under the direction of the department regarding the
provision of pharmaceutical case management services under the Iowa Medicaid program.

A copy of pharmaceutical case management records, including documentation of services provided,
shall be maintained on file in each provider’s facility and be made available for audit by the department
on request.

b. Physicians shall be licensed to practice medicine.
c. Pharmacists shall present to the department evidence of competency including state licensure,

submit five acceptable patient care plans, and have successfully completed professional training on
patient-oriented, medication-related problem prevention and resolution. Pharmacists shall also maintain
problem-oriented patient records, provide a private patient consultation area, and submit a statement
indicating that the submitted patient care plans are representative of the pharmacists’ usual patient care
plans.

Acceptable professional training programs are:
(1) A doctor of pharmacy degree program.
(2) The Iowa Center for Pharmaceutical Care (ICPC) training program, which is a cooperative

training initiative of the University of Iowa College of Pharmacy, Drake University College of Pharmacy
and Health Sciences, and the Iowa Pharmacy Foundation.

(3) Other programs containing similar coursework and supplemental practice site evaluation and
reengineering, approved by the department with input from a peer review advisory committee.

78.47(3) Services. Eligible patients may choose whether to receive the services. If patients elect to
receive the services, they must receive the services from any eligible physician and pharmacist acting
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as a pharmaceutical case management (PCM) team. Usually the eligible physician and pharmacist will
be the patient’s primary physician and pharmacist. Pharmaceutical case management services are to be
value-added services complementary to the basic medical services provided by the primary physician
and pharmacist.

The PCM team shall provide the following services:
a. Initial assessment. The initial assessment shall consist of:
(1) A patient evaluation by the pharmacist, including:
1. Medication history;
2. Assessment of indications, effectiveness, safety, and compliance of medication therapy;
3. Assessment for the presence of untreated illness; and
4. Identification of medication-related problems such as unnecessary medication therapy,

suboptimal medication selection, inappropriate compliance, adverse drug reactions, and need for
additional medication therapy.

(2) A written report and recommendation from the pharmacist to the physician.
(3) A patient care action plan developed by the PCM team with the patient’s agreement and

implemented by the PCM team. Specific components of the action plan will vary based on patient
needs and conditions but may include changes in medication regimen, focused patient or caregiver
education, periodic assessment for changes in the patient’s condition, periodic monitoring of the
effectiveness of medication therapy, self-management training, provision of patient-specific educational
and informational materials, compliance enhancement, and reinforcement of healthy lifestyles. An
action plan must be completed for each initial assessment.

b. New problem assessments. These assessments are initiated when a new medication-related
problem is identified. The action plan is modified and new components are implemented to address the
new problem. This assessment may occur in the interim between scheduled follow-up assessments.

c. Problem follow-up assessments. These assessments are based on patient need and a problem
identified by a prior assessment. The patient’s status is evaluated at an appropriate interval. The
effectiveness of the implemented action plan is determined and modifications are made as needed.

d. Preventive follow-up assessments. These assessments occur approximately every six months
when no current medication-related problems have been identified in prior assessments. The patient is
reassessed for newly developed medication-related problems and the action plan is reviewed.

This rule is intended to implement Iowa Code section 249A.4 and 2000 Iowa Acts, chapter 1228,
section 9.

441—78.48(249A) Rehabilitation services for adults with chronic mental illness.   Rescinded IAB
8/1/07, effective 9/5/07.

441—78.49(249A) Infant and toddler program services.   Subject to the following subrules, payment
shall be made for medical services provided to Medicaid eligible children by infant and toddler program
providers under the infants and toddlers with disabilities program administered by the Iowa Child Health
Specialty Clinics and the departments of education, public health, and human services.

78.49(1) Covered services. Covered services include, but are not limited to, audiology,
psychological evaluation and counseling, health and nursing services, nutrition services, occupational
therapy services, physical therapy services, developmental services, speech-language services, vision
services, case management, and medical transportation.

78.49(2) Case management services. Payment shall also be approved for infant and toddler case
management services subject to the following requirements:

a. Definition. “Case management” means services that will assist eligible children in gaining
access to needed medical, social, educational, and other services. Case management is intended to
address the complexities of coordinated service delivery for children with medical needs. The case
manager should be the focus for coordinating and overseeing the effectiveness of all providers and
programs in responding to the assessed need. Case management does not include the direct delivery of
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an underlying medical, educational, social, or other service to which an eligible child has been referred
or any activities that are an integral part or an extension of the direct services.

b. Choice of provider. Children who also are eligible to receive targeted casemanagement services
under 441—Chapter 90 must choose whether to receive case management through the infant and toddler
program or through 441—Chapter 90. The chosen provider must meet the requirements of this subrule.

(1) When a child resides in a medical institution, the institution is responsible for case management.
The child is not eligible for any other case management services. However, noninstitutional case
management services may be provided during the last 14 days before the child’s planned discharge if
the child’s stay in the institution has been less than 180 consecutive days. If the child has been in the
institution 180 consecutive days or longer, the child may receive noninstitutional case management
services during the last 60 days before the child’s planned discharge.

(2) If the case management agency also provides direct services, the case management unit must
be designed so that conflict of interest is addressed and does not result in self-referrals.

(3) If the costs of any part of case management services are reimbursable under another program,
the costs must be allocated between those programs andMedicaid in accordance with OMBCircular No.
A-87 or any related or successor guidance or regulations regarding allocation of costs.

(4) The case manager must complete a competency-based training program with content related
to knowledge and understanding of eligible children, Early ACCESS rules, the nature and scope of
services in Early ACCESS, and the system of payments for services, as well as case management
responsibilities and strategies. The department of education or its designee shall determine whether a
person has successfully completed the training.

c. Assessment. The case manager shall conduct a comprehensive assessment and periodic
reassessment of an eligible child to identify all of the child’s service needs, including the need for
any medical, educational, social, or other services. Assessment activities are defined to include the
following:

(1) Taking the child’s history;
(2) Identifying the needs of the child;
(3) Gathering information from other sources, such as family members, medical providers, social

workers, and educators, if necessary, to form a complete assessment of the child;
(4) Completing documentation of the information gathered and the assessment results; and
(5) Repeating the assessment every six months to determine whether the child’s needs or

preferences have changed.
d. Plan of care. The case manager shall develop a plan of care based on the information collected

through the assessment or reassessment. The plan of care shall:
(1) Include the child’s strengths and preferences;
(2) Consider the child’s physical and social environment;
(3) Specify goals of providing services to the child; and
(4) Specify actions to address the child’s medical, social, educational, and other service needs.

These actions may include activities such as ensuring the active participation of the child and working
with the child or the child’s authorized health care decisionmaker and others to develop goals and identify
a course of action to respond to the assessed needs of the child.

e. Other service components. Case management must include the following components:
(1) Contacts with the child and family. The case manager shall have face-to-face contact with the

child and family within the first 30 days of service and every three months thereafter. In months in which
there is no face-to-face contact, a telephone contact between the service coordinator and the family is
required.

(2) Referral and related activities to help a child obtain needed services. The case manager shall
help to link the child withmedical, social, or educational providers or other programs and services that are
capable of providing needed services. Referral activities do not include provision of the direct services,
program, or activity to which the child has been linked. Referral activities include:

1. Assisting the family in gaining access to the infant and toddler program services and other
services identified in the child’s plan of care.
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2. Assisting the family in identifying available service providers and funding resources and
documenting unmet needs and gaps in services.

3. Making referrals to providers for needed services.
4. Scheduling appointments for the child.
5. Facilitating the timely delivery of services.
6. Arranging payment for medical transportation.
(3) Monitoring and follow-up activities. Monitoring activities shall take place at least once

annually for the duration of the child’s eligibility, but may be conducted as frequently as necessary to
ensure that the plan of care is effectively implemented and adequately addresses the needs of the child.
Monitoring and follow-up activities may be with the child, family members, providers, or other entities.
The purpose of these activities is to help determine:

1. Whether services are being furnished in accordance with the child’s plan of care.
2. Whether the services in the plan of care are adequate to meet the needs of the child.
3. Whether there are changes in the needs or status of the child. If there are changes in the child’s

needs or status, follow-up activities shall include making necessary adjustments to the plan of care and
to service arrangements with providers.

(4) Keeping records, including preparing reports, updating the plan of care, making notes about
plan activities in the child’s record, and preparing and responding to correspondence with the family and
others.

f. Documentation of case management. For each child receiving case management, case records
must document:

(1) The name of the child;
(2) The dates of case management services;
(3) The agency chosen by the family to provide the case management services;
(4) The nature, content, and units of case management services received;
(5) Whether the goals specified in the care plan have been achieved;
(6) Whether the family has declined services in the care plan;
(7) Time lines for providing services and reassessment; and
(8) The need for and occurrences of coordination with case managers of other programs.
78.49(3) Child’s eligibility. Payable services must be provided to a child under the age of 36 months

who is experiencing developmental delay or who has a condition that is known to have a high probability
of resulting in developmental delay at a later date.

78.49(4) Delivery of services. Services must be delivered directly by the infant and toddler program
provider or by a practitioner under contract with the infant and toddler program provider.

78.49(5) Remission of nonfederal share of costs. Payment for services shall be made only when the
following conditions are met:

a. Rescinded IAB 5/10/06, effective 7/1/06.
b. The infant and toddler program provider has executed an agreement to remit the nonfederal

share of the cost to the department.
c. The infant and toddler program provider shall sign and return Form 470-3816, Medicaid Billing

Remittance, along with the funds remitted for the nonfederal share of the costs of the services specified
on the form.

This rule is intended to implement Iowa Code section 249A.4.

441—78.50(249A) Local education agency services.   Subject to the following subrules, payment
shall be made for medical services provided by local education agency services providers to Medicaid
members under the age of 21.

78.50(1) Covered services. Covered services include, but are not limited to, audiology services,
behavior services, consultation services, medical transportation, nursing services, nutrition services,
occupational therapy services, personal assistance, physical therapy services, psychologist services,
speech-language services, social work services, vision services, and school-based clinic visit services.
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a. Vaccines available through the Vaccines for Children program under Section 1928 of the Social
Security Act are not covered as local education agency services. Agencies that wish to administer those
vaccines to Medicaid members shall enroll in the Vaccines for Children program and obtain the vaccines
from the department of public health. However, the administration of vaccines is a covered service.

b. Payment for supplies shall be approved when the supplies are incidental to the patient’s care,
e.g., syringes for injections, and do not exceed $25 per month. Durable medical equipment and other
supplies are not covered as local education agency services.

c. To the extent that federal funding is not available under Title XIX of the Social Security Act,
payment for transportation between home and school is not a covered service.

78.50(2) Coordination services. Rescinded IAB 12/3/08, effective 2/1/09.
78.50(3) Delivery of services. Services must be delivered directly by the local education agency

services providers or by a practitioner under contract with the local education agency services provider.
78.50(4) Remission of nonfederal share of costs. Payment for services shall be made only when the

following conditions are met:
a. Rescinded IAB 5/10/06, effective 7/1/06.
b. The local education agency services provider has executed an agreement to remit the nonfederal

share of the cost to the department.
c. The local education agency provider shall sign and return Form 470-3816, Medicaid Billing

Remittance, along with the funds remitted for the nonfederal share of the costs of the services as specified
on the form.

This rule is intended to implement Iowa Code section 249A.4.

441—78.51(249A) Indian health service 638 facility services.   Payment shall be made for all
medically necessary services and supplies provided by a licensed practitioner at an Indian health service
638 facility, as defined at rule 441—77.45(249A), within the practitioner’s scope of practice and subject
to the limitations and exclusions set forth in subrule 78.1(1).

This rule is intended to implement Iowa Code section 249A.4.

441—78.52(249A) HCBS children’s mental health waiver services.   Payment will be approved for the
following services to consumers eligible for the HCBS children’s mental health waiver as established
in 441—Chapter 83. All services shall be provided in accordance with the general standards in subrule
78.52(1), as well as standards provided specific to each waiver service in subrules 78.52(2) through
78.52(5).

78.52(1) General service standards. All children’s mental health waiver services shall be provided
in accordance with the following standards:

a. Services must be based on the consumer’s needs as identified in the consumer’s service plan
developed pursuant to 441—83.127(249A).

(1) Services must be delivered in the least restrictive environment consistent with the consumer’s
needs.

(2) Services must include the applicable and necessary instruction, supervision, assistance and
support as required by the consumer to achieve the consumer’s goals.

b. Payment for services shall be made only upon departmental approval of the services. Waiver
services provided before approval of the consumer’s eligibility for the waiver shall not be paid.

c. Services or service components must not be duplicative.
(1) Reimbursement shall not be available under the waiver for any services that the consumer may

obtain through the Iowa Medicaid program outside of the waiver.
(2) Reimbursement shall not be available under the waiver for any services that the consumer may

obtain through natural supports or community resources.
(3) Services may not be simultaneously reimbursed for the same period as nonwaiver Medicaid

services or other Medicaid waiver services.
(4) Costs for waiver services are not reimbursable while the consumer is in a medical institution.
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78.52(2) Environmental modifications and adaptive devices.
a. Environmental modifications and adaptive devices include items installed or used within the

consumer’s home that address specific, documented health, mental health, or safety concerns.
b. A unit of service is one modification or device.
c. For each unit of service provided, the case manager shall maintain in the consumer’s case file

a signed statement from a mental health professional on the consumer’s interdisciplinary team that the
service has a direct relationship to the consumer’s diagnosis of serious emotional disturbance.

78.52(3) Family and community support services. Family and community support services shall
support the consumer and the consumer’s family by the development and implementation of strategies
and interventions that will result in the reduction of stress and depression andwill increase the consumer’s
and the family’s social and emotional strength.

a. Dependent on the needs of the consumer and the consumer’s family members individually or
collectively, family and community support services may be provided to the consumer, to the consumer’s
family members, or to the consumer and the family members as a family unit.

b. Family and community support services shall be provided under the recommendation and
direction of a mental health professional who is a member of the consumer’s interdisciplinary team
pursuant to 441—83.127(249A).

c. Family and community support services shall incorporate recommended support interventions
and activities, which may include the following:

(1) Developing and maintaining a crisis support network for the consumer and for the consumer’s
family.

(2) Modeling and coaching effective coping strategies for the consumer’s family members.
(3) Building resilience to the stigma of serious emotional disturbance for the consumer and the

family.
(4) Reducing the stigma of serious emotional disturbance by the development of relationships with

peers and community members.
(5) Modeling and coaching the strategies and interventions identified in the consumer’s crisis

intervention plan as defined in 441—24.1(225C) for life situations with the consumer’s family and in
the community.

(6) Developing medication management skills.
(7) Developing personal hygiene and grooming skills that contribute to the consumer’s positive

self-image.
(8) Developing positive socialization and citizenship skills.
d. Family and community support services may include an amount not to exceed $1500 per

consumer per year for transportation within the community and purchase of therapeutic resources.
Therapeutic resources may include books, training materials, and visual or audio media.

(1) The interdisciplinary team must identify the transportation or therapeutic resource as a support
need.

(2) The annual amount available for transportation and therapeutic resources must be listed in the
consumer’s service plan.

(3) The consumer’s parent or legal guardian shall submit a signed statement that the transportation
or therapeutic resource cannot be provided by the consumer or the consumer’s family or legal guardian.

(4) The consumer’s Medicaid targeted case manager shall maintain a signed statement that
potential community resources are unavailable and shall list the community resources contacted to fund
the transportation or therapeutic resource.

(5) The transportation or therapeutic resource must not be otherwise eligible for Medicaid
reimbursement.

(6) Family and community support services providers shall maintain records to:
1. Ensure that the transportation and therapeutic resources provided to not exceed the maximum

amount authorized; and
2. Support the annual reporting requirements in 441—subparagraph 79.1(15)“a”(1).
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e. The following components are specifically excluded from family and community support
services:

(1) Vocational services.
(2) Prevocational services.
(3) Supported employment services.
(4) Room and board.
(5) Academic services.
(6) General supervision and consumer care.
f. A unit of family and community support services is one hour.
78.52(4) In-home family therapy. In-home family therapy provides skilled therapeutic services to

the consumer and family that will increase their ability to cope with the effects of serious emotional
disturbance on the family unit and the familial relationships. The service must support the family by
the development of coping strategies that will enable the consumer to continue living within the family
environment.

a. The goal of in-home family therapy is to maintain a cohesive family unit.
b. In-home family therapy is exclusive of and cannot serve as a substitute for individual therapy,

family therapy, or other mental health therapy that may be obtained through the Iowa Plan or other
funding sources.

c. A unit of in-home family therapy service is one hour. Any period less than one hour shall be
prorated.

78.52(5) Respite care services. Respite care services are services provided to the consumer that
give temporary relief to the usual caregiver and provide all the necessary care that the usual caregiver
would provide during that period. The “usual caregiver” means a person or persons who reside with
the consumer and are available on a 24-hour-per-day basis to assume responsibility for the care of the
consumer.

a. Respite care shall not be provided to consumers during the hours in which the usual caregiver
is employed, except when the consumer is attending a camp.

b. The usual caregiver cannot be absent from the home for more than 14 consecutive days during
respite provision.

c. S taff-to-consumer ratios shall be appropriate to the individual needs of the consumer as
determined by the consumer’s interdisciplinary team. The team shall determine the type of respite care
to be provided according to these definitions:

(1) Basic individual respite is provided on a ratio of one staff to one consumer. The consumer
does not have specialized medical needs that require the direct services of a registered nurse or licensed
practical nurse.

(2) Specialized respite is provided on a ratio of one or more nursing staff to one consumer. The
consumer has specialized medical needs that require the direct services of a registered nurse or licensed
practical nurse.

(3) Group respite is provided on a ratio of one staff to two or more consumers receiving respite.
These consumers do not have specialized medical needs that require the direct services of a registered
nurse or licensed practical nurse.

d. Respite services provided for a period exceeding 24 consecutive hours to three or more
consumers who require nursing care because of a mental or physical condition must be provided by a
health care facility licensed under Iowa Code chapter 135C.

e. Respite services provided outside the consumer’s home shall not be reimbursable if the living
unit where respite care is provided is reserved for another person on a temporary leave of absence.

f. A unit of service is one hour.
This rule is intended to implement Iowa Code section 249A.4 and 2005 Iowa Acts, chapter 167,

section 13, and chapter 117, section 3.
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[Filed emergency 9/6/79 after Notice 7/11/79—published 10/3/79, effective 10/1/79]

[Filed 10/24/79, Notice 5/30/79—published 11/14/79, effective 12/19/79]
[Filed 10/24/79, Notice 8/22/79—published 11/14/79, effective 12/19/79]

[Filed emergency 1/23/80—published 2/20/80, effective 1/23/80]
[Filed 4/4/80, Notice 1/23/80—published 4/30/80, effective 6/4/80]
[Filed emergency 6/30/80—published 7/23/80, effective 7/1/80]

[Filed emergency 7/3/80—published 7/23/80, effective 7/8/80 to 1/1/81]
[Filed 7/3/80, Notice 4/14/80—published 7/23/80, effective 8/27/80]
[Filed 9/25/80, Notice 8/6/80—published 10/15/80, effective 11/19/80]
[Filed without Notice 9/26/80—published 10/15/80, effective 12/1/80]

[Filed 10/23/80, Notice 7/23/80—published 11/12/80, effective 12/17/80]
[Filed 11/21/80, Notice 9/3/80—published 12/10/80, effective 1/14/81]

[Filed 12/19/80, Notices 10/15/80, 10/29/80—published 1/7/81, effective 2/11/81]
[Filed emergency 1/20/81—published 2/18/81, effective 1/20/81]

[Filed 2/12/81, Notice 11/12/80—published 3/4/81, effective 7/1/81]
[Filed 3/24/81, Notice 2/4/81—published 4/15/81, effective 6/1/81]
[Filed emergency 6/30/81—published 7/22/81, effective 7/1/81]

[Filed emergency 8/24/81 after Notice 7/8/81—published 9/16/81, effective 9/1/81]
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[Filed 10/23/81, Notice 9/2/81—published 11/11/81, effective 1/1/82]
[Filed emergency 12/3/81—published 12/23/81, effective 1/1/82]

[Filed 1/28/82, Notice 10/28/81—published 2/17/82, effective 4/1/82]
[Filed 1/28/82, Notice 11/25/81—published 2/17/82, effective 4/1/82]
[Filed 2/26/82, Notice 10/14/81—published 3/17/82, effective 5/1/82]

[Filed emergency 3/26/82—published 4/14/82, effective 4/1/82]
[Filed 4/5/82, Notice 1/20/82—published 4/28/82, effective 6/2/82]
[Filed 4/29/82, Notice 12/9/81—published 5/26/82, effective 7/1/82]

[Filed 7/30/82, Notices 3/3/82, 4/28/82—published 8/18/82, effective 10/1/82]
[Filed emergency 9/23/82 after Notice 6/23/82—published 10/13/82, effective 10/1/82]

[Filed 11/5/82, Notice 9/15/82—published 11/24/82, effective 1/1/83]
[Filed 2/25/83, Notice 1/5/83—published 3/16/83, effective 5/1/83]

[Filed 5/20/83, Notices 3/30/83, 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 emergency 7/29/83—published 8/17/83, effective 8/1/83]◊

[Filed 7/29/83, Notice 5/25/83—published 8/17/83, effective 10/1/83]
[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 10/28/83, Notices 8/31/83, 9/14/83—published 11/23/83, effective 1/1/84]◊

[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 5/4/84, Notice 3/14/84—published 5/23/84, effective 7/1/84]
[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 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 12/11/84, Notice 10/10/84—published 1/2/85, effective 3/1/85]
[Filed 1/21/85, Notice 10/24/84—published 2/13/85, effective 4/1/85]
[Filed 4/29/85, Notice 12/19/84—published 5/22/85, effective 7/1/85]
[Filed 4/29/85, Notice 2/27/85—published 5/22/85, effective 7/1/85]
[Filed 5/29/85, Notice 3/27/85—published 6/19/85, effective 8/1/85]
[Filed emergency 8/23/85—published 9/11/85, effective 9/1/85]
[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 10/18/85 after Notice 9/11/85—published 11/6/85, effective 11/1/85]

[Filed 11/15/85, Notice 9/25/85—published 12/4/85, effective 2/1/86]
[Filed emergency 12/2/85—published 12/18/85, effective 1/1/86]

[Filed 12/2/85, Notice 10/23/85—published 12/18/85, effective 2/1/86]
[Filed 1/22/86, Notice 12/4/85—published 2/12/86, effective 4/1/86]

[Filed 2/21/86, Notices 12/18/85, 1/1/86, 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 9/26/86, Notice 8/13/86—published 10/22/86, effective 12/1/86]
[Filed emergency 12/22/86—published 1/14/87, effective 2/1/87]

[Filed 12/22/86, Notice 11/5/86—published 1/14/87, effective 3/1/87]
[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]

[Filed 3/3/87, Notices 12/17/86, 12/31/86, 1/14/87—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 5/29/87, Notices 4/8/87, 4/22/87—published 6/17/87, effective 8/1/87]
[Filed emergency 6/19/87—published 7/15/87, effective 7/1/87]

[Filed 6/19/87, Notice 5/6/87—published 7/15/87, effective 9/1/87]
[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]
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[Filed 8/28/87, Notices 6/17/87, 7/15/87—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 12/10/87, Notice 10/21/87—published 12/30/87, effective 3/1/88]1

[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 11/16/88 after Notice 10/5/88—published 12/14/88, effective 1/1/89]

[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 12/8/88, Notice 10/19/88—published 12/28/88, effective 2/1/89]
[Filed 3/15/89, Notice 2/8/89—published 4/5/89, effective 6/1/89]

[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 9/15/89, Notice 8/9/89—published 10/4/89, effective 12/1/89]
[Filed 10/11/89, Notice 8/23/89—published 11/1/89, effective 1/1/90]
[Filed 11/16/89, Notice 8/23/89—published 12/13/89, effective 2/1/90]

[Filed emergency 12/15/89 after Notice 10/4/89—published 1/10/90, effective 1/1/90]
[Filed 1/17/90, Notice 8/23/89—published 2/7/90, effective 4/1/90]2

[Filed emergency 2/14/90—published 3/7/90, effective 2/14/90]
[Filed 3/16/90, Notices 11/15/89, 1/24/90, 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]
[Filed 4/13/90, Notice 11/29/89—published 5/2/90, effective 8/1/90]
[Filed emergency 6/20/90—published 7/11/90, effective 7/1/90]

[Filed 7/13/90, Notices 5/16/90, 5/30/90—published 8/8/90, effective 10/1/90]
[Filed 8/16/90, Notice 7/11/90—published 9/5/90, effective 11/1/90]

[Filed 9/28/90, Notices 7/11/90, 7/25/90, 8/8/90—published 10/17/90, effective 12/1/90]
[Filed 10/12/90, Notice 7/11/90—published 10/31/90, effective 1/1/91]
[Filed 10/12/90, Notice 8/8/90—published 10/31/90, effective 2/1/91]

[Filed 11/16/90, Notices 9/19/90, 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 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]3

[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 4/11/91, Notice 3/6/91—published 5/1/91, effective 7/1/91]
[Filed emergency 6/14/91—published 7/10/91, effective 7/1/91]

[Filed 6/14/91, Notice 3/20/91—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 12/11/91, Notice 10/16/91—published 1/8/92, effective 3/1/92]
[Filed 12/11/91, Notice 10/30/91—published 1/8/92, effective 3/1/92]

[Filed emergency 1/16/92 after Notice 11/27/91—published 2/5/92, effective 3/1/92]4

[Filed 2/13/92, Notice 1/8/92—published 3/4/92, effective 5/1/92]
[Filed emergency 4/15/92—published 5/13/92, effective 4/16/92]
[Filed 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 emergency 7/17/92—published 8/5/92, effective 8/1/92]

[Filed 7/17/92, Notices 5/27/92—published 8/5/92, effective 10/1/92]◊
[Filed emergency 8/14/92—published 9/2/92, effective 9/1/92]

[Filed 8/14/92, Notices 6/24/92, 7/8/92, 8/5/92—published 9/2/92, effective 11/1/92]
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[Filed emergency 9/11/92—published 9/30/92, effective 10/1/92]
[Filed 9/11/92, Notices 7/8/92, 8/5/92—published 9/30/92, effective 12/1/92]

[Filed 9/11/92, Notice 8/5/92—published 9/30/92, effective 1/1/93]
[Filed 10/15/92, Notices 8/19/92, 9/2/92—published 11/11/92, effective 1/1/93]

[Filed emergency 11/10/92—published 12/9/92, effective 11/10/92]
[Filed 11/10/92, Notice 9/30/92—published 12/9/92, effective 2/1/93]

[Filed 1/14/93, Notices 10/28/92, 11/25/92—published 2/3/93, effective 4/1/93]
[Filed emergency 4/15/93 after Notice 3/3/93—published 5/12/93, effective 5/1/93]

[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 emergency 7/13/93 after Notice 5/12/93—published 8/4/93, effective 8/1/93]
[Filed emergency 7/14/93—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, Notice 7/7/93—published 9/1/93, effective 11/1/93]
[Filed 9/17/93, Notice 8/4/93—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 9/15/93—published 12/8/93, effective 2/1/94]

[Filed emergency 12/16/93 after Notice 10/13/93—published 1/5/94, effective 1/1/94]
[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 emergency 2/10/94 after Notice 12/22/93—published 3/2/94, effective 3/1/94]
[Filed 3/10/94, Notice 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 8/12/94, Notice 6/22/94—published 8/31/94, effective 11/1/94]
[Filed 9/15/94, Notices 7/6/94, 8/3/94—published 10/12/94, effective 12/1/94]

[Filed 11/9/94, Notice 9/14/94—published 12/7/94, effective 2/1/95]
[Filed 12/15/94, Notices 10/12/94, 11/9/94—published 1/4/95, effective 3/5/95]

[Filed 5/11/95, Notices 3/29/95—published 6/7/95, effective 8/1/95]
[Filed 6/7/95, Notice 4/26/95—published 7/5/95, effective 9/1/95]
[Filed 6/14/95, Notice 5/10/95—published 7/5/95, effective 9/1/95]
[Filed 10/12/95, Notice 8/30/95—published 11/8/95, effective 1/1/96]

[Filed 11/16/95, Notices 8/2/95, 9/27/95—published 12/6/95, effective 2/1/96]◊
[Filed 12/12/95, Notice 10/25/95—published 1/3/96, effective 3/1/96]
[Filed 5/15/96, Notice 2/14/96—published 6/5/96, effective 8/1/96]
[Filed 6/13/96, Notice 4/24/96—published 7/3/96, effective 9/1/96]
[Filed 7/10/96, Notice 4/24/96—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 1/15/97, Notice 12/4/96—published 2/12/97, effective 4/1/97]

[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 7/9/97, Notice 5/21/97—published 7/30/97, effective 10/1/97]
[Filed 9/16/97, Notice 7/2/97—published 10/8/97, effective 12/1/97]
[Filed 11/12/97, Notice 9/10/97—published 12/3/97, effective 2/1/98]
[Filed 1/14/98, Notice 11/19/97—published 2/11/98, effective 4/1/98]

[Filed 4/8/98, Notices 2/11/98, 2/25/98—published 5/6/98, effective 7/1/98]
[Filed 5/13/98, Notice 3/25/98—published 6/3/98, effective 8/1/98]
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[Filed emergency 6/10/98—published 7/1/98, effective 6/10/98]
[Filed without Notice 6/10/98—published 7/1/98, effective 8/15/98]
[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 10/14/98, Notice 7/1/98—published 11/4/98, effective 12/9/98]
[Filed 12/9/98, Notice 10/7/98—published 12/30/98, effective 3/1/99]
[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 3/10/99, Notice 1/27/99—published 4/7/99, effective 6/1/99]
[Filed emergency 6/10/99—published 6/30/99, effective 7/1/99]

[Filed 7/15/99, Notice 6/2/99—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 10/13/99, Notice 6/30/99—published 11/3/99, effective 1/1/00]
[Filed 4/12/00, Notice 2/23/00—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 6/8/00, Notices 1/26/00, 4/19/00—published 6/28/00, effective 9/1/00]
[Filed 8/9/00, Notices 6/14/00, 6/28/00—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 4/19/00—published 11/1/00, effective 1/1/01]

[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 3/21/01—published 5/30/01, effective 7/4/01]

[Filed 5/9/01, Notices 1/24/01, 3/7/01—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]

[Filed 11/14/01, Notices 9/19/01, 10/3/01—published 12/12/01, effective 2/1/02]
[Filed emergency 12/12/01 after Notice 10/17/01—published 1/9/02, effective 12/12/01]

[Filed 12/12/01, Notice 7/11/01—published 1/9/02, effective 3/1/02]
[Filed 12/12/01, Notice 10/17/01—published 1/9/02, effective 3/1/02]◊

[Filed emergency 1/9/02 after Notice 11/14/01—published 2/6/02, effective 2/1/02]◊
[Filed emergency 1/16/02—published 2/6/02, effective 2/1/02]5

[Filed emergency 2/14/02—published 3/6/02, effective 3/1/02]
[Filed 3/13/02, Notice 1/9/02—published 4/3/02, effective 6/1/02]
[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 3/6/02—published 5/1/02, effective 7/1/02]
[Filed emergency 7/11/02—published 8/7/02, effective 7/11/02]

[Filed 7/15/02, Notice 5/1/02—published 8/7/02, effective 10/1/02]
[Filed emergency 8/15/02—published 9/4/02, effective 9/1/02]

[Filed 9/12/02, Notice 8/7/02—published 10/2/02, effective 12/1/02]
[Filed emergency 11/18/02—published 12/11/02, effective 12/1/02]
[Filed emergency 11/18/02—published 12/11/02, effective 12/15/02]6

[Filed 11/18/02, Notice 9/4/02—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 12/12/02, Notice 10/30/02—published 1/8/03, effective 3/1/03]
[Filed emergency 1/9/03—published 2/5/03, effective 2/1/03]◊
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[Filed 2/13/03, Notice 11/27/02—published 3/5/03, effective 5/1/03]
[Filed 2/13/03, Notice 12/11/02—published 3/5/03, effective 5/1/03]
[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 1/1/04]

[Filed 1/16/04, Notices 9/17/03, 10/29/03—published 2/4/04, effective 3/10/04]
[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 8/12/04, Notice 6/23/04—published 9/1/04, effective 11/1/04]◊
[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 7/15/05, Notice 5/25/05—published 8/3/05, effective 10/1/05]
[Filed emergency 9/21/05—published 10/12/05, effective 10/1/05]
[Filed emergency 10/21/05—published 11/9/05, effective 11/1/05]

[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 8/31/05—published 11/9/05, effective 1/1/06]
[Filed 1/12/06, Notice 11/9/05—published 2/1/06, effective 3/8/06]
[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 5/12/06, Notice 3/15/06—published 6/7/06, effective 8/1/06]
[Filed emergency 6/16/06—published 7/5/06, effective 7/1/06]

[Filed emergency 8/10/06 after Notice 3/15/06—published 8/30/06, effective 10/1/06]
[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 10/20/06, Notice 8/2/06—published 11/8/06, effective 1/1/07]
[Filed emergency 12/13/06—published 1/3/07, effective 1/1/07]

[Filed emergency 3/14/07 after Notice 1/3/07—published 4/11/07, effective 4/1/07]
[Filed emergency 3/14/07 after Notice 1/17/07—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 emergency 7/12/07—published 8/1/07, effective 7/12/07]

[Filed emergency 7/12/07 after Notice 5/23/07—published 8/1/07, effective 8/1/07]
[Filed 7/12/07, Notice 5/23/07—published 8/1/07, effective 9/5/07]
[Filed without Notice 7/20/07—published 8/15/07, effective 10/1/07]
[Filed 8/9/07, Notice 6/20/07—published 8/29/07, effective 11/1/07]

[Filed emergency 9/12/07 after Notice 7/18/07—published 10/10/07, effective 10/1/07]
[Filed emergency 1/9/08 after Notice 10/10/07—published 1/30/08, effective 2/1/08]

[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 5/15/08]
[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 6/11/08, Notice 4/23/08—published 7/2/08, effective 9/1/08]
[Filed emergency 8/18/08—published 9/10/08, effective 9/1/08]

[Filed emergency 8/18/08 after Notice 7/2/08—published 9/10/08, effective 10/1/08]
[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 10/14/08, Notice 8/13/08—published 11/5/08, effective 1/1/09]

[Filed emergency 11/12/08after Notice 9/10/08—published 12/3/08, effective 12/1/08]
[Filed 11/12/08, Notice 9/24/08—published 12/3/08, effective 2/1/09]

◊ Two or more ARCs
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1 Effective date of 78.3 and 78.31 delayed 70 days by the Administrative Rules Review Committee at its January 1, 1988 meeting.
2 Effective date of 4/1/90 delayed 70 days by the Administrative Rules Review Committee at its March 12, 1990, meeting.
3 Effective date of 4/1/91 delayed until adjournment of the 1991 session of the General Assembly by the Administrative Rules

Review Committee at its meeting held February 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 12/15/02 delayed 70 days by the Administrative Rules Review Committee at its December 10, 2002, meeting.
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TITLE XIV
GRANT/CONTRACT/PAYMENT ADMINISTRATION

CHAPTER 150
PURCHASE OF SERVICE

[Prior to 7/1/83, Social Services[770] Ch 145]
[Previously appeared as Ch 145—renumbered IAB 2/29/84]

[Prior to 2/11/87, Human Services[498]]

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

441—150.1(234) Definitions.
“Accounting year” means a 12 consecutive month period for which accounting records are

maintained. It can be either a calendar year or another designated fiscal year.
“Accrual basis accounting” means the accounting basis which shows all expenses incurred and

income earned for a given time even though the expenses may not have been paid or income received in
cash during the period.

“Administrative support” means technical assistance, studies, surveys, or securing volunteers to
assist the department in fulfilling its administrative responsibilities.

“Agency” means an organization or organizational unit that provides social services.
1. Public agency means a general or special-purpose unit of government and organizations

administered by that unit to deliver social services, for example, county boards of supervisors,
community colleges, and state agencies.

2. Private nonprofit agency means a voluntary agency operated under the authority of a board of
directors for purposes other than generating profit and incorporated under Iowa Code chapter 504A. An
out-of-state agencymust meet requirements of similar laws governing nonprofit organizations in its state.

3. Private proprietary agency means a for-profit agency operated by an owner or board for the
operator’s financial benefit.

“Bureau of purchased services” means a bureau of the division of fiscal management, which is
responsible for administering the purchase of service system.

“Cash basis accounting” means the accounting basis which records expenses when bills are paid
and income when money is received.

“Ceiling” means the maximum limit for payment for a service which has been established by an
administrative rule or by the Iowa Code specifically for that service.

“Client” means an individual or family group who has applied for and been found to be eligible for
social services from the Iowa department of human services.

“Common ownership” means that relationship existing when an individual or individuals possess
significant ownership or equity in the provider and the institution or organization serving the provider.

“Components of service” means the elements or activities that make up a specific service.
“Contract” means formal written agreement between the Iowa department of human services and

another legal entity, except for those government agencies whose services are covered under provision
of Iowa Code chapter 28E.

“Contractor” means an institution, organization, facility or individual who is a legal entity and has
entered into a contract with the department of human services.

“Control” means that relationship existing where an individual or an organization has the power,
directly or indirectly, significantly to influence or direct the actions or policies of an organization or
institution.

“Department” means the Iowa department of human services.
“Direct cost” means those expenses which can be identified specifically and solely to a particular

program.
“Donor” means a local source of funding (public or private) that enters into an Iowa donation of

funds contract.
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“Effective date.”
1. Contract effective date for agency contracts means the first day of a month on which the contract

shall become in force.
2. Effective date of rate means the date specified in a purchase of service contract on which the

specified rate of payment for service provided begins.
“Field staff” means department employees outside of central office reporting to the deputy director

of field operations.
“Grant” means an award of funds to develop specific programs or achieve specific outcomes.
“Indirect cost”means those expenses which cannot be related directly to a specific program and are,

therefore, allocated to more than one program.
“Project manager” means a department employee who is assigned to assist in developing,

monitoring and evaluating a contract and to provide related technical assistance.
“Provider” means an institution, organization, facility, or individual who is a legal entity and has

entered into a contract with the department to provide social services to clients of the department.
“Purchase of service system” means the system within the department for contracting and payment

for services, including contracts for funding and contracts for technical assistance.
“Related to provider” means that the provider to a significant extent is associated or affiliated with

or has control of, or is controlled by, the organization furnishing the services, facilities, or supplies.
“Relatives” include the following persons: husband and wife, natural parent and child, sibling,

adopted child and adoptive parent, stepparent, stepchild, stepbrother, stepsister, father-in-law,
mother-in-law, son-in-law, daughter-in-law, brother-in-law, sister-in-law, grandparent and grandchild.

“Social services” means a set of actions purposefully directed toward human needs which are
socially identified as requiring assistance from others for their resolution.

“Unit of service”means a specified quantity of service or a specific outcome as a result of the service
provided.

441—150.2(234) Categories of contracts.
150.2(1) Iowa purchase of social services contract. An Iowa purchase of social services contract

is a legal contract between the department and a provider for a specified service or services to clients
referred by the department. This contract establishes the components of service to be provided, the rate
per unit of service, a maximum number of units to be available, and other negotiated conditions. The
department has three types of contracts for purchasing social services.

a. An agency contract is a contract written with an agency. Iowa Purchase of Social Services
Agency Contract, Form 470-0628, shall be completed prior to services being purchased from the agency.

b. A child care certificate is an agreement written with a licensed child care center, a family day
care home, a group day care home, an in-home care provider, or a relative care provider. Policies
governing child care certificates may be found in 441—Chapter 170.

c. An individual in-home health-related provider agreement is an agreement written with an
individual provider of in-home health services. Policies governing individual in-home health-related
provider agreements may be found in 441—Chapter 177.

150.2(2) Iowa purchase of administrative support contract. An Iowa purchase of administrative
support contract is between the department and a contractor for the provision of administrative support.
This contract establishes the support services to be provided, the rate and the method of payment,
and other negotiated conditions. A contractor or the division of a contractor who is a multiservice
organization holding an administrative support contract may not provide direct client services during
the period of the contract.

a. A volunteer contract is the administrative support contract between an individual or agency and
the department to secure volunteers to assist the department in service delivery.

b. A general use administrative support contract is between the department and a contractor for
the provision of administrative support.

150.2(3) County board of supervisors’ participation contract. Rescinded IAB 7/8/92, effective
7/1/92.
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150.2(4) Iowa donation of funds contract. The department may accept donated funds.
a. Upon mutual agreement regarding the scope and use of the funds to be donated, the department

may negotiate and shall execute a contract between the department and the donor in accordance with
department of administrative services rules in 11—Chapters 106 and 107. The contract shall contain
specifications concerning amendment, termination, transmittal of funds, accounting, and reversion of
unspent funds.

b. Except for restrictions permitted by the contract, all funds shall be donated on an unrestricted
basis for use as if they were appropriated funds and shall be under the administrative control of the
department. The donor may specify the geographic area to be served and the specific service to be
provided.

c. No funds donated and transmitted to the department will be returned to the donor unless
specified in the contract.

441—150.3(234) Iowa purchase of social services agency contract.
150.3(1) Initiation of contract proposal. When the department issues a request for proposal to select

providers, the process and conditions for approving contract proposals shall be as specified in the request,
and the department shall not be required to contract with a provider that is not selected. Otherwise, the
following procedures for initiation of contract proposals shall apply.

a. Right to request a contract. All potential provider agencies have a right to request a contract.
b. Initial contact. The initial contact should be between the potential provider and the service area

manager for the service area in which the provider’s headquarters is located. In the case of out-of-state
providers, this contact can be with the service area manager for either the closest service area or the
service area initiating the contact. At the beginning of the process of developing a contract, the bureau
of purchased services shall give the provider:

(1) Information about the contracting process; and
(2) Instructions on how to access the Purchase of Service Provider Handbook electronically.
c. Contract proposal development. When the service area manager determines that a contract

is to be developed, a project manager will be assigned who will assist in contract development and
processing. The project manager will assist the contractor in completing the contract proposal and
fiscal information appropriate to the contract. This information shall include documentation that the
conditions of participation are met. Form 470-0663, Iowa Purchase of Social Services Agency Contract
Face Sheet, shall be completed at the same time as Form 470-0628, Iowa Purchase of Social Services
Agency Contract, or Form 470-0630, Amendment or Renewal of the Iowa Purchase of Social Services
Agency Contract, is prepared.

d. Contract proposal approval or rejection. Before a contract can be effective, it shall be signed
by the following persons within the time frames provided:

(1) Authorized representative of the provider agency.
(2) Service area manager, within one week from receipt.
(3) Rescinded IAB 5/11/05, effective 5/1/05.
(4) Chief of the bureau of purchased services, within 30 days from receipt.
The provider shall be given a notice and explanation in writing of delays in the process or of rejection

of the proposal. Payment cannot be made until the contract is signed by the provider’s authorized
representative and the chief of the bureau of purchased services.

e. Criteria for rejection. The following criteria may cause a proposed contract to be rejected:
(1) The service is not needed by department clients.
(2) The service is not in the social services block grant plan for the counties to be served by the

program.
(3) No funds are available for the service being proposed.
(4) The proposed contract does not meet applicable rules, regulations, or guidelines, including

service definition.
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f. Contract effective date. When the agreed-upon contract conditions have been met, the effective
date of the contract is the first day of an agreed-uponmonth following signature by the chief of the bureau
of purchased services.

150.3(2) Contract administration.
a. Contract management. During the contract period the assigned project manager shall be the

contract liaison between the department and the provider. The project manager shall be contacted on all
interpretations and problems relating to the contract and shall follow the issues through to their resolution.
The project manager shall also monitor performance under the contract and shall provide or arrange for
technical assistance to improve the provider’s performance, if needed. Report of On-Site Visit, Form
470-0670, may be used to monitor performance under the contract.

b. Contract amendment. The contract shall be amended only upon agreement of both parties.
Amendments which affect the cost of services shall include reestablishment of applicable rates.
Amendment or Renewal of Iowa Purchase of Social Services Agency Contract, Form 470-0630, shall
be used to amend or renew the contract.

c. Contract renewal. A joint decision to pursue renewal of the contract must be made at least 60
days before the expiration date.

(1) Each contract shall be evaluated. The department shall take the results of the evaluation into
consideration in making the decision on renewal. This evaluation may involve use of the Monitoring
and Evaluation Review Guide, Form 470-2571, or other evaluation tools specified in the contract.

(2) Desk Audit for Civil Rights Contract Compliance, Form 470-2215, shall be completed by the
provider.

d. Contract termination. Causes for termination during the period of the contract are:
(1) Mutual agreement of the parties involved.
(2) Demonstration that sufficient funds are unavailable to continue the services involved.
(3) Failure to make required reporting.
(4) Failure to make financial and statistical records available for review.
(5) Failure to abide by the provisions of the contract.
150.3(3) Conditions of participation. The provider shall meet the following standards:
a. Licensure, approval, or accreditation. The provider shall have any license, approval, and

accreditation required by law, regulation or administrative rules, or standards of operation required by
the state or the federal government before the contract can be effective. Out-of-state providers shall meet
Iowa licensing standards related to treatment, professional staff to client ratio, and staff qualifications.

b. Signed contract. A contract can be effective only when signed by all parties required in
150.3(1)“d.”

c. Civil rights laws. The providers shall be in compliance with all federal, state and local civil
rights laws and regulations with respect to equal employment opportunity, or have a written work plan
approved by the diversity programs unit to come into compliance. Equal Opportunity Review, Form
470-0148, shall be completed by the provider. Equal Opportunity Review Status Report, Form 470-2194,
shall be completed by the diversity programs unit.

d. Title VI compliance. The provider shall be in compliance with Title VI of the 1964 Civil Rights
Act and all other federal, state, and local laws and regulations regarding the provision of services, or
have a written plan approved by the diversity programs unit to come into compliance. Equal Opportunity
Review, Form 470-0148, shall be completed by the provider. Equal Opportunity Review Status Report,
Form 470-2194, shall be completed by the diversity programs unit.

e. Section 504 compliance. The provider shall be in compliance with Section 504 of the
Rehabilitation Act of 1973 and with all federal, state, and local Section 504 laws and regulations, or
have a written work plan approved by the diversity programs unit to come into compliance. Equal
Opportunity Review, Form 470-0148, Plan Review Accessibility Checklist, Form 470-0149, and
Section 504 Transition Plan: Structural Accessibility, Form 470-0150, shall be completed by the
provider. Equal Opportunity Review Status Report, Form 470-2194, shall be completed by the diversity
programs unit.
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f. Affirmative action. The provider shall be in compliancewith all federal, state, and local laws and
regulations regarding affirmative action, or have a written work plan approved by the diversity programs
unit to come into compliance. Equal Opportunity Review, Form 470-0148, shall be completed by the
provider. Equal Opportunity Review Status Report, Form 470-2194, shall be completed by the diversity
programs unit.

g. Abuse reporting. The provider shall have a written policy and procedure approved by the
service area manager or designee for reporting abuse or denial of critical care of children or dependent
adults.

h. Confidentiality. The provider shall comply with all applicable federal and state laws and
regulations on confidentiality including rules on confidentiality contained in 441—Chapter 9. The
provider shall have a written policy and procedure approved by the service area manager or designee
for maintaining individual client confidentiality including client record destruction.

i. Client appeals and grievances. Clients receiving service through a purchase of service contract
have the right to appeal adverse decisions made by the department or the provider. The provider shall
have a written policy and procedure approved by the service area manager or designee for handling client
appeals and grievances and shall provide information to clients about their rights to appeal.

j. Client reports. The provider shall maintain the following client records, except when providing
services as described in 441—Chapter 182, for which the requirements in 441—subrules 185.10(4),
185.10(5) and 185.10(6) shall apply, as specified in rule 441—182.7(234):

(1) Provider service plan or individual program plan. Providers shall develop a written service plan
or individual program plan for each client within 30 days of service initiation. The plan shall include a
concise description of the situation or area which will be the focus of the service; statement of the goals
to be achieved through the delivery of services; time limited and measurable objectives which will lead
to the attainment of the goal to be achieved; specific service components, frequency, and the assignment
of responsibility for the provision of the components; and the month and year when it is estimated the
client will be able to achieve the current goals and objectives. The provider service plan shall be updated
upon receipt of a new departmental case plan, but at least once every six months.

(2) Quarterly progress reports. Quarterly progress reports shall be sent to the department service
worker responsible for the client. The first report shall be submitted to the department three months after
service is initiated. Reports shall be submitted quarterly thereafter, unless provided for otherwise in rules
for a specific service.

The progress report shall include a description of the specific service components provided, their
frequency, and who provided them; the client’s progress with respect to the goals and service objectives;
and any recommended changes in the service plan or individual program plan. For all placement cases
the report shall include interpretation of the client’s reaction to placement, a summary of medical or
dental services that were provided, a summary of educational or vocational progress and participation,
and a summary of the involvement of the family with the client and the services.

Reports for the supervised apartment living service shall also include supporting documentation for
service provision. The documentation shall list dates of client and collateral contacts, type of contact,
persons contacted, and a brief explanation of the focus of each contact. Each unit of service for which
payment is sought should be the subject of a written progress note.

(3) Termination of service summary. A termination of service summary shall be sent to the
department service worker responsible for the client within two weeks of service termination. The
summary shall include the rationale for service termination and the impact of the service components
on the client in relationship to the established goals and objectives.

k. Financial and statistical records. Each provider of service must maintain sufficient financial
and statistical records, including program and census data, to document the validity of the reports
submitted to the department.

(1) The records shall be available for review at any time during normal business hours by
department personnel, the purchase of service fiscal consultant, and state or federal audit personnel.

(2) These records shall be retained for a period of five years after final payment.
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l. Reports on financial and statistical records. Reports on financial and statistical records shall be
submitted as required. Failure to do so within the required time limits is grounds for termination of the
contract.

m. Maintenance of client records. Records for clients served through a purchase of service contract
must be retained by the provider for a period of three years after service to the client terminates, except
for services described in 441—Chapter 182, for which the requirements of rule 441—182.7(234) shall
apply.

n. Provider charges. A provider shall not charge department clients more than it receives for the
same services provided to nondepartmental clients.

o. Special-purpose organizations. A provider may establish a separate, special-purpose
organization to conduct certain of the provider’s client-related or nonclient-related activities. For
example, a development foundation assumes the provider’s fund-raising activity. Often, the provider
does not own the special-purpose organization (e.g., a nonprofit, nonstock-issuing corporation), and has
no common governing body membership. However, a special-purpose organization is considered to
be related to a provider if:

(1) The provider controls the organization through contracts or other legal documents that give the
provider the authority to direct the organization’s activities, management, and policies; or

(2) The provider is, for all practical purposes, the primary beneficiary of the organization’s
activities. The provider should be considered the special-purpose organization’s primary beneficiary if
one or more of the following circumstances exist:

The organization has solicited funds on the provider’s behalf with provider approval, and
substantially all funds so solicited were contributed with intent of benefiting the provider.

The provider has transferred some of its resources to the organization, substantially all of whose
resources are held for the benefit of the provider; or

The provider has assigned certain of its functions to a special-purpose organization that is operating
primarily for the benefit of the provider.

p. Certification by department of transportation.
(1) If the provider furnishes public transit service as defined in 761—910.1(324A), the provider

shall annually submit to the project manager information regarding compliance with or exemption
from public transit coordination requirements as found in Iowa Code chapter 324A and department of
transportation rules in 761—Chapter 910. This information shall include:

1. Form 020107, Certification Application for Coordination of Public Transit Services, which the
project manager shall submit to the department of transportation; and

2. A copy of an ACORD Certificate of Insurance or similar self-insurance documentation, as
applicable.

(2) If a provider believes it does not furnish public transit service as defined in 761—910.1(324A)
and therefore is exempt from the requirements in subparagraph (1), the provider shall submit Form
020107 with only Section 1 completed when the provider enters into a new contract.

(3) If a provider that has furnished public transit service as defined in 761—910.1(324A) ceases to
do so, the provider becomes exempt from the requirements in subparagraph (1).

(4) If an exempt provider begins to furnish public transit service as defined in 761—910.1(324A),
the provider shall inform the project manager within 30 days of the change and shall adhere to the
procedures in subparagraph (1).

(5) Failure of the provider to cooperate in obtaining or providing the required documentation for
compliance or exemption is grounds for denial or termination of the contract.

q. Services provided. Services provided, as described in Form 470-0663, Iowa Purchase of Social
Services Agency Contract Face Sheet, and attachments, shall at a minimum meet the rules found in the
Iowa Administrative Code for a particular service or the contract may be terminated.

r. Bonding, indemnity and insurance clauses.
(1) Rescinded IAB 2/3/93, effective 4/1/93.
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(2) Indemnity. The provider agrees that it will at all times during the existence of this contract
indemnify and hold harmless the department and county against any and all liability, loss, damages,
costs or expenses which the provider may hereafter sustain, incur or be required to pay:

1. By reason of any client’s suffering personal injury, death or property loss or damages either
while participating in or receiving from the provider the care and services to be furnished by the provider
under this contract, or while on premises owned, leased, or operated by the provider, or while being
transported in any vehicle owned, operated, leased, chartered, or otherwise contracted for by the provider
or any officer, agency, or employee thereof.

2. By reason of any client’s causing injury to or damage to another person or property during any
time when the provider or any officer, agency or employee thereof has undertaken or is furnishing the
care and service called for under this contract.

(3) Insurance. The provider agrees that in order to protect itself as well as the department and
county under the indemnity agreement above, it will at all times during the term of the contract have
and keep in force a liability insurance policy, verification of which shall accompany Form 470-0663,
Iowa Purchase of Social Services Agency Contract Face Sheet. The provider agrees that all employees,
volunteers, or any other person, other than employees of the department acting within the scope of their
employment in the department, authorized to transport clients in privately owned vehicles, have liability
insurance in force.

s. Renegotiation clause. In the event there is a revision of federal or state laws or regulations and
this contract no longer conforms to those laws or regulations, both parties will review the contract and
renegotiate those items necessary to conform with the new federal or state laws or regulations.

t. Performance measures. The department may require performance measures.
150.3(4) Establishment of rates. The Financial and Statistical Report for Purchase of Service

Contracts, Form 470-0664, is the basis for establishing the rates to be paid to all providers under an
Iowa Purchase of Social Services Agency Contract, Form 470-0628, except as provided below.

a. Injectable contraceptive unit. Rescinded IAB 8/1/07, effective 9/5/07.
b. Out-of-state providers.
(1) Rescinded IAB 9/1/93, effective 11/1/93.
(2) Out-of-state providers of other services shall have rates established using the applicable portions

of the Financial and Statistical Report for Purchase of Service Contracts, Form 470-0664.
c. Family-centered flexible supportive services. Rates for community resource procurement,

family teammeeting facilitation, and relative home study services, as described in rule 441—182.2(234),
shall be:

(1) Established in accordance with 441—subrule 185.112(14); and
(2) Subject to the provisions of 441—subrules 152.2(23) and 152.2(25).
150.3(5) Financial and statistical report. The Financial and Statistical Report for Purchase of

Service Contracts, Form 470-0664, shall be completed by those providers as required in 150.3(4). The
reports shall be based on the following rules.

a. Accounting procedures. 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 who
are multiple program agencies shall submit a cost allocation schedule prepared in accordance with
recognized methods and procedures.

(1) Direct program expense shall include all direct client contact personnel involved in a program
including the time of a supervisor of a program, or the apportioned share of the supervisor’s time when
the supervisor supervises more than one program.

(2) Expenses other than salary and fringe benefits shall be charged as direct program expenses when
the expenses are identifiable to a program. They may also be charged as direct program expenses when
a method of distribution acceptable to the department is maintained on a consistent basis.

(3) Occupancy expenses shall be allocated to programs on a space utilization formula. The space
utilization formula may be used for salaries and fringes of building maintenance and janitorial type
personnel.
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(4) All expenses which relate jointly to two or more programs shall be allocated to program service
costs by utilizing a cost allocation method which fairly distributes costs to the related programs. Any
expenses which relate directly to a particular program shall be reflected as such. All maintenance costs
shall be charged directly or allocated proportionately to the related programs affected.

(5) Indirect program service costs shall be distributed over all applicable services.
(6) Expenses such as supplies, conferences, and similar expenses that cannot be directly related to

a program shall be charged to indirect program service costs.
(7) A multiservice agency shall establish a method acceptable to the department of distributing

indirect program service costs.
(8) Income received from fund-raising efforts or donations shall be reported as revenue on the

financial and statistical report and used to offset fund-raising costs. Fund-raising costs remaining after
the offset shall be an unallowable cost.

All contributions shall be accompanied by a schedule showing the contribution and anticipated
designation by the agency. No private moneys contributed to the agency shall be included by the
department in its reimbursement rate determination unless these moneys are contributed for services
provided to specific individuals for whom the reimbursement rate is established by the department.

If a shelter care provider’s actual and allowable costs for a child’s shelter care placement exceed
the amount the department is authorized to pay and the provider is reimbursed by the child’s county of
legal settlement for the difference between actual and allowable costs and the amount reimbursed by the
department, the amount paid by the county shall not be included by the department in its reimbursement
rate determination, as long as the amount paid is not greater than the provider’s actual and allowable
costs, or the statewide average of actual and allowable costs in May of the preceding year for juvenile
shelter care homes, whichever is less.

(9) When an agency has a certified public accounting firm perform an audit of its financial
statements, the resulting audit report shall follow one of the uniform audit report formats recommended
by the American Institute of Certified Public Accountants. These formats are specified in the industry
audit guide series, “Audits of Voluntary Health and Welfare Organizations,” prepared by the Committee
on Voluntary Health and Welfare Organizations, American Institute of Certified Public Accountants,
New York, 1974. A copy of the certified audit report shall be submitted to the department within 60
days of receipt.

(10) All expenses reported on Form 470-0664 shall be supported by an agency’s general ledger and
documentation on file in the agency’s office.

b. Failure to maintain records. Failure to maintain records adequate to support the Financial and
Statistical Report for Purchase of Service Contracts, Form 470-0664, may result in termination of the
contract. These records include, but are not limited to:

(1) Reviewable, legible census reports.
(2) Payroll information.
(3) Capital asset schedules.
(4) All canceled checks, deposit slips, invoices (paid and unpaid).
(5) Audit reports (if any).
(6) Board of directors’ minutes.
c. Submission of reports. The financial and statistical report shall be submitted to the department

no later than three months after the close of the provider’s established fiscal year. At least one week
must be allowed prior to this deadline for the project manager to review the report and transmit it to
the bureau of purchased services in central office. Failure to submit the report in time without written
approval from the chief of the bureau of purchased services may reduce payment to 75 percent of the
current rate. Failure to submit the report within six months of the end of the fiscal year shall be cause
for terminating the contract.

d. Rate modification. Modification of rates shall be made when required by changes in licensing
requirements, changes in the law, or amendments to the contract. Requests for modification of a rate
may be made when changes are because of program expansion or modification and have the approval
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of the service area where services are provided. Even if there is a modification of the rate, the modified
rate is still subject to any maximum established in any law or rule.

e. Payment of new rate. New rates shall be effective for services provided beginning the first day
of the second calendar month after receipt by the bureau of purchased services of a report sufficient to
establish rates or, by mutual agreement, new rates shall be effective the first day of the month following
completion of the fiscal review. Failure to submit a report sufficient to establish a rate will result in the
effective date’s being delayed. At least one week must be allowed prior to the deadline in paragraph “c”
above for the project manager to review the report and transmit it to central office.

f. Exceptions to costs. Exceptions to costs identified by the bureau of purchased services or its
fiscal consultant will be communicated to the provider in writing.

g. Accrual basis. Providers not using the accrual basis of accounting shall adjust amounts to
the accrual basis when the financial and statistical report is completed. Records of cash receipts and
disbursements shall be adjusted to reflect accruals of income and expenses.

h. Census data. Documentation of units of service provided which identifies the individual client
shall be available on a daily basis and summarized on a monthly report. The documentation and reports
shall be retained by the provider for review at the time the expenditure report is prepared and reviewed
by the department’s fiscal consultant.

i. 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
noncompliance with reporting instructions.

j. Revenues. When the Financial and Statistical Report is completed, revenues shall be reported
as recorded in the general books and records adjusted for accruals. Expense recoveries shall be reflected
as revenues.

k. Capital asset use allowance (depreciation) schedule. The Capital Asset Use Allowance
Schedule shall be prepared using the guidelines for provider reimbursement in the Medicare and
Medicaid Guide, December 1981.

l. The following expenses shall not be allowed:
(1) Fees paid directors and nonworking officers’ salaries.
(2) Bad debts.
(3) Entertainment expenses.
(4) Memberships in recreational clubs, paid for by an agency (country clubs, dinner clubs, health

clubs, or similar places) which are primarily for the benefit of the employees of the agency.
(5) Legal assistance on behalf of clients.
(6) Costs eligible for reimbursement through the medical assistance program.
(7) Food and lodging expenses for personnel incurred in the city or immediate area surrounding

the personnel’s residence or office of employment, except when the specific expense is required by the
agency and documentation is maintained for audit purposes. Food and lodging expenses incurred as
part of programmed activities on behalf of clients, their parents, guardians, or consultants are allowable
expenses when documentation is available for audit purposes.

(8) Business conferences and conventions. Meeting costs of an agency which are not required in
licensure.

(9) Awards and grants to recognize board members and community citizens for achievement.
Awards and grants to clients as part of treatment program are reimbursable.

(10) Survey costs when required certification is not attained.
(11) Federal and state income taxes.
m. Limited service—without a ceiling. The following expenses are limited for service without a

ceiling established by administrative rule or law for that service. This includes services with maximum
rates, with the exception of shelter care.

(1) Moving and recruitment are allowed as a reimbursable cost only to the extent allowed for state
employees. Expenses incurred for placing advertising for purposes of locating qualified individuals for
staff positions are allowed for reimbursement purposes.

(2) and (3) Rescinded IAB 5/18/88, effective May 1, 1988.
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(4) Costs for participation in educational conferences are limited to 3 percent of the agency’s actual
salary costs, less excluded or limited salary costs as recorded on the financial and statistical report.

(5) Costs of reference publications and subscriptions for program-related materials are limited to
$500 per year.

(6) Memberships in professional service organizations are allowed to the extent they do not exceed
one-half of 1 percent of the total salary costs less excluded salary costs.

(7) In-state travel costs for mileage and per diem expenses are allowable to the extent they do not
exceed the maximum mileage and per diem rates for state employees for travel in the state.

(8) Reimbursement for air travel shall not exceed the lesser of the minimum commercial rate or the
rate allowed for mileage in subparagraph (7) above.

(9) The maximum reimbursable salary for the agency administrator or executive director charged
to purchase of service is $40,000 annually.

(10) Annual meeting costs of an agency which are required in licensure are allowed to the extent
required by licensure.

n. Limited service—with a ceiling. The following expenses are limited for services with a ceiling
established by administrative rule or law for that service. This includes shelter care.

(1) The maximum reimbursable compensation for the agency administrator or executive director
charged to purchase of service annually is $40,000.

(2) Annual meeting costs of an agency which are required for licensure are allowed to the extent
required by licensure.

o. Establishment of ceiling and reimbursement rate.
(1) The maximum allowable rate ceiling applicable to each service is found in the rules for that

particular service.
(2) When a ceiling exists, the reimbursement rate shall be established by determining on a per unit

basis the allowable cost plus the current cost adjustment subject to the maximum allowable cost ceiling.
p. Rate limits. Interruptions in service programs will not affect the rate. If an agency assumes the

delivery of service from another agency, the rate shall remain the same as for the former agency.
(1) The combined service and maintenance reimbursement rate paid to a shelter care provider shall

be based on the financial and statistical report submitted to the department. For the fiscal year beginning
July 1, 2008, the maximum reimbursement rate shall be $92.36 per day, based on a 365-day year. If
the department reimburses the provider at less than the maximum rate, the department shall adjust the
provider’s reimbursement rate to the provider’s actual and allowable cost plus the inflation factor or to
the maximum reimbursement rate, whichever is less.

(2) For the fiscal year beginning July 1, 2008, the maximum reimbursement rates for services
provided under a purchase of social service agency contract (shelter care and supervised apartment living)
shall be increased to 1 percent over the rates in effect on June 30, 2008, or increased to the provider’s
actual and allowable cost plus inflation, whichever is less.

(3) The rates may be adjusted if a new service is added after June 30, 2008. The initial
reimbursement rate for the new service shall be based upon actual and allowable costs. A new service
does not include a new building or location or other changes in method of service delivery for a service
currently provided under the contract.

1. For shelter care, if the provider is currently offering shelter care under social services contract,
the only time the provider shall be considered to be offering a new service is if the provider adds a service
other than shelter care.

2. For supervised apartment living, the only time a provider shall be considered to be offering a
new service is when the agency adds a cluster site or a scattered site for the first time. If, for example,
the agency has a supervised apartment living cluster site, the addition of a new site does not constitute a
new service.

3. If the department defines, in administrative rule, a new service as a social service that may be
purchased, this shall constitute a new service for purposes of establishment of a rate. Once the rate for
the new service is established for a provider, the rate will be subject to any limitations established by
administrative rule or law.
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(4) If a social service provider loses a source of income used to determine the reimbursement
rate for the provider, the provider’s reimbursement rate may be adjusted to reflect the loss of income,
provided that the lost income was used to support actual and allowable costs of a service purchased under
a purchase of service contract.

q. Related party costs. Direct and indirect costs applicable to services, facilities, equipment, and
supplies furnished to the provider by organizations related to the provider are includable in the allowable
cost of the provider at the cost to the related organization. All costs allowable at the provider level are
also allowable at the related organization level, unless these related organization costs are duplicative of
provider costs already subject to reimbursement.

(1) Allowable costs shall be all actual direct and indirect costs applying to any service or item
interchanged between related parties, such as capital use allowance (depreciation), interest on borrowed
money, insurance, taxes, and maintenance costs.

(2) When the related party’s costs are used as the basis for allowable rental or supply costs, the
related party shall supply documentation of these costs to the provider. The provider shall complete a
schedule displaying amount paid to related parties, related party cost, and total amount allowable. The
resulting costs shall be allocated according to policies in 150.3(5)“a”(3) to (7).

Financial and statistical records shall be maintained by the related party under the provisions in
150.3(3)“k.”

(3) Tests for relatedness shall be those specified in rule 441—150.1(234) and 150.3(3)“o.” The
department or the purchase of service fiscal consultant shall have access to the records of the provider
and landlord or supplier to determine if relatedness exists. Applicable records may include financial and
accounting records, board minutes, articles of incorporation, and list of board members.

r. Day care increase. Rescinded IAB 7/7/93, effective 7/1/93.
s. Interest on unpaid invoices. Any invoice that remains unpaid after 60 days following the receipt

of a valid claim is subject to the payment of interest. The rate of interest is 1 percent per month beyond
the 60-day period, on a simple interest basis. A separate claim for the interest is to be generated by the
agency. If the original claim was paid with both federal and state funds, only that portion of the original
claim paid with state funds will be subject to interest charges.

t. Interest as an allowable cost. 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 required to operate a program, 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.

u. Rate formula. Paragraph 150.3(5)“p” notwithstanding, when rates are determined based on
cost of providing the service involved, they will be calculated according to the following mathematical
formula:

Net allowable expenditures
Effective utilization level

× Reimbursement factor = Base Rate

(1) Net allowable expenditures are those expenditures attributable to service to clients which are
allowable as set forth in subrule 150.3(5), paragraphs “a” to “t.”

(2) Effective utilization level shall be 80 percent or actual (whichever is greater) of the licensed or
staffed capacity (whichever is less) of the program.
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(3) Inflation factor is the percentage which will be applied to develop payment rates consistent with
current policy and funding of the department. The inflation factor is intended to overcome the time lag
between the time period for which costs were reported and the time period during which the rates will
be in effect. The inflation factor shall be the amount by which the Consumer Price Index for all urban
consumers increased during the preceding calendar year ending December 31.

(4) Base rate is the rate which is developed independent of any limits which are in effect. Actual
rates paid are subject to applicable limits or maximums.

v. Rescinded IAB 5/13/92, effective 4/16/92.
150.3(6) Client eligibility and referral.
a. Program eligibility. To receive services through the purchase of service system, clients shall be

determined eligible and be formally referred by the department.
(1) The department shall not make payment for services provided before the client’s application,

eligibility determination, and referral. See “b” below for an exception to this requirement.
(2) Except as provided in paragraph “c,” the department shall use the following forms to authorize

services:
1. Form 470-0622, Referral of Client for Purchase of Social Services.
2. Form 470-0719, Placement Agreement: Child Placing or Child Caring Agency (Provider).
b. When a court orders foster care and the department has no responsibility for supervision or

placement of the client, the department will pay the rate established by these rules for maintenance and
service provided by the facility.

c. Family-centered services. For family-centered services, the provisions in rules
441—182.3(234) and 441—182.4(234) relating to approval, authorization, and referral shall apply.

150.3(7) Client fees. The provider shall agree not to require any fee for service from departmental
clients unless a fee is required by the department and is consistent with federal regulation and state policy.
Rules governing client fees are found in 441—130.4(234).

The provider shall collect fees due from clients. The provider shall maintain records of fees collected,
and these records shall be available for audit by the department or its representative. When a client does
not pay the fee, the provider shall demonstrate that a reasonable effort has been made to collect the fee.
Reasonable effort to collect means an original billing and two follow-up notices of nonpayment. When
the second notice of nonpayment is sent, the provider shall send a copy of the notice to the department
worker.

150.3(8) Billing procedures. At the end of each month the provider agency shall prepare Form
470-0020, Purchase of Service Provider Invoice, for contractual services provided by the agency during
the month.

Separate invoices shall be prepared for each county from which clients were referred, each service,
and each funding source involved in payment. Complete invoices shall be sent to the departmental
county office responsible for the client for approval and forwarding for payment.

More frequent billings may be permitted on an exception basis with the written approval of the
service area and the chief of the bureau of purchased services.

a. Time limit for submitting vouchers, invoices, or claims. The time limit for submission of
original vouchers, invoices, or claims shall be three months from the date of service.

b. Resubmittals of rejected claims. Valid claims which were originally submitted within the time
limit specified in paragraph “a” but were rejected because of an error shall be resubmitted without regard
to time frames.

150.3(9) Reviews of departmental actions. A provider who is adversely affected by a departmental
decision may request a review. A review request may cause the action to be stopped pending the outcome
of the review, except in cases where it can be documented that to do so would be detrimental to the health
and welfare of clients. The procedure for review is:

a. The provider shall send a written request for review to the project manager responsible for the
contract within ten days of receipt of the decision in question. This request shall document the specific
area in question and the remedy desired. The project manager shall provide a written response within
ten days.
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b. When dissatisfied with the response, the provider shall submit to the service area manager
within ten days the original request, the response received, and any additional information desired. The
service area manager shall study the concerns and the action taken, and render a decision in writing
within 14 days. A meeting with the provider may be held to clarify the situation.

c. If still dissatisfied, the provider may within ten days request a review by the chief of the bureau
of purchased services. The request for review should include copies of material from paragraphs “a” and
“b” above. The bureau chief shall review the issues and positions of the parties involved and provide a
written decision within 14 days. A meeting may be held with the provider, project manager, and service
area manager or designee.

d. The provider may appeal this decision within ten days to the director of the department, who
will issue the final department decision within 14 days.

150.3(10) Review of financial and statistical reports. Authorized representatives of the department
or state or federal audit personnel shall have the right to review the general financial records of a provider.
The purpose of the review is to determine if expenses reported to the department have been handled
as required under 150.3(5). Representatives shall provide proper identification and shall use generally
accepted auditing principles. The reviews may include an on-site visit to the provider, the provider’s
central accounting office, the offices of the provider’s agents, a combination of these, or, by mutual
decision, to other locations.

150.3(11) Rescinded, effective 3/1/87.
This rule is intended to implement Iowa Code section 234.6.

441—150.4(234) Iowa purchase of social services contract—individual providers.
150.4(1) Individual child day care provider agreement. Rules governing individual child day care

provider agreements may be found in 441—Chapter 170.
150.4(2) Individual in-home health-related provider agreement. Rules governing individual

in-home health-related provider agreements may be found in 441—Chapter 177.

441—150.5(234) Iowa purchase of administrative support.
150.5(1) Initiation of contract proposal.
a. Right to request a contract. All potential contractors have a right to request a contract.
b. Initial contact.
(1) Volunteer contract. The initial contact for a volunteer contract may be between the potential

contractor and the service area manager of the service area in which the individual or the contractor
agency’s headquarters is located or the contract may be between the potential contractor and the director
of the state volunteer program in the central office of the department. If so, the director will communicate
with the service area.

(2) General use administrative support contract. The initial contact for a general use administrative
support contract may be between the potential contractor and the service area manager of the service
area in which the individual or contractor organization’s headquarters is located or the contract may be
between the potential contractor and the chief of the bureau of purchased services, whowill communicate
with the service area.

c. Contract proposal development. When the service area manager determines that a contract is to
be developed, a project manager will be assigned whowill assist in contract development and processing.
The project manager will assist the contractor in completing the contract proposal and fiscal information
appropriate to the contract. This includes documentation that the conditions of participation required
below are met.

d. Contract proposal approval or rejection. Before a contract can be effective it shall be signed
by the following persons within the time frames provided:

(1) Volunteer contract.
Individual contractor or authorized representative of the contractor agency.
Service area manager within one week from receipt.
Director of the state volunteer program within 30 days from receipt.
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(2) General use administrative support contract.
Individual contractor or authorized representative of the contractor agency.
Service area manager within one week from receipt.
Chief of the bureau of purchased services within two weeks from receipt.
Administrator of the division of fiscal management within two weeks from receipt.
The contractor shall be notified of delays in the process or of rejection of the proposal. This

notification along with an explanation shall be in writing. The applicant has a right to have the decision
reviewed by the director of the state volunteer program, or chief of the bureau of purchased services.

e. Criteria for rejection. The following criteria may cause a proposed contract to be rejected.
(1) The proposed activity is not needed by the department.
(2) No funds are available for the activity being proposed.
(3) The proposed contract does not meet applicable rules, regulations, or guidelines.
f. Contract effective date. If the agreed-upon contract conditions have been met, the effective date

of the contract is the first day of an agreed-upon month following signature by the director of the state
volunteer program, or the chief of the bureau of purchased services.

150.5(2) Contract administration.
a. Contract management. During the contract period, the assigned project manager shall be

the liaison between the department and the contractor. The project manager shall be contacted on all
interpretations and problems related to the contract and shall follow issues through to their resolution.
The project manager shall also monitor performance under the contract and will provide or arrange for
technical assistance to improve the contractor’s performance, if needed.

b. Contract amendments. The contract shall be amended only upon agreement of both parties.
Amendments which affect the cost of providing the volunteer services must include reestablishment of
amounts to be paid.

c. Contract renewal. A joint decision to pursue renewal of the contract must be made at least 60
days prior to the expiration date. Each contract shall be evaluated. The results of the evaluation shall be
taken into consideration in the decision on renewal. This evaluation may involve use of evaluation tools
specified in the contract.

d. Contract termination. Causes for termination during the period of the contract are:
(1) Mutual agreement of the parties involved.
(2) Demonstration that sufficient funds are unavailable to continue the service(s) involved.
(3) Failure to make reports required by the contract.
(4) Failure to make financial, statistical, and program records available.
(5) Failure to abide by the provisions of the contract.
150.5(3) Conditions of participation. The contractor shall meet the following standards:
a. Licensure, approval, or accreditation. The contractor shall have any license, approval, and

third-party accreditation required by law, regulation, or administrative rules, or shall meet standards of
operation required by state or federal regulation. This requirement must be met before the contract can
be effective.

b. Signed contract. A contract can be effective only when signed by all parties required in
150.5(1)“d.”

c. Civil rights laws. The contractors shall be in compliance with all federal, state, and local civil
rights laws and regulations with respect to equal employment opportunity, or have a written work plan
approved by the diversity programs unit to come into compliance.

d. Title VI compliance. The contractors shall be in compliance with Title VI of the 1964 Civil
Rights Act and all other federal, state, and local laws and regulations regarding the provision of services,
or have a written plan approved by the diversity programs unit to come into compliance.

e. Section 504 compliance. The contractors shall be in compliance with Section 504 of the
Rehabilitation Act of 1973 and with all federal, state, and local Section 504 laws and regulations, or
have a written work plan approved by the diversity programs unit to come into compliance.
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f. Affirmative action. The contractors shall be in compliance with all federal, state, and local laws
and regulations regarding affirmative action, or have a written work plan approved by the diversity
programs unit to come into compliance.

g. Abuse reporting. The contractor shall have an approved policy and procedure for reporting
abuse or denial of critical care of children or dependent adults.

h. Confidentiality. The contractor shall comply with all applicable federal and state laws and
regulations on confidentiality.

i. Financial and statistical records. Each contractor of service shall maintain sufficient financial
and statistical records, including program and census data, to document the validity of the reports
submitted to the department.

(1) The records shall be available for review at any time during normal business hours by
department personnel, the purchase of service fiscal consultant, or state or federal audit personnel.

(2) These records shall be retained for a period of five years after final payment.
j. Certification by department of transportation. Each contractor who supplies transportation

services shall submit Form 020107, Certification Application for Coordination of Public Transit
Services, and a copy of “Certificate of Insurance” (an ACORD form or similar or self-insurance
documentation) to the applicable project manager annually showing information regarding compliance
with, or exemption from, public transit coordination requirements as found in Iowa Code chapter 324A
and department of transportation rules 761—Chapter 910.

Failure to provide the required documentation for compliance or exemption is grounds for denial or
termination of the contract.

150.5(4) Establishing amounts to be paid. The amounts to be paid under purchase of administrative
support contracts are actual approved expenses as negotiated in the contract. Approved items of cost are
based on submission of a proposed budget listing those items necessary for provision of the volunteer
coordination or technical assistance to be delivered. At the termination of the contract a statement of
actual expenses incurred shall be submitted by the contractor.

150.5(5) Billing procedures. At the end of each month, or as otherwise provided in the contract, the
contractor shall prepare a claim on FormGAX, General Accounting Expenditure, for expenses for which
reimbursement is permitted in the contract. The claim shall be sent to the office of the department that
administers the contract for approval and forwarding for payment.

a. Time limit for submitting claims. The time limit for submission of original claims shall be within
90 days of the provision of service.

b. Resubmittals of rejected claims. Valid claims which were originally submitted within this time
limit but were rejected because of an error must be resubmitted, but without regard to time frames.

150.5(6) Reviews of department actions. A contractor who is adversely affected by a department
decision may request a review. A review request may cause the action to be stopped pending the outcome
of the review process, except in cases where it can be documented that to do so would be detrimental to
the health and welfare of clients. The procedure for review is:

a. Within ten days of receipt of the decision in question the contractor shall send a written request
for review to the project manager responsible for the contract. This request shall document the specific
area in question and the remedy desired. A written response from the project manager shall be provided
within ten days.

b. When dissatisfied with the response, the contractor shall submit the original request, the
response received, and any additional information desired to the service area manager within ten days.
The service area manager shall study the concerns, the action taken and render a decision in writing
within 14 days. A meeting with the contractor may be held to clarify the situation.

c. If still dissatisfied, the contractor maywithin ten days request a review by the chief of the bureau
of purchased services. The request for review should include copies of material from paragraphs “a” and
“b” above. The bureau chief shall review the issues and positions of the parties involved and provide
a written decision within 14 days. A meeting with the contractor, project manager, and service area
manager or designee may be held.
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d. The contractor may appeal this decision within ten days to the director of the department, who
will issue the final department decision within 14 days.

150.5(7) Reviews. Authorized representatives of the department or state or federal audit personnel
have the right to review the general financial records of a contractor. The purpose of the review is
to determine if expenses reported to the department have been handled as required under 150.5(4).
Representatives shall provide proper identification and shall use generally accepted auditing principles.
The reviews may be on the basis of an on-site visit to the contractor, the contractor’s central accounting
office, the offices of the contractor’s agents, a combination of these, or, by mutual decision, to other
locations.

This rule is intended to implement Iowa Code sections 234.6 and 324A.5, subsection 3, paragraph
“c.”

441—150.6(234) County board of supervisors participation contract.   Rescinded IAB 7/8/92,
effective 7/1/92.

441—150.7(234) Iowa donation of funds contract.   Rescinded IAB 12/3/08, effective 2/1/09.

441—150.8(234) Provider advisory committee.   Rescinded IAB 12/3/08, effective 2/1/09.

441—150.9(234) Public access to contracts.   Subject to applicable federal and state laws and regulations
on confidentiality including 441—Chapter 9, all material submitted to the department of human services
pursuant to this chapter shall be considered public information.

These rules are intended to implement Iowa Code section 234.6 and 2001 Iowa Acts, House File
732, section 31, subsection 6, and Senate File 537, section 1, subsection 1, paragraph “d.”

441—150.10 to 150.20    Reserved.

DIVISION II
PURCHASE OF SOCIAL SERVICES CONTRACTING ON BEHALF OF COUNTIES FOR

LOCAL PURCHASE SERVICES FOR ADULTS WITH MENTAL ILLNESS,
MENTAL RETARDATION, AND DEVELOPMENTAL DISABILITIES

[Rescinded IAB 4/4/01, effective 7/1/01]

[Filed 2/25/77, Notice 6/14/76—published 3/23/77, effective 4/27/77]
[Filed 9/28/77, Notice 8/10/77—published 10/19/77, effective 11/23/77]
[Filed 1/16/78, Notice 11/30/77—published 2/8/78, effective 3/15/78]

[Filed emergency 2/28/78—published 3/22/78, effective 4/1/78]
[Filed 5/24/78, Notice 3/22/78—published 6/14/78, effective 7/19/78]
[Filed 9/23/82, Notice 8/4/82—published 10/13/82, effective 11/17/82]
[Filed 3/25/83, Notice 9/1/82—published 4/13/83, effective 7/1/83]
[Filed emergency 6/17/83—published 7/6/83, effective 7/1/83]

[Filed emergency 10/7/83—published 10/26/83, effective 11/1/83]
[Filed without Notice 10/7/83—published 10/26/83, effective 12/1/83]
[Filed 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 2/10/84—published 2/29/84, effective 2/10/84]
[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 9/7/84, Notice 7/4/84—published 9/26/84, effective 11/1/84]
[Filed 5/29/85, Notice 3/27/85—published 6/19/85, effective 8/1/85]

[Filed emergency 6/14/85—published 7/3/85, effective 7/1/85]
[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 12/2/85, Notice 10/23/85—published 12/18/85, effective 2/1/86]

[Filed emergency 3/21/86 after Notice 11/6/85—published 4/9/86, effective 4/1/86]



IAC 12/3/08 Human Services[441] Ch 150, p.17

[Filed emergency 6/26/86—published 7/16/86, effective 7/1/86]
[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 11/25/87, Notice 9/23/87—published 12/16/87, effective 2/1/88]

[Filed emergency 4/22/88 after Notice 3/9/88—published 5/18/88, effective 5/1/88]
[Filed emergency 6/9/88—published 6/29/88, effective 7/1/88]

[Filed 12/8/88, Notice 7/13/88—published 12/28/88, effective 2/1/89]
[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 emergency 6/20/90—published 7/11/90, effective 7/1/90]

[Filed 8/16/90, Notice 7/11/90—published 9/5/90, effective 11/1/90]
[Filed emergency 6/14/91—published 7/10/91, effective 7/1/91]
[Filed emergency 8/8/91—published 9/4/91, effective 9/1/91]

[Filed without Notice 8/8/91—published 9/4/91, effective 11/1/91]
[Filed 8/8/91, Notice 6/26/91—published 9/4/91, effective 11/1/91]

[Filed 9/18/91, Notice 7/10/91—published 10/16/91, effective 12/1/91]
[Filed 10/10/91, Notice 9/4/91—published 10/30/91, effective 1/1/92]
[Filed 12/11/91, Notice 10/16/91—published 1/8/92, effective 3/1/92]1

[Filed emergency 4/15/92—published 5/13/92, effective 4/16/92]
[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 1/14/93, Notice 12/9/92—published 2/3/93, effective 4/1/93]
[Filed emergency 6/11/93—published 7/7/93, effective 7/1/93]

[Filed without Notice 8/12/93—published 9/1/93, effective 11/1/93]
[Filed 8/12/93, Notice 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 12/16/93, Notice 9/1/93—published 1/5/94, effective 3/1/94]
[Filed emergency 6/16/94—published 7/6/94, effective 7/1/94]

[Filed 12/15/94, Notices 7/6/94, 10/12/94—published 1/4/95, effective 3/1/95]
[Filed 4/13/95, Notice 2/15/95—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 emergency 6/13/96—published 7/3/96, effective 7/1/96]
[Filed 8/15/96, Notice 7/3/96—published 9/11/96, effective 11/1/96]

[Filed emergency 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 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 emergency 6/10/99—published 6/30/99, effective 7/1/99]

[Filed 7/15/99, Notice 6/2/99—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 9/13/99, Notice 7/28/99—published 10/6/99, effective 12/1/99]

[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 3/14/01, Notice 1/24/01—published 4/4/01, effective 7/1/01]
[Filed emergency 6/13/01—published 7/11/01, effective 7/1/01]
[Filed emergency 7/11/01—published 8/8/01, effective 7/11/01]

[Filed 10/10/01, Notices 7/11/01, 8/8/01—published 10/31/01, effective 1/1/02]
[Filed emergency 7/11/02—published 8/7/02, effective 7/11/02]
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[Filed 9/12/02, Notice 8/7/02—published 10/2/02, effective 12/1/02]
[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 3/11/04, Notice 1/21/04—published 3/31/04, effective 6/1/04]

[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 emergency 4/15/05—published 5/11/05, effective 5/1/05]
[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, Notices 5/11/05, 6/8/05—published 11/9/05, effective 12/14/05]

[Filed emergency 6/16/06—published 7/5/06, effective 7/1/06]
[Filed 9/19/06, Notice 7/5/06—published 10/11/06, effective 11/16/06]

[Filed emergency 6/13/07—published 7/4/07, effective 7/1/07]
[Filed 7/12/07, Notice 5/9/07—published 8/1/07, effective 9/5/07]

[Filed 9/12/07, Notice 7/4/07—published 10/10/07, effective 11/14/07]
[Filed emergency 6/12/08—published 7/2/08, effective 7/1/08]

[Filed 8/19/08, Notice 7/2/08—published 9/10/08, effective 10/15/08]
[Filed 11/12/08, Notice 9/24/08—published 12/3/08, effective 2/1/09]

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 184
INDIVIDUAL AND FAMILY DIRECT SUPPORT

DIVISION I
FAMILY SUPPORT SUBSIDY PROGRAM

PREAMBLE

The purpose of this division is to define and structure the family support subsidy program. This
program is designed to assist families in staying together by defraying some of the costs of caring for a
child with special needs living at home.

441—184.1(225C) Definitions.
“Department” means the department of human services.
“Family” means a family member and the parent or legal guardian of the family member.
“Family member”means a person less than 18 years of age who by educational determination has a

moderate, severe, or profound educational handicap or special health care needs or who otherwise meets
the definition of developmental disability in the federal Developmental Disabilities Act, Section 102(5),
as codified in 42 U.S.C. 6001(5).

“Home” means the home of the parent or legal guardian of the family member.
“Legal guardian” means a person appointed by a court to exercise powers over a family member.
“Parent” means a biological or adoptive parent.
“Supplemental Security Income (SSI)” means financial assistance provided to individuals pursuant

to Title XVI of the federal Social Security Act, 42 U.S.C. Sections 1381 to 1383c.

441—184.2(225C) Eligibility requirements.   A child shall be eligible for the family support subsidy
program if funds are available and all of the following requirements are met:

184.2(1) The child meets the definition of family member.
184.2(2) Rescinded IAB 6/27/90, effective 7/1/90.
184.2(3) The child is currently residing in the applicant’s home, or there is a discharge plan for the

child to return home in the next 60 calendar days.
184.2(4) The family resides in the state of Iowa.
184.2(5) The family’s net taxable income for the calendar year immediately preceding the date of

application did not exceed $40,000 unless it can be verified that their estimated taxable income for the
year in which the application is made will be less than $40,000.

184.2(6) The applicant agrees that, if the child receives Medicaid, the subsidy shall only be used for
the cost of services that are not covered by Medicaid. This subsidy is intended to complement but not
supplant public assistance or social service benefits that are based on economic need and are available
to the family through governmental programs or other means.

184.2(7) Exclusions. Unless a family requests and receives approval from the department for an
exception to policy according to rule 441—1.8(17A,217), a family is not eligible to receive the family
support subsidy if any of the following are applicable to the family or the family member for whom the
application is submitted:

a. The family member is a special needs child who was adopted by the family, and the family is
receiving financial assistance under Iowa Code section 600.17.

b. Medicaid home- and community-based waiver services are provided for the family member,
and the family lives in a county in which comprehensive family support program services are available.

c. Medicaid home- and community-based waiver services are available to the family member
under a consumer choices option.
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441—184.3(225C) Application process.   Applications for the family support subsidy program may be
obtained at the local office of the department in the county in which the family resides. Arrangements
shall be made through the local office for the parent or legal guardian to meet with a trained volunteer
or staff person to respond to questions.

184.3(1) A parent or legal guardian who wishes to apply shall complete Form 470-2526, Application
for Family Support Subsidy, and provide the following verification for each family member for whom
application is being made:

a. Verification of the family’s net taxable income for the previous calendar year, or estimated
income for the current year.

b. Verification of educational or health care needs.
(1) If the child has undergone an educational evaluation and by educational determination has a

moderate, severe, or profound educational handicap or special health care needs, either the child’s school
principal, local superintendent of schools or the director of special education for the area education
association, or any person so designated by the above individuals, shall complete the educational sign-off
portion of Form 470-2526, Application for Family Support Subsidy.

(2) If the child has not undergone an educational evaluation and, therefore, the parents or
guardians are unable to obtain signatures on the educational sign-off portion of Form 470-2526, then the
medical sign-off portion of Form 470-2526 shall be utilized. When using the medical sign-off portion
of Form 470-2526, the doctor completing the form shall be familiar with the child and the definition
of developmental disability as defined in the federal Developmental Disabilities Act, Section 102(5),
as codified in 42 U.S.C. 6001(5), which is contained on the form itself. In addition, the doctor shall
be a doctor of medicine (M.D.) or a doctor of osteopathic medicine and surgery (D.O.) and licensed to
practice in the doctor’s state of residence.

(3) The application shall identify the age at which the family member’s eligibility shall end. The
age identified is subject to approval by the department.

184.3(2) The date of application is the date that Form 470-2526 and all verifications specified
in subrule 184.3(1) are received in the local office of the department. Application materials shall be
processed in the office within two working days of receipt. Obtaining verifications is the responsibility
of the applicant.

184.3(3) A determination of eligibility shall be made within 15 working days after the completed
application and required verification are received by the department.

184.3(4) After funds appropriated for this purpose are obligated, pending applications will be denied.
a. 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.

b. Applicants not awarded funding who meet the eligibility requirements will be placed on a
statewide waiting list according to the order in which the completed applications and verification were
received by the local office. In the event that more than one application is received at one time, families
shall be entered on the waiting list on the basis of the day of the month of the child’s birthday, the 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.

441—184.4(225C) Family support services plan.
184.4(1) The special needs of the child and the family for the subsidy, and the resources available

to meet those needs shall be identified on the application form.
184.4(2) The applicant shall agree that the subsidy will be used to meet the special needs identified

in the plan or other special needs of the child and family.
184.4(3) Families shall retain the greatest possible flexibility in determining use of the subsidy,

except a parent or legal guardian who receives family investment program benefits shall not use the
subsidy to meet the basic needs of the family as defined in 441—subrule 41.28(2) or the special needs



IAC 12/3/08 Human Services[441] Ch 184, p.3

as defined in 441—subrule 41.28(3). In addition, if the child receives Medicaid, the subsidy shall only
be used for the cost of services which are not covered by Medicaid.

441—184.5(225C) Approval.   Rescinded IAB 6/27/90, effective 7/1/90. Subrule 184.5(3) transferred
to 184.3(4).

441—184.6(225C) Amount of subsidy payment.
184.6(1) Monthly payment. Families approved for payment shall receive an ongoing monthly

payment that is determined by dividing the amount appropriated by the legislature by the number of
available subsidy slots designated by the legislature for each state fiscal year. The number of slots and
amount requested by the department shall be determined after consultation with the comprehensive
family support council.

184.6(2) Advance payment. In addition, a one-time lump-sum advance payment of twice the
monthly amount may be paid to the parent or legal guardian whose family member will be returning
home for the purpose of preparing for in-home care.

184.6(3) Effective date. An approved subsidy shall be payable as of the first of the month following
approval. A notice of decision stating that the application is approved shall be sent within two working
days of the approval. The notice shall state the date payments will begin, the amount of monthly
payments, and, if different, the amount of the first payment.

441—184.7(225C) Redetermination of eligibility.
184.7(1) The department shall send an application packet, which shall include instructions and

necessary forms for verification of continuing eligibility, to all recipients of subsidy payments at least
30 calendar days prior to the deadline date for annual redetermination of eligibility. The completed
Form 470-2526, Application for Family Support Subsidy, and required verification materials shall be
submitted annually to the Department of Human Services, Division of MH/MR/DD, Hoover State
Office Building, Des Moines, Iowa 50319-0114. If the signed application and verification of continuing
eligibility are not received by the division by the last working day of the renewal month, the family’s
subsidy shall be terminated.

184.7(2) When funding allows additional individuals to be added to the subsidy program, they
shall be taken from the statewide waiting list, and their eligibility shall be redetermined at that time.
An application packet, which includes instructions and necessary forms for verification of continuing
eligibility, shall be sent to these families for completion and returned to the Department of Human
Services, Division of MH/MR/DD, Hoover State Office Building, Des Moines, Iowa 50319-0114,
within timelines specified by the department. If the signed application and verification of continuing
eligibility are not received by the timeline specified by the department, the family’s name shall be
dropped from consideration for receipt of the subsidy payments.

441—184.8(225C) Termination of subsidy payments.
184.8(1) The family support subsidy shall terminate at the end of the month in which any of the

following occur and a notice shall be sent which states the reason for the termination:
a. The family member dies.
b. The family no longer meets one or more of the eligibility criteria outlined in rule

441—184.2(225C).
c. The parent or legal guardian has failed to provide information required for redetermination of

eligibility as outlined in rule 441—184.7(225C).
d. No funds appropriated for this purpose are available.
184.8(2) The parent or legal guardian is required to report to the local office within ten working days

any changes which may affect eligibility. Failure to do so may result in responsibility for repayment of
funds and termination of the subsidy.

184.8(3) If funds are not sufficient to cover payments for all persons on the subsidy, persons will be
terminated from the subsidy in inverse order to the dates they began receiving payments, i.e., the last



Ch 184, p.4 Human Services[441] IAC 12/3/08

person to be added on to the subsidy being the first person to be removed. The person terminated will
move back to the waiting list with the person’s original application date dictating the person’s position
as stated in subrule 184.3(4). The division of MH/MR/DD is responsible for notifying the persons who
will be removed from the subsidy for this reason.

441—184.9(225C) Appeals.   The parent or legal guardian of the child may appeal a denial of an
application or termination of the subsidy payment pursuant to 441—Chapter 7. EXCEPTION: When the
parent or guardian appeals the termination of benefits for a child who has attained the age of 18 or who
will attain the age of 18 during the appeal, subsidy payments shall not be paid during the appeal after
the child has turned 18. If there is a final decision in favor of the parent or legal guardian, subsidy
payments shall be made consistent with the ruling.

These rules are intended to implement Iowa Code sections 225C.35 to 225C.42.

441—184.10 to 184.20    Reserved.

DIVISION II
COMPREHENSIVE FAMILY SUPPORT PROGRAM

PREAMBLE

The purpose of this division is to define and structure the comprehensive family support program,
known as “children at home.” This program is designed to assist families raising a child with a disability
in obtaining needed services and supports. This program provides families with assistance in locating
resources and with funding when other sources of support are not available. It is the intent of the
legislature that families maintain control over decision making regarding what is best for their children.
Services and support provided under the children at home program shall not be used to supplant other
services and supports available to the family of an individual with disabilities but shall be used to meet
family needs that would not be met without the program.

441—184.21(225C) Definitions.
“Comprehensive family support” means the array of services and supports that assist families who

are caring for a family member with a disability. Services and supports include, but are not limited
to, programs, services, parent-to-parent support, assistive devices, and various adaptations that allow
children with disabilities to participate more fully in family and community life.

“Family” means a group of interdependent persons living in the same household. A family may
consist of an individual with a disability and any of the following:

1. The individual’s parent.
2. The individual’s sibling.
3. The individual’s grandparent, aunt, or uncle.
4. The individual’s legal custodian.
5. A person who is providing short-term foster care to the individual subject to a case permanency

plan that provides for reunification between the individual and the individual’s parent.
“Family” does not include a person who is employed to provide services to an individual with a

disability in an out-of-home setting, including but not limited to a hospital, nursing facility, personal
care home, board and care home, group foster care home, or other institutional setting.

“Individual with a disability”means a personwho is less than 22 years of age andmeets the definition
of developmental disability in 42 U.S.C. § 6001.

“Services and support” means services or other assistance intended to enable an individual with
a disability to control the individual’s environment, to remain living with the individual’s family, to
function more independently, and to integrate into the individual’s community. Services and support
may include, but are not limited to, funding for:
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1. Purchase of equipment, respite care, supplies, or assistive technology; and
2. Payment of other costs attributable to the individual’s disability that are identified by the

individual’s family.

441—184.22(225C) Eligibility.   Eligibility for the children at home program is limited to families who
meet all the following conditions:

184.22(1) The family resides in the state of Iowa.
184.22(2) The family includes an individual with a disability.
184.22(3) The family expresses an intent for the individual with a disability to remain living in the

family’s home.
184.22(4) The family’s net taxable income in the most recently completed tax year is less than

$60,000.

441—184.23(225C) Application.   A family may apply to the department or to a local children at home
contractor for assistance using Form 470-4399, Application for Children at Home Services. The local
children at home contractor shall determine eligibility for services in accordance with the provisions of
this division.

441—184.24(225C) Contractor selection and duties.   Whenever possible, the department shall
contract with local agencies to implement the children at home program.

184.24(1) Selection. Contractors shall be selected through competitive bidding and a demonstrated
ability to provide disability-related services and supports.

184.24(2) Duties. The local children at home contractor shall agree to perform the following
activities:

a. Provide a single entry point for applicants to learn about and connect with a variety of needed
services and supports.

b. Assist families in identifying and applying for services they believe will help meet the needs of
their family.

c. Develop and disseminate a brochure describing the services available.
d. Provide services and support in a timely manner.
e. Inform families of emergency access to needed services and support, as needed.
f. Survey parents annually to determine how the program is helping parents meet the needs of

individuals with disabilities and include the survey results in the annual report to the department.
g. Submit quarterly and annual reports to the department. The reports shall contain:
(1) A summary of the number of applications and services provided;
(2) An unduplicated count of children and families served; and
(3) Any other items listed in the contract with the department.

441—184.25(225C) Direct assistance.   Each local children at home contractor shall, with the advice
and assistance of the parent advisory council described in rule 441—184.27(225C), develop procedures
for providing direct financial assistance for supports and services that cannot be funded through other
programs or means. Local policies shall be submitted to and approved by the department.

441—184.26(225C) Appeals.   A process is available to appeal the department’s or the local children
at home contractor’s decisions involving families that apply for the children at home program and are
denied services and support under the program. Families, contractors, and the department shall follow
the appeal procedures outlined in 441—Chapter 7.

441—184.27(225C) Parent advisory council.   Each local children at home contractor shall establish a
local advisory council of at least five members to advise the children at home program coordinator in
developing local policies and procedures.



Ch 184, p.6 Human Services[441] IAC 12/3/08

184.27(1) Membership. Amajority of the advisory council members shall be parents of an individual
with a disability. Other members shall be recruited from agencies and organizations that have expertise
in serving families and children with special needs.

184.27(2) Role. The role of the council is to ensure that the views and best interests of individuals
with disabilities and their families are represented in the policy discussions with the program coordinator.
Council members may attend meetings of the comprehensive family support council established in Iowa
Code section 225C.48 as amended by 2006 Iowa Acts, Senate File 2217, section 22. Final decisions
regarding funding of specific requests are the responsibility of the contracting agency that is responsible
for the children at home program.

These rules are intended to implement Iowa Code section 225C.47 as amended by 2006 Iowa Acts,
Senate File 2217, division VI.

[Filed emergency 12/8/88—published 12/28/88, effective 12/8/88]
[Filed 3/9/89, Notice 12/28/88—published 4/5/89, effective 6/1/89]
[Filed emergency 6/8/90—published 6/27/90, effective 7/1/90]

[Filed 8/8/90, Notice 6/27/90—published 9/5/90, effective 11/1/90]
[Filed 12/6/91, Notice 10/2/91—published 12/25/91, effective 2/1/92]
[Filed 4/8/99, Notice 2/24/99—published 5/5/99, effective 7/1/99]

[Filed 10/20/06, Notice 8/30/06—published 11/8/06, effective 1/1/07]
[Filed 11/12/08, Notice 8/27/08—published 12/3/08, effective 2/1/09]
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CHAPTER 6
COVERED WAGES
[Prior to 6/9/04, see 581—Ch 21]

495—6.1(97B) IRS requirements.   Wages as discussed in this chapter shall not exceed the amount
permitted for a given year under Section 401(a)(17) of the Internal Revenue Code.

495—6.2(97B) Definition of wages.   “Wages” means all compensation earned by employees including,
except as otherwise provided under this chapter, vacation pay; sick pay; back pay; amounts deducted
from the employee’s pay at the employee’s discretion for tax-sheltered annuities, dependent care and
cafeteria plans; and the cash value of wage equivalents. This definition applies to these rules, regulations,
interpretations, forms and other IPERS publications unless the context otherwise requires.

495—6.3(97B) IPERS coverage for various forms of compensation.   The following is a list of various
types of compensation and the corresponding IPERS coverage treatment:

6.3(1) Vacation pay or annual leave pay. Vacation pay or annual leave pay means the amount paid
to an employee during a period of vacation.

6.3(2) Sick pay. Sick pay means payments made for sick leave which are a continuation of salary
payments.

6.3(3) Workers’ compensation payments and other third-party payments. Workers’ compensation
payments, unemployment payments, or short-term and long-term disability payments made by an
insurance company or third-party payer, such as a trust, are not included as wages. Payments for sick
leave which are a continuation of salary payments if paid from the employer’s general assets, regardless
of whether the employer labels the payments as sick leave, short-term disability, or long-term disability,
are covered wages.

6.3(4) Compensatory time. Wages include amounts paid for compensatory time taken in lieu of
regular work hours or when paid as a lump sum. However, compensatory time paid in a lump sum
shall not exceed 240 hours per employee per year or any lesser number of hours set by the employer.
Each employer shall determine whether to use the calendar year or a fiscal year other than the calendar
year when setting its compensatory time policy.

6.3(5) Banked holiday pay. If an employer codes banked holiday time as holiday or additional
accrued vacation time, the banked holiday pay will be vacation pay under subrule 6.3(1). If an employer
codes banked holiday time as compensatory time, the banked holiday pay will be combined with
compensatory pay and subject to the limits set forth in subrule 6.3(4).

6.3(6) Special lump sum payments. Wages do not include special lump sum payments made during
or at the end of service as a payoff of unused accrued sick leave or of unused accrued vacation. Wages
do not include special lump sum payments made during or at the end of service as an incentive to retire
early or as payments made upon dismissal, severance, or a special bonus payment intended as an early
retirement incentive. Wages do not include: catastrophic leave paid in a lump sum, bonuses, tips or
honoraria. Exclusion of payments as described in this subrule applies whether the payment is in a lump
sum or in installments.

6.3(7) Covered wage treatment for supplemental payments.
a. Payments excluded from covered wages as bonuses include the following:
(1) Recruitment payments.
(2) Retention payments.
(3) Payments to members who achieve improvements in their employer’s financial status or

performance ratings.
(4) Employee performance incentive payments.
(5) Extraordinary job performance payments.
(6) Payments for the possession, attainment, or maintenance of special skills or professional

certifications (does not apply to advancements in a member’s placement in wage or salary schedule, or
placement in a higher tier wage or salary schedule).
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(7) Payments to members made in lieu of merit increases because the members’ wage or salary
scales are capped.

(8) Payments similar in substance to those enumerated above without regard to the payments’ titles,
tag lines, labels or classifications by employers.

b. Payments included in covered wages that are not to be treated as bonuses include the following:
(1) Payments authorized by statute and used to increase the general level of teacher pay, except as

otherwise provided in this subrule (for example, when such moneys are used to pay retention bonuses).
(2) Payments for which additional, or new and different, job duties are required in order to receive

the payment.
(3) Payments for employment longevity.
c. Payments that are otherwise to be treated as covered wages under paragraph “b” shall not be

covered if IPERS determines that the payments are made for paragraph “a,” subparagraphs (1) to (8), of
this subrule or other subrules, including, but not limited to, recruitment or retention bonuses, retirement
incentive and severance payments, reimbursements of business expenses, and payment of allowances.

d. IPERS shall have the final authority to determine if supplemental payments not described in
paragraphs “a,”“b” and “c” of this subrule should be treated as excluded bonus payments or covered
wages. In making its determination, IPERS may consider, but is not limited to, such factors as the
supplemental payments’ similarity to payments described in paragraphs “a,”“b” and “c” of this subrule,
whether such payments are discretionary with the employer, and whether, on the one hand, the payments
are regular and periodic over the working careers of a broad group of individuals or, on the other hand,
are short-term, irregular, or ad hoc payments whose primary effect is to spike certain members’ final
average salaries.

6.3(8) Other special payment arrangements. Wages do not include amounts paid pursuant to special
arrangements between an emplyoer and employee whereby the employer pays increased wages and the
employee reimburses the employer or a third-party obligor for all or part of the wage increase. This
limitation includes, but is not limited to, the practice of incresing an employee’s wages by the employer’s
share of health care costs and having the employee reimburse the employer or a third-party provider for
such health care costs. Wages do not include amounts paid pursuant to a special arranagement between
an employer and employee whereby wages in excess of the covered wage ceiling for a particular year
are deferred to one or more subsequent years. Wages do not include employer contributions to a plan,
program, or arrangement that are not included in the employee’s federal taxable income. However,
certain employer contributions under IRC Section 125 plans are permitted to be treated as covered wages
under rule 495—6.5(97B) subject to the terms of that rule.

Employers and employees that knowingly and willfully enter into the types of arrangements
described in this subrule, causing an impermissible increase in the payments authorized under Iowa
Code chapter 97B, may be prosecuted under Iowa Code section 97B.40 for engaging in a fraudulent
practice. If IPERS determines that its calculation of a member’s monthly benefit includes amounts paid
under an arranagement described in this subrule, IPERS shall recalculate the member’s monthly benefit,
after making the appropriate wage adjustments. IPERS may recover the amount of overpayments
caused by the inclusion of the payments described in this subrule from the monthly amounts plus
interest payable to the member or amounts payable to the member’s successor(s) in interest, regardless
of whether or not IPERS chooses to prosecute the employers and employees under Iowa Code section
97B.40.

6.3(9) Wage equivalents. Items such as food, lodging and transportation are includable as employee
income, if they are paid as compensation for employment. The basic test is whether or not such wage
equivalent was given for the convenience of the employee or employing unit. Wage equivalents are
not reportable under IPERS if given for the convenience of the employing unit or are not reasonably
quantifiable. Wage equivalents that are not included in the member’s federal taxable income shall be
deemed to be for the convenience of the employer. A wage equivalent is not reportable if the employer
certifies that there was a substantial business reason for providing the wage equivalent, even if the wage
equivalent is included in the employee’s federal taxable income. Wages paid in any other form than
money are measured by the fair market value of the meals, lodging, travel or other wage equivalents.
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6.3(10) Members of the general assembly. Wages for a member of the general assembly means the
total compensation received by a member of the general assembly, whether paid in the form of per diem
or annual salary. Wages include per diem payments paid to members of the general assembly during
interim periods between sessions of the general assembly. Wages do not include expense payments
except that, effective July 1, 1990, wages include daily allowances to members of the general assembly
for nontravel expenses of office during a session of the general assembly. Such nontravel expenses of
office during a session of the general assembly shall not exceed the maximum established by law for
members from Polk County. A member of the general assembly who has elected to participate in IPERS
shall receive four quarters of service credit for each calendar year during the member’s term of office,
even if no wages are reported in one or more quarters during a calendar year.

6.3(11) Wages paid as a back pay settlement. IPERS contributions must be calculated on the gross
amount of a back pay settlement before the settlement is reduced for taxes, interimwages, unemployment
compensation, and similar mitigation of damages adjustments. IPERS contributions must be calculated
by reducing the gross amount of a back pay settlement by any amounts not considered covered wages
such as, but not limited to, lump sum payments for medical expenses.

Notwithstanding the foregoing, a back pay settlement that does not require the reinstatement of a
terminated employee and payment of the amount of wages that would have been paid during the period
of severance (before adjustments) shall be treated by IPERS as a “special lump sum payment” under
subrule 6.3(6) and shall not be covered.

6.3(12) Limitations on benefits and contributions.
a. Section 415(b) limitations on benefits. A member may not receive an annual benefit that

exceeds the dollar amount specified in Section 415(b)(1)(A) of the Internal Revenue Code, subject
to the applicable adjustments in Internal Revenue Code Sections 415(b) and 415(d). For purposes of
applying the limits under Internal Revenue Code Section 415(b) (Limit), the following will apply:

(1) With respect to a member who does not receive a portion of the member’s annual benefit in a
lump sum:

1. The member’s Limit will be applied to the member’s annual benefit in the first limitation year
without regard to any automatic cost-of-living increases;

2. To the extent the member’s annual benefit equals or exceeds the Limit, the member will no
longer be eligible for cost-of-living increases under the IPERS trust fund until such time as the benefit
plus the accumulated increases are less than the applicable Limit; and

3. Thereafter, in any subsequent limitation year, the member’s annual benefit including any
automatic cost-of-living increase shall be tested under the then applicable benefit Limit, including any
adjustment to the Internal Revenue Code Section 415(b)(1)(A) dollar limit under Internal Revenue
Code Section 415(d) (cost-of-living adjustments) and the regulations thereunder; and

(2) With respect to a member who receives a portion of the member’s annual benefit in a lump sum:
1. The member’s applicable Limit shall be applied taking into consideration automatic cost

of living increases as required by Internal Revenue Code Section 415(b) and applicable Treasury
Regulations; and

2. In no event shall a member’s annual benefit payable under the system in any limitation year be
greater than the Limit applicable at the annuity starting date, as increased in subsequent years pursuant
to Internal Revenue Code Section 415(d) and the regulations thereunder. If the form of benefit without
regard to the automatic benefit increase feature is not a straight life or a qualified joint and survivor
annuity, then the preceding sentence is applied by either reducing the Limit applicable at the annuity
starting date or adjusting the form of benefit to an actuarially equivalent straight life annuity benefit
determined using the assumptions required by Treasury Regulations, including the mortality table
specified in Revenue Ruling 2001-62 or Revenue Ruling 2007-67, as applicable.

b. Section 415(c) limitations on contributions and other member additions. Member contributions
and other additions paid to the system may not exceed the annual limits on contributions and other
additions allowed by Internal Revenue Code Section 415(c). For purposes of applying these limits, the
definition of “compensation,” where applicable, will be compensation as defined in Treasury Regulation
Section 1.415(c)-2(d)(3), or successor regulation. The foregoing definition of compensation will exclude
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member contributions picked up under Internal Revenue Code Section 414(h)(2) and, for plan years
beginning after December 31, 1997, compensation will include the amount of any elective deferrals,
as defined in Internal Revenue Code Section 402(g)(3), and any amount contributed or deferred by the
employer at the election of the member and which is not includible in the gross income of the member by
reason of Internal Revenue Code Section 125 or 457 and, for plan years beginning on and after January
1, 2001, pursuant to Internal Revenue Code Section 132(f)(4).

c. Limitation year. The limitation year is the calendar year.
6.3(13) Employer payments treated as remuneration counted against the reemployment earnings

limit. All taxable or nontaxable compensation, regardless of the title, tag line, label, or classification
attributed to that compensation paid by IPERS-covered employers to retired reemployed IPERS
members, shall be considered remuneration when determining reemployment earnings limits and
reductions as set forth under Iowa Code section 97B.48A and rule 495—12.8(97B). This rule shall
apply whether the compensation is paid pursuant to individual contracts or otherwise, and regardless of
whether it is considered covered or noncovered compensation under Iowa Code section 97B.1A(26)
and the administrative rules thereunder, except for:

a. Contributions to health insurance plans and programs, and
b. Reimbursements of actual work-related expenses required by the retired reemployed members’

jobs.
6.3(14) Employer contributions as remuneration counted against the reemployment earnings

limit. Employer contributions made on behalf of retired reemployed members to tax qualified and
nonqualified retirement and deferred compensation plans and to other fringe benefit arrangements,
excluding health insurance plans and programs, shall constitute remuneration from employment which
shall be applied to the reemployment earnings limits and reductions set forth under rule 495—12.8(97B).
Such contributions, even if counted as remuneration hereunder, shall not be counted as covered wages,
unless the facts in the particular case indicate that, under the circumstances, the arrangement should be
treated as covered wages under rules 495—6.1(97B) through 495—6.5(97B). Nonelective employer
contributions to the following shall constitute remuneration when determining reemployment earnings
limits: tax qualified retirement and deferred compensation plans; all nonqualified retirement plans and
deferred compensation arrangements; IRAs; rabbi, secular, and other trust arrangements; split dollar
and other life insurance arrangements; and long-term care insurance.

495—6.4(97B) Month for which wages are to be reported.   Wages are reportable for the month in
which they are actually paid to the employee, except when employees are awarded lump sum payments
of back wages, whether as a result of litigation or otherwise, receive lump sum payments of extra duty
pay, and similar situations involving regular and periodic lump sum payments which IPERS in its sole
discretion determines should be treated as covered wages. The employer shall file wage adjustment
reporting forms with IPERS allocating the wages to the periods of service for which such payments are
awarded. Employers shall forward the required employer and employee contributions and interest to
IPERS.

6.4(1) Actual and constructive receipt. An employer cannot report wages as having been paid to
employees as of a monthly reporting date if the employee has not actually or constructively received the
payments in question. For example, wages that are mailed, transmitted via electronic funds transfer for
direct deposit, or handed to an employee on June 30 would be reported as June wages, but wages that
are mailed, transmitted via electronic funds transfer for direct deposit, or handed to an employee on July
3 would be reported as July wages.

6.4(2) One quarter of service will be credited for each quarter in which a member is paid IPERS
covered wages.

a. “Covered wages” means wages of a member during periods of service that do not exceed the
annual covered wage maximum as permitted for a given year under Section 401(a)(17) of the Internal
Revenue Code.
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b. Effective January 1, 1988, covered wages shall include wages paid a member regardless of age.
(From July 1, 1978, until January 1, 1988, covered wages did not include wages paid a member on or
after the first day of the month in which the member reached the age of 70.)

c. If a member is employed by more than one employer during the calendar year, the total amount
of wages paid by all covered employers shall be included in determining the annual covered wage limit
established under Section 401(a)(17) of the Internal Revenue Code. If the amount of wages paid to a
member by several employers during any given month exceeds the covered wage limit as determined for
that calendar year, the amount of the excess shall not be subject to contributions required by Iowa Code
section 97B.11. IPERS shall not accept excess wages and applicable contributions from employers and
shall return excess contributions as provided in 495—subrule 4.3(8).

495—6.5(97B) Covered wage treatment for employer contributions to IRC Section 125 plans.   If
certain conditions are met, employer contributions to fringe benefit programs that qualify under IRC
Section 125 may be treated as covered wages. The following subrules set forth IPERS’ regulations
for determining covered wage treatment and for making wage adjustments when employer-paid
contributions have been covered or excluded in violation of the standards set forth below.

6.5(1) Section 125 plans. For purposes of this rule, a Section 125 planmeans an employer-sponsored
fringe benefit plan that is subject to Section 125 of the federal Internal Revenue Code. Some of the
common names for this type of plan are cafeteria plan, flexible benefits plan, flex plan, and flexible
spending arrangement.

6.5(2) Elective employer contributions. For purposes of this rule, “elective employer contributions”
means employer contributions made to a Section 125 plan that can be received in cash or used to purchase
benefits under the Section 125 plan. Generally, elective employer contributions that are not subject to
special eligibility requirements qualify as covered wages.

6.5(3) Mandatory minimum coverage requirements. The term “elective employer contributions”
does not include employer contributions that must be used to purchase benefits under a Section 125
plan. For example, if an employer provides $2,500 to its employees to purchase benefits in a Section
125 plan, but requires that all employees must use $1,000 of that amount to purchase single health
coverage, the cost of the single coverage is deducted. In this example, $1,000 would be subtracted from
the $2,500 provided, resulting in $1,500 of covered wages.

6.5(4) Uniformity determined coverage group by coverage group. Iowa Code section
97B.1A(26)“a”(1)“b” states that elective employer contributions shall be treated as covered wages
only if made uniformly available and not limited to highly compensated employees. The application
of the uniformity concept may be illustrated as follows: Employer Z has two major groupings of
employees covered under its cafeteria plan: teaching staff and support staff. Every member of the
teaching staff is provided $3,000 to purchase benefits under the Section 125 plan. Every member of the
teaching staff must take single coverage costing $1,500. Every member of the support staff is provided
$2,500 and must also take the single coverage costing $1,500. Each member of the teaching staff would
have $1,500 treated as covered wages, and each member of the support staff would have $1,000 treated
as covered wages. This would be considered uniform treatment.

Uniformity is not destroyed by the fact that the amount available to members of a coverage group
varies because the actual cost of mandatory minimum coverage varies depending on actuarial factors
that apply to each individual. For example, assume Employer Z above also requires each employee to
have long-term disability coverage. In Employer Z’s case, the actual cost of disability coverage will vary
from individual to individual. In that case, Employer Z would also deduct the actual cost of the required
disability coverage, individual by individual, when determining IPERS covered wages.

Uniformity is not destroyed if an employer has two groups of employees who, as a result of collective
bargaining, have differing entitlements to employer contributions. For example, Employer Y has a
contract that provides $3,500 to each employee to purchase benefits under the Section 125 plan. Every
employee may take all the cash by waiving participation in the plan, or may use all or part of the
employer contributions to the Section 125 plan. In the collective bargaining process, a new contract
is adopted which states that the employer will still provide $3,500 to each employee to purchase benefits



Ch 6, p.6 IPERS[495] IAC 12/3/08

under the Section 125 plan. However, under the new contract, persons who waived participation before
April 15 may still waive participation in the plan and take all the cash, but persons who did not waive
participation and those hired after April 15must have single coverage costing $1,700. Employer Ywould
be treated as having two groups of employees with different elective employer contribution amounts. The
grandfathered group (employees who waived participation before April 15) would have covered wages
of $3,500, and the group consisting of those who did not waive participation before April 15 and new
employees would have covered wages of $1,800.

6.5(5) Highly compensated employee test. Iowa Code chapter 97B provides that, in addition to
being uniformly available, employer contributions must not discriminate in favor of highly compensated
employees (HCEs). For purposes of this subrule, an HCE is an employee who has reported wages and
tips subject to Medicare tax in excess of the IRC Section 414(q) limit then in effect. IPERS shall apply
the HCE limitation as follows. If elective employer contributions are made available to HCEs, the
total elective employer contributions made available to the HCE group must not exceed 25 percent of
the total elective employer contributions made available under the Section 125 plan to all employees,
including the HCEs. If the elective employer contributions available to the HCE group exceed the 25
percent limit (or if it is determined that the Section 125 plan discriminates in favor of HCEs under other
IRS rules), elective employer contributions for HCEs shall not exceed the highest amount available to a
nonexecutive coverage group of employees covered under such plan. The general application of these
principles is illustrated below, using the 2002 IRC Section 414(q) dollar limit of $90,000.

Employer W has a Section 125 plan that provides elective employer contributions totaling $7,000
to executive staff, $4,500 to teaching staff, and $3,500 to support staff. There are no other limits or
exclusions that apply. These amounts are treated as covered wages for each member of each group,
provided that the total amount of contributions made available to HCEs does not exceed 25 percent of
the total elective employer contributions for all employees covered under the plan. If elective employer
contributions for the executive staff totaled $70,000, and total elective employer contributions for the
remainder of the staff totaled $500,000, the HCE percentage of total elective employer contributions
would be 12 percent ($70,000 divided by $570,000), and all elective employer contributions would be
treated as covered wages for all groups. However, if elective employer contributions for the executive
staff totaled $70,000, and elective employer contributions for the remainder of the staff totaled $200,000,
the HCE percentage would be 26 percent ($70,000 divided by $270,000), and HCEs’ elective employer
contributions would be limited to $4,500 per HCE for covered wage purposes.

6.5(6) Elective employer contributions limited to dual coverage employees. In some cases, a Section
125 plan provides for what appear to be mandatory employer contributions for health plan coverage,
but the terms of the Section 125 plan permit dual coverage employees to waive coverage and receive
the employer contributions in cash, if the employee can prove coverage under another health care plan.
IPERS shall continue to treat the full amount of employer contributions in such cases as not being IPERS
covered wages, even though individual employees with the described dual coverage may actually receive
the employer contribution in cash.

6.5(7) Corrections for overpayments and underpayments of contributions and benefits caused by
Section 125 plan covered wage errors. IPERS shall use the following guidelines in requiring corrections
for overpayments and underpayments of contributions and benefits caused by the erroneous inclusion
or exclusion of employer contributions to a Section 125 plan. Corrections must be made for all active,
terminated and retired members, subject to the following limitations:

a. If elective employer contributions that should have been covered were not covered, wage
adjustments shall be filed, and employers shall be billed for all shortages plus interest. Employers shall
be entitled to collect reimbursement for the employee share of contributions as provided in Iowa Code
section 97B.9. If retirement benefits, death benefits or refunds have been underpaid as a result of the
error, IPERS shall, upon receipt of the contribution shortage, make the appropriate adjustments and pay
all back benefits.

b. If employer contributions that should not have been covered were covered, wage adjustments
shall be filed, and the appropriate contribution amounts shall be repaid to employers for distribution to
the respective employee and employer contributors. If the reporting error caused an overpayment of
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retirement benefits, death benefits, or refunds, IPERS shall offset excess contributions received against
overpayments and shall request a repayment of the remainder of the overpayment, if any, from the
recipient.

Wage adjustments, overpayments, and underpayments and unintentional reporting errors shall
be determined as of the onset of the error, but shall be limited to three years before the beginning of
the current contract year for school employers, or current fiscal year for all other covered employers.
IPERS may go back to the onset of the error, even if the period exceeds three years, if the error is caused
by intentional misconduct or gross neglect. Notwithstanding the foregoing adjustment and collection
standards, IPERS reserves the right to negotiate adjustments with individual employers in special
situations, and no negotiated settlement with an employer shall be deemed to constitute a waiver of this
rule or a binding precedent for other employers.

6.5(8) Bounties. In some cases, an employer has a Section 125 plan with employer contributions,
andwhat IPERS refers to as a bounty option. A bounty is an amount that may be elected by all employees,
or by a subset of that group, such as employees with coverage under another health care plan, either in
lieu of any coverage under the employer’s health care plan, or in lieu of family coverage. A bounty is
generally set at an amount that is less than the amount that would otherwise be available to purchase
benefits under the Section 125 plan. IPERS does not treat bounties as covered wages. The uniformity
and nondiscrimination principles described in subrule 6.5(4) do not apply to such benefits.

These rules are intended to implement Iowa Code sections 97B.1A(26), 97B.9, 97B.11, 97B.14 and
97B.14A.

[Filed 5/21/04, Notice 4/14/04—published 6/9/04, effective 7/14/04]
[Filed 4/7/06, Notice 3/1/06—published 4/26/06, effective 5/31/06]

[Filed 11/3/06, Notice 9/27/06—published 11/22/06, effective 12/27/06]
[Filed 3/7/08, Notice 1/2/08—published 3/26/08, effective 4/30/08]
[Filed emergency 6/25/08—published 7/16/08, effective 6/25/08]
[Filed 8/8/08, Notice 7/2/08—published 8/27/08, effective 10/1/08]

[Filed 8/20/08, Notice 7/16/08—published 9/10/08, effective 10/15/08]
[Filed 11/12/08, Notice 10/8/08—published 12/3/08, effective 1/7/09]
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CHAPTER 12
CALCULATION OF MONTHLY RETIREMENT BENEFITS

[Prior to 11/24/04, see 581—Ch 21]

495—12.1(97B) General.
12.1(1) Formula benefit versus money purchase benefit. If a member has four or more complete

years of service credit in IPERS, a monthly payment allowance will be paid in accordance with the
formulas set forth in Iowa Code sections 97B.49A through 97B.49I, the applicable paragraphs of this
chapter and the option the member elects pursuant to Iowa Code section 97B.51(1). IPERS shall
determine on the applicable forms which designated fractions of a member’s monthly retirement
allowance payable to contingent annuitants shall be provided as options under Iowa Code section
97B.51(1). Any option elected by a member under Iowa Code section 97B.51(1) must comply with the
requirements of the Internal Revenue Code that apply to governmental pension plans, including but not
limited to Internal Revenue Code Section 401(a)(9). If a member has less than four complete years of
service credit, the benefit receivable will be computed on a money purchase basis, with reference to
annuity tables used by IPERS in accordance with the member’s age and option choice.

12.1(2) Reduction for early retirement.
a. Effective July 1, 1988, through December 31, 2000, a member’s benefit formula will be reduced

by .25 percent for each month the member’s retirement precedes the normal retirement date, as defined in
Iowa Code section 97B.45 excluding section 97B.45(4). The following are situations in which a member
is considered to be taking early retirement:

(1) If a member has not attained the age of 65 in the member’s first month of entitlement and has
less than 20 years of service; or

(2) If a member has not attained the age of 62 in the month of the member’s retirement and has 20
years of service.

b. Effective July 1, 1997, a member shall be eligible to receive monthly retirement benefits with
no age reduction effective the first of the month in which the member’s age on the last birthday and the
member’s years of service equal or exceed 88, provided that the member is at least the age of 55.

c. Effective July 1, 1991, a member qualifying for early retirement due to disability under Iowa
Code section 97B.50 shall not be subject to a reduction in benefits due to age.

d. If a member retires with at least 20 years of service but has not attained the age of 62, the age
reduction shall be calculated by deducting .25 percent per month for each month that the first month of
entitlement precedes the month in which the member attains the age of 62. If a member retires with less
than 20 years of service, the age reduction shall be calculated by deducting .25 percent per month for
each month that the first month of entitlement precedes the month in which the member attains the age
of 65.

e. Effective January 1, 2001, the age reduction shall be calculated by deducting .25 percent per
month for each month that the first month of entitlement precedes the earliest possible normal retirement
date for that member based on the age and years of service at the member’s actual retirement.

12.1(3) Early retirement date. A member’s early retirement date shall be the first day of the month
of the fifty-fifth birthday or any following month before the normal retirement date, provided that date
is after the member’s termination date.

12.1(4) Members employed before January 1, 1976, and retiring after January 1, 1976. Members
employed before January 1, 1976, and retiring after January 1, 1976, with four or more complete years
of membership service shall be eligible to receive the larger of a monthly formula benefit equal to the
member’s total covered wages multiplied by one-twelfth of one and fifty-seven hundredths percent,
multiplied by the percentage calculated in subrule 12.1(2), if applicable, or a benefit as calculated in
subrule 12.1(6).

12.1(5) Members employed before January 1, 1976, who qualified for prior service credit. Members
employed before January 1, 1976, who qualified for prior service credit shall be eligible to receive a
monthly formula benefit of eight-tenths of one percent multiplied by each year of prior service multiplied
by the monthly rate of the member’s total remuneration during the 12 consecutive months of prior service
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for which the total remuneration was the highest, disregarding any monthly rate amount in excess of
$250, plus three-tenths of one percent of the monthly rate amount not in excess of $250 for each year in
which accrued liability for benefit payments created by the abolished system is funded.

12.1(6) Benefit formulas for members retiring on or after July 1, 1994.
a. For each active member retiring on or after July 1, 1994, with four or more complete years

of service, the monthly benefit will be equal to one-twelfth of an amount equal to 60 percent of the
three-year average covered wage multiplied by a fraction of years of service.

b. For all active and inactive vested members, the monthly retirement allowance shall be
determined on the basis of the formula in effect on the date of the member’s retirement. If the member
takes early retirement, the benefit shall be adjusted as provided in subrule 12.1(2).

c. Effective July 1, 1996, through June 30, 1998, in addition to the 60 percent multiplier identified
above, members who retire with years of service in excess of their “applicable years” shall have the
percentage multiplier increased by 1 percent for each year in excess of their “applicable years,” not
to exceed an increase of 5 percent. For regular members, “applicable years” means 30 years; for
protection occupation members, “applicable years” means 25 years; for sheriffs, deputy sheriffs, and
airport firefighters, “applicable years” means 22 years.

d. Effective July 1, 1998, sheriffs, deputy sheriffs, and airport firefighters who retire with years of
service in excess of their applicable years shall have their percentage multiplier increased by 1.5 percent
for each year in excess of their applicable years, not to exceed an increase of 12 percent.

e. Effective July 1, 2000, the “applicable years” and increases in the percentage multiplier for
years in excess of the applicable years for protection occupation members shall be determined under
Iowa Code section 97B.49B(1), as set forth in paragraph “f” below.

f. For special service members covered under Iowa Code section 97B.49B, the applicable
percentage and applicable years for members retiring on or after July 1, 2000, shall be determined as
follows:

(1) For each member retiring on or after July 1, 2000, and before July 1, 2001, 60 percent plus, if
applicable, an additional .25 percent for each additional quarter of eligible service beyond 24 years of
service (the “applicable years”), not to exceed 6 additional percentage points;

(2) For each member retiring on or after July 1, 2001, and before July 1, 2002, 60 percent plus,
if applicable, .25 percent for each additional quarter of eligible service beyond 23 years of service (the
“applicable years”), not to exceed a total of 7 additional percentage points;

(3) For each member retiring on or after July 1, 2002, and before July 1, 2003, 60 percent plus,
if applicable, .25 percent for each additional quarter of eligible service beyond 22 years of service (the
“applicable years”), not to exceed a total of 8 additional percentage points;

(4) For each member retiring on or after July 1, 2003, 60 percent plus, if applicable, an additional
.375 percent for each additional quarter of eligible service beyond 22 years of service (the “applicable
years”), not to exceed a total of 12 additional percentage points.

(5) Regular service does not count as “eligible service” in determining a special service member’s
applicable percentage.

12.1(7) Average covered wages.
a. “Three-year average covered wage” means a member’s covered calendar year wages averaged

for the highest three years of the member’s service. However, if a member’s final quarter of a year
of employment does not occur at the end of a calendar year, IPERS may determine the wages for the
third year by computing the final quarter or quarters of wages to complete the year. The computed year
wages shall not exceed the maximum covered wage in effect for that calendar year. Furthermore, for
members whose first month of entitlement is January of 1999 or later, the computed year shall not exceed
the member’s highest actual calendar year of covered wages by more than 3 percent. Effective July 1,
2007, a member’s high three-year average wage shall be the greater of (1) the member’s high three-year
average covered wage based on covered wages reported through June 30, 2007; or (2) the member’s high
three-year average covered wage after application of the antispiking control as described in paragraph
“c” below.
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Formembers whose first month of entitlement is January 1995 or later, a full third year will be created
when the final quarter or quarters reported are combined with a computed average quarter to complete
the last year. The value of this average quarter will be computed by selecting the highest covered wage
year not used in the computation of the three high years and dividing the covered salary by four quarters.
This value will be combined with the final quarter or quarters to complete a full calendar year. If the
member’s final quarter of wages will reduce the three-year average covered wage, it can be dropped from
the computation. However, if the covered wages for that quarter are dropped, the service credit for that
quarter will be forfeited as well. If the final quarter is the first quarter of a calendar year, those wages
must be used in order to give the member a computed year. The three-year average covered wage cannot
exceed the highest maximum covered wages in effect during the member’s service.

If the three-year average covered wage of a member who retires on or after January 1, 1997, and
before January 1, 2002, exceeds the limits set forth in paragraph “b” below, the longer period specified
in paragraph “b” shall be substituted for the three-year averaging period described above. No quarters
from the longer averaging period described in paragraph “b” shall be combined with the final quarter or
quarters to complete the last year.

b. For the persons retiring during the period beginning January 1, 1997, and ending December 31,
2001, the three-year average covered wage shall be computed as follows:

(1) For a member who retires during the calendar year beginning January 1, 1997, and whose
three-year average covered wage at the time of retirement exceeds $48,000, the member’s covered wages
averaged for the highest four years of the member’s service or $48,000, whichever is greater.

(2) For a member who retires during the calendar year beginning January 1, 1998, and whose
three-year average covered wage at the time of retirement exceeds $52,000, the member’s covered wages
averaged for the highest five years of the member’s service or $52,000, whichever is greater.

(3) For a member who retires during the calendar year beginning January 1, 1999, and whose
three-year average covered wage at the time of retirement exceeds $55,000, the member’s covered wages
averaged for the highest six years of the member’s service or $55,000, whichever is greater.

(4) For a member who retires on or after January 1, 2000, but before January 1, 2001, and whose
three-year average covered wage at the time of retirement exceeds $65,000, the member’s covered wages
averaged for the highest six years of the member’s service or $65,000, whichever is greater. For the
calendar year beginning January 1, 2001, the six-year wage averaging trigger shall be increased to
$75,000.

(5) Effective January 1, 2002, the computation of average covered wages shall be as provided in
paragraph 12.1(7)“a.”

For purposes of paragraph 12.1(7)“b,” the highest years of the member’s service shall be determined
using calendar years and may be determined using one computed year. The computed year shall be
calculated in the manner and subject to the restrictions provided in paragraph 12.1(7)“a.”

c. Antispiking limit on the growth of a member’s high three-year average.
(1) Selection of the control year shall give highest priority to calendar years of wages in which

there are four quarters of service credit for wages on file not used in the high three-year average wage
calculation. For example, if the member receives $20,000 of wages for a calendar year with four quarters
of service credit for wages, and the member also has received $30,000 of wages for a calendar year with
three quarters of service credit for wages, the control year selection process shall give preference to the
calendar year with $20,000 of reported wages.

(2) If there is a calendar year of covered wages outside the high three-year average wage calculation
that has four quarters, but the covered wages for that year are less than the covered wages for the fourth
highest calendar year of covered wages, and that fourth highest calendar year of covered wages does not
have four quarters of service credit for wages, the control year will be the lowest of the high three calendar
years of wages with service credits for wages in all four quarters being used in the high three-year average
wage calculation.

(3) “Service credit for wages” means service credit recorded for:
1. Quarters in which the member receives covered wages from covered employment.
2. Quarters in which the member is credited with covered wages due to a military leave.
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3. Quarters in which the member would have had covered wages but for the application of the IRS
covered wage limitations.

4. Quarters in which an employee of a nine-month institution receives service credit for a
qualifying leave of absence under 495—subrule 7.1(2).

5. Quarters in which a legislator, legislative employee, or elected official receives service credit
for employment.

(4) If none of the calendar years of wages that fall outside of the high three-year average wage
calculation have service credit for wages reported in all four quarters, the control year will then be the
lowest of the high three calendar years of wages with service credit for wages in all four quarters being
used in the high three-year average wage calculation.

(5) If none of the wage years used in the high three-year average wage calculation have service
credits for wages reported in all four quarters, the control year will then revert to the highest calendar
year of wages not included in the high three-year average wage calculation, regardless of whether there
are fewer than four quarters with service credits for wages on file.

(6) For high three-year average wage calculations that utilize the computed year, the control year
may be the calendar year from which the “average quarters” used in the computed year are drawn.
However, the control year cannot be the computed year, as the computed year will never be a calendar
year with service credit for wages in all four quarters.

495—12.2(97B) Initial benefit determination.
12.2(1) The initial monthly benefit for the retired member will be calculated utilizing the wages that

have been reported as of the member’s retirement and subject to the requirements of subrule 12.1(7).
When the final quarter(s) of wages is reported for the retired member, a recalculation of benefits will
be performed by IPERS to redetermine the member’s benefit amount. In cases where the recalculation
determines that the benefit will be changed, the adjustment in benefits will be made retroactive to the first
month of entitlement. The wages for the “computed year” shall not exceed the highest covered wage
ceiling in effect during the member’s period of employment.

12.2(2) In cases where the member’s final quarter’s wages have been reported to IPERS prior to
retirement, the original benefit will be calculated utilizing all available wages.

12.2(3) TheOption 1 death benefit amount cannot exceed themember’s investment and cannot lower
the member’s benefit below the minimum distribution required by federal law.

495—12.3(97B) Minimum benefits.   Effective January 1, 1997, those members and beneficiaries of
members who retired prior to July 1, 1990, and who upon retirement had years of service equal to or
greater than 10, will receive a minimum benefit as follows.

12.3(1) The minimum benefit is $200 per month for those members with 10 years of service who
retired under Option 2. The minimum shall increase by $10 per year or $2.50 per each additional quarter
of service to a maximum benefit of $400 per month for members with 30 years of service. No increase
is payable for years in excess of 30. The minimum benefit will be adjusted by a percentage that reflects
option choices other than Option 2, and a percentage that reflects any applicable early retirement penalty.

12.3(2) In determining minimum benefits under this rule, IPERS shall use only the years of service
the member had at first month of entitlement (FME). Reemployment periods and service purchases
completed after FME shall not be used to determine eligibility.

12.3(3) The adjusted minimum benefit amount shall be determined using the option and early
retirement adjustment factors set forth below.
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a. The option adjustment factor is determined as follows:

Option 1 .94
Option 2 1.00
Option 3 1.00
Option 4 (100%) .87
Option 4 (50%) .93
Option 4 (25%) .97
Option 5 .97

b. The early retirement adjustment factor is determined as follows:
(1) There is no early retirement adjustment if the member’s age at first month of entitlement equals

or exceeds 65, or if the member’s age at first month of entitlement is at least 62 and the member had 30
or more years of service.

(2) The early retirement adjustment for a member having 30 years of service whose first month of
entitlement occurred before the member attained age 62 is .25 percent per month for each month the first
month of entitlement precedes the member’s sixty-second birthday.

(3) The early retirement adjustment for a member having less than 30 years of service whose first
month of entitlement occurred before the member attained age 65 is .25 percent per month for each
month the first month of entitlement precedes the member’s sixty-fifth birthday.

(4) IPERS shall calculate the early retirement adjustment factor to be used in subrule 12.3(4) as
follows:

100% – early retirement adjustment percentage = early retirement adjustment factor

(5) The early retirement adjustment shall not be applied to situations in which the member’s
retirement was due to a disability that qualifies under Iowa Code section 97B.50 or 97B.50(2).

12.3(4) IPERS shall use the following formula to calculate the adjusted minimum benefit:

unadjusted
minimum benefit × option adjustment

factor × early retirement
adjustment factor = adjusted

minimum benefit

12.3(5) IPERS shall compare the member’s current benefit to the adjusted benefit determined as
provided in subrules 12.3(3) and 12.3(4). If the member’s current benefit is greater than or equal to the
adjusted minimum benefit, no change shall be made. Otherwise, the member shall receive the adjusted
minimum benefit.

12.3(6) Effective January 1, 1999, the monthly allowance of certain retired members and their
beneficiaries, including those whose monthly allowance was increased by the operation of subrules
12.3(3) to 12.3(5), shall be increased. If the member retired from the system before July 1, 1986,
the monthly allowance currently being received by the member or the member’s beneficiary shall be
increased by 15 percent. If the member retired from the system on or after July 1, 1986, and before July
1, 1990, the monthly allowance currently being received by the member or the member’s beneficiary
shall be increased by 7 percent.

495—12.4(97B) Hybrid formula for members with more than one type of service credit.
12.4(1) Eligibility. Effective July 1, 1996, members having both regular and special service (as

defined in Iowa Code section 97B.1A(22)) shall receive the greater of the benefit amount calculated
under this subrule or the benefit amount calculated under the applicable nonhybrid benefit formula.

a. Members who have a combined total of 16 quarters of service may utilize the hybrid formula.
b. The following classes of members are not eligible for the hybrid formula:
(1) Members who have only regular service credit.
(2) Members who have 22 years of special service credit.
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(3) Members who have 30 years of regular service.
(4) Members with less than 16 total quarters of service.
12.4(2) Assumptions. IPERS shall utilize the following assumptions in calculating benefits under

this rule.
a. The member’s three-year average covered wage shall be determined in the same manner as it

is determined for the nonhybrid formula.
b. Increases in the benefit formula under this rule shall be determined as provided under Iowa

Code section 97B.49D. The percentage multiplier shall only be increased for total years of service over
30.

c. Years of service shall be utilized as follows:
(1) Quarters which have two or more occupation class codes shall be credited as the class that has

the highest reported wage for said quarter. A member shall not receive more than one quarter of credit
for any calendar quarter, even though more than one type of service credit is recorded for that quarter.

(2) Quarters shall not be treated as special service quarters unless the applicable employer and
employee contributions have been made.

12.4(3) Years of service fraction not to exceed one.
a. In no event shall a member’s years of service fraction under the hybrid formula exceed, in the

aggregate, one.
b. If the years of service fraction does, in the aggregate, exceed one, the member’s quarters of

service credit shall be reduced until the member’s years of service fraction equals, in the aggregate, one.
c. Service credit shall first be subtracted from themember’s regular service credit and, if necessary,

shall next be subtracted from the member’s special service credit.
12.4(4) Age reduction. The portion of the member’s benefit calculated under this rule that is based

on the member’s regular service shall be subject to a reduction for early retirement. In calculating the
age reduction to be applied to the portion of the member’s benefit based on the member’s regular service,
the system shall use all quarters of service credit, including both regular and special service quarters.

12.4(5) Calculations. A member’s benefit under the hybrid formula shall be the sum of the
following:

a. The applicable percentage multiplier divided by 22 times the years of special service credit
times the member’s high three-year average covered wage, plus

b. The applicable percentage multiplier divided by 30 times the years of regular service credit (if
any) times the member’s high three-year average covered wage minus the applicable wage reduction (if
any).

If the sum of the percentages obtained exceeds the applicable percentage multiplier for that member,
the percentage obtained above for each class of service shall be subject to reduction so that the total shall
not exceed the member’s applicable percentage multiplier in the order specified in paragraph 12.4(3)“c”
of this subrule.

495—12.5(97B) Money purchase benefits.
12.5(1) For each vested member retiring with less than four complete years of service, a monthly

annuity shall be determined by applying the total reserve as of the effective retirement date (plus any
retirement dividends standing to the member’s credit on December 31, 1966) to the annuity tables in
use by the system according to the member’s age (or member’s and contingent annuitant’s ages, if
applicable). If the member’s retirement occurs before January 1, 1995, IPERS’ revised 6.5 percent tables
shall be used. If the member’s retirement occurs after December 31, 1994, IPERS’ 6.75 percent tables
shall be used.

12.5(2) For each vested member for whom the present value of future benefits under Option 2 is less
than the member reserve as of the effective retirement date, a monthly annuity shall be determined by
applying the member reserve to the annuity tables in use by the system according to the member’s age
(or member’s and contingent annuitant’s ages, if applicable). If the member’s retirement occurs before
January 1, 1995, IPERS’ revised 6.5 percent tables shall be used. If the member’s retirement occurs after
December 31, 1994, IPERS’ 6.75 percent tables shall be used.
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12.5(3) For calculations under subrule 12.5(1), the term “total reserve” means the total of the
member’s investment and the employer’s investment as of the effective retirement date, plus any
retirement dividends standing to the member’s credit as of December 31, 1966. For calculations under
subrule 12.5(2), the term “member reserve” means the member’s total investment, excluding all other
amounts standing to the member’s credit.

12.5(4) For calculations under subrule 12.5(1), Options 2, 3, 4, 5 and 6 shall be calculated by dividing
the member’s total reserve by the applicable Option 2, 3, 4, 5 or 6 annuity factor taken from the system’s
tables to determine the monthly amount. For calculations under subrule 12.5(2), Options 2, 3, 4, 5 and 6
shall be calculated by dividing the member reserve by the applicable Option 2, 3, 4, 5 or 6 annuity factor
taken from the system’s tables to determine the monthly amount.

12.5(5) For Option 1, the cost per $1,000 of death benefit shall be determined according to the
system’s tables. That cost shall be subtracted from the Option 3 monthly amount to determine the Option
1 monthly benefit amount. The Option 1 death benefit amount shall be reduced as necessary so that the
Option 1 monthly benefit amount is not less than one-half of the Option 2 monthly benefit amount.

12.5(6) If the member has prior service (service prior to July 4, 1953), the Option 2 benefit amount
calculated under subrules 12.5(1) and 12.5(2) shall be calculated by determining the amount of the
member’s Option 2 benefit based on the member’s prior service and the applicable plan formula, plus
the amount of the member’s Option 2 benefit based on the member’s membership service as determined
under this rule. The Option 2 benefit amount based on prior service shall be adjusted for early retirement.

495—12.6(97B) Recalculation for a member aged 70.   A member remaining in covered employment
after attaining the age of 70 years may receive a retirement allowance without terminating the covered
employment. A member who is in covered employment, attains the age of 70 and begins receiving a
retirement allowance must terminate all covered employment before the member’s retirement allowance
can be recalculated to take into account service after the member’s original FME. The termination of
employment must be a true severance lasting at least 30 days. The formula to be used in recalculating
such a member’s retirement allowance depends on the date of the member’s FME and the member’s
termination date, as follows:

If the member is receiving a retirement allowance with an FME prior to July 1, 2000, and terminates
covered employment on or after January 1, 2000, the member’s retirement formula for recalculation
purposes shall be the formula in effect at the time of the member’s termination from covered employment
or, if later, the date the member applies for a recalculation.

In all other cases, the recalculation for a member aged 70 who retires while actively employed shall
use the retirement formula in effect at the time of the member’s FME.

Payments under this rule shall begin no earlier than the month following the month of termination,
upon IPERS’ receipt of a member’s application for recalculation.

495—12.7(97B) Level payment choice for special servicemembers.   A level payment choice is created
effective July 1, 2002. IPERS shall implement the level payment choice by preparing factors to convert
nonhybrid IPERS Options 1, 2, 3, 4, and 5 to the level payment choice. The new benefit feature applies
solely to special service members, and any reference to members in this rule shall only apply to special
service members.

12.7(1) Conversion rights window. A special service member who qualifies for a July 2002 or later
first month of entitlement (FME) may elect to retire under the regular IPERS Option 1, 2, 3, 4 or 5,
and later have the member’s option converted to the level payment choice. Retroactive adjustments in
monthly amounts and death benefits, without interest, shall be provided.

In order to qualify for the conversion and retroactive payments, the member must request the
level payment choice in writing no later than six months after the member’s first monthly payment. If
the member is married, the member’s spouse must also consent to the requested change. Election of
conversion to the level payment choice shall be irrevocable upon receipt of the first payment under the
level payment choice.
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A member who has retired under Iowa Code section 97B.49D or under IPERS Option 6 on or after
July 1, 2002, and who wishes to receive benefits under this rule may revoke the member’s initial election
and choose IPERS Option 1, 2, 3, 4, or 5 to be paid as a level payment choice. The conversion to the
level payment choice under this subrule is mandatory and irrevocable.

The conversion rights granted in this subrule shall not apply to members whose FME is January
2003 and later. Those members must select the level payment choice at the time they submit an IPERS
retirement application.

12.7(2) Member’s social security retirement amount. Calculations of a member’s level payment
choice shall be based on the member’s social security retirement amount at age 62 as verified by
Social Security Administration statements provided by the member. No adjustments shall be made
if subsequent social security statements indicate an increase in the age 62 social security retirement
amount. Verification of the social security benefits shall not precede the member’s first month of
entitlement by more than 12 months.

12.7(3) Death benefit assumptions. In preparing level payment choice factors, IPERS shall assume:
a. For IPERS Options 1 and 2, death benefits under those options shall not be reduced as a result

of a member’s attaining the age of 62 and having the member’s monthly allowance reduced under this
rule.

b. For IPERS Options 4 and 5, IPERS shall assume that the contingent annuitant’s or beneficiary’s
monthly payments and death benefits, if any, prior to the date the member attains, or would have attained,
age 62 shall be based on the amount that was payable to the member for periods before the member
attains, or would have attained, age 62. Beginning with the month that the member attains, or would
have attained, age 62, a contingent annuitant’s or beneficiary’s monthly payments and death benefits,
except death benefits under IPERS Options 1 and 2, shall be based on the reduced amount that would
have been payable to the member in the month after the month that the member attained age 62.

12.7(4) Favorable experience dividends. An eligible member’s or beneficiary’s favorable
experience dividend, if any, shall be based on the member’s or beneficiary’s level payment choice
monthly amount as of the preceding December 31.

12.7(5) Prohibitions. The following special service members shall be prohibited from receiving
benefits under this rule:

a. Those who retire under Iowa Code section 97B.49D.
b. Those who retire under Option 6.
c. Those who request a level payment amount that reflects less than a full offset for the social

security retirement amount at age 62.
d. Those reemployed in covered employment and subsequently retiring, for the period of

reemployment. A member who has elected the level payment choice shall have retirement benefits
calculated solely for the period of reemployment, except for vesting credit.

12.7(6) Limit on reductions. For a member who has substantial noncovered employment, the
application of the level payment choice factors shall not reduce the monthly amount payable to a
member at age 62 to less than 50 percent of the monthly amount that would have been payable under
IPERS Option 2. Accordingly, payments before age 62 to such members shall be reduced in the same
manner, with the corresponding adjustments made to death benefits.

495—12.8(97B) Reemployment of retired members.
12.8(1) Effective July 1, 1998, the monthly benefit payments for a member under the age of 65 who

has a bona fide retirement and is then reemployed in covered employment shall be reduced by 50 cents
for each dollar the member earns in excess of the annual limit. Effective July 1, 2002, this reduction
is not required until the member earns the amount of remuneration permitted for a calendar year for a
person under the age of 65 before a reduction in federal social security retirement benefits is required, or
earns $30,000, whichever is greater. The foregoing reduction shall apply only to IPERS benefits payable
for the applicable year that the member has reemployment earnings and after the earnings limit has been
reached. Said reductions shall be applied as provided in subrule 12.8(2).
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Effective January 1, 1991, this earnings limitation does not apply to covered employment as an
elected official. A member aged 65 or older who has completed at least four full calendar months of bona
fide retirement and is later reemployed in covered employment shall not be subject to any wage-earning
disqualification.

12.8(2) Beginning on or after July 1, 1996, the retirement allowance of amember subject to reduction
pursuant to subrule 12.8(1) shall be reduced as follows:

a. A member’s monthly retirement allowance in the following calendar year shall be reduced
by the excess amounts earned in the preceding year divided by the number of months remaining in
the following calendar year after the excess amount has been determined. A member may elect to
make repayment of the overpayments received in lieu of having the member’s monthly benefit reduced.
Elections to make installment payments must be accompanied by a repayment agreement signed by the
member and IPERS. If the monthly amount to be deducted exceeds a member’s monthly retirement
allowance, the member’s monthly allowance shall be withheld in its entirety until the overpayment is
recovered. If a member dies and the full amount of overpayments determined under this subrule has
not been repaid, the remaining amounts shall be deducted from the payments to be made, if any, to
the member’s designated beneficiary or contingent annuitant. If the member has selected an option
under which there are no remaining amounts to be paid, or the remaining amounts are insufficient, the
unrecovered amounts shall be a charge on the member’s estate.

b. Employers shall be required to complete IPERS wage reporting forms for reemployed
individuals which shall reflect the prior year’s wage payments on a month-to-month basis. These reports
shall be used by IPERS to determine the amount which must be recovered to offset overpayments in
the prior calendar year due to reemployment wages.

c. Amember may elect in writing to have the member’s monthly retirement allowance suspended
in the month in which the member’s remuneration exceeds the amount of remuneration permitted
under this rule in lieu of receiving a reduced retirement allowance under paragraph “a” of this subrule.
If the member’s retirement allowance is not suspended timely, the overpayment will be recovered
pursuant to paragraph “a” of this subrule. The member’s retirement allowance shall remain suspended
until the earlier of January of the following calendar year or the member’s termination of covered
employment. The member’s election shall remain binding until revoked in writing. Effective July 1,
2007, “remuneration” shall include those amounts as described in 495—subrule 6.3(13).

12.8(3) A member who is reemployed in covered employment after retirement may, after again
retiring from employment, request a recomputation of benefits. The member’s retirement benefit shall
be increased if possible by the addition of a second annuity, which is based on years of reemployment
service, reemployment covered wages and the benefit formula in place at the time of the recomputation.
Amaximum of 30 years of service is creditable to an individual retired member. If a member’s combined
years of service exceed 30, a member’s initial annuity may be reduced by a fraction of the years in excess
of 30 divided by 30. The second retirement benefit will be treated as a separate annuity by IPERS. Any
contributions that cannot be used in the recomputation of benefits shall be refunded to the employee and
the employer.

Effective July 1, 1998, a member who is reemployed in covered employment after retirement may,
after again terminating employment for at least one full calendar month, elect to receive a refund of
the employee and employer contributions made during the period of reemployment in lieu of a second
annuity. If a member requests a refund in lieu of a second annuity, the related service credit shall be
forfeited.

Effective July 1, 2007, employer contributions described in 495—subrule 6.3(13) shall constitute
“remuneration” for purposes of applying the reemployment earnings limit and determining reductions
in the member’s monthly benefits but shall not be considered covered wages for IPERS benefits
calculations.

12.8(4) In recomputing a retired member’s monthly benefit, IPERS shall use the following
assumptions.

a. The member cannot change the option or beneficiary with respect to the reemployment period.



Ch 12, p.10 IPERS[495] IAC 12/3/08

b. If the reemployment period is less than 4 years, the money purchase formula shall be used to
compute the benefit amount.

c. If the reemployment period is 4 or more years, the benefit formula in effect as of the first month
of entitlement (FME) for the reemployment period shall be used. If the FME is July 1998 or later, and
the member has more than 30 years of service, including both original and reemployment service, the
percentage multiplier for the reemployment period only will be at the applicable percentage (up to 65
percent) for the total years of service.

d. If a period of reemployment would increase the monthly benefit a member is entitled to receive,
the member may elect between the increase and a refund of the employee and employer contributions
without regard to reemployment FME.

e. If a member previously elected IPERS Option 1, is eligible for an increase in the Option 1
monthly benefits, and elects to receive the increase in the member’s monthly benefits, the member’s
Option 1 death benefit shall also be increased if the investment is at least $1,000. The maximum amount
of the increase shall be equal to the member’s investment (reemployment contributions and interest).
In determining the increase in Option 1 death benefits, IPERS shall round up to the nearest $1,000.
For example, if a member’s investment for a period of reemployment is $2,900, the maximum death
benefit attributable to the reemployment shall be $3,000 ($2,900 rounded up to the nearest $1,000). In
the example above, the member may choose a death benefit increase of $1,000, or $2,000, or $3,000, but
must choose at least the $1,000 increase. Notwithstanding the foregoing, if the member’s investment for
the period of reemployment is less than $1,000, the benefit formula for a member who originally elected
new IPERS Option 1 shall be calculated under IPERS Option 3.

f. A retired reemployed member whose reemployment FME precedes July 1998 shall not be
eligible to receive the employer contributions made available to retired reemployed members under Iowa
Code section 97B.48A(4) effective July 1, 1998.

g. A retired reemployed member who requests a return of the employee and employer
contributions made during a period of reemployment cannot repay the distribution and have the service
credit for the period of reemployment restored.

h. If a retired reemployed member selected IPERS Option 5 at retirement, and after the period
of reemployment requests an increase in the member’s monthly allowance, at death all remaining
guaranteed payments with respect to both periods of employment shall be paid in a commuted lump
sum.

i. If a retired reemployed member selected IPERSOption 2 (or old IPERSOption 1) at retirement,
and after the period of reemployment requests an increase in the member’s monthly allowance, at death
the member’s monthly payments following the increase shall be prorated between the member’s two
annuities to determine the amount of the member’s remaining accumulated contributions that may be
paid as a death benefit.

j. A retired reemployed member who has attained the age of 70 may take an actuarial equivalent
(AE) payment. However, such a member must terminate covered employment for at least 30 days before
taking an additional AE payment.

12.8(5) Mandatory distribution of active wages. If a retired reemployed member whose annual
benefit would be increased by less than $600 does not request a second annuity or a lump sum payment
of reemployment accruals by the end of the fourth quarter after the last quarter in which the member had
covered wages, IPERS shall proceed to pay the member the applicable lump sum amount. The member
shall have 60 days after the postmark date of the mandatory payment to return the payment and restore
the member’s account.

495—12.9(97B) Actuarial equivalent (AE) payments.
12.9(1) If a member aged 55 or older requests an estimate of benefits which results in a monthly

benefit amount under Option 2 of less than $50, the member shall receive, under Iowa Code section
97B.48(1), a lump sum actuarial equivalent (AE) payment in lieu of a monthly benefit. Once the AE
payment has been paid to the member, the member shall not be entitled to any further benefits based
on the contributions included in the AE payment and the employment period represented thereby. If
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the member later returns to covered employment, any future benefits the member accrues shall be based
solely on the new employment period. If an estimate of benefits based on the new employment period
again results in any one of the options having a monthly benefit amount of less than $50, the member
may again elect to receive an AE payment.

12.9(2) If a member, upon attaining the age of 70 or later, requests a retirement allowance without
terminating employment and the member’s monthly benefit amount under Option 2 is less than $50,
the member shall receive an AE payment based on the member’s employment up to, but not including,
the quarter in which the application is filed. When the member subsequently terminates covered
employment, any benefits due to the member will be based only on the period of employment not used
in computing the AE paid when the member first applied for a retirement allowance. If an estimate
of benefits based on the later period of employment again results in a monthly benefit amount under
Option 2 of less than $50, the member shall receive another AE payment. However, a member who
elects to receive an AE payment upon or after attaining age 70 without terminating employment may
not elect to receive additional AE payments unless the member terminates all covered employment for
at least one full calendar month.

12.9(3) An AE payment under this rule shall be equal to the sum of the member’s and employer’s
accumulated contributions and the retirement dividends standing to the member’s credit before
December 31, 1966.

495—12.10(97B) Conforming rules for lump-sum payments.   Effective January 1, 2007, IPERS may,
notwithstanding certain provisions of Iowa Code section 97B.53B enacted in order to comply with prior
rollover provisions of the Internal Revenue Code, utilize forms and procedures affording payees of
lump-sum distributionswith broader rollover rights as permitted under the applicable roll-over provisions
of the Internal Revenue Code as amended subsequent to the enactment of Iowa Code section 97B.53B.

These rules are intended to implement Iowa Code sections 97B.1A, 97B.1A(24), 97B.15, 97B.25,
97B.45, 97B.47 to 97B.48A, 97B.49A to 97B.49I, 97B.51, and 97B.53B.

[Filed 11/5/04, Notice 9/15/04—published 11/24/04, effective 12/29/04]
[Filed 12/1/05, Notice 10/26/05—published 12/21/05, effective 1/25/06]
[Filed 4/7/06, Notice 3/1/06—published 4/26/06, effective 5/31/06]

[Filed 11/3/06, Notice 9/27/06—published 11/22/06, effective 12/27/06]
[Filed 5/3/07, Notice 3/28/07—published 5/23/07, effective 6/27/07]
[Filed 8/10/07, Notice 7/4/07—published 8/29/07, effective 10/3/07]
[Filed 11/12/08, Notice 10/8/08—published 12/3/08, effective 1/7/09]





IAC 12/3/08 Public Health[641] Analysis, p.1

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
NOTIFICATION AND SURVEILLANCE OF REPORTABLE COMMUNICABLE

AND INFECTIOUS DISEASES, POISONINGS AND CONDITIONS
1.1(139A) Definitions
1.2(139A) Authority
1.3(139A) Reportable diseases
1.4(135,139A) Reporting and investigation
1.5(139A) Reporting forms
1.6(139A) Who should report
1.7(139A) Treatment of infant eyes
1.8(139A) Isolation
1.9(135,139A) Quarantine and isolation
1.10(139A) Disinfection
1.11(141A) Contagious or infectious disease notification at time of death
1.12(135,137,139A) Quarantine and isolation—model rule for local boards
1.13(135,139A) Area quarantine

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

CHAPTER 3
EARLY HEARING DETECTION AND INTERVENTION

3.1(80GA,ch102) Definitions
3.2(80GA,ch102) Purpose
3.3(80GA,ch102) Goal and outcomes
3.4(80GA,ch102) Screening the hearing of all newborns
3.5(80GA,ch102) Procedures required of birthing hospitals
3.6(80GA,ch102) Procedures required of birth centers
3.7(80GA,ch102) Procedures to ensure that children born in locations other than a birth center or

birthing hospital receive a hearing screening
3.8(80GA,ch102) Reporting hearing screening results and information to the department
3.9(80GA,ch102) Conducting and reporting diagnostic audiologic assessments to the department
3.10(80GA,ch102) Sharing of information and confidentiality
3.11(80GA,ch102) Reporting requirements for AEAs
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3.12(80GA,ch102) Procedure to accommodate parental objection
3.13(80GA,ch102) Civil/criminal liability

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) Expanded maternal serum alpha-fetoprotein screening program
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

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

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
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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
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
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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
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
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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
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
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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
22.6(135) Procedures
22.7(135) Application for permit—fees
22.8(135) Variances
22.9(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
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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

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

CHAPTERS 28 to 37
Reserved

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



Analysis, p.8 Public Health[641] IAC 12/3/08

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
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
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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
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
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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
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
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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

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
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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

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
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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
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
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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

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
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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
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
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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
Reserved

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
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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

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
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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

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
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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
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
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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

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



IAC 12/3/08 Public Health[641] Analysis, p.21

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

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
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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

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
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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 120
Reserved

CHAPTER 121
STANDARD FOR IMPACT RESISTANCE AND METHOD OF TESTING

121.1(135) Standard for impact-resistant lenses
121.2(135) Method of testing lenses

CHAPTERS 122 and 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

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
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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

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
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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

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
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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

CHAPTER 143
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

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
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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

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
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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

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
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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
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
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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
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
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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

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



Analysis, p.32 Public Health[641] IAC 12/3/08

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

CHAPTER 193
IMPAIRED PRACTITIONER REVIEW COMMITTEE

193.1(272C) Impaired practitioner review committee

CHAPTER 194
Reserved

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
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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
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



Analysis, p.34 Public Health[641] IAC 12/3/08

CHAPTER 204
UNIFORM REPORTING REQUIREMENTS

204.1(135) Reporting requirements
204.2(135) Initial reporting period
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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
[Prior to 7/29/87, Health Department[470]]

641—7.1(139A) Definitions.
“Admitting official” means the superintendent of schools or the superintendent’s designated

representative if a public school; if a nonpublic school or licensed child care center, the governing
official of the school or child care center.

“Applicant” means any person seeking enrollment in a licensed child care center or elementary or
secondary school.

“Certified medical assistant” means a person who is certified to practice as a certified medical
assistant following completion of a postsecondary medical assistant program accredited by the
Commission on Accreditation of Allied Health Education Programs or the Accrediting Bureau of Health
Education Schools and successful completion of the certification examination and who is directed by a
supervising physician, physician assistant, or nurse practitioner.

“Competent private instruction”means private instruction as defined by the department of education
pursuant to Iowa Code section 299A.1.

“Department” means the Iowa department of public health.
“Electronic signature” means a confidential personalized digital key, code, or number that is used

for secure electronic data transmission and that identifies and authenticates the signatory.
“Elementary school” means kindergarten if provided, and grades one through eight or grades one

through six when grades seven and eight are included in a secondary school.
“Enrolled user” means a user of the registry who has completed an enrollment form that specifies

the conditions under which the registry can be accessed and who has been issued an identification code
and password by the department.

“Immunization registry” or “registry” means the database and file server maintained by the
department as well as the software application that allows enrolled users to exchange immunization
records.

“Institution of higher education” means a postsecondary school.
“Licensed child care center”means a facility or program licensed by the Iowa department of human

services to provide child care for seven or more children or a prekindergarten or preschool, regardless
of the source of funding, operated by a local school district, an accredited nonpublic school, an area
education agency, or a college or university.

“Nurse” means a person licensed to practice as a nurse pursuant to Iowa Code chapter 152.
“Nurse practitioner”means a person licensed to practice as a registered nurse pursuant to Iowa Code

chapter 152 and certified by a professional certifying body approved by the board of nursing.
“On-campus residence hall or dormitory” means campus housing for students that is owned or

leased by the institution of higher education and located on a recognized campus site.
“Physician” means a person licensed to practice medicine and surgery or osteopathic medicine and

surgery pursuant to Iowa Code chapter 148, 150, or 150A.
“Physician assistant” means a person licensed to practice as a physician assistant pursuant to Iowa

Code chapter 148C.
“Postsecondary school” means a postsecondary institution under the control of the state board

of regents, a community college established under Iowa Code chapter 260C, or an accredited private
institution as defined in Iowa Code section 261.9, subsection 1.

“Postsecondary student”means a person who has officially registered with a postsecondary school,
as determined by the school, and who physically attends class on the school’s campus. For purposes
of these rules, “postsecondary student” does not include a person who is exclusively registered in a
correspondence course or continuing education class or who attends class exclusively by means of the
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Internet or the Iowa communications network or through other means which do not require the person’s
physical presence on the school’s campus.

“Provisional enrollment” means enrollment for a period of time not to exceed the limit specified in
subrule 7.7(2) to allow the applicant to meet the requirements of these rules. A provisionally enrolled
applicant is entitled access to all the benefits, activities, and opportunities of the school or licensed child
care center. Provisional enrollment shall not deny the school funding for the applicant.

“Secondary school” means (a) a junior high school comprising grades 7, 8 and 9, and a senior high
school; (b) a combined junior-senior high school comprising grades 7 through 12; (c) a junior high
school comprising grades 7 and 8 and a high school comprising grades 9 through 12; (d) a high school
comprising grades 9 through 12.

“Signature” means an original signature or the authorized use of a stamped signature or electronic
signature.

“Student” means an individual who is enrolled in a licensed child care center, elementary school or
secondary school.

641—7.2(139A) Persons included.   The immunization requirements specified elsewhere in these rules
apply to all persons enrolled or attempting to enroll in a licensed child care center or a public or nonpublic
elementary or secondary school in Iowa including those who are provided competent private instruction.

641—7.3(139A) Persons excluded.   Exclusions to these rules are permitted on an individual basis for
medical and religious reasons. Applicants approved for medical or religious exemptions shall submit to
the admitting official a valid Iowa department of public health certificate of immunization exemption.

7.3(1) To be valid, a certificate of immunization exemption for medical reasons shall contain, at
a minimum, the applicant’s last name, first name, and date of birth, the vaccine(s) exempted, and an
expiration date (if applicable) and shall bear the signature of a physician, nurse practitioner, or physician
assistant. A medical exemption may be granted to an applicant when, in the opinion of a physician, nurse
practitioner, or physician assistant:

a. The required immunizations would be injurious to the health and well-being of the applicant or
anymember of the applicant’s family or household. In this circumstance, a medical exemptionmay apply
to a specific vaccine(s) or all required vaccines. If, in the opinion of the physician, nurse practitioner, or
physician assistant issuing the medical exemption, the exemption should be terminated or reviewed at a
future date, an expiration date shall be recorded on the certificate of immunization exemption; or

b. Administration of the required vaccine would violate minimum interval spacing. In this
circumstance, an exemption shall apply only to an applicant who has not received prior doses of the
exempted vaccine. An expiration date, not to exceed 60 calendar days, and the name of the vaccine
exempted shall be recorded on the certificate of exemption.

7.3(2) A religious exemptionmay be granted to an applicant if immunization conflicts with a genuine
and sincere religious belief.

a. To be valid, a certificate of immunization exemption for religious reasons shall contain,
at a minimum, the applicant’s last name, first name, and date of birth and shall bear the signature
of the applicant or, if the applicant is a minor, of the applicant’s parent or guardian and shall attest
that immunization conflicts with a genuine and sincere religious belief and that the belief is in fact
religious and not based merely on philosophical, scientific, moral, personal, or medical opposition to
immunizations.

b. The certificate of immunization exemption for religious reasons is valid only when notarized.
7.3(3) Medical and religious exemptions under this rule do not apply in times of emergency or

epidemic as determined by the state board of health and declared by the director of public health.

641—7.4(139A) Required immunizations.
7.4(1) Applicants enrolled or attempting to enroll shall have received the following vaccines in

accordance with the doses and age requirements below:
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7.4(2) Vaccine doses administered less than or equal to 4 days before the minimum interval or age
shall be counted as valid. Doses administered greater than or equal to 5 days earlier than the minimum
interval or age shall not be counted as valid doses and shall be repeated as appropriate.

7.4(3) For vaccine administration, the minimum age and intervals recommended by the advisory
committee on immunization practices shall be followed.

641—7.5(139A) Required education.   Each institution of higher education that has an on-campus
residence hall or dormitory shall provide vaccination information on meningococcal disease to
each postsecondary student enrolled in the institution of higher education. Meningococcal disease
information shall be contained on student health forms. For purposes of this rule, student health form(s)
means a document(s) prepared by an institution of higher education that contains, at a minimum,
information on meningococcal disease, vaccination information and any recommendations issued
by the national Centers for Disease Control and Prevention regarding meningococcal disease. The
student health form(s) shall also include space for the postsecondary student to indicate whether or
not the postsecondary student has received vaccination against meningococcal disease, including,
at a minimum, the date of vaccination. The student health form(s) shall also include space for the
postsecondary student to indicate whether or not the postsecondary student has received information on
meningococcal disease and benefits of vaccine. If a traditional student health form is not utilized by the
institution of higher education, any document(s) containing the above information is acceptable.

641—7.6(139A) Proof of immunization.
7.6(1) A valid Iowa department of public health certificate of immunization shall be submitted by

the applicant or, if the applicant is a minor, by the applicant’s parent or guardian to the admitting official
of the school or licensed child care center in which the applicant wishes to enroll. To be valid, the
certificate shall be the certificate of immunization issued by the department, a computer-generated copy
from the immunization registry, or a certificate of immunization which has been approved in writing by
the department. The certificate shall contain, at a minimum, the applicant’s last name, first name, and
date of birth, the vaccine(s) administered, the date(s) given, and the signature of a physician, a physician
assistant, a nurse, or a certified medical assistant. A faxed copy, photocopy, or electronic copy of the
valid certificate is acceptable. The judgment of the adequacy of the applicant’s immunization history
should be based on records kept by the person signing the certificate of immunization or on that person’s
personal knowledge of the applicant’s immunization history, or comparable immunization records from
another person or agency, or an international certificate of vaccination, or the applicant’s personal
health records. If personal health records are used to make the judgment, the records shall include the
vaccine(s) administered and the date given. Persons validating the certificate of immunization are not
held responsible for the accuracy of the information used to validate the certificate of immunization if
the information is from sources other than their own records or personal knowledge.
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7.6(2) Persons wishing to enroll who do not have a valid Iowa department of public health certificate
of immunization available to submit to the admitting official shall be referred to a physician, a physician
assistant, a nurse, or a certified medical assistant to obtain a valid certificate.

641—7.7(139A) Provisional enrollment.
7.7(1) A valid Iowa department of public health provisional enrollment certificate shall be submitted

by the applicant or, if the applicant is a minor, by the applicant’s parent or guardian to the admitting
official of the school or licensed child care center in which the applicant wishes to enroll. Applicants
who have begun but not completed the required immunizations may be granted provisional enrollment.
To qualify for provisional enrollment, applicants shall have received at least one dose of each of the
required vaccines or be a transfer student from another school system. A transfer student is an applicant
seeking enrollment from one United States elementary or secondary school into another. To be valid,
the certificate shall contain, at a minimum, the applicant’s last name, first name, and date of birth,
the vaccine(s) administered, the date(s) given, the remaining vaccine(s) required, the reason that the
applicant qualifies for provisional enrollment, and the signature of a physician, a physician assistant, a
nurse, or a certified medical assistant. Persons validating the provisional certificate of immunization are
not held responsible for the accuracy of the information used to validate the provisional certificate of
immunization if the information is from sources other than their own records or personal knowledge.
Persons signing the provisional certificate of immunization shall certify that they have informed the
applicant or, if the applicant is a minor, the applicant’s parent or guardian of the provisional enrollment
requirements.

a. Any applicant seeking provisional enrollment who does not have a valid Iowa department of
public health provisional certificate of immunization to submit to the admitting official shall be referred
to a physician, a physician assistant, a nurse, or a certified medical assistant to obtain a valid certificate.

b. Reserved.
7.7(2) The amount of time allowed for provisional enrollment shall be as soon as medically feasible

but shall not exceed 60 calendar days. The period of provisional enrollment shall begin on the date the
provisional certificate is signed. The person signing the provisional certificate shall assign an expiration
date to the certificate and shall indicate the remaining immunizations required to qualify for a certificate
of immunization.

7.7(3) The applicant or parent or guardian shall ensure that the applicant receive the necessary
immunizations during the provisional enrollment period and shall submit a certificate of immunization
to the admitting official by the end of the provisional enrollment period.

7.7(4) Rescinded IAB 12/3/08, effective 1/7/09.
7.7(5) If at the end of the provisional enrollment period the applicant or parent or guardian has not

submitted a certificate of immunization, the admitting official shall immediately exclude the applicant
from the benefits, activities, and opportunities of the school or licensed child care center until the
applicant or parent or guardian submits a valid certificate of immunization.

7.7(6) If at the end of the provisional enrollment period the applicant has not completed the
required immunizations due to minimum interval requirements, a new Iowa department of public health
provisional certificate of immunization shall be submitted to the admitting official. The admitting
official must maintain all issued certificates of provisional immunization with the original provisional
certificate until the applicant submits a certificate of immunization.

641—7.8(139A) Records and reporting.
7.8(1) It shall be the duty of the admitting official of a licensed child care center or elementary

or secondary school to ensure that the admitting official has a valid Iowa department of public health
certificate of immunization, certificate of immunization exemption, or provisional certificate of
immunization on file for each student.

a. The admitting official shall keep the certificates on file in the school or licensed child care
center in which the student is enrolled and assist the student or parent or guardian in the transfer of the
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certificate to another school or licensed child care center upon the transfer of the student to another school
or licensed child care center.

b. Unless otherwise requested by the applicant, or parent or guardian, the admitting official shall
retain the Iowa department of public health certificate of immunization, or certificate of immunization
exemption, or provisional certificate of immunization for three years commencing upon the transfer or
graduation of the applicant or the school may choose to provide the permanent immunization record to
the student at time of graduation. Included with the immunization record a letter should state that this
is an important document that will be needed by the student for college or employment and should be
permanently retained.

7.8(2) It shall be the duty of the local boards of health to audit the Iowa department of public health
certificates of immunization, certificates of immunization exemption, and provisional certificates of
immunization in the schools within their jurisdiction to determine compliance with Iowa Code section
139A.8. The local boards of health shall furnish the Iowa department of public health within 60 days of
the first official day of school a report of the audit. The report shall be submitted for each school within
the local board of health’s jurisdiction and shall include the enrollment by grade, and the number of
Iowa department of public health certificates of immunization, certificates of immunization exemption,
and provisional certificates of immunization by grade.

7.8(3) The local board of health and the Iowa department of public health shall have the right
to have access to the Iowa department of public health certificates of immunization, certificates of
immunization exemption, and the provisional certificates of immunization of children enrolled in
elementary and secondary schools and licensed child care centers within the constraints of the privacy
rights of parents and students.

7.8(4) The admitting official of an institution of higher education shall provide to the department of
public health by December 1 each year aggregate data regarding compliance with Iowa Code section
139A.26. The data shall be forwarded to the department within 30 days. The data shall include, but not
be limited to, the total number of incoming postsecondary freshmen students living in a residence hall
or dormitory who have:

a. Enrolled in the institution of higher education; and
b. Been provided information on meningococcal disease; and
c. Been immunized with meningococcal vaccine.

641—7.9(139A) Providing immunization services.   It shall be the duty of the local boards of health to
provide immunization services where no local provision exists for the services.

641—7.10(139A) Compliance.   Applicants not presenting proper evidence of immunization, or
exemption, are not entitled to enrollment in a licensed child care center or elementary or secondary
school under the provisions of Iowa Code section 139A.8. It shall be the duty of the admitting official
to deny enrollment to any applicant who does not submit proper evidence of immunization according
to rule 7.6(139A) and to exclude a provisionally enrolled applicant in accordance with rule 7.7(139A).

641—7.11(22) Iowa’s immunization registry.
7.11(1) The department shall maintain a statewide immunization registry. Enrolled users are

responsible for purchasing and maintaining all computer hardware related to use of the registry and for
providing an Internet connection to transfer information between the user’s computer and the registry.

7.11(2) Purpose and permitted uses of registry. The registry shall consist of immunization
information, including identifying and demographic data, to allow enrolled users to maintain and
access a database of immunization histories for purposes of ensuring that patients are fully immunized.
Enrolled users shall not use information obtained from the registry to market services to patients or
nonpatients, to assist in bill collection services, or to locate or identify patients or nonpatients for any
purpose other than those expressly provided in this rule.
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7.11(3) Release of information to the registry. Enrolled users shall provide immunization
information including identifying and demographic data to the registry. Information provided may
include, but is not limited to, the following:

a. Name of patient;
b. Gender of patient;
c. Date of birth;
d. Race;
e. Ethnicity;
f. Birth state and birth country;
g. Address;
h. Parents’ names;
i. Mother’s maiden name;
j. Type of vaccination administered;
k. Dose or series number of vaccine;
l. Date vaccination was administered;
m. Lot number;
n. Contraindications, precautions;
o. Provider name, license, and business address; and
p. Patient history, including previously unreported doses.
7.11(4) Confidentiality of registry information. Immunization information, including identifying

and demographic data maintained on the registry, is confidential and may not be disclosed except under
the following limited circumstances:

a. The department may release information from the registry to the following:
(1) The person immunized or the parent or legal guardian of the person immunized;
(2) Enrolled users of the registry who have completed an enrollment form that specifies the

conditions under which the registry can be accessed and who have been issued an identification code
and password by the department;

(3) Persons or entities requesting immunization data in an aggregate form that does not identify an
individual either directly or indirectly.

(4) Agencies that complete an agreement with the department which specifies conditions for access
to registry data and how that data will be used. Agencies shall not use information obtained from the
registry to market services to patients or nonpatients, to assist in bill collection services, or to locate or
identify patients or nonpatients for any purposes other than those expressly provided in this rule.

(5) A representative of a state or federal agency, or entity bound by that state or federal agency, to
the extent that the information is necessary to perform a legally authorized function of that agency or the
department. The state or federal agency is subject to confidentiality regulations that are the same as or
more stringent than those in the state of Iowa. State or federal agencies shall not use information obtained
from the registry to market services to patients or nonpatients, to assist in bill collection services, or to
locate or identify patients or nonpatients for any purposes other than those expressly provided in this
rule.

(6) The admitting official of a licensed child care center, elementary school, or secondary school;
or medical or health care providers providing continuity of care.

b. Enrolled users shall not release immunization data obtained from the registry except to the
person immunized, the parent or legal guardian of the person immunized, admitting officials of licensed
child care centers and schools, medical or health care providers providing continuity of care, and other
enrolled users of the registry.

641—7.12(22) Release of immunization information.
7.12(1) Between a physician, physician assistant, nurse, or certified medical assistant and the

elementary or secondary school or licensed child care center that the student attends. A physician,
a physician assistant, a nurse, or a certified medical assistant shall disclose a student’s immunization
information, including the student’s name, date of birth, and demographic information, the month, day,
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year and vaccine(s) administered, and clinic source and location, to an elementary or secondary school
or a licensed child care center upon written or verbal request from the elementary or secondary school
or licensed child care center. Written or verbal permission from a student or parent is not required
to release this information to an elementary or secondary school or licensed child care center that the
student attends.

7.12(2) Among physicians, physician assistants, nurses, or certified medical
assistants. Immunization information, including the student’s last name, first name, date of birth, and
demographic information, the month, day, year and vaccine(s) administered, and clinic source and
location, shall be provided by a physician, physician assistant, nurse, or certified medical assistant to
another health care provider without written or verbal permission from the student, parent or guardian.

7.12(3) Among an elementary school, secondary school, and licensed child care center that the
student attends. An elementary school, secondary school, and licensed child care center shall disclose
a student’s immunization information, including the student’s last name, first name, date of birth, and
demographic information, the month, day, and year of vaccine(s) administered, and clinic source and
location, to another elementary school, secondary school, and licensed child care center that the student
attends. Written or verbal permission from a student, or if the student is a minor, the student’s parent
or guardian, is not required to release this information to an elementary school, secondary school, and
licensed child care center that the student attends.

These rules are intended to implement Iowa Code sections 139A.8 and 22.7(2).
[Filed 11/10/77, Notice 10/5/77—published 11/30/77, effective 1/4/78]
[Filed emergency 12/23/77—published 1/11/78, effective 12/23/77]

[Filed emergency 9/18/78 after Notice 5/31/78—published 10/4/78, effective 9/18/78]
[Filed emergency 8/7/80 after Notice 6/11/80—published 9/3/80, effective 8/8/80]

[Filed emergency 1/15/81—published 2/4/81, effective 1/15/81]
[Filed 9/23/83, Notice 7/6/83—published 10/12/83, effective 11/16/83]

[Filed emergency 7/10/87—published 7/29/87, effective 7/10/87]
[Filed 1/11/89, Notice 10/19/88—published 2/8/89, effective 3/17/89]
[Filed 5/10/91, Notice 4/3/91—published 5/29/91, effective 7/3/91]
[Filed 5/16/94, Notice 3/2/94—published 6/8/94, effective 7/13/94]
[Filed 5/13/96, Notice 3/27/96—published 6/5/96, effective 7/10/96]
[Filed 11/10/98, Notice 9/23/98—published 12/2/98, effective 1/6/99]

[Filed emergency 7/9/03—published 8/6/03, effective 7/9/03]
[Filed 9/12/03, Notice 8/6/03—published 10/1/03, effective 11/5/03]◊
[Filed 7/15/05, Notice 5/25/05—published 8/3/05, effective 9/7/05]
[Filed emergency 1/11/06—published 2/1/06, effective 1/11/06]

[Filed 11/12/08, Notice 7/16/08—published 12/3/08, effective 1/7/09]

◊ Two or more ARCs
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CHAPTER 14
WATER TREATMENT SYSTEMS

641—14.1(714) Purpose.   The purpose of these rules is to establish the requirements and procedures
for the registration and sale of water treatment systems. These rules are established pursuant to Iowa
Code section 714.16, which prohibits a person selling, leasing or renting, or advertising the sale, lease or
rental of a water treatment system in Iowa from making false or deceptive representations that the water
treatment system will reduce the concentration of one or more contaminants in drinking water.

641—14.2(714) Applicability.   The provisions of this chapter apply to the seller and manufacturer of a
water treatment system offered for sale, lease, or rent in Iowa for which representations are made that
the water treatment system will reduce the concentration of one or more contaminants in drinking water.
Individual water treatment systems installed as central treatment for a public water system under the
rules of the Iowa department of natural resources are not required to comply with these rules.

641—14.3(714) Definitions.
“Annual registration” means the renewal of registration of a water treatment system for years

subsequent to the initial registration.
“ANSI” means the American National Standards Institute, 25 W. 43rd Street, New York, New York

10036. ANSI reviews and accredits testing agencies and the standards processes of agencies that generate
and maintain product standards.

“Buyer” means the person to whom a water treatment system is being sold, leased, or rented.
“Consumer information pamphlet”means a publication which explains water quality, health effects,

quality expectations for drinking water, and the effectiveness and functions of water treatment systems.
“Consummation of sale” means the completion of the act of selling, leasing, or renting. Where

the water treatment system is ordered by telephone, mail, or Internet, “consummation of sale” means
delivery.

“Contaminant” means any particulate, chemical, microbiological, or radiological substance or
parameter in drinking water which has a potentially adverse health effect and for which a maximum
contaminant level (MCL) has been established. “Contaminant” does not include chlorine, chloramine,
or chlorine dioxide. A substance or parameter becomes a contaminant on the effective date of the
United States Environmental Protection Agency (USEPA) rule establishing the MCL in the national
primary drinking water regulations.

“Department” means the Iowa Department of Public Health, Lucas State Office Building, 321 E.
12th Street, Des Moines, Iowa 50319-0075.

“Drinking water” means water intended for human consumption.
“Initial registration” means the first registration of a water treatment system after performance

testing.
“Label” means the written, printed, or graphic matter attached to or printed on the water treatment

system so it is not likely to be separated during normal shipping and handling and that can only be
removed with a purposeful effort by the owner.

“Manufacturer’s performance data sheet” or “PDS” means a booklet, document, or other printed
material that contains, at a minimum, the information required pursuant to Iowa Code section 714.16
and that meets the requirements of 641—14.7(714).

“Maximum contaminant level” or “MCL,” as used in these rules, means a maximum contaminant
level, or an action level, or a treatment technique requirement established in lieu of a maximum
contaminant level, as specified in the national primary drinking water regulations (40 CFR 141).

“NSF” means NSF International, 789 Dixboro Road, P.O. Box 130140, Ann Arbor, Michigan
48113-0140. NSF maintains performance and testing standards for water treatment systems.

“Performance indication device” or “PID” means an automatic, effective means to warn the user
when a water treatment system requires service, typically after a fixed time or volume of water.

“Performance testing” means:
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1. The third-party laboratory testing of a water treatment system in accordance with an approved
performance testing protocol; or

2. The testing of a water treatment system by the manufacturer in accordance with an approved
performance testing protocol followed by an audit of the manufacturer’s performance testing facilities
and data by a third-party testing agency.

“Seller” means the person offering a water treatment system for sale, lease, or rent.
“State hygienic laboratory”means the University Hygienic Laboratory, University of Iowa, Oakdale

Campus, Iowa City, Iowa 52242.
“Surrogate” means a substance or parameter that is reduced in concentration by a water treatment

system and for which the reduction has been shown to reliably represent the reduction in concentration
of one or more contaminants.

“Third-party testing agency” means an independent laboratory that is approved by the department
to conduct performance testing of water treatment systems or to conduct audits of manufacturers’
performance testing facilities and data.

“Water treatment system”means a device or assembly for which a claim is made that it will improve
the quality of public or private drinking water by reducing the concentration of one or more contaminants
through mechanical, physical, chemical, or biological processes or a combination of processes. Each
model of a water treatment system shall be deemed a distinct water treatment system.

1. Products that are given different model numbers by the manufacturer will be considered to be
separate models unless the manufacturer can demonstrate that the products are identical.

2. Products that are similar but have different capacities, flow rates, or daily production rates will
be considered to be separate models.

3. Products that are similar but make different contaminant reduction claims will be considered
separate models.

4. Replacement components that are part of a registered water treatment system will not be
considered separate models.

641—14.4(714) Performance testing.   A water treatment system shall be tested for performance by a
third-party testing agency or by the manufacturer. If the manufacturer does the performance testing, the
provisions of 14.4(3) shall apply.

14.4(1) Standards. The performance testing shall be conducted in accordance with the applicable
standard(s) from Table 1 or in accordance with a protocol approved by the state hygienic laboratory.
Performance testing shall include an evaluation of structural integrity and of the water contact materials
of the water treatment system in accordance with the applicable standard(s) listed in Table 1 or methods
approved by the state hygienic laboratory.

Table 1

Treatment Process NSF/ANSI Standard

Mechanical filtration 531

Carbon adsorption/filtration 531

Reverse osmosis 582

Cation exchange softening 443

Ion exchange except softening 531

UV disinfection, Class A 554

Distillation 625

1Drinking Water Treatment Units-Health Effects, 2007
2Reverse Osmosis Drinking Water Systems, 2007
3Residential Cation Exchange Water Softeners, 2007
4Ultraviolet Microbiological Water Treatment Systems, 2007
5Drinking Water Distillation Systems, 2007
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14.4(2) Alternate performance testing protocols. If a water treatment system is not tested in
accordance with a standard(s) in Table 1, the manufacturer of the water treatment system shall submit
an alternate performance testing protocol for the water treatment system to the department.

a. The submission shall include, but may not be limited to, the following information:
(1) The name and address of themanufacturer and the name, address, telephone number, and E-mail

address of the manufacturer’s representative.
(2) The brand name, model number, and trade names of each water treatment system requiring

performance testing. The manufacturer shall state whether each water treatment system will be
performance tested or if one water treatment system will be performance tested and the results used
to represent the performance of other water treatment systems. The manufacturer shall provide
justification that the performance testing of one water treatment system will reliably represent the
performance of other water treatment systems.

(3) A detailed drawing with part numbers identifying each component of the water treatment
system. Where applicable, this includes, but may not be limited to, pre- and post-filters, storage tank,
dispensing unit (faucet), booster pump, and the main treatment module. Replaceable components shall
be specifically identified and the approximate treatment capacity or replacement frequency shall be
stated.

(4) Identification of the water treatment system materials that are in contact with the water and of
any chemical added to the drinking water by the water treatment system.

(5) Specification of the pressure, flow and temperature requirements and limits for the water
treatment system.

(6) A list of the contaminants claimed to be reduced by the water treatment system.
(7) A statement indicating whether the water treatment system will be advertised and sold to treat

water that is microbiologically unsafe as defined in NSF/ANSI standard 53.
(8) A detailed description of the performance testing protocol including, but not necessarily limited

to:
1. A schematic of the test rig with specifications for the critical components and instrumentation.
2. Characterization of the general test water and the challenge water, including the level of the

challenge parameter(s) in the water. A justification for the level of the challenge parameter(s) shall be
provided.

3. Details of how the general test water and the challenge water are prepared.
4. Water pressure, flow rate and temperature during the test.
5. Sample schedule for influent and effluent water.
6. Analytical methods for the challenge parameter(s).
7. Performance standard for the challenge parameter(s).
b. The performance testing protocol shall include the following provisions:
(1) At least two units shall be tested.
(2) The flow rate and water pressure shall be typical of the end use for the water treatment system.
(3) Where applicable, a water treatment system with a PID shall be tested to at least 120 percent

of the capacity listed on the PDS. A water treatment system without a PID shall be tested to at least 200
percent of the capacity listed on the PDS.

(4) The structural integrity of the water treatment system shall be tested in accordance with the
method in the applicable standard in Table 1.

(5) The materials shall be evaluated for safety in accordance with one of the standards in Table
1 or in accordance with NSF/ANSI standard 61-2007a, “Drinking Water System Components - Health
Effects.”

c. The state hygienic laboratory shall review the performance testing protocol and shall report the
approval, conditional approval or disapproval of the protocol inwriting to the department. The conditions
of approval or the reasons for disapproval shall be in the report.

d. The manufacturer shall pay a fee not to exceed $200 to the state hygienic laboratory for each
performance testing protocol review done in accordance with these rules.
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14.4(3) Manufacturer testing and audit. A manufacturer may do performance testing of a water
treatment system at its own facilities provided that a performance testing protocol from a standard
in Table 1 or a performance testing protocol approved in accordance with 14.4(2) is used and the
manufacturer’s personnel, facilities and data are found to be adequate when audited by a third-party
testing agency.

a. The manufacturer shall submit to the department information including, but not necessarily
limited to, the following:

(1) The applicable standard(s) from Table 1 or the information required by 14.4(2).
(2) The name and address of the third-party testing agency performing the audit, and the name,

address, telephone number, and E-mail address of an authorized representative of the third-party testing
agency.

b. The third-party testing agency responsible for the audit of the manufacturer’s facilities and data
shall submit to the department information including, but not necessarily limited to, the following:

(1) A detailed description of the manufacturer’s testing facilities and equipment.
(2) Résumés of the management, scientific, and technical personnel responsible for conducting the

performance testing.
(3) A copy of the manufacturer’s state drinking water laboratory certification for the contaminants

treated by the water treatment system, or verification that the manufacturer has the capability to perform
USEPA-approved analytical methods for the contaminants treated by the water treatment system. If the
analyses are performed by another agency, a copy of that agency’s certificate and documentation of the
business relationship between the manufacturer and the agency shall be submitted.

(4) An evaluation of the manufacturer’s laboratory quality assurance program.
(5) The number of water treatment systems tested at the manufacturer’s testing facilities, if

applicable, listed by the standard(s) used as the basis for testing and including the contaminants for
which testing was done.

(6) An evaluation of the capability of the facility to conduct performance testing in accordance
with the approved performance testing protocol.

c. Upon receipt of the report of the audit, the department shall transmit a letter of approval,
conditional approval, or disapproval to the manufacturer within 30 days. The conditions of approval or
the reasons for disapproval shall be in writing and shall be provided to the manufacturer’s representative.

14.4(4) Performance requirements. A water treatment system shall meet or exceed the performance
requirements of the standard(s) in Table 1 applicable to the water treatment system. If a contaminant
treated by the water treatment system is not addressed by a standard in Table 1, the water treatment
system shall reduce the level of the contaminant to or below the MCL when the water treatment system
is tested in accordance with a performance testing protocol approved according to 14.4(2).

14.4(5) Retesting.
a. If a water treatment system is listed by an ANSI-accredited third-party testing agency, the

manufacturer shall have the water treatment system retested for performance in accordance with the
policies of the third-party testing agency, but no less frequently than every five years. Other water
treatment systems shall be retested by a third-party testing agency at least every five years.

b. After a water treatment system is retested, the manufacturer shall submit the test data in
accordance with 14.6(1). The manufacturer shall submit a PDS modified to include the results of the
retesting at the time of the next annual registration.

c. A change in the capacity of the water treatment system or to the contaminant claims shall be
reported in accordance with 14.6(3).

d. Water treatment systems registered prior to January 1, 2009, shall be retested, and the test data
and PDS submitted prior to January 1, 2014.

641—14.5(714) Third-party testing agencies.   The department shall review and approve the facilities
and capabilities of an agency before the agency is authorized as a third-party testing agency for the
purposes of these rules.
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14.5(1) Submission of information. An agency applying for authorization as a third-party testing
agency shall submit to the department information including, but not necessarily limited to, the
following:

a. The name, address, telephone number, and E-mail address of the agency representative.
b. Verification that the agency is not owned, fully or partially, or managed by a company engaged

in the manufacture or sales of water treatment systems.
c. A copy of the agency’s laboratory certification under the Safe Drinking Water Act for the

contaminants for which the agency will do performance testing (if the analyses are performed by another
agency, a copy of that agency’s certificate and documentation of the business relationship between the
applicant and the agency shall be submitted); or

d. Written verification to the department that the agency has the capability to perform the
USEPA-approved methods of analysis for the contaminants for which the agency will do performance
testing.

e. A copy of the agency laboratory quality assurance plan.
f. A detailed description of the agency’s testing facilities and equipment.
g. Résumés of the management, scientific, and technical personnel responsible for conducting the

performance testing.
h. The number of water treatment systems tested by the agency, if applicable, listed by the

standards used as the basis for testing and including the contaminants for which testing was done.
i. A copy of a test protocol that the agency has developed for a client or a copy of the report of

the test of a water treatment system prepared for a client, if applicable.
j. A nonrefundable $200 review fee.
k. If product testing is subcontracted to another testing agency, the name of the agency and the

name, address, telephone number, and E-mail address of an authorized representative of the agency; the
standard(s) used; and the contaminant(s) tested by the agency.

l. An agency that is accredited by ANSI for product testing and certification in accordance with
one or more of the standards in Table 1 shall submit the following:

(1) The information required in 14.5(1)“a” and “b” and the fee required in 14.5(1)“j.”
(2) The ANSI certificate and scope of accreditation.
(3) The method by which the department can access information about a water treatment system

tested and certified by the agency. The information shall include:
1. Manufacturer’s name.
2. Model number of the water treatment system.
3. Replacement element(s) designation.
4. Rated capacity, if applicable.
5. Service flow rate, if applicable.
6. Daily production rate, if applicable.
7. List of the contaminants for which the water treatment system has been tested.
14.5(2) Testing auditor. An agency applying for authorization to audit a manufacturer’s data and

facilities shall submit to the department information including, but not necessarily limited to, the
following:

a. The information and fee required by 14.5(1).
b. A written description of the agency’s qualifications and experience in performing laboratory

audits and laboratory analysis.
c. Written verification that USEPA or equivalent procedures for auditing quality control of

laboratories are followed in performing an audit of a manufacturer’s testing of a water treatment system.
14.5(3) Approval of third-party testing agencies. The department shall review the information

submitted by an agency applying for third-party testing agency status.
a. The department shall consider:
(1) The independence of the agency ownership and management.
(2) The adequacy of the agency’s facilities and equipment for water treatment system testing.
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(3) The experience and training of the management, scientific, and technical staff directly
responsible for testing water treatment systems.

(4) The adequacy of the equipment, facilities and personnel for analysis of the contaminants for
which the agency will do performance testing.

(5) The adequacy of quality assurance systems at the testing facility.
b. The department shall transmit a letter of approval, conditional approval, or disapproval to the

agency representative. The conditions of approval or the reasons for disapproval shall be in writing and
shall be provided to the agency representative.

c. An appeal of disapproval or a condition of approval shall be submitted by the agency to the
department by certified mail, return receipt requested, within 30 days of receipt of the department’s
letter. The address is Iowa Department of Public Health, Water Treatment System Registration, 321 E.
12th Street, Des Moines, Iowa 50319-0075. If no appeal is received within the 30 days, the disapproval
or conditional approval becomes the department’s final agency action. An appeal shall be forwarded to
the department of inspections and appeals within 5 working days of its receipt. The department shall
provide the information uponwhich the disapproval or conditional approval was based and any additional
information provided by the agency to the department of inspections and appeals.

14.5(4) Resubmission. The departmentmay require that an agency resubmit the information required
in 14.5(1) and 14.5(2) if:

a. The testing facilities are relocated.
b. The corporate identity of the agency changes.
c. The agency has not tested a water treatment system submitted to the department for registration

or has not audited a manufacturer for a period of three years or longer.
14.5(5) Revocation of authorization. The department may revoke authorization for an agency to be

a third-party testing agency or a test auditor if:
a. The agency loses ANSI accreditation.
b. The agency submits false information in support of the registration of a product.
c. Information submitted to support authorization is found to be false.
d. The agency, in the judgment of the department, is incompetent to conduct or incapable of

conducting testing in accordance with the standards in Table 1 or in accordance with approved protocols.
14.5(6) Notice of revocation.  Notice of revocation shall be sent to the agency by restricted certified

mail, return receipt requested, or by personal service. The agency shall have a right to appeal the
revocation.

a. An appeal of a revocation shall be submitted by certified mail, return receipt requested, within
30 days of receipt of the department’s notice. The appeal shall be sent to the Iowa Department of
Public Health, Division of Environmental Health, Lucas State Office Building, 321 East 12th Street,
Des Moines, Iowa 50319-0075. If such a request is made within the 30-day time period, the revocation
shall be deemed to be suspended. Prior to or at the hearing, the department may rescind the revocation
upon satisfaction that the reason for the revocation has been or will be removed. After the hearing, or
upon default of the agency, the administrative law judge shall affirm, modify or set aside the revocation.
If no appeal is submitted within 30 days, the revocation shall become the department’s final agency
action.

b. Upon receipt of an appeal that meets contested case status, the appeal shall be transmitted to the
department of inspections and appeals within five working days of receipt pursuant to the rules adopted
by that agency regarding the transmission of contested cases. The information upon which the revocation
is based shall be provided to the department of inspections and appeals.

c. The hearing shall be conducted in accordance with 481—Chapter 10.
d. When the administrative law judge makes a proposed decision and order, it shall be served by

restricted certifiedmail, return receipt requested, or delivered by personal service. The proposed decision
and order then becomes the department’s final agency action without further proceedings ten days after
it is received by the agency unless an appeal to the director is taken as provided in paragraph “e.”

e. Any appeal to the director of the department for review of the proposed decision and order of
the administrative law judge shall be filed in writing and mailed to the director by certified mail, return
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receipt requested, or delivered by personal service within ten days after the receipt of the administrative
law judge’s proposed decision and order by the aggrieved party. A copy of the appeal shall also be mailed
to the administrative law judge. Any request for appeal shall state the reason for appeal.

f. Upon receipt of an appeal request, the administrative law judge shall prepare the record of the
hearing for submission to the director. The record shall include the following:

(1) All pleadings, motions and rules.
(2) All evidence received or considered and all other submissions by recording or transcript.
(3) A statement of all matters officially noticed.
(4) All questions and offers of proof, objections, and rulings thereon.
(5) All proposed findings and exceptions.
(6) The proposed findings and order of the administrative law judge.
g. The decision and order of the director becomes the department’s final agency action upon receipt

by the agency and shall be delivered by restricted certified mail, return receipt requested.
h. It is not necessary to file an application for a rehearing to exhaust administrative remedies when

appealing to the director or the district court as provided in Iowa Code section 17A.19. The agency may
petition for judicial review pursuant to Iowa Code chapter 17A.

i. Any petition for judicial review of a decision and order shall be filed in the district court within
30 days after the decision and order becomes final. A copy of the notice of appeal shall be sent by
certified mail, return receipt requested, or by personal service to the department at Iowa Department of
Public Health, Division of Environmental Health, 321 East 12th Street, Des Moines, Iowa 50319-0075.

j. An agency that appeals a final department action to the district court shall pay the cost of the
preparation of a transcript of the contested case hearing for the district court.

641—14.6(714) Registration.   Awater treatment system that has been performance tested in accordance
with 14.4(714) and that meets the performance requirement of 14.4(4) may be registered with the
department. A water treatment system shall be registered with the department before it is sold, leased
or rented and before it is advertised for sale, lease or rent in Iowa.

14.6(1) Initial registration.
a. The manufacturer of a water treatment system or the manufacturer’s authorized representative

shall submit the following information to the department on forms supplied by the department:
(1) The name and address of themanufacturer and the name, address, telephone number, and E-mail

address of the manufacturer’s representative.
(2) The brand name, model number, and trade name(s) of the water treatment system.
(3) A detailed drawing with part numbers identifying each component of the water treatment

system. Where applicable, this includes, but may not be limited to, pre- and post-filters, storage tank,
dispensing unit (faucet), booster pump, and the main treatment module. Replaceable components shall
be specifically identified and the approximate treatment capacity or replacement frequency shall be
stated.

(4) Verification by a third-party testing agency that the water treatment system performed in
accordance with 14.4(4) when tested with an approved performance testing protocol. If the third-party
testing agency is ANSI-accredited and the water treatment system was tested in accordance with a
standard(s) in Table 1, documentation of a listing by the ANSI-accredited agency is sufficient.

(5) The test data generated by the third-party testing agency. Submission of the test data is not
required if the testing agency is an ANSI-accredited third-party testing agency and the water treatment
system was tested for performance in accordance with a standard in Table 1.

(6) The PDS.
(7) Copies of the labels for the water treatment system and for any replaceable components.
(8) Copies of product packaging, product promotional materials, and sales training materials.
(9) A copy of installation and operation guides with identification of replaceable components and

replacement frequencies, where applicable.
(10) A nonrefundable initial registration fee of $800 for each water treatment system.
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b. A registration issued between July 1 and March 31, inclusive, shall expire on the next June 30.
A registration issued between April 1 and June 30, inclusive, shall expire on June 30 of the year after
the year in which the registration is issued.

14.6(2) Annual registration. Each calendar year on or before March 1, the department shall notify
each manufacturer or the manufacturer’s designated agent of the water treatment systems registered
in Iowa and the requirement for renewal of the registration. For each water treatment system that a
manufacturer wishes to continue to sell in Iowa, the manufacturer or the manufacturer’s designated agent
shall submit the following information to the department on or before May 31 of each calendar year.

a. Certification that there has been no change in the water treatment system’s design since the
system was tested during the initial registration process.

b. A copy of the current PDS.
(1) A statement that the PDS has not changed since the initial registration or the previous annual

registration may be submitted in lieu of the PDS.
(2) Changes on the PDS must be explained and supported by third-party testing results. If the

testing was done by an ANSI-accredited third-party testing agency in accordance with a standard(s) in
Table 1, documentation of listing by the testing agency is sufficient.

c. A nonrefundable annual registration fee of $400 for each water treatment system.
d. If the annual registration information is sent after May 31, the manufacturer shall pay for each

water treatment system a penalty of $50 per month or fraction thereof that the information is late to a
maximum of $200 for each water treatment system.

14.6(3) Changes to registration.
a. Modifying one or more contaminant claims, capacity claims, or treatment components of

a registered water treatment system without the written approval of the department shall void the
registration.

b. The manufacturer shall apply to the department for approval of a change in contaminant
claims or capacity claims for a water treatment system, or of changes to the treatment components. The
application shall be on a form supplied by the department. The application shall include, but may not
be limited to:

(1) The name and address of themanufacturer and the name, address, telephone number, and E-mail
address of the manufacturer’s representative.

(2) The brand name, model number, and trade name(s) of the water treatment system.
(3) A description of the changes in claims, capacity, or components.
(4) The third-party testing agency report and data supporting the change in contaminant claims or

capacity, or showing equivalent performance for a new treatment component. If the third-party testing
agency is ANSI-accredited, a copy of the listing for the water treatment system showing the changes
in contaminant claims or capacity, or a statement of equivalent performance by the new treatment
component(s) from the testing agency is sufficient.

(5) A revised PDS that meets the requirements of 14.7(2).
(6) Copies of labels, packaging and promotional material that have been revised to reflect the

changed claims.
(7) A nonrefundable $100 fee for each water treatment system for which the registration is changed.
c. The manufacturer shall notify the department of any changes to the trade name(s) for a water

treatment system. The notification shall include, but may not be limited to:
(1) The original model number(s) and trade name(s) of the water treatment system.
(2) The changed or added model number(s) and trade name(s) for the water treatment system.
(3) A statement that the treatment components and claims are the same between the original and

the changed or added trade names.
(4) Copies of the PDS, labels, packaging, and promotional materials showing the changed or added

trade name(s).
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641—14.7(714) Label and manufacturer’s performance data sheet.   A label and a PDS shall be
provided with a water treatment system to provide the consumer with information on the effectiveness
of the water treatment system in reducing the concentration of contaminants from drinking water.

14.7(1) Label. Each water treatment system must bear a conspicuous and legible label stating,
“IMPORTANT NOTICE - Read the manufacturer’s performance data sheet.”

14.7(2) Manufacturer’s performance data sheet. A PDS for a water treatment system listed by an
ANSI-accredited third-party testing agency and tested in accordance with a standard in Table 1 shall
comply with the requirements of the applicable standard(s) in Table 1 and the policies of the third-party
testing agency. The PDS for other water treatment systems shall include, but may not be limited to:

a. The name, address, and telephone number of the seller.
b. The name, brand, or trademark under which the water treatment system is sold, and its model

number.
c. Performance and test data including, but not necessarily limited to:
(1) The list of contaminants found to be reduced by the water treatment system.
(2) The average test influent concentration level of each contaminant or surrogate.
(3) The average effluent concentration and the percentage reduction of each contaminant or

surrogate.
(4) When the reduction of a contaminant is verified using a surrogate, the equivalent influent

concentration, effluent concentration, and percent reduction for the contaminant.
(5) The MCL for each contaminant.
(6) The approximate capacity in gallons or the period of time during which the water treatment

system is effective in reducing the concentration of contaminants based upon the contaminant influent
concentrations used for the performance tests. The claimed volume capacity of a water treatment system
shall be based upon the contaminant most likely to break through into the effluent during the test period.

(7) Where applicable, the flow rate, pressure, and temperature of the water during the performance
tests.

d. Substances or parameters that are not contaminants as defined in 14.3(714) may be listed on
the PDS, but the substances may not be referred to as contaminants.

e. The following information shall be on the PDS or in the owner’s manual. If the information is
in the owner’s manual, there shall be a statement on the performance data sheet referring the buyer to
the owner’s manual.

(1) Installation instructions.
(2) Procedures and requirements necessary for the proper operation of the water treatment system

including, but not limited to, electrical requirements; maximum and minimum pressure; flow rate;
temperature limitations; maintenance requirements; and expected replacement frequencies.

(3) The seller’s warranty.

641—14.8(714) Consumer information pamphlet.   A consumer information pamphlet prepared by the
department shall be given to the buyer by the seller along with the manufacturer’s performance data sheet
prior to the consummation of the sale of a water treatment system. The consumer information pamphlet
may be printed in detail by the manufacturer.

641—14.9(714) Sales of water treatment systems.   No water treatment system may be sold in Iowa
unless it is first registered with the department.

14.9(1) Prior to the consummation of sale, the seller shall provide to the buyer:
a. The PDS.
b. A copy of the consumer information pamphlet.
14.9(2) Prior to the consummation of sale, the seller and the buyer shall sign and date a copy of the

PDS. The seller shall retain the signed PDS on file at the seller’s place of business for at least two years.
14.9(3) The seller shall make no false or deceptive claims or representations regarding the

contaminant removal capability of a water treatment system.
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14.9(4) The seller shall not make any representation or claim that a water treatment system is
approved or endorsed by any agency of the state.

641—14.10(714) Treatment of records.   Information submitted by a manufacturer to support
registration of a water treatment system is subject to the provisions of 641—Chapter 175, Fair
Information Practices and Public Records. A manufacturer may request that information submitted for
the purposes of these rules be considered confidential by reference to the appropriate subsection of
Iowa Code section 22.7.

641—14.11(714) Penalties.   A seller of a water treatment system or unit violating any provision of these
rules shall be subject to civil or criminal penalties pursuant to the authority of Iowa Code chapter 714.

These rules are intended to implement Iowa Code chapter 714.
[Filed 3/17/89, Notice 11/16/88—published 4/5/89, effective 5/10/89]
[Filed 11/12/08, Notice 9/24/08—published 12/3/08, effective 1/7/09]
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CHAPTER 131
EMERGENCY MEDICAL SERVICES

PROVIDER EDUCATION/TRAINING/CERTIFICATION

641—131.1(147A) Definitions.   For the purpose of these rules, the following definitions shall apply:
“Automated external defibrillator” or “AED” means an external semiautomatic device that

determines whether defibrillation is required.
“Basic care”means treatment interventions, appropriate to certification level, that provide minimum

care to the patient including, but not limited to, CPR, bandaging, splinting, oxygen administration,
spinal immobilization, oral airway insertion and suctioning, antishock garment, vital sign assessment
and administration of over-the-counter drugs.

“Candidate” means an individual who has successfully completed a course of study as a first
responder, EMT-basic, EMT-intermediate, EMT-paramedic, paramedic specialist or other level certified
by the department and who has been recommended by a training program for a state-approved
certification examination.

“CECBEMS” means the continuing education coordinating board for emergency medical services.
“CEH” means “continuing education hour” which is based upon a minimum of 50 minutes of

training per hour.
“Certification period” means the length of time an EMS provider certificate is valid. The

certification period shall be for two years from initial issuance or from renewal, unless otherwise
specified on the certificate or unless sooner suspended or revoked.

“Certification status” means a condition placed on an individual certificate for identification as
active, deceased, denied, dropped, expired, failed, hold, idle, inactive, incomplete, pending, probation,
retired, revoked, surrendered, suspended, or temporary.

“Continuing education”means training approved by the department which is obtained by a certified
emergency medical care provider to maintain, improve, or expand relevant skills and knowledge and to
satisfy renewal of certification requirements.

“Course completion date” means the date of the final classroom session of an emergency medical
care provider course.

“Course coordinator” means an individual who has been assigned by the training program to
coordinate the activities of an emergency medical care provider course.

“CPR” means training and successful course completion in cardiopulmonary resuscitation, AED,
and obstructed airway procedures for all age groups according to recognized national standards.

“Critical care paramedic (CCP)” means a currently certified paramedic specialist who has
successfully completed a critical care course of instruction approved by the department and has received
endorsement from the department as a critical care paramedic.

“Current course completion” means written recognition given for training and successful course
completion of CPR with an expiration date or a recommended renewal date that exceeds the current
date.

“Department” means the Iowa department of public health.
“Director” means the director of the Iowa department of public health.
“DOT” means the United States Department of Transportation.
“Emergency medical care” means such medical procedures as:
1. Administration of intravenous solutions.
2. Intubation.
3. Performance of cardiac defibrillation and synchronized cardioversion.
4. Administration of emergency drugs as provided by protocol.
5. Any medical procedure authorized by 131.3(3).
“Emergency medical care provider”means an individual who has been trained to provide emergency

and nonemergency medical care at the first responder, EMT-basic, EMT-intermediate, EMT-paramedic,
paramedic specialist or other certification levels recognized by the department before 1984 and who has
been issued a certificate by the department.
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“Emergency medical services” or “EMS” means an integrated medical care delivery system to
provide emergency and nonemergency medical care at the scene or during out-of-hospital patient
transportation in an ambulance.

“Emergency medical technician-ambulance (EMT-A)” means an individual who has
successfully completed the 1984 United States Department of Transportation’s Emergency Medical
Technician-Ambulance curriculum, passed the department’s approved written and practical
examinations, and is currently certified by the department as an EMT-A.

“Emergency medical technician-basic (EMT-B)” means an individual who has successfully
completed the current United States Department of Transportation’s Emergency Medical
Technician-Basic curriculum and department enhancements, passed the department’s approved written
and practical examinations, and is currently certified by the department as an EMT-B.

“Emergency medical technician-defibrillation (EMT-D)”means an individual who has successfully
completed an approved program which specifically addresses manual or automated defibrillation,
passed the department’s approved written and practical examinations, and is currently certified by the
department as an EMT-D.

“Emergency medical technician-intermediate (EMT-I)” means an individual who has successfully
completed an EMT-intermediate curriculum approved by the department, passed the department’s
approved written and practical examinations, and is currently certified by the department as an EMT-I.

“Emergency medical technician-paramedic (EMT-P)” means an individual who has successfully
completed the current United States Department of Transportation’s EMT-Intermediate curriculum or
the 1985 or earlier DOT EMT-P curriculum, passed the department’s approved written and practical
examinations, and is currently certified by the department as an EMT-P.

“Emergency rescue technician (ERT)”means an emergency medical care provider trained in various
rescue techniques including, but not limited to, extrication from vehicles and agricultural rescue, andwho
has successfully completed a curriculum approved by the department in cooperation with the department
of public safety.

“EMS advisory council” means a council appointed by the director, pursuant to Iowa Code chapter
147A, to advise the director and develop policy recommendations concerning regulation, administration,
and coordination of emergency medical services in the state.

“EMS evaluator (EMS-E)” means an individual who has successfully completed an EMS evaluator
curriculum approved by the department and is currently endorsed by the department as an EMS-E.

“EMS instructor (EMS-I)” means an individual who has successfully completed an EMS instructor
curriculum approved by the department and is currently endorsed by the department as an EMS-I.

“Endorsement” means providing approval in an area related to emergency medical care including,
but not limited to, emergency rescue technician and emergency medical services-instructor.

“First responder (FR)” means an individual who has successfully completed the current United
States Department of Transportation’s first responder curriculum and department enhancements,
passed the department’s approved written and practical examinations, and is currently certified by the
department as an FR.

“First responder-defibrillation (FR-D)” means an individual who has successfully completed an
approved program that specifically addresses defibrillation, passed the department’s approved written
and practical examinations, and is currently certified by the department as an FR-D.

“Good standing”means a student or candidate in compliance with these rules and training program
requirements.

“Idle” means the status of a lower certification level when a higher level is held.
“Inactive” means the status of a certification level when an individual moves from a higher

certification level to a lower certification level that was previously idle or requests inactive status.
“Intermediate” means an emergency medical technician-intermediate.
“NCA” means North Central Association of Colleges and Schools.
“NREMT” means National Registry of Emergency Medical Technicians.
“Out-of-state student” means any individual enrolled in an approved out-of-state training program

and participating in clinical or field experience portions.
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“Out-of-state training program” means an EMS program located outside the state of Iowa that is
approved by the authorizing agency of the program’s home state to conduct initial EMS training for first
responder, EMT-basic, EMT-intermediate, EMT-paramedic, paramedic specialist or other level certified
by the department.

“Outreach course coordinator”means an individual who has been assigned by the training program
to coordinate the activities of an emergency medical care provider course held outside the training
program facilities.

“Paramedic (EMT-P)” means an emergency medical technician-paramedic.
“Paramedic specialist (PS)” means an individual who has successfully completed the current

United States Department of Transportation’s EMT-Paramedic curriculum or equivalent, passed the
department’s approved written and practical examinations, and is currently certified by the department
as a paramedic specialist.

“Patient” means an individual who is sick, injured, or otherwise incapacitated.
“Physician” means an individual licensed under Iowa Code chapter 148, 150, or 150A.
“Physician assistant (PA)” means an individual licensed pursuant to Iowa Code chapter 148C.
“Physician designee” means a registered nurse licensed under Iowa Code chapter 152, or any

physician assistant licensed under Iowa Code chapter 148C and approved by the board of physician
assistant examiners. The physician designee acts as an intermediary for a supervising physician in
accordance with written policies and protocols in directing the care provided by emergency medical
care providers.

“Preceptor”means an individual who has been assigned by the training program, clinical facility or
service program to supervise students while the students are completing their clinical or field experience.
A preceptor must be an emergency medical care provider certified at the level at which the preceptor is
providing supervision or a higher level, or must be licensed as a registered nurse, physician assistant or
physician.

“Primary instructor” means an individual who is responsible for teaching the majority of an
emergency medical care provider course.

“Protocols” means written directions and orders, consistent with the department’s standard of
care, that are to be followed by an emergency medical care provider in emergency and nonemergency
situations. Protocols must be approved by the service program’s medical director and address the care
of both adult and pediatric patients.

“Registered nurse (RN)” means an individual licensed pursuant to Iowa Code chapter 152.
“Service program” or “service”means any medical care ambulance service or nontransport service

that has received authorization by the department.
“Service program area”means the geographic area of responsibility served by any given ambulance

or nontransport service program.
“Student” means any individual enrolled in a training program and participating in the didactic,

clinical, or field experience portions.
“Training program” means an NCA-approved Iowa college or an Iowa hospital approved by the

department to conduct emergency medical care training.
“Training program director” means an appropriate health care professional (full-time educator or

practitioner of emergency or critical care) assigned by the training program to direct the operation of the
training program.

“Training program medical director” means a physician licensed under Iowa Code chapter 148,
150, or 150A who is responsible for directing an emergency medical care training program.

641—131.2(147A) Emergency medical care providers—requirements for enrollment in training
programs.   To be enrolled in an EMS training program course leading to certification by the department,
an applicant shall:

1. Be at least 17 years of age at the time of enrollment.
2. Have a high school diploma or its equivalent if enrolling in an EMT-I, EMT-P, or PS course.
3. Be able to speak, write and read English.
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4. Hold a current course completion card in CPR if enrolling in an EMT-B, EMT-I, EMT-P, or PS
course.

5. Be currently certified, as a minimum, as an EMT-B, if enrolling in an EMT-I, EMT-P, or PS
course. If currently certified in another state as an EMT-B, the applicant must submit an endorsement
application to the department within two weeks of the course start date.

6. Be a current EMS provider, RN, PA, or physician and submit a recommendation in writing from
an approved EMS training program if enrolling in an EMS instructor course.

7. Be currently certified as a PS if enrolling in a CCP course.

641—131.3(147A) Emergency medical care providers—EMS provider authority.
131.3(1) Authority of emergency medical care personnel. An emergency medical care provider who

holds an active certification issued by the department may:
a. Render, via on-linemedical direction, emergency and nonemergencymedical care in those areas

for which the emergency medical care provider is certified as part of an authorized service program:
(1) At the scene of an emergency;
(2) During transportation to a hospital;
(3) While in the hospital emergency department;
(4) Until patient care is directly assumed by a physician or by authorized hospital personnel; and
(5) During transfer from one medical care facility to another or to a private home.
b. Function in any hospital or any other entity in which health care is ordinarily provided only

when under the direct supervision of a physician when:
(1) Enrolled as a student in, and approved by, a training program;
(2) Fulfilling continuing education requirements;
(3) Employed by or assigned to a hospital or other entity in which health care is ordinarily

provided only when under the direct supervision of a physician as a member of an authorized service
program, or in an individual capacity, by rendering lifesaving services in the facility in which employed
or assigned pursuant to the emergency medical care provider’s certification and under direct supervision
of a physician, physician assistant, or registered nurse. An emergency medical care provider shall not
routinely function without the direct supervision of a physician, physician assistant, or registered nurse.
However, when the physician, physician assistant, or registered nurse cannot directly assume emergency
care of the patient, the emergency medical care provider may perform, without direct supervision,
emergency medical care procedures for which certified, if the life of the patient is in immediate danger
and such care is required to preserve the patient’s life;

(4) Employed by or assigned to a hospital or other entity in which health care is ordinarily provided
only under the direct supervision of a physician, as a member of an authorized service program, or
in an individual capacity, to perform nonlifesaving procedures for which certified and designated in a
written job description. Such procedures may be performed after the patient is observed by and when
the emergency medical care provider is under the supervision of the physician, physician assistant, or
registered nurse, including when the registered nurse is not acting in the capacity of a physician designee,
and where the procedure may be immediately abandoned without risk to the patient.

131.3(2) When emergency medical care personnel are functioning in a capacity identified in
subrule 131.3(1), paragraph “a,” they may perform emergency and nonemergency medical care without
contacting a supervising physician or physician designee if written protocols have been approved by
the service program medical director which clearly identify when the protocols may be used in lieu of
voice contact.

131.3(3) Scope of practice.
a. Emergency medical care providers shall provide only those services and procedures as are

authorized within the scope of practice for which they are certified.
b. Scope of Practice for Iowa EMS Providers (April 2005) is incorporated and adopted by

reference for EMS providers. For any differences that may occur between the adopted references and
these administrative rules, the administrative rules shall prevail.
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c. The department may grant a variance for changes to the Scope of Practice that have not yet
been adopted by these rules. A variance to these rules may be granted by the department pursuant to
641—subrule 132.14(1).

d. Scope of Practice for Iowa EMS Providers is available through the Iowa Department of Public
Health, Bureau of EMS, Lucas State Office Building, Des Moines, Iowa 50319- 0075, or the bureau of
EMS Web site (www.idph.state.ia.us/ems).

131.3(4) The department may approve other emergency medical pilot project(s) on a limited basis.
Requests for a pilot project application shall be made to the department.

131.3(5) An emergency medical care provider who has knowledge of an emergency medical care
provider, service program or training program that has violated Iowa Code chapter 147A or these rules
shall report such information to the department within 30 days.

641—131.4(147A) Emergency medical care providers—certification, renewal standards,
procedures, continuing education, and fees.

131.4(1) Student application and candidate examination.
a. Applicants shall complete the EMS Student Registration at the beginning of the course. EMS

Student Registration shall be completed via the bureau of EMS Web site at www.idph.state.ia.us/ems.
b. EMS Student Registration shall be completed within 14 days after the course start date.
c. Upon satisfactory completion of the course and all training program requirements, including

payment of appropriate fees, the candidate shall be recommended by the training program to take the
state-approved certification examinations. A candidate recommended for state certification is not eligible
to continue functioning as a student in the clinical and field setting. State certification must be obtained
to perform appropriate skills.

d. The practical examination shall be administered using the standards and forms provided by
the department. The training program shall notify the department at least four weeks prior to the
administration of a practical examination.

e. Rescinded IAB 8/1/07, effective 9/5/07.
f. Candidates eligible to take the state written examination shall submit an EMS Certification

Application form to the department. EMS Certification Application forms are provided by the
department.

g. When a student’s EMS Student Registration or a candidate’s EMS Certification Application is
referred to the department for investigation, the individual shall not be eligible for certification testing
until approved by the department.

h. The written certification examination shall be administered at times and places determined by
the department.

i. No oral certification examinations shall be permitted; however, candidates may be eligible for
appropriate accommodations. The candidate should contact the Iowa Department of Public Health,
Bureau of Emergency Medical Services, Lucas State Office Building, Des Moines, Iowa 50319-0075
at least four weeks prior to the test date.

j. Certifying examination fees shall be approved by the department.
k. The fee for certification as an emergency medical care provider is $30, payable to the Iowa

Department of Public Health. This nonrefundable fee shall be paid prior to a candidate’s receiving
certification.

l. A candidate who fails the practical certification examination shall be required to repeat only
those stations that were failed and shall have two additional opportunities to attain a passing score. A
candidate failing the practical certification examination on three full attempts must repeat the entire EMS
training program to be eligible for certification.

(1) An FR or EMT-B candidate will test three practical stations and have three opportunities to pass
those three stations. The candidate’s first attempt at all three stations will constitute the first full attempt.
Each retest of failed stations will constitute an additional full attempt.



Ch 131, p.6 Public Health[641] IAC 12/3/08

(2) A full attempt for an EMT-I, EMT-P or PS candidate will consist of completing all skills and
two retesting opportunities, if eligible. The candidate must provide documentation of remediation before
taking a second or third full attempt.

m. The practical examination remains valid for a 12-month period from the date it was successfully
completed. Required passing practical scores for FR, EMT-B, EMT-I, EMT-P, and PS shall be based on
criteria established by the department.

n. A candidate who fails to attain the appropriate overall score on the written certification
examination shall have two additional opportunities to complete the entire examination and attain a
passing score. Required passing written scores for FR, EMT-B, EMT-I, EMT-P, and PS shall be based
on criteria established by the department.

o. A candidate who fails to pass the written certification examination on the third attempt and
who wishes to pursue certification must submit, at a minimum, written verification from an approved
training program of successful completion of an appropriate refresher course or equivalent. Candidates
failing the examination on six attempts must repeat the entire EMT training program to be eligible for
certification.

p. All examination attempts shall be completed within two years of the initial course completion
date. If an individual is unable to complete the testing within two years due to medical reasons or military
obligation, an extension may be granted upon submission of a signed statement from an appropriate
medical/military authority and approval by the department.

q. Examination scores shall be confidential except that they may be released to the training
program that provided the training or to other appropriate state agencies, or released in a manner which
does not permit the identification of an individual.

r. To be eligible to take the practical examination, FR candidates shall have a current course
completion card in CPR.

s. Applicants for EMS-I endorsement shall successfully complete an EMS-Instructor curriculum
approved by the department.

t. Applicants for ERT endorsement shall successfully complete an ERT curriculum approved by
the department in cooperation with the department of public safety.

u. Payment of all appropriate certification/examination fees shall be made prior to the candidate’s
receiving certification.

131.4(2) Multiple certificates and renewal.
a. The department shall consider the highest level of certification attained to be active. Any lower

levels of certification shall be considered idle.
b. A lower level certificate may be issued if the individual fails to renew the higher level of

certification or voluntarily chooses to move from a higher level to a lower level. To be issued a certificate
in these instances, an individual shall:

(1) Complete all applicable continuing education requirements for the lower level during the
certification period and submit a change of status request, available through the Iowa Department of
Public Health, Bureau of EMS, Lucas State Office Building, Des Moines, Iowa 50319-0075, or the
bureau of EMS Web site (www.idph.state.ia.us/ems).

(2) Complete and submit to the department an EMS Affirmative Renewal of Certification
Application and the applicable fee.

(3) Complete the reinstatement process in 131.4(3)“f” if renewal of the higher level is requested
later.

c. A citation and warning, denial, probation, suspension or revocation imposed upon an
individual certificate holder by the department shall be considered applicable to all certificates issued to
that individual by the department.

131.4(3) Renewal of certification.
a. A certificate shall be valid for two years from issuance unless specified otherwise on the

certificate or unless sooner suspended or revoked.
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b. All continuing education requirements shall be completed during the certification period prior
to the certificate’s expiration date. Failure to complete the continuing education requirements prior to
the expiration date shall result in an expired certification.

c. The EMS Affirmative Renewal of Certification Application shall be submitted to the
department within 90 days prior to the expiration date. Failure to submit a renewal application to the
department within 90 days prior to the expiration date (based upon the postmark date) shall cause the
current certification to expire.

d. Emergency medical care providers shall not function on an expired certification.
e. An individual who completes the required continuing education during the certification period,

but fails to submit the EMS Affirmative Renewal of Certification Application within 90 days prior to the
expiration date, shall be required to submit a late fee of $30 (in addition to the renewal fee) and complete
the audit process pursuant to 131.4(4)“i” to obtain renewal of certification.

f. An individual who has not completed the required continuing education during the certification
period or who is seeking to reinstate an expired, inactive, or retired certificate shall:

(1) Complete a refresher course or equivalent approved by the department.
(2) Meet all applicable eligibility requirements.
(3) Submit an EMS Reinstatement Application and the applicable fees to the department.
(4) Pass the appropriate practical and written certification examinations.
g. If an individual is unable to complete the required continuing education during the certification

period due to medical reasons or military obligation, an extension of certification may be issued upon
submission of a signed statement from an appropriate medical/military authority and approval by the
department.

h. An individual may request an inactive or retired status for a certificate. The request must be
made by submitting a change of status request, available through the Iowa Department of Public Health,
Bureau of EMS, Lucas State Office Building, Des Moines, Iowa 50319-0075, or the bureau of EMS
Web site (www.idph.state.ia.us/ems). Reinstatement of an inactive or retired certificate shall be made
pursuant to 131.4(3)“f.” A request for inactive or retired status, when accepted in connection with a
disciplinary investigation or proceeding, has the same effect as an order of revocation.

131.4(4) Continuing education renewal standards. To be eligible for renewal through continuing
education, the following standards shall apply:

a. The applicant shall sign and submit an Affirmative Renewal of Certification Application
provided by the department and submit the applicable fee within 90 days prior to the certificate’s
expiration date.

b. The applicant shall complete the continuing education requirements, including current course
completion in CPR, during the certification period for the following EMS provider levels:

(1) FR, FR-D—12 hours of approved continuing education.
(2) EMT-A, EMT-B, EMT-D—24 hours of approved continuing education.
(3) EMT-I—36 hours of approved continuing education.
(4) EMT-P—48 hours of approved continuing education.
(5) PS—60 hours of approved continuing education.
(6) EMS-I—Attend at least one EMS-I workshop sponsored by the department.
(7) CCP—8 hours of approved CCP core curriculum topics.
c. At least 50 percent of the required hours for renewal shall be formal continuing education

including, but not limited to, refresher programs, seminars, lecture programs, scenario-based programs,
conferences, and Internet-delivered courses approved by CECBEMS and shall meet the criteria
established in paragraph 131.4(6)“d.”

d. Up to 50 percent of the required continuing education hours may be made up of any of the
following:

(1) Nationally recognized EMS-related courses;
(2) EMS self-study courses;
(3) Medical director or designee case reviews;
(4) Clinical rounds with medical team (grand rounds);
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(5) Rescinded IAB 8/1/07, effective 9/5/07.
(6) Working with students as an EMS field preceptor;
(7) Hospital or nursing home clinical performance;
(8) Skills workshops/maintenance;
(9) Community public information education projects;
(10) Emergency driver training;
(11) EMS course audits;
(12) Injury prevention or wellness initiatives;
(13) EMS service operations, e.g., management programs, continuous quality improvement;
(14) EMS system development meetings to include county, regional and state;
(15) Disaster preparedness;
(16) Emergency runs/responses as a volunteer member of an authorized EMS service program

(primary attendant).
e. Additional hours may be allowed for any of the following (maximum):
(1) CPR—2 hours;
(2) Disaster drill—4 hours;
(3) Rescue—4 hours;
(4) Hazardous materials—8 hours;
(5) Practical examination evaluator—4 hours;
(6) Topics outside the provider’s core curriculum—8 hours.
f. With training program approval, persons who are not enrolled in an emergency medical care

provider course may audit those courses for CEHs.
g. Certificate holders must notify the department within 30 days of a change in address.
h. The certificate holder shall maintain a file containing documentation of continuing education

hours accrued during each certification period for four years from the end of each certification period.
i. A group of individual certificate holders will be audited for each certification period. Certificate

holders to be audited will be chosen in a random manner or at the discretion of the bureau of EMS.
Falsifying reports or failure to comply with the audit request may result in formal disciplinary action.
Certificate holders who are audited will be required to submit verification of continuing education
compliance within 45 days of the request. If audited, the certificate holders must provide the following
information:

(1) Date of program.
(2) Program sponsor number.
(3) Title of program.
(4) Number of approved hours.
(5) Appropriate supervisor signatures if clinical or practical evaluator hours are claimed.
j. Instructors of EMS initial or continuing education courses may use those courses for renewal

as approved under subrule 131.4(6).
131.4(5) Renewal by testing.
a. To be eligible for renewal by testing, candidates shall meet the following standards:
(1) Submit a request to renew by testing to the department six months prior to the certificate’s

expiration date. Any testing fees will be in addition to renewal fees.
(2) Complete a Renewal by Testing Application provided by the department and schedule a test

date with an EMS training program.
(3) Successfully complete the practical and written examinations.
b. Candidates who are unsuccessful by testing may renew under the continuing education

standards in subrule 131.4(4); however, renewal must be completed prior to the certificate’s expiration
date.

c. Candidates who are unsuccessful by testing or who do not complete the continuing education
requirements prior to the expiration date shall reinstate an expired certificate pursuant to 131.4(3)“f” if
active certification is sought.
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131.4(6) Continuing education approval. The following standards shall be applied for approval of
continuing education:

a. Required CEHs identified in 131.4(4)“c” shall be approved by the department, CECBEMS,
or an authorized EMS training program, using a sponsor number assignment system approved by the
department.

b. Optional CEHs identified in 131.4(4)“d” and 131.4(4)“e” require no formal sponsor number;
however, CEHs awarded shall be verified by an authorized EMS training program, a national EMS
continuing education accreditation entity, a service program medical director, an appropriate community
sponsor, or the department. Documentation of CEHs awarded shall include program or event, date and
title, number of hours approved, and applicable signatures.

c. Courses in physical, social or behavioral sciences offered by accredited colleges and universities
are approved for CEHs and need no further approval.

d. Courses approved as formal education must meet the following criteria:
(1) Involve live interaction with an instructor or be an Internet-delivered course approved by

CECBEMS; and
(2) Be based on the appropriate department curricula for EMS providers and include one or more

of the following topic areas: airway, patient assessment, trauma assessment and management, medical
assessment and management, behavioral emergencies, obstetrics, gynecology, pediatrics, or patient care
record documentation.

e. Programs developed and delivered by the department may be approved for formal education.
131.4(7) Out-of-state continuing education. Out-of-state continuing education courses will be

accepted for CEHs if they meet the criteria in subrule 131.4(4) and have been approved for emergency
medical care personnel in the state in which the courses were held. A copy of course completion
certificates (or other verifying documentation) shall, upon request, be submitted to the department with
the EMS Affirmative Renewal of Certification Application.

131.4(8) Fees. The following fees shall be collected by the department and shall be nonrefundable:
a. FR, EMT-B, EMT-I, EMT-P, and PS certification fee—$30.
b. Certification renewal fees:
(1) FR and EMT-B—no fee.
(2) Renewal of EMT-I certification fee—$10.
(3) Renewal of EMT-P and PS certification fee—$25.

This fee is refundable if the applicant’s certification renewal status is not posted on the bureau of EMS
Web site in the certification database within ten working days from the date the department receives the
completed renewal application.

c. Endorsement certification fee—$50.
d. Reinstatement fee—$30.
e. Late fee—$30.
f. Rescinded IAB 12/3/08, effective 1/7/09.
g. Duplicate/replacement card—$10.
h. Returned check—$20.
131.4(9) Certification through endorsement. An individual currently certified by another state or a

registrant of the National Registry of EMTs must also possess a current Iowa certificate to be considered
certified in this state. The department shall contact the state of certification or the National Registry of
EMTs to verify certification or registry and good standing.

a. To receive Iowa certification, the individual shall:
(1) Complete and submit the EMS Endorsement Application available from the department.
(2) Provide verification of current certification in another state or registration with the National

Registry of EMTs.
(3) Provide verification of current course completion in CPR.
(4) Pass the appropriate Iowa practical and written certification examinations in accordance

with subrule 131.4(1) within one year of the department’s approval of the endorsement candidate’s
application. Current National Registry endorsement candidates are exempt from testing.
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(5) Meet all other applicable eligibility requirements necessary for Iowa certification pursuant to
these rules.

(6) Submit all applicable fees to the department.
b. An individual certified through endorsement shall satisfy the renewal and continuing education

requirements set forth in subrule 131.4(3) to renew Iowa certification.
131.4(10) Temporary certification through endorsement. Upon written request, the endorsement

applicant may be issued a temporary FR or EMT-B certification by the department. Temporary
certification shall not exceed 12 months per application.

131.4(11) National registration in lieu of continuing education.
a. An individual who is certified in Iowa and is registered with the NREMT may renew the

individual’s certification by meeting the NREMT reregistration requirements.
b. The individual shall submit the NREMT Registration in Lieu of Continuing Education

Application, available through the IowaDepartment of Public Health, Bureau of EMS, Lucas State Office
Building, Des Moines, Iowa 50319-0075, or the bureau of EMS Web site (www.idph.state.ia.us/ems),
to the department, with proof of NREMT registration exceeding the current certification expiration
date, within 90 days prior to the expiration date.

641—131.5(147A) Training programs—standards, application, inspection and approval.
131.5(1) Curricula.
a. The training program shall use the following course curricula approved by the department for

certification.
(1) EMS provider curricula and course length:
1. First responder—Current DOT FR curriculum plus department enhancements, 50 to 60 hours.
2. EMT-B—Current DOT EMT-B curriculum plus department enhancements, 120 to 130 hours,

clinical time or field time or both as necessary to complete objectives.
3. EMT-I—Iowa curriculum, 54 to 60 didactic hours, clinical and field time as necessary to

complete objectives.
4. EMT-P—Current DOT EMT-I curriculum, 280 to 310 didactic hours, clinical and field time as

necessary to complete objectives.
5. PS—Current DOT EMT-P curriculum, 600 to 660 didactic hours, clinical and field time as

necessary to complete objectives.
6. Training programs that hold current accreditation by the Commission of Accreditation of Allied

Health Education Programs for the EMT-P are exempt from the minimum and maximum didactic hours
for the EMT-P and PS courses.

(2) Specialty curricula:
1. EMS-I—Current DOT curriculum plus department enhancements.
2. ERT—Iowa curriculum.
3. CCP—Iowa curriculum, 80 to 90 didactic hours, clinical and field time as necessary to complete

objectives.
4. EMS-E—Iowa curriculum.
b. Curriculum enhancements are available from the Iowa Department of Public Health, Bureau of

EMS, Lucas State Office Building, Des Moines, Iowa 50319-0075.
c. The training programmay waive portions of the required EMS provider training for individuals

certified or licensed in other health care professions including, but not limited to, nursing, physician
assistant, respiratory therapist, dentistry, and military. The training program shall document equivalent
training and what portions of the course have been waived for equivalency.

131.5(2) Clinical or field experience resources. If clinical or field experience resources are located
outside the framework of the training program, written agreements for such resources shall be obtained
by the training program.

131.5(3) Facilities.
a. There shall be adequate classroom, laboratory, and practice space to conduct the training

program. A library with reference materials on emergency and critical care shall also be available.
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b. Opportunities for the student to accomplish the appropriate skill competencies in the clinical
environment shall be ensured. The following hospital units shall be available for clinical experience for
each training program as required in approved curricula pursuant to subrule 131.5(1):

(1) Emergency department;
(2) Intensive care unit or coronary care unit or both;
(3) Operating room and recovery room;
(4) Intravenous or phlebotomy team, or other method to obtain IV experience;
(5) Pediatric unit;
(6) Labor and delivery suite, and newborn nursery; and
(7) Psychiatric unit.
c. Opportunities for the student to accomplish the appropriate skill competencies in the field

environment shall be ensured. The training program shall use an appropriate emergency medical care
service program to provide field experience as required in approved curricula pursuant to subrule
131.5(1).

d. The training program shall have liability insurance and shall offer liability insurance to students
while they are enrolled in a training program.

131.5(4) Staff.
a. The training program medical director shall be a physician licensed under Iowa Code chapter

148, 150, or 150A. It is recommended that the training program medical director complete a medical
director workshop sponsored by the department.

b. A training program director shall be appointed who is an appropriate health care professional.
This individual shall be a full-time educator or a practitioner in emergency or critical care. Current EMS
instructor endorsement is also recommended, but not mandatory.

c. Course coordinators, outreach course coordinators, and primary instructors used by the training
program shall be currently endorsed as EMS instructors.

d. The instructional staff shall be comprised of physicians, nurses, pharmacists, emergency
medical care personnel, or other health care professionals who have appropriate education and
experience in emergency and critical care. Current EMS instructor endorsement is also recommended,
but not mandatory.

e. Preceptors shall be assigned in each of the clinical units in which emergency medical care
students are obtaining clinical experience and field experience. The preceptors shall supervise student
activities to ensure the quality and relevance of the experience. Student activity records shall be kept
and reviewed by the immediate supervisor(s) and by the program director and course coordinator.

f. If a training program’s medical director resigns, the training program director shall report this
to the department and provide a curriculum vitae for the medical director’s replacement. A new course
shall not be started until a qualified medical director has been appointed.

g. The training program shall maintain records for each instructor used which include, as a
minimum, the instructor’s qualifications.

h. The training program is responsible for ensuring that each course instructor is experienced in
the area being taught and adheres to the course curricula.

i. The training program shall ensure that each practical examination evaluator and mock patient is
familiar with the practical examination requirements and procedures. Practical examination evaluators
shall attend a workshop sponsored by the department.

131.5(5) Advisory committee. There shall be an advisory committee, which includes training
program representatives, and other groups such as affiliated medical facilities, local medical
establishments, and ambulance, rescue and first response service programs.

131.5(6) Student records. The training program shall maintain an individual record for each student.
Training program policy and department requirements will determine contents. These requirements may
include:

a. Application;
b. Current certifications and endorsements;
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c. Student record or transcript of hours and performance (including examinations) in classroom,
clinical, and field experience settings.

131.5(7) Selection of students. There may be a selection committee to select students using, as a
minimum, the prerequisites outlined in rule 131.2(147A).

131.5(8) Students.
a. A student may perform any procedures and skills for which the student has received training,

if the student is under the direct supervision of a physician or physician designee, or under the remote
supervision of a physician or physician designee, with direct field supervision by an appropriately
certified emergency medical care provider.

b. A student shall not be substituted for personnel of any affiliated medical facility or service
program, but may be employed while enrolled in the training program.

c. A student is not eligible to continue functioning as a student of the training program in the
clinical or field setting if the student is not in good standing with the training program, once the the
student hasmet the training program requirements, or once the student has been approved for certification
testing.

131.5(9) Financing and administration.
a. There shall be sufficient funding available to the training program to ensure that each class

started can be completed.
b. Tuition charged to students shall be accurately stated.
c. Advertising for training programs shall be appropriate.
d. The training program shall provide to each student, no later than the first session of the course,

a guide that outlines, as a minimum:
(1) Course objectives.
(2) Required hours for completion.
(3) Minimum acceptable scores on interim testing.
(4) Attendance requirements.
(5) Grievance procedure.
(6) Disciplinary actions that may be invoked, the grounds for such actions, and the process

provided.
(7) Requirements for certification.
131.5(10) Training program application, inspection and approval.
a. An applicant seeking initial or renewal training program approval shall use the EMS Training

Program Application provided by the department. The application shall include, as a minimum:
(1) Names of appropriate officials of the applicant;
(2) Evidence of availability of clinical resources;
(3) Evidence of availability of physical facilities;
(4) Evidence of qualified faculty;
(5) Qualifications and major responsibilities of each faculty member;
(6) Policies used for selection, promotion, and graduation of trainees;
(7) Practices followed in safeguarding the health and well-being of trainees and of patients

receiving emergency medical care within the scope of the training program; and
(8) Level(s) of EMS certification to be offered.
b. New training programs shall submit a needs assessment which justifies the need for the training

program.
c. Applications shall be reviewed in accordance with the 2005 Standards and Guidelines for the

Accreditation of Educational Programs in the Emergency Medical Services Professions, published by
the Commission on Accreditation of Allied Health Education Programs. Failure to comply with the
standards may lead to disciplinary action as described in rule 641—131.8(152C).

d. An on-site inspection of the applicant’s facilities and clinical resources will be performed.
The purpose of the inspection is to examine educational objectives, patient care practices, facilities and
administrative practices, and to prepare a written report for review and action by the department.
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e. The department shall inspect each training program at least once every five years. The
department without prior notification may make additional inspections at times, places and under such
circumstances as it deems necessary to ensure compliance with Iowa Code chapter 147A and these rules.

f. No person shall interfere with the inspection activities of the department or its agents.
Interference with or failure to allow an inspection may be cause for disciplinary action regarding
training program approval.

g. Representatives of the applicant may be required by the department to meet with the department
at the time the application and inspection report are discussed.

h. A written report of department action accompanied by the department inspection report shall
be sent to the applicant.

i. Training program approval shall not exceed five years.
j. The training program shall notify the department, in writing, of any change in ownership or

control within 30 days.
k. Temporary variances. If during a period of authorization there is some occurrence that

temporarily causes a training program to be in noncompliance with these rules, the department may
grant a temporary variance. Temporary variances to these rules (not to exceed six months in length per
any approved request) may be granted by the department to a currently authorized training program.
Requests for temporary variances shall apply only to the training program requesting the variance
and shall apply only to those requirements and standards for which the department is responsible. To
request a variance, the training program shall:

(1) Notify the department verbally (as soon as possible) of the need to request a temporary variance.
The program shall submit to the department, within ten days after having given verbal notification to the
department, a written explanation for the temporary variance request. The address is Iowa Department
of Public Health, Bureau of Emergency Medical Services, Lucas State Office Building, Des Moines,
Iowa 50319-0075.

(2) Cite the rule from which the variance is requested.
(3) State why compliance with the rule cannot be maintained.
(4) Explain the alternative arrangements that have been or will be made regarding the variance

request.
(5) Estimate the period of time for which the variance will be needed.
l. Training program applications and on-site inspection reports are public information.
131.5(11) Out-of-state training program application and approval.
a. An out-of-state training program shall apply to the department for approval.
b. An applicant seeking department approval shall use the out-of-state training program

application provided by the department. The application shall include, as a minimum:
(1) Verification of approval to conduct initial EMS training by the authorizing agency within the

applicant’s home state;
(2) Evidence of physician medical direction oversight;
(3) Evidence of qualified faculty;
(4) Evidence of curriculum utilized;
(5) Evidence of written contracts between the out-of-state training program and clinical and field

sites being utilized within Iowa; and
(6) Description of practices followed in safeguarding the health and well-being of trainees and of

patients receiving emergency medical care within the scope of the training program.
c. An out-of-state training program shall provide the department with a roster of students who

will be participating in the clinical or field experience within the state of Iowa and, for each program,
the sites where they will be participating.

d. An out-of-state training program shall not be authorized to provide initial EMS training within
the state of Iowa.

e. An out-of-state training program shall be limited to utilization of clinical or field sites or both
within Iowa.
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f. Representatives of the applicant may be required by the department to meet with the department
at the time the application is discussed.

g. An out-of-state training program approval shall not exceed five years.
h. An out-of-state training program shall notify the department, in writing, of any change in

ownership, control, or approval status by the out-of-state training program’s authorizing state agency
within 30 days.

131.5(12) Out-of-state students.
a. An out-of-state student shall be a registered student in good standing of an approved out-of-state

training program.
b. An out-of-state student may perform any procedure and skills that the student is training for

provided that the skill is within the Iowa scope of practice policy of a comparable Iowa EMS provider.
The student must be under the direct supervision of a physician or physician designee, or under the
remote supervision of a physician or physician designee, with direct supervision by an appropriately
certified emergency medical care provider.

c. An out-of-state student shall not be substituted for personnel of any affiliated medical facility
or service program, but may be employed while enrolled in the training program.

d. An out-of-state student participating in the clinical or field setting within the state of Iowa shall
provide documentation of liability insurance.

e. An out-of-state student is not eligible to continue functioning as a student of the approved
out-of-state training program in the clinical or field setting if the student is not in good standing with the
approved out-of-state training program, once the student has met the training program’s requirements,
or once the student has been approved for certification testing.

f. An out-of-state student shall not be eligible for Iowa EMS certification without meeting the
requirements for certification through endorsement in 131.4(9).

641—131.6(147A) Continuing education providers—approval, record keeping and inspection.
131.6(1) Continuing education courses for emergency medical care personnel may be approved by

the department, EMS training program or a national EMS continuing education accreditation entity.
131.6(2) A training program may conduct continuing education courses (utilizing appropriate

instructors) pursuant to subrule 131.4(4).
a. Each training program shall assign a sponsor number to each appropriate continuing education

course using an assignment system approved by the department.
b. Course approval shall be made prior to the course’s being offered.
c. Each training program shall maintain a participant record that includes, as a minimum:
(1) Name.
(2) Address.
(3) Certification number.
(4) Course sponsor number.
(5) Course instructor.
(6) Date of course.
(7) CEHs awarded.
d. Each training program shall submit to the department on a quarterly basis a completedApproved

EMS Continuing Education form.
131.6(3) Record keeping and record inspection.
a. The department may request additional information or inspect the records of any continuing

education provider who is currently approved or who is seeking approval to ensure compliance or to
verify the validity of any training program application.

b. No person shall interfere with the inspection activities of the department or its agents.
Interference with or failure to allow an inspection may be cause for disciplinary action regarding
training program approval.
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641—131.7(147A) Complaints and investigations—denial, citation and warning, probation,
suspension, or revocation of emergency medical care personnel certificates or renewal.

131.7(1) This rule is not subject to waiver or variance pursuant to 641—Chapter 178 or any other
provision of law.

131.7(2) The department may deny an application for issuance or renewal of an emergency medical
care provider certificate, including endorsement, or place on probation, or issue a citation and warning,
or suspend or revoke the certificate when it finds that the applicant or certificate holder has committed
any of the following acts or offenses:

a. Negligence in performing emergency medical care.
b. Failure to follow the directions of supervising physicians or their designees.
c. Rendering treatment not authorized under Iowa Code chapter 147A.
d. Fraud in procuring certification or renewal including, but not limited to:
(1) An intentional perversion of the truth in making application for a certification to practice in this

state;
(2) False representations of a material fact, whether by word or by conduct, by false or misleading

allegations, or by concealment of that which should have been disclosed when making application for a
certification in this state; or

(3) Attempting to file or filing with the Iowa department of public health or training program any
false or forged diploma or certificate or affidavit or identification or qualification inmaking an application
for a certification in this state.

e. Professional incompetency. Professional incompetency includes, but is not limited to:
(1) A substantial lack of knowledge or ability to discharge professional obligations within the scope

of practice.
(2) A substantial deviation from the standards of learning or skill ordinarily possessed and applied

by other EMS providers in the state of Iowa acting in the same or similar circumstances.
(3) A failure to exercise the degree of care which is ordinarily exercised by the average EMS

provider acting in the same or similar circumstances.
(4) Failure to conform to the minimal standard of acceptable and prevailing practice of certified

EMS providers in this state.
f. Knowingly making misleading, deceptive, untrue or fraudulent representations in the practice

of the profession or engaging in unethical conduct or practice harmful or detrimental to the public. Proof
of actual injury need not be established. Acts which may constitute unethical conduct include, but are
not limited to:

(1) Verbally or physically abusing a patient or coworker.
(2) Improper sexual contact with or making suggestive, lewd, lascivious or improper remarks or

advances to a patient or coworker.
(3) Betrayal of a professional confidence.
(4) Engaging in a professional conflict of interest.
(5) Falsification of medical records.
g. Engaging in any conduct that subverts or attempts to subvert a department investigation.
h. Failure to comply with a subpoena issued by the department or failure to cooperate with an

investigation of the department.
i. Failure to comply with the terms of a department order or the terms of a settlement agreement

or consent order.
j. Failure to report another EMS provider to the department for any violations listed in these rules,

pursuant to Iowa Code chapter 147A.
k. Knowingly aiding, assisting or advising a person to unlawfully practice EMS.
l. Representing oneself as an EMS provider when one’s certification has been suspended or

revoked, or when one’s certification is lapsed or has been placed on inactive status.
m. Permitting the use of a certification by a noncertified person for any purpose.
n. Mental or physical inability reasonably related to and adversely affecting the EMS provider’s

ability to practice in a safe and competent manner.
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o. Being adjudged mentally incompetent by a court of competent jurisdiction.
p. An EMS provider shall not sexually harass a patient, student, or supervisee. Sexual harassment

includes sexual advances, sexual solicitation, requests for sexual favors, and other verbal or physical
conduct of a sexual nature.

q. Habitual intoxication or addiction to drugs.
(1) The inability of an EMS provider to practice with reasonable skill and safety by reason of the

excessive use of alcohol on a continuing basis.
(2) The excessive use of drugs which may impair an EMS provider’s ability to practice with

reasonable skill or safety.
(3) Obtaining, possessing, attempting to obtain or possess, or administering controlled substances

without lawful authority.
r. Fraud in representation as to skill, ability or certification.
s. Willful or repeated violations of Iowa Code chapter 147A or these rules.
t. Violating a statute of this state, another state, or the United States, without regard to its

designation as either a felony or misdemeanor, which relates to the provision of emergency medical
care, including but not limited to a crime involving dishonesty, fraud, theft, embezzlement, controlled
substances, substance abuse, assault, sexual abuse, sexual misconduct, or homicide. A copy of the
record of conviction or plea of guilty is conclusive evidence of the violation.

u. Having certification to practice emergency medical care suspended or revoked, or having other
disciplinary action taken by a licensing or certifying authority of this state or another state, territory or
country. A copy of the record or order of suspension, revocation or disciplinary action is conclusive or
prima facie evidence.

v. Falsifying certification renewal reports or failure to comply with the renewal audit request.
w. Acceptance of any fee by fraud or misrepresentation.
x. Repeated failure to comply with standard precautions for preventing transmission of infectious

diseases as issued by the Centers for Disease Control and Prevention of the United States Department
of Health and Human Services.

y. Privacy and confidentiality. An EMS provider shall not disclose or be compelled to disclose
patient information unless required or authorized by law.

z. Discrimination. An EMS provider shall not practice, condone, or facilitate discrimination
against a patient, student, or supervisee on the basis of race, ethnicity, national origin, color, sex, sexual
orientation, age, marital status, political belief, religion, mental or physical disability, diagnosis, or
social or economic status.

aa. Practicing emergency medical services or using a designation of certification or otherwise
holding oneself out as practicing emergency medical services at a certain level of certification when the
EMS provider is not certified at such level.

ab. Failure to respond within 30 days of receipt, unless otherwise specified, of communication from
the department which was sent by registered or certified mail.

641—131.8(147A) Complaints and investigations—denial, citation and warning, probation,
suspension, or revocation of training program or continuing education provider approval or
renewal.

131.8(1) This rule is not subject to waiver or variance pursuant to 641—Chapter 178 or any other
provision of law.

131.8(2) The department may deny an application for approval or renewal, or issue a citation and
warning, or place on probation, or suspend or revoke the approval or renewal when it finds that the
applicant has failed to meet the applicable provisions of these rules or has committed any of the following
acts or offenses:

a. Fraud in procuring approval or renewal.
b. Falsification of training or continuing education records.
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c. Suspension or revocation of approval to provide emergency medical care training or other
disciplinary action taken pursuant to Iowa Code chapter 147A. A certified copy of the record or order of
suspension, revocation or disciplinary action is conclusive or prima facie evidence.

d. Engaging in any conduct that subverts or attempts to subvert a department investigation.
e. Failure to respond within 30 days of receipt of communication from the department which was

sent by registered or certified mail.
f. Failure to comply with a subpoena issued by the department or failure to cooperate with an

investigation of the department.
g. Failure to comply with the terms of a department order or the terms of a settlement agreement

or consent order.
h. Submission of a false report of continuing education or failure to submit the quarterly report of

continuing education.
i. Knowingly aiding, assisting or advising a person to unlawfully practice EMS.
j. Representing itself as an approved training program or continuing education provider when

approval has been suspended or revoked or when approval has lapsed or has been placed on inactive
status.

k. Using an unqualified individual as an instructor or evaluator.
l. Allowing verbal or physical abuse of a student or coworker.
m. A training program provider or continuing education provider shall not sexually harass a patient,

student, or supervisee. Sexual harassment includes sexual advances, sexual solicitation, requests for
sexual favors, and other verbal or physical conduct of a sexual nature.

n. Betrayal of a professional confidence.
o. Engaging in a professional conflict of interest.
p. A training program or continuing education provider shall not practice, condone, or facilitate

discrimination against a patient, student, or supervisee on the basis of race, ethnicity, national origin,
color, sex, sexual orientation, age, marital status, political belief, religion, mental or physical disability,
diagnosis, or social or economic status.

q. Failure to comply with the 2005 Standards and Guidelines for the Accreditation of Educational
Programs in the Emergency Medical Services Professions, published by the Commission on
Accreditation of Allied Health Education Programs.

641—131.9(147A) Reinstatement of certification.
131.9(1) Any person whose certification to practice has been revoked or suspended may apply to

the department for reinstatement in accordance with the terms and conditions of the order of revocation
or suspension, unless the order of revocation provides that the certification is permanently revoked.

131.9(2) If the order of revocation or suspension did not establish terms and conditions upon which
reinstatement might occur, or if the certification was voluntarily surrendered, an initial application for
reinstatement may not be made until one year has elapsed from the date of the order or the date of the
voluntary surrender.

131.9(3) All proceedings for reinstatement shall be initiated by the respondent, who shall file with
the department an application for reinstatement of the certification. Such application shall be docketed
in the original case in which the certification was revoked, suspended, or relinquished. All proceedings
upon the application for reinstatement shall be subject to the same rules of procedure as other cases
before the department.

131.9(4) An application for reinstatement shall allege facts which, if established, will be sufficient
to enable the department to determine that the basis for the revocation or suspension of the respondent’s
certification no longer exists and that it will be in the public interest for the certification to be reinstated.
The burden of proof to establish such facts shall be on the respondent.

131.9(5) An order denying or granting reinstatement shall be based upon a decision which
incorporates findings of facts and conclusions of law. The order shall be published as provided for in
this chapter.
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641—131.10(147A) Certification denial.
131.10(1) An applicant who has been denied certification by the department may appeal the denial

and request a hearing on the issues related to the licensure denial by serving a notice of appeal and request
for hearing upon the department not more than 20 days following the date of mailing of the notification
of certification denial to the applicant. The request for hearing shall specifically delineate the facts to be
contested at hearing.

131.10(2) All hearings held pursuant to this rule shall be held pursuant to the process outlined in this
chapter.

641—131.11(147A) Emergency adjudicative proceedings.   To the extent necessary to prevent or avoid
immediate danger to the public health, safety, or welfare, and consistent with the Constitution and other
provisions of law, the departmentmay issue awritten order in compliancewith IowaCode section 17A.18
to suspend a certificate in whole or in part, order the cessation of any continuing activity, order affirmative
action, or take other action within the jurisdiction of the department by emergency adjudicative order.

131.11(1) Before issuing an emergency adjudicative order, the department shall consider factors
including, but not limited to, the following:

a. Whether there has been a sufficient factual investigation to ensure that the department is
proceeding on the basis of reliable information;

b. Whether the specific circumstances which pose immediate danger to the public health, safety
or welfare have been identified and determined to be continuing;

c. Whether the individual required to comply with the emergency adjudicative order may continue
to engage in other activities without posing immediate danger to the public health, safety or welfare;

d. Whether imposition of monitoring requirements or other interim safeguards would be sufficient
to protect the public health, safety or welfare; and

e. Whether the specific action contemplated by the department is necessary to avoid the immediate
danger.

131.11(2) Issuance of order.
a. An emergency adjudicative order shall contain findings of fact, conclusions of law, and

policy reasons to justify the determination of an immediate danger in the department’s decision to take
immediate action. The order is a public record.

b. The written emergency adjudicative order shall be immediately delivered to the individual who
is required to comply with the order by utilizing one or more of the following procedures:

(1) Personal delivery.
(2) Certified mail, return receipt requested, to the last address on file with the department.
(3) Fax. Fax may be used as the sole method of delivery if the service program required to comply

with the order has filed a written request that agency orders be sent by fax and has provided a fax number
for that purpose.

c. To the degree practicable, the department shall select the procedure for providing written notice
that best ensures prompt, reliable delivery.

d. Unless the written emergency adjudicative order is provided by personal delivery on the same
day that the order issues, the department shall make reasonable immediate efforts to contact by telephone
the individual who is required to comply with the order.

e. After the issuance of an emergency adjudicative order, the department shall proceed as quickly
as feasible to complete any proceedings that would be required if the matter did not involve an immediate
danger.

f. Issuance of a written emergency adjudicative order shall include notification of the date
on which department proceedings are scheduled for completion. After issuance of an emergency
adjudicative order, continuance of further department proceedings to a later date will be granted only
in compelling circumstances upon application in writing unless the service program that is required to
comply with the order is the party requesting the continuance.
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641—131.12(147A) Complaints, investigations and appeals.
131.12(1) This rule is not subject to waiver or variance pursuant to 641—Chapter 178 or any other

provision of law.
131.12(2) All complaints regarding emergency medical care personnel, training programs or

continuing education providers, or those purporting to be or operating as the same, shall be reported
to the department in writing. The address is Iowa Department of Public Health, Bureau of Emergency
Medical Services, Lucas State Office Building, Des Moines, Iowa 50319-0075.

131.12(3) An emergency medical care provider who has knowledge of an emergency medical care
provider or service program that has violated Iowa Code chapter 147A, 641—Chapter 132 or these rules
shall report such information to the department.

131.12(4) Complaint investigations may result in the department’s issuance of a notice of denial,
citation and warning, probation, suspension or revocation.

131.12(5) A determination of mental incompetence by a court of competent jurisdiction
automatically suspends a certificate for the duration of the certificate unless the department orders
otherwise.

131.12(6) Notice of denial, issuance of a citation and warning, probation, suspension or revocation
shall be effected in accordance with the requirements of Iowa Code section 17A.12. Notice to the alleged
violator of denial, probation, suspension or revocation shall be served by certified mail, return receipt
requested, or by personal service.

131.12(7) Any request for a hearing concerning the denial, citation and warning, probation,
suspension or revocation shall be submitted by the aggrieved party in writing to the department by
certified mail, return receipt requested, within 20 days of the receipt of the department’s notice to take
action. The address is Iowa Department of Public Health, Bureau of Emergency Medical Services,
Lucas State Office Building, Des Moines, Iowa 50319-0075. If the request is made within the 20-day
time period, the notice to take action shall be deemed to be suspended pending the hearing. Prior to or
at the hearing, the department may rescind the notice upon satisfaction that the reason for the denial,
citation and warning, probation, suspension or revocation has been or will be removed. If no request
for a hearing is received within the 20-day time period, the department’s notice of denial, citation and
warning, probation, suspension or revocation shall become the department’s final agency action.

131.12(8) Upon receipt of a request for hearing, the department shall forward the request within five
working days to the department of inspections and appeals pursuant to the rules adopted by that agency
regarding the transmission of contested cases. The information upon which the adverse action is based
and any additional information which may be provided by the aggrieved party shall also be provided to
the department of inspections and appeals.

131.12(9) The hearing shall be conducted according to the procedural rules of the department of
inspections and appeals found in 481—Chapter 10.

131.12(10) When the administrative law judge makes a proposed decision and order, it shall be
served by certified mail, return receipt requested, or delivered by personal service. That proposed
decision and order then becomes the department’s final agency action without further proceedings ten
days after it is received by the aggrieved party unless an appeal to the director is taken as provided in
subrule 131.12(11).

131.12(11) Any appeal to the director for review of the proposed decision and order of the
administrative law judge shall be filed in writing and mailed to the director by certified mail, return
receipt requested, or delivered by personal service within ten days after the receipt of the administrative
law judge’s proposed decision and order by the aggrieved party. A copy of the appeal shall also be
mailed to the administrative law judge. Any request for an appeal shall state the reason for appeal.

131.12(12) Upon receipt of an appeal request, the administrative law judge shall prepare the record
of the hearing for submission to the director. The record shall include the following:

a. All pleadings, motions, and rules.
b. All evidence received or considered and all other submissions by recording or transcript.
c. A statement of all matters officially noticed.
d. All questions and offers of proof, objections and rulings on them.
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e. All proposed findings and exceptions.
f. The proposed decision and order of the administrative law judge.
131.12(13) The decision and order of the director becomes the department’s final agency action upon

receipt by the aggrieved party and shall be delivered by certified mail, return receipt requested, or by
personal service.

131.12(14) It is not necessary to file an application for a rehearing to exhaust administrative
remedies when appealing to the director or the district court as provided in Iowa Code section 17A.19.
The aggrieved party to the final agency action of the department who has exhausted all administrative
remedies may petition for judicial review of that action pursuant to Iowa Code chapter 17A.

131.12(15) Any petition for judicial review of a decision and order shall be filed in the district court
within 30 days after the decision and order becomes final. A copy of the notice of appeal shall be sent
to the department by certified mail, return receipt requested, or by personal service. The address is Iowa
Department of Public Health, Bureau of Emergency Medical Services, Lucas State Office Building, Des
Moines, Iowa 50319-0075.

131.12(16) The party who appeals a final agency action to the district court shall pay the cost of the
preparation of a transcript of the contested case hearing for the district court.

131.12(17) Final decisions of the department relating to disciplinary proceedings may be transmitted
to the appropriate professional associations, the news media or employer.

These rules are intended to implement Iowa Code chapter 147A.
[Filed 1/20/00, Notice 12/1/99—published 2/9/00, effective 3/15/00]
[Filed emergency 9/14/00—published 10/4/00, effective 9/14/00]

[Filed 1/10/02, Notice 11/28/01—published 2/6/02, effective 3/13/02]
[Filed 1/13/05, Notice 11/24/04—published 2/2/05, effective 3/9/05]

[Filed emergency 7/13/05 after Notice 6/8/05—published 8/3/05, effective 7/13/05]
[Filed 7/12/06, Notice 5/24/06—published 8/2/06, effective 9/6/06]
[Filed emergency 11/8/06—published 12/6/06, effective 1/1/07]

[Filed 1/10/07, Notice 12/6/06—published 1/31/07, effective 3/7/07]
[Filed 7/13/07, Notice 5/23/07—published 8/1/07, effective 9/5/07]
[Filed 5/14/08, Notice 3/26/08—published 6/4/08, effective 7/9/08]
[Filed 11/12/08, Notice 9/24/08—published 12/3/08, effective 1/7/09]
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CHAPTER 132
EMERGENCY MEDICAL SERVICES—SERVICE PROGRAM AUTHORIZATION

[Joint Rules pursuant to 147A.4]
[Prior to 7/29/87, Health Department[470] Ch 132]

641—132.1(147A) Definitions.   For the purpose of these rules, the following definitions shall apply:
“Air ambulance” means any privately or publicly owned rotorcraft or fixed-wing aircraft which

may be specifically designed, modified, constructed, equipped, staffed and used regularly to transport
the sick, injured or otherwise incapacitated who are in need of out-of-hospital emergency medical care
or whose condition requires treatment or continuous observation while being transported.

“Ambulance” means any privately or publicly owned ground vehicle specifically designed,
modified, constructed, equipped, staffed and used regularly to transport the sick, injured or otherwise
incapacitated.

“Ambulance service” means any privately or publicly owned service program which utilizes
ambulances in order to provide patient transportation and emergency medical services.

“Automated defibrillator” means any external semiautomatic device that determines whether
defibrillation is required.

“Automated external defibrillator” or “AED” means an external semiautomated device that
determines whether defibrillation is required.

“Basic ambulance service”means an ambulance service that provides patient treatment at the basic
care level.

“Basic care”means treatment interventions, appropriate to certification level, that provide minimum
care to the patient including, but not limited to, CPR, bandaging, splinting, oxygen administration,
spinal immobilization, oral airway insertion and suctioning, antishock garment, vital sign assessment
and administration of over-the-counter drugs.

“CEH” means “continuing education hour” which is based upon a minimum of 50 minutes of
training per hour.

“Continuous quality improvement (CQI)” means a program that is an ongoing process to monitor
standards at all EMS operational levels including the structure, process, and outcomes of the patient care
event.

“CPR” means training and successful course completion in cardiopulmonary resuscitation, AED
and obstructed airway procedures for all age groups according to recognized national standards.

“Critical care paramedic (CCP)” means a currently certified paramedic specialist who has
successfully completed a critical care course of instruction approved by the department and has received
endorsement from the department as a critical care paramedic.

“Critical care transport (CCT)” means specialty care patient transportation when medically
necessary, for a critically ill or injured patient needing critical care paramedic (CCP) skills, between
medical care facilities, and provided by an authorized ambulance service that is approved by the
department to provide critical care transportation and staffed by one or more critical care paramedics or
other health care professional in an appropriate specialty area.

“Current course completion” means written recognition given for training and successful course
completion of CPR with an expiration date or a recommended renewal date that exceeds the current
date.

“Deficiency” means noncompliance with Iowa Code chapter 147A or these rules.
“Department” means the Iowa department of public health.
“Director” means the director of the Iowa department of public health.
“Direct supervision” means services provided by an EMS provider in a hospital setting or other

health care entity in which health care is ordinarily performed when in the personal presence of a
physician or under the direction of a physician who is immediately available or under the direction of
a physician assistant or registered nurse who is immediately available and is acting consistent with
adopted policies and protocols of a hospital or other health care entity.

“Emergency medical care” means such medical procedures as:
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1. Administration of intravenous solutions.
2. Intubation.
3. Performance of cardiac defibrillation and synchronized cardioversion.
4. Administration of emergency drugs as provided by protocol.
5. Any medical procedure authorized by 131.3(3).
“Emergency medical care provider”means an individual who has been trained to provide emergency

and nonemergency medical care at the first responder, EMT-basic, EMT-intermediate, EMT-paramedic,
paramedic specialist or other certification levels recognized by the department before 1984 and who has
been issued a certificate by the department.

“Emergency medical services” or “EMS” means an integrated medical care delivery system to
provide emergency and nonemergency medical care at the scene or during out-of-hospital patient
transportation in an ambulance.

“Emergency medical technician-basic (EMT-B)” means an individual who has successfully
completed the current United States Department of Transportation’s Emergency Medical
Technician-Basic curriculum and department enhancements, passed the department’s approved written
and practical examinations, and is currently certified by the department as an EMT-B.

“Emergency medical technician-intermediate (EMT-I)” means an individual who has successfully
completed an EMT-intermediate curriculum approved by the department, passed the department’s
approved written and practical examinations, and is currently certified by the department as an EMT-I.

“Emergency medical technician-paramedic (EMT-P)” means an individual who has successfully
completed the current United States Department of Transportation’s EMT-intermediate curriculum or
the 1985 or earlier DOT EMT-P curriculum, passed the department’s approved written and practical
examinations, and is currently certified by the department as an EMT-P.

“Emergency medical transportation” means the transportation, by ambulance, of sick, injured or
otherwise incapacitated persons who require emergency medical care.

“EMS advisory council”means a council appointed by the director to advise the director and develop
policy recommendations concerning regulation, administration, and coordination of emergency medical
services in the state.

“EMS contingency plan” means an agreement or dispatching policy between two or more
ambulance service programs that addresses how and under what circumstances patient transportation
will be provided in a given service area when coverage is not possible due to unforeseen circumstances.

“EMS system” is any specific arrangement of emergencymedical personnel, equipment, and supplies
designed to function in a coordinated fashion.

“Endorsement” means providing approval in an area related to emergency medical care including,
but not limited to, CCP and emergency medical services.

“First responder (FR)” means an individual who has successfully completed the current United
States Department of Transportation’s First Responder curriculum and department enhancements,
passed the department’s approved written and practical examinations, and is currently certified by the
department as an FR.

“First response vehicle”means any privately or publicly owned vehicle which is used solely for the
transportation of emergency medical care personnel and equipment to and from the scene of a medical
or nonmedical emergency.

“Fixed-wing aircraft” means any privately or publicly owned propeller-driven or jet airplane
specifically designed, modified, constructed, equipped, staffed and FAA-approved to transport the sick,
injured or otherwise incapacitated who are in need of out-of-hospital emergency medical care or whose
condition requires treatment or continuous observation during transport.

“Hospital” means any hospital licensed under the provisions of Iowa Code chapter 135B.
“Inclusion criteria” means criteria determined by the department and adopted by reference to

determine which patients are to be included in the Iowa EMS service program registry or the trauma
registry.

“Intermediate” means an emergency medical technician-intermediate.
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“Iowa EMS Patient Registry Data Dictionary” means reportable data elements for all ambulance
service responses and definitions determined by the department and adopted by reference.

“Medical direction” means direction, advice, or orders provided by a medical director, supervising
physician, or physician designee (in accordance with written parameters and protocols) to emergency
medical care personnel.

“Medical director” means any physician licensed under Iowa Code chapter 148, 150, or 150A who
shall be responsible for overall medical direction of the service program andwho has completed amedical
director workshop, sponsored by the department, within one year of assuming duties.

“Mutual aid” means an agreement, preferably in writing, between two or more services that
addresses how and under what circumstances each service will respond to a request for assistance in
situations that exhaust available resources.

“Nonemergency transportation” means transportation that may be provided for those persons
determined to need transportation only.

“Nontransport service” means any privately or publicly owned rescue or first response service
program which does not provide patient transportation (except when no ambulance is available or in a
disaster situation) and utilizes only rescue or first response vehicles to provide emergency medical care
at the scene of an emergency.

“Off-line medical direction” means the monitoring of EMS providers through retrospective field
assessments and treatment documentation review, critiques of selected cases with the EMS personnel,
and statistical review of the system.

“On-line medical direction” means immediate medical direction provided directly to service
program EMS providers, in accordance with written parameters and protocols, by the medical director,
supervising physician or physician designee either on-scene or by any telecommunications system.

“Paramedic (EMT-P)” means an emergency medical technician-paramedic.
“Paramedic specialist (PS)” means an individual who has successfully completed the current

United States Department of Transportation’s EMT-Paramedic curriculum or equivalent, passed the
department’s approved written and practical examinations, and is currently certified by the department
as a paramedic specialist.

“Patient” means any individual who is sick, injured, or otherwise incapacitated.
“Patient care report (PCR)”means a computerized or written report that documents the assessment

and management of the patient by the emergency care provider in the out-of-hospital setting.
“Physician” means any individual licensed under Iowa Code chapter 148, 150, or 150A.
“Physician assistant (PA)” means an individual licensed pursuant to Iowa Code chapter 148C.
“Physician designee” means any registered nurse licensed under Iowa Code chapter 152, or any

physician assistant licensed under Iowa Code chapter 148C and approved by the board of physician
assistant examiners. The physician designee acts as an intermediary for a supervising physician in
accordance with written policies and protocols in directing the care provided by emergency medical
care providers.

“Preceptor”means an individual who has been assigned by the training program, clinical facility or
service program to supervise students while the students are completing their clinical or field experience.
A preceptor must be an emergency medical care provider certified at the level being supervised or higher,
or must be licensed as a registered nurse, physician’s assistant or physician.

“Protocols” means written directions and orders, consistent with the department’s standard of
care, that are to be followed by an emergency medical care provider in emergency and nonemergency
situations. Protocols must be approved by the service program’s medical director and address the care
of both adult and pediatric patients.

“Registered nurse (RN)” means an individual licensed pursuant to Iowa Code chapter 152.
“Reportable patient data” means data elements and definitions determined by the department and

adopted by reference to be reported to the Iowa EMS service program registry or the trauma registry or
a trauma care facility on patients meeting the inclusion criteria.
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“Rescue vehicle” means any privately or publicly owned vehicle which is specifically designed,
modified, constructed, equipped, staffed and used regularly for rescue or extrication purposes at the scene
of a medical or nonmedical emergency.

“Rotorcraft ambulance” means any privately or publicly owned rotorcraft specifically designed,
modified, constructed, equipped, staffed and FAA-approved to transport the sick, injured or otherwise
incapacitated who are in need of out-of-hospital emergency medical care or whose condition requires
treatment or continuous observation during transport.

“Service director”means an individual who is responsible for the operation and administration of a
service program.

“Service program” or “service”means any medical care ambulance service or nontransport service
that has received authorization by the department.

“Service program area”means the geographic area of responsibility served by any given ambulance
or nontransport service program.

“Student” means any individual enrolled in a training program and participating in the didactic,
clinical, or field experience portions.

“Supervising physician”means any physician licensed under Iowa Code chapter 148, 150, or 150A.
The supervising physician is responsible for medical direction of emergency medical care personnel
when such personnel are providing emergency medical care.

“Tiered response” means a rendezvous of service programs to allow the transfer of patient care.
“Training program”means an NCA-approved Iowa college, the Iowa law enforcement academy or

an Iowa hospital approved by the department to conduct emergency medical care training.
“Transport agreement” means a written agreement between two or more service programs that

specifies the duties and responsibilities of the agreeing parties to ensure appropriate transportation of
patients in a given service area.

641—132.2(147A) Authority of emergency medical care provider.
132.2(1) Rescinded IAB 2/7/01, effective 3/14/01.
132.2(2) An emergency medical care provider who holds an active certification issued by the

department may:
a. Render via on-line medical direction emergency and nonemergency medical care in those areas

for which the emergency medical care provider is certified, as part of an authorized service program:
(1) At the scene of an emergency;
(2) During transportation to a hospital;
(3) While in the hospital emergency department;
(4) Until patient care is directly assumed by a physician or by authorized hospital personnel; and
(5) During transfer from one medical care facility to another or to a private home.
b. Function in any hospital or any other entity in which health care is ordinarily provided only

when under the direct supervision of a physician when:
(1) Enrolled as a student in and approved by a training program;
(2) Fulfilling continuing education requirements;
(3) Employed by or assigned to a hospital or other entity in which health care is ordinarily

provided only when under the direct supervision of a physician as a member of an authorized service
program, or in an individual capacity, by rendering lifesaving services in the facility in which employed
or assigned pursuant to the emergency medical care provider’s certification and under direct supervision
of a physician, physician assistant, or registered nurse. An emergency medical care provider shall
not routinely function without the direct supervision of a physician, physician assistant, or registered
nurse. However, when the physician, physician assistant, or registered nurse cannot directly assume
emergency care of the patient, the emergency medical care personnel may perform, without direct
supervision, emergency medical care procedures for which certified, if the life of the patient is in
immediate danger and such care is required to preserve the patient’s life;

(4) Employed by or assigned to a hospital or other entity in which health care is ordinarily provided
only when under the direct supervision of a physician, as a member of an authorized service program,
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or in an individual capacity, to perform nonlifesaving procedures for which certified and designated in
a written job description. Such procedures may be performed after the patient is observed by and when
the emergency medical care provider is under the supervision of the physician, physician assistant, or
registered nurse, including when the registered nurse is not acting in the capacity of a physician designee,
and where the procedure may be immediately abandoned without risk to the patient.

132.2(3) When emergency medical care personnel are functioning in a capacity identified in
subrule 132.2(2), paragraph “a,” they may perform emergency and nonemergency medical care without
contacting a supervising physician or physician designee if written protocols have been approved by
the service program medical director which clearly identify when the protocols may be used in lieu of
voice contact.

132.2(4) Scope of practice.
a. Emergency medical care providers shall provide only those services and procedures as are

authorized within the scope of practice for which they are certified.
b. Scope of Practice for Iowa EMS Providers (April 2005) is incorporated and adopted by

reference for EMS providers. For any differences that may occur between the adopted references and
these administrative rules, the administrative rules shall prevail.

c. The department may grant a variance for changes to the Scope of Practice that have not yet
been adopted by these rules. A variance to these rules may be granted by the department pursuant to
132.14(1).

d. Scope of Practice for Iowa EMS Providers is available through the Iowa Department of Public
Health, Bureau of EMS, Lucas State Office Building, Des Moines, Iowa 50319-0075, or the bureau of
EMS Web site (www.idph.state.ia.us/ems).

132.2(5) The department may approve other emergency medical care skills on a limited pilot project
basis. Requests for a pilot project application shall be made to the department.

132.2(6) An emergency medical care provider who has knowledge of an emergency medical care
provider, service program or training program that has violated Iowa Code chapter 147A or these rules
shall report such information to the department within 30 days.

641—132.3(147A) Emergency medical care providers—requirements for enrollment in training
programs.   Rescinded IAB 2/9/00, effective 3/15/00.

641—132.4(147A) Emergency medical care providers—certification, renewal standards and
procedures, and fees.   Rescinded IAB 2/9/00, effective 3/15/00.

641—132.5(147A) Training programs—standards, application, inspection and
approval.   Rescinded IAB 2/9/00, effective 3/15/00.

641—132.6(147A) Continuing education providers—approval, record keeping and
inspection.   Rescinded IAB 2/9/00, effective 3/15/00.

641—132.7(147A) Service program—authorization and renewal procedures, inspections and
transfer or assignment of certificates of authorization.

132.7(1) General requirements for authorization and renewal of authorization.
a. An ambulance or nontransport service in this state that desires to provide emergency medical

care, in the out-of-hospital setting, shall apply to the department for authorization to establish a program
utilizing certified emergency medical care providers for delivery of care at the scene of an emergency
or nonemergency, during transportation to a hospital, during transfer from one medical care facility to
another or to a private home, or while in the hospital emergency department and until care is directly
assumed by a physician or by authorized hospital personnel. Application for authorization shall be made
on forms provided by the department. Applicants shall complete and submit the forms to the department
at least 30 days prior to the anticipated date of authorization.
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b. To renew service program authorization, the service program shall continue to meet the
requirements of Iowa Code chapter 147A and these rules. The renewal application shall be completed
and submitted to the department at least 30 days before the current authorization expires.

c. Applications for authorization and renewal of authorization may be obtained upon request to:
Iowa Department of Public Health, Bureau of EmergencyMedical Services, Lucas State Office Building,
Des Moines, Iowa 50319-0075, or the bureau of EMS Web site (www.idph.state.ia.us/ems).

d. The department shall approve an application when the department is satisfied that the program
proposed by the application will be operated in compliance with Iowa Code chapter 147A and these
administrative rules.

e. Service program authorization is valid for a period of three years from its effective date unless
otherwise specified on the certificate of authorization or unless sooner suspended or revoked.

f. Service programs shall be fully operational upon the effective date and at the level specified on
the certificate of authorization and shall meet all applicable requirements of Iowa Code chapter 147A
and these rules. Deficiencies that are identified shall be corrected within a time frame determined by the
department.

g. The certificate of authorization shall be issued only to the service program based in the city
named in the application and shall not be inclusive of any other base of operation when that base of
operation is located in a different city. Any ambulance service or nontransport service that is based in and
operates from more than one city shall apply for and, if approved, shall receive a separate authorization
for each base of operation that desires to provide emergency medical care.

h. Any service program owner in possession of a certificate of authorization as a result of transfer
or assignment shall continue to meet all applicable requirements of Iowa Code chapter 147A and these
rules. In addition, the new owner shall apply to the department for a new certificate of authorization
within 30 days following the effective date of the transfer or assignment.

i. Service programs that acquire and maintain current status with a nationally recognized EMS
service program accreditation entity that meets or exceeds Iowa requirements may be exempted from
the service application/inspection process. A copy of the state service application and accreditation
inspection must be filed with the department for approval.

132.7(2) Out-of-state service programs.
a. Service programs located in other states which wish to provide emergency medical care in Iowa

must meet all requirements of Iowa Code chapter 147A and these rules and must be authorized by the
department except when:

(1) Transporting patients from locations within Iowa to destinations outside of Iowa;
(2) Transporting patients from locations outside of Iowa to destinations within Iowa;
(3) Transporting patients to or from locations outside of Iowa that requires travel through Iowa;
(4) Responding to a request for mutual aid in this state; or
(5) Making an occasional EMS response to locations within Iowa and then transporting the patients

to destinations within Iowa.
b. An out-of-state service program that meets any of the exception criteria established in 132.7(2)

shall be authorized to provide emergency medical care by the state in which the program resides and
shall provide the department with verification of current state authorization upon request.

132.7(3) Air ambulances.
a. Air ambulances shall meet all applicable requirements of Iowa Code chapter 147A and these

rules.
b. Air ambulances shall not be subject to the requirements of Iowa Code chapter 147A and these

rules except when utilizing an emergency medical care provider to provide emergency medical care. In
such instances, an emergency medical care provider shall function at the appropriate level of care as
identified in the scope of practice pursuant to subrule 132.2(4).

132.7(4) Service program inspections.
a. The department shall inspect each service program at least once every three years. The

department without prior notification may make additional inspections at times, places and under such
circumstances as it deems necessary to ensure compliance with Iowa Code chapter 147A and these rules.
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b. The department may request additional information from or may inspect the records of any
service program which is currently authorized or which is seeking authorization to ensure continued
compliance or to verify the validity of any information presented on the application for service program
authorization.

c. The department may inspect the patient care records of a service program to verify compliance
with Iowa Code chapter 147A and these rules.

d. No person shall interfere with the inspection activities of the department or its agents pursuant
to Iowa Code section 135.36.

e. Interference with or failure to allow an inspection by the department or its agents may be cause
for disciplinary action in reference to service program authorization.

132.7(5) Temporary service program authorization.
a. A temporary service program authorizationmay be issued to services that wish to operate during

special events thatmay need emergencymedical care coverage at a level other than basic care. Temporary
authorization is valid for a period of 30 days unless otherwise specified on the certificate of authorization
or unless sooner suspended or revoked. Temporary authorization shall apply to those requirements and
standards for which the department is responsible. Applicants shall complete and submit the necessary
forms to the department at least 30 days prior to the anticipated date of need.

b. The service shall meet applicable requirement of these rules, but may apply for a variance using
the criteria outlined in rule 132.14(147A).

c. The service shall submit a justification which demonstrates the need for the temporary service
program authorization.

d. The service shall submit a report, to the department, within 30 days after the expiration of the
temporary authorization which includes as a minimum:

(1) Number of patients treated;
(2) Types of treatment rendered;
(3) Any operational or medical problems.
132.7(6) Conditional service program authorization. Rescinded IAB 2/6/02, effective 3/13/02.

641—132.8(147A) Service program levels of care and staffing standards.
132.8(1) A service program seeking ambulance authorization shall:
a. Apply for authorization at one of the following levels:
(1) EMT-B.
(2) EMT-I.
(3) EMT-P.
(4) PS.
b. Maintain an adequate number of ambulances and personnel to provide 24-hour-per-day,

7-day-per-week coverage. Ambulances shall comply with paragraph 132.8(1)“d.” The number of
ambulances and personnel to be maintained shall be determined by the department, and shall be based
upon, but not limited to, the following:

(1) Number of calls;
(2) Service area and population; and
(3) Availability of other services in the area.
c. Provide as a minimum, on each ambulance call, the following staff:
(1) One currently certified EMT-B.
(2) One currently licensed driver. The service shall document each driver’s training in CPR (AED

training not required), in emergency driving techniques and in the use of the service’s communications
equipment. Training in emergency driving techniques shall include:

1. A review of Iowa laws regarding emergency vehicle operations.
2. A review of the service program’s driving policy for first response vehicles, ambulances, rescue

vehicles or personal vehicles of an emergency medical care provider responding as a member of the
service. The policy shall include, at a minimum:

● Frequency and content of driver’s training requirements.
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● Criteria for response with lights or sirens or both.
● Speed limits when responding with lights or sirens or both.
● Procedure of approaching intersections with lights or sirens or both.
● Notification process in the event of a motor vehicle collision involving a first response vehicle,

ambulance, rescue vehicle or personal vehicle of an emergency medical care provider responding as a
member of the service.

3. Behind-the-wheel driving of the service’s first response vehicles, ambulances and rescue
vehicles.

d. Submit an EMS contingency plan that will be put into operation when coverage pursuant to the
24/7 rule in paragraph 132.8(1)“b” is not possible due to unforeseen circumstances.

e. Report frequency of use of the contingency plan to the department upon request.
f. Seek approval from the department to provide nontransport coverage in addition to or in lieu

of ambulance authorization.
g. Advertise or otherwise imply or hold itself out to the public as an authorized ambulance service

only to the level of care maintained 24 hours per day, seven days a week.
h. Apply to the department to receive approval to provide critical care transportation based upon

appropriately trained staff and approved equipment.
i. Unless otherwise established by protocol approved by the medical director, the emergency

medical care provider with the highest level of certification (on the transporting service) shall attend
the patient.

132.8(2) A service program seeking nontransport authorization shall:
a. Apply for authorization at one of the following levels:
(1) Basic care.
(2) First responder.
(3) EMT-B.
(4) EMT-I.
(5) EMT-P.
(6) PS.
b. For staffing purposes provide, as a minimum, a transport agreement.
c. Advertise or otherwise hold itself out to the public as an authorized nontransport service

program only to the level of care maintained 24 hours per day, seven days a week.
d. Not be prohibited from transporting patients in an emergency situation when lack of

transporting resources would cause an unnecessary delay in patient care.
132.8(3) Service program operational requirements. Ambulance and nontransport service programs

shall:
a. Complete and maintain a patient care report concerning the care provided to each patient.

Ambulance services shall provide, at a minimum, a PCR verbal report upon delivery of a patient to a
receiving facility and shall provide a complete PCR within 24 hours to the receiving facility.

b. Utilize department protocols as the standard of care. The service programmedical director may
make changes to the department protocols provided the changes are within the EMS provider’s scope of
practice and within acceptable medical practice. A copy of the changes shall be filed with the department.

c. Ensure that personnel duties are consistent with the level of certification and the service
program’s level of authorization.

d. Maintain current personnel rosters and personnel files. The files shall include the names and
addresses of all personnel and documentation that verifies EMS provider credentials including, but not
limited to:

(1) Current provider level certification.
(2) Current course completions/certifications/endorsements as may be required by the medical

director.
(3) PA andRN exception forms for appropriate personnel and verification that PA andRNpersonnel

have completed the appropriate EMS level continuing education.
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e. If requested by the department, notify the department in writing of any changes in personnel
rosters.

f. Have a medical director and 24-hour-per-day, 7-day-per-week on-line medical direction
available.

g. Ensure that the appropriate service program personnel respond as required in this rule and that
they respond in a reasonable amount of time.

h. Notify the department in writing within seven days of any change in service director or
ownership or control or of any reduction or discontinuance of operations.

i. Select a new or temporary medical director if for any reason the current medical director cannot
or no longer wishes to serve in that capacity. Selection shall be made before the current medical director
relinquishes the duties and responsibilities of that position.

j. Within seven days of any change of medical director, notify the department in writing of the
selection of the new or temporary medical director who must have indicated in writing a willingness to
serve in that capacity.

k. Not prevent a registered nurse or physician assistant from supplementing the staffing of an
authorized service program provided equivalent training is documented pursuant to Iowa Code sections
147A.12 and 147A.13.

l. Not be authorized to utilize a manual defibrillator (except paramedic, paramedic specialist).
m. Implement a continuous quality improvement program that provides a policy to include as a

minimum:
(1) Medical audits.
(2) Skills competency.
(3) Follow-up (loop closure/resolution).
n. Require physician assistants and registered nurses providing care pursuant to Iowa Code

sections 147A.12 and 147A.13 to meet CEH requirements approved by the medical director.
o. Document an equipment maintenance program to ensure proper working condition and

appropriate quantities.
132.8(4) Equipment and vehicle standards. The following standards shall apply:
a. Ambulances placed into service after July 1, 2002, shall meet, as aminimum, theNational Truck

and Equipment Association’s Ambulance Manufacture Division (AMD) performance specifications.
b. All EMS service programs shall carry equipment and supplies in quantities as determined by

the medical director and appropriate to the service program’s level of care and available certified EMS
personnel and as established in the service program’s approved protocols.

c. Pharmaceutical drugs and over-the-counter drugs may be carried and administered upon
completion of training and pursuant to the service program’s established protocols approved by the
medical director.

d. All drugs shall be maintained in accordance with the rules of the state board of pharmacy
examiners.

e. Accountability for drug exchange, distribution, storage, ownership, and security shall be subject
to applicable state and federal requirements. The method of accountability shall be described in the
written pharmacy agreement. A copy of the written pharmacy agreement shall be submitted to the
department.

f. Each ambulance service program shall maintain a telecommunications system between the
emergency medical care provider and the source of the service program’s medical direction and other
appropriate entities. Nontransport service programs shall maintain a telecommunications system
between the emergency medical care provider and the responding ambulance service and other
appropriate entities.

g. All telecommunications shall be conducted in an appropriate manner and on a frequency
approved by the Federal Communications Commission and the department.

132.8(5) Preventative maintenance. Each ambulance service program shall document a preventative
maintenance program to make certain that:

a. Vehicles are fully equipped and maintained in a safe operating condition. In addition:
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(1) All ground ambulances shall be housed in a garage or other facility that prevents engine,
equipment and supply freeze-up and windshield icing. An unobstructed exit to the street shall also be
maintained;

(2) The garage or other facility shall be adequately heated or each response vehicle shall have
permanently installed auxiliary heating units to sufficiently heat the engine and patient compartment;
and

(3) The garage or other facility shall be maintained in a clean, safe condition free of debris or other
hazards.

b. The exterior and interior of the vehicles are kept clean. The interior and equipment shall be
cleaned after each use as necessary. When a patient with a communicable disease has been transported
or treated, the interior and any equipment or nondisposable supplies coming in contact with the patient
shall be thoroughly disinfected.

c. All equipment stored in a patient compartment is secured so that, in the event of a sudden
stop or movement of the vehicle, the patient and service program personnel are not injured by moving
equipment.

d. All airway, electrical andmechanical equipment is kept clean and in proper operating condition.
e. Compartments provided within the vehicles and the medical and other supplies stored therein

are kept in a clean and sanitary condition.
f. All linens, airway and oxygen equipment or any other supplies or equipment coming in direct

patient contact is of a single-use disposable type or cleaned, laundered or disinfected prior to reuse.
g. Freshly laundered blankets and linen or disposable linens are used on cots and pillows and are

changed after each use.
h. Proper storage is provided for clean linen.
i. Soiled supplies shall be appropriately disposed of according to current biohazard practices.
132.8(6) Service program—incident and accident reports.
a. Incidents of fire or other destructive or damaging occurrences or theft of a service program

ambulance, equipment, or drugs shall be reported to the department within 48 hours following the
occurrence of the incident.

b. A copy of the motor vehicle accident report required under Iowa Code subsection 321.266(2),
relating to the reporting of an accident resulting in personal injury, death or property damage, shall be
submitted to the department within seven days following an accident involving a service program vehicle.

c. A service program must report the termination of an emergency medical care provider due to
negligence, professional incompetency, unethical conduct or substance use to the department within ten
days following the termination.

132.8(7) Adoption by reference. The Iowa EMS Patient Registry Data Dictionary (January 2004)
is adopted and incorporated by reference for inclusion criteria and reportable patient data. For any
differences which may occur between the adopted reference and this chapter, the administrative rules
shall prevail.

a. The Iowa EMS Patient Registry Data Dictionary (January 2004) is available through the Iowa
Department of Public Health, Bureau of Emergency Medical Services, Lucas State Office Building, Des
Moines, Iowa 50319-0075, or the EMS bureau Web site (www.idph.state.ia.us/ems).

b. The department shall prepare compilations for release or dissemination on all reportable patient
data entered into the EMS service program registry during the reporting period. The compilations
shall include, but not be limited to, trends and patient care outcomes for local, regional, and statewide
evaluations. The compilations shall be made available to all service programs submitting reportable
patient data to the registry.

c. Access and release of reportable patient data and information.
(1) The data collected by and furnished to the department pursuant to this subrule are confidential

records of the condition, diagnosis, care, or treatment of patients or former patients, including outpatients,
pursuant to Iowa Code section 22.7. The compilations prepared for release or dissemination from the
data collected are not confidential under Iowa Code section 22.7, subsection 2. However, information
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which individually identifies patients shall not be disclosed, and state and federal law regarding patient
confidentiality shall apply.

(2) The department may approve requests for reportable patient data for special studies and analysis
provided the request has been reviewed and approved by the deputy director of the department with
respect to the scientific merit and confidentiality safeguards, and the department has given administrative
approval for the proposal. The confidentiality of patients and the EMS service program shall be protected.

(3) The department may require entities requesting the data to pay any or all of the reasonable costs
associated with furnishing the reportable patient data.

d. To the extent possible, activities under this subrule shall be coordinated with other health data
collection methods.

e. Quality assurance.
(1) For the purpose of ensuring the completeness and quality of reportable patient data, the

department or authorized representative may examine all or part of the patient care report as necessary
to verify or clarify all reportable patient data submitted by a service program.

(2) Review of a patient care report by the department shall be scheduled in advance with the service
program and completed in a timely manner.

f. The director, pursuant to Iowa Code section 147A.4, may grant a variance from the
requirements of these rules for any service program, provided that the variance is related to undue
hardships in complying with this chapter.

132.8(8) The patient care report is a confidential document and shall be exempt from disclosure
pursuant to Iowa Code subsection 22.7(2) and shall not be accessible to the general public. Information
contained in these reports, however, may be utilized by any of the indicated distribution recipients and
may appear in any document or public health record in a manner which prevents the identification of any
patient or person named in these reports.

132.8(9) Implementation. The director may grant exceptions and variances from the requirements
of this chapter for any ambulance or nontransport service. Exceptions or variations shall be reasonably
related to undue hardships which existing services experience in complying with this chapter. Services
requesting exceptions and variances shall be subject to other applicable rules adopted pursuant to Iowa
Code chapter 147A. Nothing in this chapter shall be construed to require any nontransport service to
provide a level of care beyond minimum basic care standards.

641—132.9(147A) Service program—off-line medical direction.
132.9(1) The medical director shall be responsible for providing appropriate medical direction and

overall supervision of the medical aspects of the service program and shall ensure that those duties
and responsibilities are not relinquished before a new or temporary replacement is functioning in that
capacity.

132.9(2) The medical director’s duties include, but need not be limited to:
a. Developing, approving and updating protocols to be used by service program personnel that

meet or exceed the minimum standard protocols developed by the department.
b. Developing and maintaining liaisons between the service, other physicians, physician

designees, hospitals, and the medical community served by the service program.
c. Monitoring and evaluating the activities of the service program and individual personnel

performance, including establishment of measurable outcomes that reflect the goals and standards of
the EMS system.

d. Assessing the continuing education needs of the service and individual service program
personnel and assisting them in the planning of appropriate continuing education programs.

e. Being available for individual evaluation and consultation to service program personnel.
f. Performing or appointing a designee to complete the medical audits required in subrule

132.9(4).
g. Developing and approving an applicable continuous quality improvement policy demonstrating

type and frequency of review, including an action plan and follow-up.
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h. Informing the medical community of the emergency medical care being provided according to
approved protocols in the service program area.

i. Helping to resolve service operational problems.
j. Approving or removing an individual from service program participation.
132.9(3) Supervising physicians, physician designees, or other appointees as defined in the

continuous quality improvement policy referenced in 132.9(2)“g” may assist the medical director by:
a. Providing medical direction.
b. Reviewing the emergency medical care provided.
c. Reviewing and updating protocols.
d. Providing and assessing continuing education needs for service program personnel.
e. Helping to resolve operational problems.
132.9(4) The medical director or other qualified designees shall randomly audit (at least quarterly)

documentation of calls where emergency medical care was provided. The medical director shall
randomly review audits performed by the qualified appointee. The audit shall be in writing and shall
include, but need not be limited to:

a. Reviewing the patient care provided by service program personnel and remedying any
deficiencies or potential deficiencies that may be identified regarding medical knowledge or skill
performance.

b. Response time and time spent at the scene.
c. Overall EMS system response to ensure that the patient’s needs were matched to available

resources including, but not limited to, mutual aid and tiered response.
d. Completeness of documentation.
132.9(5) Rescinded IAB 2/6/02, effective 3/13/02.
132.9(6) On-line medical direction when provided through a hospital.
a. The medical director shall designate in writing at least one hospital which has established a

written on-line medical direction agreement with the department. It shall be the medical director’s
responsibility to notify the department in writing of changes regarding this designation.

b. Hospitals signing an on-line medical direction agreement shall:
(1) Ensure that the supervising physicians or physician designees will be available to provide

on-line medical direction via telecommunications on a 24-hour-per-day basis.
(2) Identify the service programs for which on-line medical direction will be provided.
(3) Establish written protocols for use by supervising physicians and physician designees who

provide on-line medical direction.
(4) Administer a quality assurance program to review orders given. The program shall include a

mechanism for the hospital and service program medical directors to discuss and resolve any identified
problems.

c. A hospital which has a written medical direction agreement with the department may provide
medical direction for any or all service program authorization levels and may also agree to provide
backup on-line medical direction for any other service program when that service program is unable to
contact its primary source of on-line medical direction.

d. Only supervising physicians or physician designees shall provide on-line medical direction.
However, a physician assistant, registered nurse or EMT (of equal or higher level) may relay orders to
emergency medical care personnel, without modification, from a supervising physician. A physician
designee may not deviate from approved protocols.

e. The hospital shall provide, upon request to the department, a list of supervising physicians and
physician designees providing on-line medical direction.

f. Rescinded IAB 2/6/02, effective 3/13/02.
g. The department may verify a hospital’s communications system to ensure compliance with the

on-line medical direction agreement.
h. A supervising physician or physician designee who gives orders (directly or via

communications equipment from some other point) to an emergency medical care provider is not subject
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to criminal liability by reason of having issued the orders and is not liable for civil damages for acts or
omissions relating to the issuance of the orders unless the acts or omissions constitute recklessness.

i. Nothing in these rules requires or obligates a hospital, supervising physician or physician
designee to approve requests for orders received from emergency medical care personnel.

NOTE: Hospitals in other states may participate provided the applicable requirements of this subrule
are met.

641—132.10(147A) Complaints and investigations—denial, citation and warning, probation,
suspension or revocation of service program authorization or renewal.

132.10(1) All complaints regarding the operation of authorized emergency medical care service
programs, or those purporting to be or operating as the same, shall be reported to the department. The
address is: Iowa Department of Public Health, Bureau of Emergency Medical Services, Lucas State
Office Building, Des Moines, Iowa 50319-0075.

132.10(2) Complaints and the investigative process will be treated as confidential in accordance with
Iowa Code section 22.7.

132.10(3) Service program authorization may be denied, issued a citation and warning, placed on
probation, suspended or revoked by the department in accordance with Iowa Code subsection 147A.5(3)
for any of the following reasons:

a. Knowingly allowing the falsifying of a patient care report (PCR).
b. Failure to submit required reports and documents.
c. Delegating professional responsibility to a person when the service program knows that the

person is not qualified by training, education, experience or certification to perform the required duties.
d. Practicing, condoning, or facilitating discrimination against a patient, student or employee

based on race, ethnicity, national origin, color, sex, sexual orientation, age, marital status, political
belief, religion, mental or physical disability diagnosis, or social or economic status.

e. Knowingly allowing sexual harassment of a patient, student or employee. Sexual harassment
includes sexual advances, sexual solicitations, requests for sexual favors, and other verbal or physical
conduct of a sexual nature.

f. Failure or repeated failure of the applicant or alleged violator to meet the requirements or
standards established pursuant to Iowa Code chapter 147A or the rules adopted pursuant to that chapter.

g. Obtaining or attempting to obtain or renew or retain service program authorization by fraudulent
means or misrepresentation or by submitting false information.

h. Engaging in conduct detrimental to the well-being or safety of the patients receiving or who
may be receiving emergency medical care.

i. Failure to correct a deficiency within the time frame required by the department.
132.10(4) The department shall notify the applicant of the granting or denial of authorization or

renewal, or shall notify the alleged violator of action to issue a citation and warning, place on probation or
suspend or revoke authorization or renewal pursuant to Iowa Code sections 17A.12 and 17A.18. Notice
of issuance of a denial, citation and warning, probation, suspension or revocation shall be served by
restricted certified mail, return receipt requested, or by personal service.

132.10(5) Any requests for appeal concerning the denial, citation and warning, probation,
suspension or revocation of service program authorization or renewal shall be submitted by the
aggrieved party in writing to the department by certified mail, return receipt requested, within 20 days
of the receipt of the department’s notice. The address is: Iowa Department of Public Health, Bureau
of Emergency Medical Services, Lucas State Office Building, Des Moines, Iowa 50319-0075. If such
a request is made within the 20-day time period, the notice shall be deemed to be suspended. Prior to
or at the hearing, the department may rescind the notice upon satisfaction that the reason for the denial,
citation and warning, probation, suspension or revocation has been or will be removed. After the
hearing, or upon default of the applicant or alleged violator, the administrative law judge shall affirm,
modify or set aside the denial, citation and warning, probation, suspension or revocation. If no request
for appeal is received within the 20-day time period, the department’s notice of denial, probation,
suspension or revocation shall become the department’s final agency action.
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132.10(6) Upon receipt of an appeal that meets contested case status, the appeal shall be forwarded
within five working days to the department of inspections and appeals pursuant to the rules adopted
by that agency regarding the transmission of contested cases. The information upon which the adverse
action is based and any additional information which may be provided by the aggrieved party shall also
be provided to the department of inspections and appeals.

132.10(7) The hearing shall be conducted according to the procedural rules of the department of
inspections and appeals found in 481—Chapter 10.

132.10(8) When the administrative law judge makes a proposed decision and order, it shall be served
by restricted certified mail, return receipt requested, or delivered by personal service. That proposed
decision and order then becomes the department’s final agency action without further proceedings ten
days after it is received by the aggrieved party unless an appeal to the director is taken as provided in
subrule 132.10(9).

132.10(9) Any appeal to the director for review of the proposed decision and order of the
administrative law judge shall be filed in writing and mailed to the director by certified mail, return
receipt requested, or delivered by personal service within ten days after the receipt of the administrative
law judge’s proposed decision and order by the aggrieved party. A copy of the appeal shall also be
mailed to the administrative law judge. Any request for an appeal shall state the reason for appeal.

132.10(10) Upon receipt of an appeal request, the administrative law judge shall prepare the record
of the hearing for submission to the director. The record shall include the following:

a. All pleadings, motions, and rules.
b. All evidence received or considered and all other submissions by recording or transcript.
c. A statement of all matters officially noticed.
d. All questions and offers of proof, objections, and rulings thereon.
e. All proposed findings and exceptions.
f. The proposed decision and order of the administrative law judge.
132.10(11) The decision and order of the director becomes the department’s final agency action upon

receipt by the aggrieved party and shall be delivered by restricted certified mail, return receipt requested,
or by personal service.

132.10(12) It is not necessary to file an application for a rehearing to exhaust administrative
remedies when appealing to the director or the district court as provided in Iowa Code section 17A.19.
The aggrieved party to the final agency action of the department who has exhausted all administrative
remedies may petition for judicial review of that action pursuant to Iowa Code chapter 17A.

132.10(13) Any petition for judicial review of a decision and order shall be filed in the district court
within 30 days after the decision and order becomes final. A copy of the notice of appeal shall be sent to
the department by certified mail, return receipt requested, or by personal service. The address is: Bureau
of Emergency Medical Services, Iowa Department of Public Health, Lucas State Office Building, Des
Moines, Iowa 50319-0075.

132.10(14) The party who appeals a final agency action to the district court shall pay the cost of the
preparation of a transcript of the contested case hearing for the district court.

132.10(15) Final decisions of the department relating to disciplinary proceedings may be transmitted
to the appropriate professional associations, the news media or employer.

132.10(16) This rule is not subject to waiver or variance pursuant to 641—Chapter 178 or any other
provision of law.

132.10(17) Emergency adjudicative proceedings.
a. Necessary emergency action. To the extent necessary to prevent or avoid immediate danger to

the public health, safety, or welfare, and consistent with the Constitution and other provisions of law,
the department may issue a written order in compliance with Iowa Code section 17A.18 to suspend a
certificate in whole or in part, order the cessation of any continuing activity, order affirmative action, or
take other action within the jurisdiction of the department by emergency adjudicative order.

b. Before issuing an emergency adjudicative order, the department shall consider factors
including, but not limited to, the following:
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(1) Whether there has been a sufficient factual investigation to ensure that the department is
proceeding on the basis of reliable information;

(2) Whether the specific circumstances which pose immediate danger to the public health, safety
or welfare have been identified and determined to be continuing;

(3) Whether the program required to comply with the emergency adjudicative order may continue
to engage in other activities without posing immediate danger to the public health, safety or welfare;

(4) Whether imposition of monitoring requirements or other interim safeguards would be sufficient
to protect the public health, safety or welfare; and

(5) Whether the specific action contemplated by the department is necessary to avoid the immediate
danger.

c. Issuance of order.
(1) An emergency adjudicative order shall contain findings of fact, conclusions of law, and

policy reasons to justify the determination of an immediate danger in the department’s decision to take
immediate action. The order is a public record.

(2) Thewritten emergency adjudicative order shall be immediately delivered to the service program
that is required to comply with the order by utilizing one or more of the following procedures:

1. Personal delivery.
2. Certified mail, return receipt requested, to the last address on file with the department.
3. Fax. Fax may be used as the sole method of delivery if the service program required to comply

with the order has filed a written request that agency orders be sent by fax and has provided a fax number
for that purpose.

(3) To the degree practicable, the department shall select the procedure for providing written notice
that best ensures prompt, reliable delivery.

(4) Unless the written emergency adjudicative order is provided by personal delivery on the same
day that the order issues, the department shall make reasonable immediate efforts to contact by telephone
the service program that is required to comply with the order.

(5) After the issuance of an emergency adjudicative order, the department shall proceed as quickly
as feasible to complete any proceedings that would be required if the matter did not involve an immediate
danger.

(6) Issuance of a written emergency adjudicative order shall include notification of the date
on which department proceedings are scheduled for completion. After issuance of an emergency
adjudicative order, continuance of further department proceedings to a later date will be granted only
in compelling circumstances upon application in writing unless the service program that is required to
comply with the order is the party requesting the continuance.

641—132.11(147A) Complaints and investigations—denial, citation and warning, probation,
suspension, or revocation of emergency medical care personnel certificates or renewal.   Rescinded
IAB 2/9/00, effective 3/15/00.

641—132.12(147A) Complaints and investigations—denial, citation and warning, probation,
suspension, or revocation of training program or continuing education provider approval or
renewal.   Rescinded IAB 2/9/00, effective 3/15/00.

641—132.13(147A) Complaints, investigations and appeals.   Rescinded IAB 2/9/00, effective
3/15/00.

641—132.14(147A) Temporary variances.
132.14(1) If during a period of authorization there is some occurrence that temporarily causes a

service program to be in noncompliance with these rules, the department may grant a temporary variance.
Temporary variances to these rules (not to exceed six months in length per any approved request) may be
granted by the department to a currently authorized service program. Requests for temporary variances
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shall apply only to the service program requesting the variance and shall apply only to those requirements
and standards for which the department is responsible.

132.14(2) To request a variance, the service program shall:
a. Notify the department verbally (as soon as possible) of the need to request a temporary variance.

Submit to the department, within ten days after having given verbal notification to the department, a
written explanation for the temporary variance request. The address and telephone number are Iowa
Department of Public Health, Bureau of Emergency Medical Services, Lucas State Office Building, Des
Moines, Iowa 50319-0075; (515)725-0326.

b. Cite the rule from which the variance is requested.
c. State why compliance with the rule cannot be maintained.
d. Explain the alternative arrangements that have been or will be made regarding the variance

request.
e. Estimate the period of time for which the variance will be needed.
f. Rescinded IAB 2/2/05, effective 3/9/05.
132.14(3) Upon notification of a request for variance, the department shall take into consideration,

but shall not be limited to:
a. Examining the rule from which the temporary variance is requested to determine if the request

is appropriate and reasonable.
b. Evaluating the alternative arrangements that have been or will be made regarding the variance

request.
c. Examining the effect of the requested variance upon the level of care provided to the general

populace served.
d. Requesting additional information if necessary.
132.14(4) Preliminary approval or denial shall be provided verbally within 24 hours. Final approval

or denial shall be issued in writing within ten days after having received the written explanation for the
temporary variance request and shall include the reason for approval or denial. If approval is granted,
the effective date and the duration of the temporary variance shall be clearly stated.

132.14(5) Rescinded, effective July 10, 1987.
132.14(6) Any request for appeal concerning the denial of a request for temporary variance shall be

in accordance with the procedures outlined in rule 132.10(147A).
132.14(7) Rescinded IAB 2/3/93, effective 3/10/93.

641—132.15(147A) Transport options for fully authorized paramedic service programs.
132.15(1) Upon responding to an emergency call, ambulance or nontransport paramedic level

services may make a determination at the scene as to whether emergency medical transportation or
nonemergency transportation is needed. The determination shall be made by a paramedic or paramedic
specialist and shall be based upon the nonemergency transportation protocol approved by the service
program’s medical director. When applying this protocol, the following criteria, as a minimum, shall be
used to determine the appropriate transport option:

a. Primary assessment,
b. Focused history and physical examination,
c. Chief complaint,
d. Name, address and age, and
e. Nature of the call for assistance.
Emergency medical transportation shall be provided whenever any of the above criteria indicate that

treatment should be initiated.
132.15(2) If treatment is not indicated, the service program may make arrangements for

nonemergency transportation. If arrangements are made, the service program shall remain at the scene
until nonemergency transportation arrives. During the wait for nonemergency transportation, however,
the ambulance or nontransport service may respond to an emergency.
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641—132.16(147A) Public access defibrillation.   Rescinded IAB 2/2/05, effective 3/9/05.
These rules are intended to implement Iowa Code chapter 147A.

[Filed 5/11/79, Notice 4/4/79—published 5/30/79, effective 7/5/79]
[Filed emergency 3/27/81—published 4/15/81, effective 3/27/81]

[Filed without Notice 5/21/81—published 6/10/81, effective 7/15/81]
[Filed emergency 7/15/81—published 8/5/81, effective 7/15/81]
[Filed emergency 2/4/82—published 3/3/82, effective 3/1/82]

[Filed 10/27/82, Notice 9/1/82—published 11/24/82, effective 12/29/82]
[Filed emergency 12/16/82—published 1/5/83, effective 12/30/82]
[Filed emergency 9/20/83—published 10/12/83, effective 9/21/83]

[Filed 9/15/83, Notice 7/6/83—published 10/12/83, effective 11/16/83]
[Filed emergency 12/26/84—published 1/16/85, effective 12/31/84]

[Filed emergency after Notice 5/8/85, Notice 3/27/85—published 6/5/85, effective 5/17/85]
[Filed emergency 9/11/85—published 10/9/85, effective 9/11/85]
[Filed emergency 12/24/85—published 1/15/86, effective 12/31/85]
[Filed 5/30/86, Notice 3/26/86—published 6/18/86, effective 7/23/86]

[Filed emergency 7/1/86—published 7/16/86, effective 7/1/86]1

[Filed 8/28/86, Notice 4/9/86—published 9/24/86, effective 10/29/86]
[Filed emergency 9/19/86—published 10/8/86, effective 9/19/86]
[Filed emergency 7/10/87—published 7/29/87, effective 7/10/87]

[Filed 7/10/87, Notice 2/11/87—published 7/29/87, effective 9/2/87]
[Filed emergency 1/30/89—published 2/22/89, effective 1/31/89]
[Filed emergency 5/10/89—published 5/31/89, effective 5/12/89]

[Filed 9/14/89, Notice 6/28/89—published 10/4/89, effective 11/8/89]
[Filed 6/22/90, Notice 4/18/90—published 7/11/90, effective 8/15/90]
[Filed 3/13/92, Notice 12/11/91—published 4/1/92, effective 5/6/92]
[Filed 1/15/93, Notice 9/30/92—published 2/3/93, effective 3/10/93]
[Filed 1/14/94, Notice 10/13/93—published 2/2/94, effective 3/9/94]
[Filed 9/20/95, Notice 8/2/95—published 10/11/95, effective 11/15/95]
[Filed 7/10/96, Notice 6/5/96—published 7/31/96, effective 9/4/96]

[Filed 9/16/96, Notice 7/31/96—published 10/9/96, effective 11/13/96]
[Filed emergency 1/23/98—published 2/11/98, effective 1/23/98]

[Filed 2/26/98, Notice 9/10/97—published 3/25/98, effective 4/29/98]
[Filed 3/18/98, Notice 1/14/98—published 4/8/98, effective 5/13/98]
[Filed 5/15/98, Notice 3/11/98—published 6/3/98, effective 7/8/98]
[Filed 11/10/98, Notice 9/23/98—published 12/2/98, effective 1/6/99]
[Filed 1/20/00, Notice 12/1/99—published 2/9/00, effective 3/15/00]
[Filed emergency 9/14/00—published 10/4/00, effective 9/14/00]

[Filed 1/18/01, Notice 11/29/00—published 2/7/01, effective 3/14/01]
[Filed 1/10/02, Notice 11/28/01—published 2/6/02, effective 3/13/02]
[Filed 1/13/05, Notice 11/24/04—published 2/2/05, effective 3/9/05]2

[Filed emergency 7/13/05 after Notice 6/8/05—published 8/3/05, effective 7/13/05]
[Filed 7/12/06, Notice 5/24/06—published 8/2/06, effective 9/6/06]
[Filed 11/12/08, Notice 9/24/08—published 12/3/08, effective 1/7/09]

1 See IAB, Inspections and Appeals Department.
2 Rescission of paragraph 132.14(2)“f” inadvertently omitted from 2/2/05 Supplement.
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CHAPTER 153
SMOKEFREE AIR

641—153.1(82GA,HF2212) Purpose and scope.   The purpose of these rules is to implement Iowa’s
Smokefree Air Act, enacted to reduce the level of exposure by the general public and employees to
environmental tobacco smoke in order to improve the public health of Iowans. These rules apply to
public places, places of employment, and certain outdoor areas in the state.

641—153.2(82GA,HF2212)Definitions.   For the purposes of this chapter, the following definitions shall
apply:

“Ashtray” means any receptacle, including a can, bottle, bowl, tray, or other vessel that is used for
extinguishing or disposing of any lighted cigar, cigarette, pipe, or other tobacco product in any manner
or form including ash, cigarette butts or filters, or cigar stubs. However, “ashtray” shall not include any
receptacle located outdoors and on the perimeter of any public place, the perimeter of the grounds of any
public building, the perimeter of school grounds, or the perimeter of any other outdoor space subject to
the prohibition in 2008 Iowa Acts, House File 2212, section 3, and rule 641—153.3(82GA,HF2212).

“Bar” means an establishment where one may purchase alcoholic beverages, as defined in Iowa
Code section 123.3, for consumption on the premises and in which the serving of food is only incidental
to the consumption of those beverages.

“Child care facility” means child care facility as defined by the department of human services
pursuant to Iowa Code section 237A.1.

“Child care home”means child care home as defined by the department of human services pursuant
to Iowa Code section 237A.1.

“Department” means the Iowa department of public health.
“Entrance” means any doorway to an enclosed area used by the public or employees for ingress

to any public place or place of employment, but does not include any doorway designated for use as
an exit in an emergency only. “Entrance” also includes the commonly understood points of entry to an
outdoor area, subject to the prohibitions of this chapter, such as a driveway, sidewalk, pathway, access
road, gate, or dedicated point of entry, but not including a street, road, highway, or sidewalk in the public
right-of-way.

“Gaming floor”means gaming floor as defined by the state racing and gaming commission pursuant
to Iowa Code section 99F.1.

“Grounds of any public building” means an outdoor area of a public building that is used in
connection with the building, including but not limited to a sidewalk or driveway immediately adjacent
to the building, but not including a sidewalk in the public right-of-way; a sitting or standing area
immediately adjacent to the building; a patio; a deck; a curtilage or courtyard; a swimming or wading
pool; a beach; or any other outdoor area as designated by the person having custody or control of
the public building. A person having custody or control of a public building may exclude from the
designated grounds of any public building the following: a parking lot, the course of play at a golf
course, a hiking trail, locations of an individual campsite or campfire, or a lake, river, or other body of
water. Nothing in this definition prohibits any owner, operator, manager, or other person having custody
or control of an area that is exempt from the prohibitions of 2008 Iowa Acts, House File 2212, section
3, and rule 641—153.3(82GA,HF2212) from declaring the entire area or property a nonsmoking place.

“Hotel and motel” means any building or structure equipped, used, advertised as, or held out to the
public to be an inn, hotel, motel, motor inn, or place where sleeping accommodations are furnished for
hire to transient guests.

“Incidental to the sale of tobacco products” means that the gross revenue of a retail tobacco store
derived from the sale of products other than tobacco products is not more than 20 percent of the retail
tobacco store’s total gross revenue.

“Infiltrate” means to permeate an area where smoking is prohibited by passing through a wall,
ceiling, floor, window, door, or ventilation system to the extent that an individual can smell secondhand
smoke.
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“Public and private educational facility” means a public school and nonpublic school as defined in
Iowa Code section 280.2, a community college as defined in Iowa Code section 260C.2, an accredited
private institution as defined in Iowa Code section 261.9, and an institution governed by the board of
regents pursuant to Iowa Code section 262.7.

“Public building” means an enclosed area owned, leased, or operated by or under the control of the
state government or its political subdivisions.

“Restaurant” means eating establishments, including private and public school cafeterias, which
offer food to the public, guests, or employees, including the kitchen and catering facilities in which food
is prepared on the premises for serving elsewhere, and including a bar area within a restaurant.

“Retail tobacco store” means a retail store utilized primarily for the sale of tobacco products and
accessories and in which the sale of other products is incidental to the sale of tobacco products.

“Seating areas of outdoor sports arenas, stadiums, amphitheaters, or other entertainment
venues” means areas designated by the owner, operator, manager, or other person having custody or
control of the area to be used primarily to witness entertainment events and shall include, but not
be limited to, all chairs, seats, and bleachers whether permanent or temporary; standing room only;
general admission or festival-style seating; and any other areas where individuals congregate to witness
entertainment events.

“Serving of food incidental to the consumption of alcoholic beverages” means food preparation
that is limited to the service of ice, prepackaged snack foods, popcorn, peanuts, and the reheating
of commercially prepared foods that do not require assembly, such as frozen pizza, prepackaged
sandwiches, or other prepackaged, ready-to-serve products.

“Smoking cessation program” means a course of treatment that is capable of clinical review for
evidence-based outcomes that verify that individuals in the program stop smoking and that has been
approved for coverage by a private or managed health care plan, Medicaid, Medicare, the Veterans
Health Administration, or the United States military.

641—153.3(82GA,HF2212) Prohibition of smoking.
153.3(1) Public places, places of employment. Smoking is prohibited and a person shall not smoke

in either of the following areas:
a. Public places, as defined in 2008 Iowa Acts, House File 2212.
b. All enclosed areas within places of employment including but not limited to work areas, private

offices, conference and meeting rooms, classrooms, auditoriums, employee lounges and cafeterias,
hallways, medical facilities, restrooms, elevators, stairways and stairwells, and vehicles owned, leased,
or provided by the employer unless otherwise provided under these rules and 2008 Iowa Acts, House
File 2212.

153.3(2) Outdoor areas. Smoking is prohibited and a person shall not smoke in or on any of the
following outdoor areas:

a. The seating areas of outdoor sports arenas, stadiums, amphitheaters and other entertainment
venues where members of the general public assemble to witness entertainment events.

b. Outdoor seating or serving areas of restaurants.
c. Public transit stations, platforms, and shelters under the authority of the state or its political

subdivisions.
d. School grounds, including parking lots, athletic fields, playgrounds, tennis courts, and any other

outdoor area under the control of a public or private educational facility, including inside any vehicle
located on such school grounds.

e. The grounds of any public buildings owned, leased, or operated by or under the control of the
state government or its political subdivisions, including the grounds of a private residence of any state
employee any portion of which is open to the public with the following exceptions:

(1) This paragraph shall not apply to the Iowa state fairgrounds, or fairgrounds as defined in Iowa
Code section 174.1.

(2) This paragraph shall not apply to institutions administered by the department of corrections,
except that smoking on the grounds shall be limited to designated smoking areas.
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(3) This paragraph shall not apply to facilities of the Iowa National Guard as defined in Iowa Code
section 29A.1, except that smoking on the grounds shall be limited to designated smoking areas.

641—153.4(82GA,HF2212) Areas where smoking not regulated.   Notwithstanding any provision of
these rules and 2008 Iowa Acts, House File 2212, to the contrary, the following areas are exempt from
the prohibitions of 2008 Iowa Acts, House File 2212, section 3:

153.4(1) Private residences, unless used as a child care facility, child care home, or a health care
provider location.

153.4(2) Hotel and motel rooms that are rented to guests and are designated as smoking rooms;
provided that not more than 20 percent of the rooms of a hotel or motel rented to guests are designated as
smoking rooms, all smoking rooms on the same floor are contiguous, and smoke from smoking rooms
does not infiltrate into areas in which smoking is otherwise prohibited under these rules. The status of
smoking and nonsmoking rooms shall not be changed, except to provide additional nonsmoking rooms.

153.4(3) Retail tobacco stores, provided that smoke from these locations does not infiltrate into areas
in which smoking is otherwise prohibited under these rules.

153.4(4) Private and semiprivate rooms in long-term care facilities, occupied by one or more
individuals, all of whom are smokers and have requested in writing to be placed in a room where
smoking is permitted, provided that smoke from these locations does not infiltrate into areas in which
smoking is otherwise prohibited under these rules and 2008 Iowa Acts, House File 2212.

153.4(5) Private clubs that have no employees, except when being used for a function to which the
general public is invited, provided that smoke from these locations does not infiltrate into areas in which
smoking is otherwise prohibited under these rules and 2008 Iowa Acts, House File 2212. This exemption
shall not apply to any entity that is established for the purpose of avoiding compliance with these rules
and 2008 Iowa Acts, House File 2212.

153.4(6) Outdoor areas that are places of employment except those areas where smoking is
prohibited pursuant to 2008 Iowa Acts, House File 2212, section 3, subsection 2.

153.4(7) Limousines under private hire; vehicles owned, leased, or provided by a private employer
that are for the sole use of the driver and are not used bymore than one person in the course of employment
either as a driver or passenger; privately owned vehicles not otherwise defined as a place of employment
or public place; and cabs of motor trucks or truck tractors if no nonsmoking employees are present.

153.4(8) An enclosed area within a place of employment or public place that provides a smoking
cessation program or a medical or scientific research or therapy program, if smoking is an integral part
of the program.

153.4(9) Farm tractors, farm trucks, and implements of husbandrywhen being used for their intended
purposes.

153.4(10) Only the gaming floor of premises licensed pursuant to Iowa Code chapter 99F exclusive
of any bar or restaurant located within the gaming floor which is an enclosed area and subject to the
prohibitions of 2008 Iowa Acts, House File 2212, section 3.

153.4(11) The Iowa veterans home.

641—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.

153.5(1) The employer, owner, operator, manager, or person having custody or control of a place
where smoking is prohibited under 2008 Iowa Acts, House File 2212, shall:

a. Not permit smoking in a public place, place of employment, outdoor area where smoking is
prohibited, or an area declared nonsmoking pursuant to 2008 Iowa Acts, House File 2212, section 5.

b. Inform all current employees and all prospective employees upon application for employment
of the prohibitions of 2008 Iowa Acts, House File 2212.

c. Not retaliate against any employee, applicant for employment, or customer that exercises any
rights under 2008 Iowa Acts, House File 2212, registers a complaint, or attempts to prosecute a violation
of 2008 Iowa Acts, House File 2212.
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d. Post signs in and at every entrance to the public place, place of employment, area declared
nonsmoking, and outdoor area where smoking is prohibited that clearly and conspicuously inform
persons that they are entering a no smoking facility or area.

(1) The signs shall be clear and conspicuous in or at the entrance where posted.
(2) The signs shall be at least 24 square inches in size (for example, 4 inches by 6 inches) and shall

be in legible font type.
(3) The signs shall contain the words “No Smoking” or the international “no smoking” symbol; the

telephone number for reporting complaints, 1-888-944-2247; and the department of public health Web
site, www.IowaSmokefreeAir.gov.

e. Place no smoking signs in every vehicle that constitutes a public place, place of employment,
or area declared nonsmoking pursuant to 2008 Iowa Acts, House File 2212, section 5.

(1) Such signs shall be clear and conspicuous from the exterior of the vehicle.
(2) The signs shall be at least 9 square inches (for example, 3 inches by 3 inches) and shall be in

legible font type.
(3) The signs shall contain the words “No Smoking” or the international “no smoking” symbol; the

telephone number for reporting complaints, 1-888-944-2247; and the department of public health Web
site, www.IowaSmokefreeAir.gov.

(4) Nothing in this rule requires the placement of a sign in any vehicle that the director of the
department of administrative services or the director of transportation orders to receive a regular
registration plate pursuant to Iowa Code section 321.19.

f. Remove all ashtrays from areas where smoking is prohibited.
153.5(2) The owner or operator of a building or facility that contains more than one public place,

place of employment, or area declared nonsmoking pursuant to 2008 IowaActs, House File 2212, section
5, which is controlled by other employers, owners, or operators shall comply with the provisions of
subrule 153.5(1) for the area of the building or facility under the owner’s or operator’s control.

153.5(3) An employer, owner, or operator of a public place, place of employment or area declared
nonsmoking pursuant to 2008 Iowa Acts, House File 2212, section 5, that is within a public place that is
owned or operated by another person shall comply with the provisions of subrule 153.5(1) for the area
under the control of the employer, owner, or operator within that public place.

153.5(4) An employer, owner, operator, manager, or person having custody or control of a place
where smoking is prohibited under 2008 Iowa Acts, House File 2212, shall inform any individual
smoking in a place where smoking is prohibited that the individual is violating the smokefree air Act
and shall request that the individual stop smoking immediately.

a. If the individual refuses to stop smoking, the employer, owner, operator, manager, or person
having custody or control of the place where smoking is prohibited may discontinue service to that
individual.

b. If the individual refuses to stop smoking, the employer, owner, operator, manager, or person
having custody or control of the place where smoking is prohibited may request that the individual leave
the area where smoking is prohibited.

c. If the individual refuses to leave the area where smoking is prohibited, the employer, owner,
operator, manager, or person having custody or control of the place where smoking is prohibited may
notify the state or local law enforcement agency with jurisdiction over the area where smoking is
prohibited.

641—153.6(82GA,HF2212) Duties of other state agencies and political subdivisions.   A state agency
or political subdivision which inspects public places shall assess compliance with the requirements of
these rules and 2008 Iowa Acts, House File 2212, during any inspection process and shall report any
violations of 2008 Iowa Acts, House File 2212, to the department.

641—153.7(82GA,HF2212) Leases.   Any lease entered into by the state or its political subdivisions on
or after July 1, 2008, shall require that all areas where smoking is prohibited in 2008 Iowa Acts, House
File 2212, section 3, comply with the provisions of 2008 Iowa Acts, House File 2212.
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641—153.8(82GA,HF2212) Complaints and enforcement.
153.8(1) Duties of department. The department shall maintain a system for receiving and

investigating complaints against persons who own, operate, manage, or otherwise have custody or
control of a place where smoking is prohibited and who fail to comply with the provisions of 2008 Iowa
Acts, House File 2212.

a. Pursuant to 2008 Iowa Acts, House File 2212, section 9, subsection 7, the department may
designate one or more public agencies through a 28E agreement or other written contract to assist with
the enforcement of 2008 Iowa Acts, House File 2212.

b. The department may refer complaints regarding a violation of 2008 Iowa Acts, House File
2212, to the law enforcement authorities of the state or of the political subdivision of the state in which
the alleged violation occurred.

153.8(2) Enforcement against a person who smokes in an area where smoking is
prohibited. Pursuant to 2008 Iowa Acts, House File 2212, section 9, subsection 7, the department
designates the law enforcement authorities of the state and of each political subdivision of the state to
assist with the enforcement of 2008 Iowa Acts, House File 2212. A peace officer may issue a citation
in lieu of arrest pursuant to Iowa Code chapter 805 against a person who smokes in an area where
smoking is prohibited pursuant to 2008 Iowa Acts, House File 2212, and such person shall pay a civil
penalty pursuant to Iowa Code section 805.8C(3)“a” for each violation.

153.8(3) Enforcement against a person who owns, operates, manages, or otherwise has control of a
place where smoking is prohibited. Pursuant to 2008 Iowa Acts, House File 2212, section 9, subsection
7, the department designates the law enforcement authorities of the state and of each political subdivision
of the state to assist with the enforcement of 2008 Iowa Acts, House File 2212. The department or its
designee may initiate a civil action against an owner, operator, manager, or person who otherwise has
custody or control of a place where smoking is prohibited pursuant to 2008 Iowa Acts, House File 2212,
and such person shall pay the applicable civil penalty pursuant to 2008 Iowa Acts, House File 2212,
section 9.

153.8(4) Manner of filing a complaint. Any person may register a complaint with the department by
calling the toll-free number, 1-888-944-2247, or registering a complaint on the department’s Web site,
www.IowaSmokefreeAir.gov, or downloading a complaint form from the department’s Web site and
mailing the complaint form to the department at Department of Public Health, Division of Tobacco Use
Prevention and Control, Lucas State Office Building, 321 East 12th Street, Des Moines, Iowa 50319.

153.8(5) Contents of the complaint. A complaint filed with the department shall include:
a. The name or location of the public place, place of employment, area declared a nonsmoking

place pursuant to 2008 Iowa Acts, House File 2212, section 5, or outdoor area where smoking is
prohibited which is the subject of the complaint;

b. A description of the occurrence that prompted the complaint; and
c. Any other information relevant to the occurrence.
153.8(6) Review of complaint by department. Upon receipt of a complaint, the department or its

designee may contact the individual making the complaint to confirm the details of the complaint and
obtain any additional information.

153.8(7) Information from inspections. Information received by the department pursuant to rule
641—153.6(82GA,HF2212) of one or more violations of 2008 Iowa Acts, House File 2212, as a result
of an inspection of a public place by the state or political subdivision of the state shall be considered a
credible complaint under this rule.

153.8(8) Notice of potential violation. If the department determines that a complaint against 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 is credible, the department shall:

a. For the first complaint.
(1) Issue a written notice of potential violation to the owner, operator or person having custody or

control including the details of the complaint.
(2) The notice shall include educationalmaterials about how to complywith 2008 IowaActs, House

File 2212, and information on whom to contact for further information and assistance for compliance.
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b. For the second complaint in one year.
(1) Issue a second notice of potential violation to the owner, operator, or person having custody or

control.
(2) In addition, the department may authorize one or more public agencies to conduct a compliance

check of the location.
(3) In addition, the department may pursue the civil penalties provided for in 2008 Iowa Acts,

House File 2212, section 9, subsection 2; may refer the complaint to the appropriate authority for
enforcement of the civil penalties provided for in 2008 Iowa Acts, House File 2212, section 9,
subsection 2; or may pursue any other remedy authorized by 2008 Iowa Acts, House File 2212.

c. For the third and subsequent complaints of a potential violation within one year.
(1) Issue a subsequent notice of potential violation to the owner, operator, or person having custody

or control.
(2) In addition, the department may authorize one or more public agencies to conduct a compliance

check of the location.
(3) In addition, the department may pursue the civil penalties provided for in 2008 Iowa Acts,

House File 2212, section 9, subsection 2; may refer the complaint to the appropriate authority for
enforcement of the civil penalties provided for in 2008 Iowa Acts, House File 2212, section 9,
subsection 2; or may pursue any other remedy authorized by 2008 Iowa Acts, House File 2212.

641—153.9(82GA,HF2212) Limitation of rules.   Nothing in these rules is intended to limit any other
state administrative rule or federal regulation that prohibits smoking.

These rules are intended to implement 2008 Iowa Acts, House File 2212.
[Filed emergency 6/30/08—published 7/30/08, effective 7/1/08]

[Filed 11/12/08, Notice 7/30/08—published 12/3/08, effective 1/7/09]
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REVENUE DEPARTMENT[701]
Created by 1986 Iowa Acts, Chapter 1245.

CHAPTER 1
STATE BOARD OF TAX REVIEW—ADMINISTRATION

1.1(17A,421) Establishment, membership and location of the state board of tax review
1.2(421,17A) Powers and duties of the state board
1.3(421,17A) Powers and duties not subject to the jurisdiction of the state board

CHAPTER 2
STATE BOARD OF TAX REVIEW—CONDUCT OF APPEALS AND

RULES OF PRACTICE AND PROCEDURE

DIVISION I
APPELLATE CASES

GENERAL RULES OF PRACTICE AND PROCEDURE FOR FINAL CONTESTED CASE DECISIONS OF
OR ATTRIBUTABLE TO THE DIRECTOR OF REVENUE

2.1(421,17A) Definitions
2.2(421,17A) Appeal and jurisdiction
2.3(421,17A) Form of appeal
2.4(421,17A) Certification by director
2.5(421,17A) Motions
2.6(421,17A) Answer
2.7(421,17A) Docketing
2.8(421,17A) Filing of papers
2.9(421,17A) Hearing an appeal
2.10(17A,421) Appearances by appellant
2.11(421,17A) Authority of state board to issue procedural orders
2.12(421,17A) Continuances
2.13(17A,421) Place of hearing
2.14(17A,421) Members participating
2.15(17A,421) Presiding officer
2.16(17A,421) Appeals of state board decisions

DIVISION II
ORIGINAL JURISDICTION

RULES GOVERNING CONTESTED CASE PROCEEDINGS
IN WHICH THE STATE BOARD HAS ORIGINAL JURISDICTION

TO COMMENCE A CONTESTED CASE PROCEEDING
2.17(421,17A) Applicability and scope
2.18(17A) Definitions
2.19(421,17A) Time requirements
2.20(421,17A) Notice of appeal
2.21(421,17A) Form of appeal
2.22(421,17A) Certification by director
2.23(421,17A) Answer
2.24(421,17A) Docketing
2.25(421,17A) Appearances by appellant
2.26(421,17A) Place of hearing
2.27(421,17A) Transcript of hearing
2.28(421,17A) Requests for contested case proceeding
2.29(421,17A) Notice of hearing
2.30(17A) Presiding officer



Analysis, p.2 Revenue[701] IAC 12/3/08

2.31(421,17A) Transfer of case for hearing or appeal
2.32(421,17A) Waiver of procedures
2.33(421,17A) Telephone proceedings
2.34(17A,421) Disqualifications of a presiding officer
2.35(421,17A) Consolidation and severance
2.36(17A) Service and filing of pleadings and other papers
2.37(421,17A) Discovery
2.38(421,17A) Subpoenas
2.39(421,17A) Motions
2.40(421,17A) Prehearing conference
2.41(421,17A) Continuances
2.42(17A) Withdrawals
2.43(421,17A) Intervention
2.44(421,17A) Hearing procedures
2.45(421,17A) Evidence
2.46(421,17A) Default or dismissal
2.47(421,17A) Ex parte communication
2.48(421,17A) Recording costs
2.49(421,17A) Interlocutory appeals
2.50(421,17A) Final decision
2.51(421,17A) Applications for rehearing
2.52(421,17A) Stays of agency and board actions
2.53(421,17A) No factual dispute contested case
2.54(421,17A) Appeal and review of a state board decision

CHAPTER 3
VOLUNTARY DISCLOSURE PROGRAM

3.1(421,422,423) Scope of the voluntary disclosure program

CHAPTER 4
MULTILEVEL MARKETER AGREEMENTS

4.1(421) Multilevel marketers—in general

CHAPTER 5
PUBLIC RECORDS AND FAIR INFORMATION PRACTICES

(Uniform Rules)

5.1(17A,22) Definitions
5.3(17A,22) Requests for access to records
5.6(17A,22) Procedure by which additions, dissents, or objections may be entered into certain

records
5.9(17A,22) Disclosures without the consent of the subject
5.10(17A,22) Routine use
5.11(17A,22) Consensual disclosure of confidential records
5.12(17A,22) Release to subject
5.13(17A,22) Availability of records
5.14(17A,22) Personally identifiable information
5.15(17A,22) Other groups of records
5.16(17A,22) Applicability
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TITLE I
ADMINISTRATION

CHAPTER 6
ORGANIZATION, PUBLIC INSPECTION

6.1(17A) Establishment, organization, general course and method of operations, methods by
which and location where the public may obtain information or make submissions
or requests

6.2(17A) Public inspection
6.3(17A) Examination of records
6.4(17A) Copies of proposed rules
6.5(17A) Regulatory analysis procedures
6.6(422) Retention of records and returns by the department
6.7(68B) Consent to sell
6.8(421) Tax return extension in disaster areas

CHAPTER 7
PRACTICE AND PROCEDURE BEFORE THE

DEPARTMENT OF REVENUE

DIVISION I
INFORMAL, FORMAL, ADMINISTRATIVE AND JUDICIAL REVIEW PROCEDURES

APPLICABLE TO CONTESTED CASES AND OTHER PROCEEDINGS
COMMENCED PRIOR TO JULY 1, 1999

7.1(17A) Definitions
7.2(17A) Scope of rules
7.3(17A) Business hours
7.4(17A) Computation of time, filing of documents
7.5(17A) Form and style of papers
7.6(17A) Persons authorized to practice before the department
7.7(17A) Resolution of tax liability
7.8(17A) Protests
7.9(17A) Identifying details
7.10(17A) Docket
7.11(17A) Informal procedures and dismissals of protests
7.12(17A) Answer
7.13(17A) Subpoenas
7.14(17A) Commencement of contested case proceedings
7.15(17A) Discovery
7.16(17A) Prehearing conference
7.17(17A) Contested case proceedings
7.18(17A) Interventions
7.19(17A) Record and transcript
7.20(17A) Rehearing
7.21(17A) Service
7.22 Reserved
7.23(17A) Ex parte communications
7.24(17A) Licenses
7.25(17A) Declaratory rulings—in general
7.26(17A) Department procedure for rule making—in general
7.27(9C,91C) Procedure for nonlocal business entity bond forfeitures
7.28 and 7.29 Reserved
7.30(421) Definitions which apply to rules 701—7.31(421) to 701—7.35(421)
7.31(421) Abatement of unpaid tax
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7.32(421) Time and place of taxpayer interviews
7.33(421) Mailing to the last-known address
7.34(421) Power of attorney
7.35(421) Taxpayer designation of tax type and period to which voluntary payments are

to be applied

DIVISION II
INFORMAL, FORMAL, ADMINISTRATIVE AND JUDICIAL REVIEW PROCEDURES

APPLICABLE TO CONTESTED CASES AND OTHER PROCEEDINGS
COMMENCED ON OR AFTER JULY 1, 1999

7.36(421,17A) Applicability and scope of rules
7.37(421,17A) Definitions
7.38(421,17A) Applicability of rules set forth in Division I of Chapter 7
7.39(17A) Business hours
7.40(17A) Persons authorized to represent themselves or others
7.41(17A) Protest
7.42(17A) Identifying details
7.43(17A) Docket
7.44(17A) Informal procedures and dismissals of protests
7.45(17A) Answer
7.46(17A) Subpoenas
7.47(17A) Commencement of contested case proceedings
7.48(17A) Discovery
7.49(17A) Prehearing conference
7.50(17A) Contested case proceedings
7.51(17A) Record and transcript
7.52(17A) Rehearing
7.53(17A) Service
7.54(17A) Ex parte communications and disqualification
7.55(17A) Licenses
7.56(17A) Declaratory order—in general
7.57(17A) Department procedure for rule making
7.58(17A) Public inquiries on rule making and the rule-making records
7.59(17A) Criticism of rules

DIVISION III
WAIVER OR VARIANCE

7.60(78GA,HF2206) Waiver or variance of certain department rules

CHAPTER 8
FORMS AND COMMUNICATIONS

8.1(17A) Definitions
8.2(17A) Official forms
8.3(17A) Substitution of official forms
8.4(17A) Description of forms

CHAPTER 9
FILING AND EXTENSION OF TAX LIENS

AND CHARGING OFF UNCOLLECTIBLE TAX ACCOUNTS
9.1(422,423) Definitions
9.2(422,423) Lien attaches
9.3(422,423) Purpose of filing
9.4(422,423) Place of filing
9.5(422,423) Time of filing
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9.6(422,423) Period of lien
9.7(422,423) Fees

CHAPTER 10
INTEREST, PENALTY, EXCEPTIONS TO PENALTY, AND JEOPARDY ASSESSMENTS

10.1(421) Definitions
10.2(421) Interest
10.3(422,450,452A) Interest on refunds
10.4(421) Frivolous return penalty
10.5 Reserved

PENALTY FOR TAX PERIOD BEGINNING AFTER JANUARY 1, 1991
10.6(421) Penalties
10.7(421) Waiver of penalty—definitions
10.8(421) Penalty exceptions
10.9(421) Notice of penalty exception for one late return in a three-year period
10.10 to 10.19 Reserved

RETAIL SALES
10.20(422,423) Penalty and interest computation
10.21(422,423) Request for waiver of penalty
10.22 to 10.29 Reserved

USE
10.30(423) Penalties for late filing of a monthly tax deposit or use tax returns
10.31 to 10.39 Reserved

INDIVIDUAL INCOME
10.40 to 10.49 Reserved

WITHHOLDING
10.50 to 10.55 Reserved

CORPORATE
10.56 to 10.65 Reserved

FINANCIAL INSTITUTIONS
10.66 to 10.70 Reserved

MOTOR FUEL
10.71(421) Penalty and enforcement provisions
10.72(452A) Interest
10.73 to 10.75 Reserved

CIGARETTES AND TOBACCO
10.76(453A) Penalties
10.77(453A) Interest
10.78 Reserved
10.79(453A) Request for statutory exception to penalty
10.80 to 10.84 Reserved

INHERITANCE
10.85(422) Penalty—delinquent returns and payment
10.86 to 10.89 Reserved

IOWA ESTATE
10.90(451) Penalty—delinquent return and payment
10.91 to 10.95 Reserved
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GENERATION SKIPPING
10.96(450A) Penalty—delinquent return and payment for deaths occurring before January 1,

1991
10.97(422) Interest on tax due
10.98 to 10.100 Reserved

FIDUCIARY INCOME
10.101(422) Penalties
10.102(422) Penalty
10.103(422) Interest on unpaid tax
10.104 to 10.109 Reserved

HOTEL AND MOTEL
10.110(423A) Interest and penalty
10.111(423A) Request for waiver of penalty
10.112 to 10.114 Reserved

ALL TAXES
10.115(421) Application of payments to penalty, interest, and then tax due for payments made

on or after January 1, 1995, unless otherwise designated by the taxpayer

JEOPARDY ASSESSMENTS
10.116(422,453B) Jeopardy assessments
10.117(422,453B) Procedure for posting bond
10.118(422,453B) Time limits
10.119(422,453B) Amount of bond
10.120(422,453B) Posting of bond
10.121(422,453B) Order
10.122(422,453B) Director’s order
10.123(422,453B) Type of bond
10.124(422,453B) Form of surety bond
10.125(422,453B) Duration of the bond
10.126(422,453B) Exoneration of the bond

TITLE II
EXCISE

CHAPTER 11
ADMINISTRATION

11.1(422,423) Definitions
11.2(422,423) Statute of limitations
11.3(422,423) Credentials and receipts
11.4(422,423) Retailers required to keep records
11.5(422,423) Audit of records
11.6(422,423) Billings
11.7(422,423) Collections
11.8(422,423) No property exempt from distress and sale
11.9(422,423) Information confidential
11.10(422) Bonding procedure

CHAPTER 12
FILING RETURNS, PAYMENT OF TAX, PENALTY AND INTEREST

12.1(422) Returns and payment of tax
12.2(422,423) Remittances
12.3(422) Permits and negotiated rate agreements
12.4(422) Nonpermit holders
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12.5(422,423) Regular permit holders responsible for collection of tax
12.6(422,423) Sale of business
12.7(422) Bankruptcy, insolvency or assignment for benefit of creditors
12.8(422) Vending machines and other coin-operated devices
12.9(422) Claim for refund of tax
12.10(423) Audit limitation for certain services
12.11 Reserved
12.12(422) Extension of time for filing
12.13(422) Determination of filing status
12.14(422,423) Immediate successor liability for unpaid tax
12.15(422,423) Officers and partners—personal liability for unpaid tax
12.16(422) Show sponsor liability
12.17(422) Purchaser liability for unpaid sales tax

CHAPTER 13
PERMITS

13.1(422) Retail sales tax permit required
13.2(422) Application for permit
13.3(422) Permit not transferable—sale of business
13.4(422) Permit—consolidated return optional
13.5(422) Retailers operating a temporary business
13.6(422) Reinstatement of canceled permit
13.7(422) Reinstatement of revoked permit
13.8(422) Withdrawal of permit
13.9(422) Loss or destruction of permit
13.10(422) Change of location
13.11(422) Change of ownership
13.12(422) Permit posting
13.13(422) Trustees, receivers, executors and administrators
13.14(422) Vending machines and other coin-operated devices
13.15(422) Other amusements
13.16(422) Substantially delinquent tax—denial of permit
13.17(422) Substantially delinquent tax—revocation of permit

CHAPTER 14
COMPUTATION OF TAX

14.1(422) Tax not to be included in price
14.2(422,423,77GA,ch1130) Retail bracket system for state sales and local option sales and service tax
14.3(422,423) Taxation of transactions due to rate change

CHAPTER 15
DETERMINATION OF A SALE AND SALE PRICE

15.1(422) Conditional sales to be included in gross sales
15.2(422,423) Repossessed goods
15.3(422,423) Exemption certificates, direct pay permits, fuel used in processing, and beer and

wine wholesalers
15.4(422,423) Bad debts
15.5(422,423) Recovery of bad debts by collection agency or attorney
15.6(422,423) Discounts, rebates and coupons
15.7 Reserved
15.8(422,423) Returned merchandise
15.9(422) Goods damaged in transit
15.10(422) Consignment sales
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15.11(422,423) Leased departments
15.12(422,423) Excise tax included in and excluded from gross receipts
15.13(422,423) Freight, other transportation charges, and exclusions from the exemption applicable

to these services
15.14(422,423) Installation charges when tangible personal property is sold at retail
15.15(422) Premiums and gifts
15.16(422) Gift certificates
15.17(422,423) Finance charge
15.18(422,423) Coins and other currency exchanged at greater than face value
15.19(422,423) Trade-ins
15.20(422,423) Corporate mergers which do not involve taxable sales of tangible personal property

or services

CHAPTER 16
TAXABLE SALES

16.1(422) Tax imposed
16.2(422) Used or secondhand tangible personal property
16.3(422,423) Tangible personal property used or consumed by the manufacturer thereof
16.4(422,423) Patterns, dies, jigs, tools, and manufacturing or printing aids
16.5(422,423) Explosives used in mines, quarries and elsewhere
16.6(422,423) Electrotypes, types, zinc etchings, halftones, stereotypes, color process plates

and wood mounts
16.7 Reserved
16.8(422,423) Wholesalers and jobbers selling at retail
16.9(422,423) Materials and supplies sold to retail stores
16.10(422,423) Sales to certain corporations organized under federal statutes
16.11(422,423) Paper plates, paper cups, paper dishes, paper napkins, paper, wooden or plastic

spoons and forks and straws
16.12(422) Tangible personal property purchased for resale but incidentally consumed by

the purchaser
16.13(422) Property furnished without charge by employers to employees
16.14(422) Sales in interstate commerce—goods delivered into this state
16.15(422) Owners or operators of buildings
16.16(422,423) Tangible personal property made to order
16.17(422,423) Blacksmith and machine shops
16.18(422,423) Sales of signs at retail
16.19(422,423) Products sold by cooperatives to members or patrons
16.20(422,423) Municipal utilities, investor-owned utilities, or municipal or rural electrification

cooperatives or associations
16.21(422,423) Sale of pets
16.22(422,423) Sales on layaway
16.23(422) Meal tickets, coupon books, and merchandise cards
16.24(422,423) Truckers engaged in retail business
16.25(422,423) Foreign truckers selling at retail in Iowa
16.26(422) Admissions to amusements, athletic events, commercial amusement enterprises,

fairs, and games
16.27 and 16.28 Reserved
16.29(422) Rental of personal property in connection with the operation of amusements
16.30(422) Commercial amusement enterprises—companies or persons which contract to

furnish show for fixed fee
16.31 Reserved
16.32(422) River steamboats
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16.33(422) Pawnbrokers
16.34(422,423) Druggists and pharmacists
16.35(422,423) Memorial stones
16.36(422) Communication services furnished by hotel to its guests
16.37(422) Private clubs
16.38 Reserved
16.39(422) Athletic events
16.40(422,423) Iowa dental laboratories
16.41(422,423) Dental supply houses
16.42(422) News distributors and magazine distributors
16.43(422,423) Magazine subscriptions by independent dealers
16.44(422,423) Sales by finance companies
16.45(422,423) Sale of baling wire and baling twine
16.46(422,423) Snowmobiles and motorboats
16.47(422) Conditional sales contracts
16.48(422,423) Carpeting and other floor coverings
16.49(422,423) Bowling
16.50(422,423) Various special problems relating to public utilities
16.51(422,423) Sales of services treated as sales of tangible personal property
16.52(422,423) Sales of prepaid merchandise cards

CHAPTER 17
EXEMPT SALES

17.1(422,423) Gross receipts expended for educational, religious, and charitable purposes
17.2(422) Fuel used in processing—when exempt
17.3(422,423) Processing exemptions
17.4(422,423) Commercial fertilizer and agricultural limestone
17.5(422,423) Sales to the American Red Cross, the Coast Guard Auxiliary, Navy-Marine Corps

Relief Society, and U.S.O
17.6(422,423) Sales of vehicles subject to registration—new and used—by dealers
17.7(422,423) Sales to certain federal corporations
17.8(422) Sales in interstate commerce—goods transported or shipped from this state
17.9(422,423) Sales of breeding livestock, fowl and certain other property used in agricultural

production
17.10(422,423) Materials used for seed inoculations
17.11(422,423) Educational institution
17.12(422) Coat or hat checkrooms
17.13(422,423) Railroad rolling stock
17.14(422,423) Chemicals, solvents, sorbents, or reagents used in processing
17.15(422,423) Demurrage charges
17.16(422,423) Sale of a draft horse
17.17(422,423) Beverage container deposits
17.18(422,423) Films, video tapes and other media, exempt rental and sale
17.19(422,423) Gross receipts from the sale or rental of tangible personal property or from services

performed, rendered, or furnished to certain nonprofit corporations exempt from
tax

17.20(422) Raffles
17.21(422) Exempt sales of prizes
17.22(422,423) Modular homes
17.23(422,423) Sales to other states and their political subdivisions
17.24(422) Nonprofit private museums
17.25(422,423) Exempt sales by excursion boat licensees



Analysis, p.10 Revenue[701] IAC 12/3/08

17.26(422,423) Bedding for agricultural livestock or fowl
17.27(422,423) Statewide notification center service exemption
17.28(422,423) State fair and fair societies
17.29(422,423) Reciprocal shipment of wines
17.30(422,423) Nonprofit organ procurement organizations
17.31(422,423) Sale of electricity to water companies
17.32(422) Food and beverages sold by certain organizations are exempt
17.33(422,423) Sales of building materials, supplies and equipment to not-for-profit rural water

districts
17.34(422,423) Sales to hospices
17.35(422,423) Sales of livestock ear tags
17.36(422,423) Sale or rental of information services
17.37(422,423) Temporary exemption from sales tax on certain utilities
17.38(422,423) State sales tax phase-out on energies
17.39(422,423) Art centers
17.40(422,423) Community action agencies
17.41(422,423) Legislative service bureau

CHAPTER 18
TAXABLE AND EXEMPT SALES DETERMINED BY METHOD

OF TRANSACTION OR USAGE
18.1(422,423) Tangible personal property purchased from the United States government
18.2(422,423) Sales of butane, propane and other like gases in cylinder drums, etc.
18.3(422,423) Chemical compounds used to treat water
18.4(422) Mortgages and trustees
18.5(422,423) Sales to agencies or instrumentalities of federal, state, county and municipal

government
18.6(422,423) Relief agencies
18.7(422,423) Containers, including packing cases, shipping cases, wrapping material and similar

items
18.8(422) Auctioneers
18.9(422) Sales by farmers
18.10(422,423) Florists
18.11(422,423) Landscaping materials
18.12(422,423) Hatcheries
18.13(422,423) Sales by the state of Iowa, its agencies and instrumentalities
18.14(422,423) Sales of livestock and poultry feeds
18.15(422,423) Student fraternities and sororities
18.16(422,423) Photographers and photostaters
18.17(422,423) Gravel and stone
18.18(422,423) Sale of ice
18.19(422,423) Antiques, curios, old coins or collector’s postage stamps
18.20(422,423) Communication services
18.21(422,423) Morticians or funeral directors
18.22(422,423) Physicians, dentists, surgeons, ophthalmologists, oculists, optometrists, and

opticians
18.23(422) Veterinarians
18.24(422,423) Hospitals, infirmaries and sanitariums
18.25(422,423) Warranties and maintenance contracts
18.26(422) Service charge and gratuity
18.27(422) Advertising agencies, commercial artists, and designers
18.28(422,423) Casual sales



IAC 12/3/08 Revenue[701] Analysis, p.11

18.29(422,423) Processing, a definition of the word, its beginning and completion characterized
with specific examples of processing

18.30(422) Taxation of American Indians
18.31(422,423) Tangible personal property purchased by one who is engaged in the performance

of a service
18.32(422,423) Sale, transfer or exchange of tangible personal property or taxable enumerated

services between affiliated corporations
18.33(422,423) Printers’ and publishers’ supplies exemption with retroactive effective date
18.34(422,423) Automatic data processing
18.35(422,423) Drainage tile
18.36(422,423) True leases and purchases of tangible personal property by lessors
18.37(422,423) Motor fuel, special fuel, aviation fuels and gasoline
18.38(422,423) Urban transit systems
18.39(422,423) Sales or services rendered, furnished, or performed by a county or city
18.40(422,423) Renting of rooms
18.41(422,423) Envelopes for advertising
18.42(422,423) Newspapers, free newspapers and shoppers’ guides
18.43(422,423) Written contract
18.44(422,423) Sale or rental of farm machinery and equipment
18.45(422,423) Sale or rental of computers, industrial machinery and equipment; refund of and

exemption from tax paid for periods prior to July 1, 1997
18.46(422,423) Automotive fluids
18.47(422,423) Maintenance or repair of fabric or clothing
18.48(422,423) Sale or rental of farm machinery, equipment, replacement parts, and repairs used in

livestock, dairy, or plant production
18.49(422,423) Aircraft sales, rental, component parts, and services exemptions prior to, on, and

after July 1, 1999
18.50(422,423) Property used by a lending organization
18.51(422,423) Sales to nonprofit legal aid organizations
18.52(422,423) Irrigation equipment used in farming operations
18.53(422,423) Sales to persons engaged in the consumer rental purchase business
18.54(422,423) Sales of advertising material
18.55(422,423) Drop shipment sales
18.56(422,423) Wind energy conversion property
18.57(422,423) Exemptions applicable to the production of flowering, ornamental, and vegetable

plants
18.58(422,423) Exempt sales or rentals of computers, industrial machinery and equipment, and

exempt sales of fuel and electricity on and after July 1, 1997
18.59(422,423) Exempt sales to nonprofit hospitals
18.60(422,423) Exempt sales of gases used in the manufacturing process
18.61(422,423) Exclusion from tax for property delivered by certain media

CHAPTER 19
SALES AND USE TAX ON CONSTRUCTION ACTIVITIES

19.1(422,423) General information
19.2(422,423) Contractors are consumers of building materials, supplies, and equipment by statute
19.3(422,423) Sales of building materials, supplies, and equipment to contractors, subcontractors,

builders or owners
19.4(422,423) Contractors, subcontractors or builders who are retailers
19.5(422,423) Building materials, supplies, and equipment used in the performance of

construction contracts within and outside Iowa
19.6(422,423) Prefabricated structures
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19.7(422,423) Types of construction contracts
19.8(422,423) Machinery and equipment sales contracts with installation
19.9(422,423) Construction contracts with equipment sales (mixed contracts)
19.10(422,423) Distinguishing machinery and equipment from real property
19.11(422,423) Tangible personal property which becomes structures
19.12(422,423) Construction contracts with tax exempt entities
19.13(422,423) Tax on enumerated services
19.14(422,423) Transportation cost
19.15(422,423) Start-up charges
19.16(422,423) Liability of subcontractors
19.17(422,423) Liability of sponsors
19.18(422,423) Withholding
19.19(422,423) Resale certificates
19.20(423) Reporting for use tax

CHAPTER 20
FOODS FOR HUMAN CONSUMPTION, PRESCRIPTION DRUGS, INSULIN,
HYPODERMIC SYRINGES, DIABETIC TESTING MATERIALS, PROSTHETIC,

ORTHOTIC OR ORTHOPEDIC DEVICES
20.1(422,423) Foods for human consumption
20.2(422,423) Food coupon rules
20.3(422,423) Nonparticipating retailer in the food coupon program
20.4(422,423) Determination of eligible foods
20.5(422,423) Meals and prepared food
20.6(422,423) Vending machines
20.7(422,423) Prescription drugs and devices
20.8(422,423) Exempt sales of nonprescription medical devices, other than prosthetic devices
20.9(422,423) Prosthetic, orthotic and orthopedic devices
20.10(422,423) Sales and rentals covered by Medicaid and Medicare
20.11(422,423) Reporting
20.12(422,423) Exempt sales of clothing and footwear during two-day period in August

CHAPTERS 21 to 25
Reserved

TITLE III
SALES TAX ON SERVICES

CHAPTER 26
SALES AND USE TAX ON SERVICES

26.1(422) Definition and scope
26.2(422) Enumerated services exempt
26.3(422) Alteration and garment repair
26.4(422) Armored car
26.5(422) Vehicle repair
26.6(422) Battery, tire and allied
26.7(422) Investment counseling
26.8(422) Bank and financial institution service charges
26.9(422) Barber and beauty
26.10(422) Boat repair
26.11(422) Car and vehicle wash and wax
26.12(422) Carpentry
26.13(422) Roof, shingle and glass repair
26.14(422) Dance schools and dance studios
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26.15(422) Dry cleaning, pressing, dyeing and laundering
26.16(422) Electrical and electronic repair and installation
26.17(422) Engraving, photography and retouching
26.18(422,423) Equipment and tangible personal property rental
26.19(422) Excavating and grading
26.20(422) Farm implement repair of all kinds
26.21(422) Flying service
26.22(422) Furniture, rug, upholstery, repair and cleaning
26.23(422) Fur storage and repair
26.24(422) Golf and country clubs and all commercial recreation
26.25(422) House and building moving
26.26(422) Household appliance, television and radio repair
26.27(422) Jewelry and watch repair
26.28(422) Machine operators
26.29(422) Machine repair of all kinds
26.30(422) Motor repair
26.31(422) Motorcycle, scooter and bicycle repair
26.32(422) Oilers and lubricators
26.33(422) Office and business machine repair
26.34(422) Painting, papering and interior decorating
26.35(422) Parking facilities
26.36(422) Pipe fitting and plumbing
26.37(422) Wood preparation
26.38(422) Private employment agency, executive search agency
26.39(422) Printing and binding
26.40(422) Sewing and stitching
26.41(422) Shoe repair and shoeshine
26.42(422) Storage warehousing, storage locker, and storage warehousing of raw agricultural

products and household goods
26.43(422) Telephone answering service
26.44(422) Test laboratories
26.45(422) Termite, bug, roach, and pest eradicators
26.46(422) Tin and sheet metal repair
26.47(422) Turkish baths, massage, and reducing salons
26.48(422) Vulcanizing, recapping or retreading
26.49 Reserved
26.50(422) Weighing
26.51(422) Welding
26.52(422) Well drilling
26.53(422) Wrapping, packing and packaging of merchandise other than processed meat,

fish, fowl and vegetables
26.54(422) Wrecking service
26.55(422) Wrecker and towing
26.56(422) Cable and pay television
26.57(422) Camera repair
26.58(422) Campgrounds
26.59(422) Gun repair
26.60(422) Janitorial and building maintenance or cleaning
26.61(422) Lawn care
26.62(422) Landscaping
26.63(422) Pet grooming
26.64(422) Reflexology
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26.65(422) Tanning beds and tanning salons
26.66(422) Tree trimming and removal
26.67(422) Water conditioning and softening
26.68(422) Motor vehicle, recreational vehicle and recreational boat rental
26.69(422) Security and detective services
26.70 Reserved
26.71(422,423) Solid waste collection and disposal services
26.72(422,423) Sewage services
26.73 Reserved
26.74(422,423) Aircraft rental
26.75(422,423) Sign construction and installation
26.76(422,423) Swimming pool cleaning and maintenance
26.77(422,423) Taxidermy
26.78(422,423) Mini-storage
26.79(422,423) Dating services
26.80(422,423) Limousine service
26.81(422) Sales of bundled services contracts

CHAPTER 27
AUTOMOBILE RENTAL EXCISE TAX

27.1(422,422C,423) Definitions and characterizations
27.2(422,422C,423) Tax imposed upon rental of automobiles
27.3(422,422C,423) Lessor’s obligation to collect tax
27.4(422,422C,423) Administration of tax

TITLE IV
USE

CHAPTER 28
DEFINITIONS

28.1(423) Taxable use defined
28.2(423) Processing of property defined
28.3(423) Purchase price defined
28.4(423) Retailer maintaining a place of business in this state defined

CHAPTER 29
CERTIFICATES

29.1(423) Certificate of registration
29.2(423) Cancellation of certificate of registration
29.3(423) Certificates of resale, direct pay permits, or processing

CHAPTER 30
FILING RETURNS, PAYMENT OF TAX, PENALTY AND INTEREST

30.1(423) Liability for use tax and denial and revocation of permit
30.2(423) Measure of use tax
30.3(421,423) Consumer’s use tax return
30.4(423) Retailer’s use tax return
30.5(423) Collection requirements of registered retailers
30.6(423) Bracket system to be used by registered vendors
30.7(423) Sales tax or use tax paid to another state
30.8(423) Registered retailers selling tangible personal property on a conditional sale

contract basis
30.9(423) Registered vendors repossessing goods sold on a conditional sale contract basis
30.10(423) Penalties for late filing of a monthly tax deposit or use tax returns
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30.11(423) Claim for refund of use tax
30.12(423) Extension of time for filing

CHAPTER 31
RECEIPTS SUBJECT TO USE TAX

31.1(423) Transactions consummated outside this state
31.2(423) Goods coming into this state
31.3(423) Sales by federal government or agencies to consumers
31.4(423) Sales for lease of vehicles subject to registration—taxation and exemptions
31.5(423) Motor vehicle use tax on long-term leases
31.6(423) Sales of aircraft subject to registration
31.7(423) Communication services

CHAPTER 32
RECEIPTS EXEMPT FROM USE TAX

32.1(423) Tangible personal property and taxable services subject to sales tax
32.2(423) Sales tax exemptions applicable to use tax
32.3(423) Mobile homes and manufactured housing
32.4(423) Exemption for vehicles used in interstate commerce
32.5(423) Exemption for transactions if sales tax paid
32.6(423) Exemption for ships, barges, and other waterborne vessels
32.7(423) Exemption for containers
32.8(423) Exemption for building materials used outside this state
32.9(423) Exemption for vehicles subject to registration
32.10(423) Exemption for vehicles operated under Iowa Code chapter 326
32.11(423) Exemption for vehicles purchased for rental or lease
32.12(423) Exemption for vehicles previously purchased for rental
32.13(423) Exempt use of aircraft on and after July 1, 1999

CHAPTER 33
RECEIPTS SUBJECT TO USE TAX DEPENDING ON

METHOD OF TRANSACTION
33.1 Reserved
33.2(423) Federal manufacturer’s or retailer’s excise tax
33.3(423) Fuel consumed in creating power, heat or steam for processing or generating

electric current
33.4(423) Repair of tangible personal property outside the state of Iowa
33.5(423) Taxation of American Indians
33.6(422,423) Exemption for property used in Iowa only in interstate commerce
33.7(423) Property used to manufacture certain vehicles to be leased
33.8(423) Out-of-state rental of vehicles subject to registration subsequently used in Iowa
33.9(423) Sales of mobile homes, manufactured housing, and related property and services
33.10(423) Tax imposed on the use of manufactured housing as tangible personal property

and as real estate

CHAPTER 34
VEHICLES SUBJECT TO REGISTRATION

34.1(422,423) Definitions
34.2(423) County treasurer shall collect tax
34.3(423) Returned vehicles and tax refunded by manufacturers
34.4(423) Use tax collections required
34.5(423) Exemptions
34.6(423) Vehicles subject to registration received as gifts or prizes
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34.7(423) Titling of used foreign vehicles by dealers
34.8(423) Dealer’s retail sales tax returns
34.9(423) Affidavit forms
34.10(423) Exempt and taxable purchases of vehicles for taxable rental
34.11(423) Manufacturer’s refund of use tax to a consumer, lessor, or lessee of a defective

motor vehicle
34.12(423) Government payments for a motor vehicle which do not involve government

purchases of the same
34.13(423) Transfers of vehicles resulting from corporate mergers and other types of corporate

transfers
34.14(423) Refund of use tax paid on the purchase of a motor vehicle
34.15(423) Registration by manufacturers
34.16(423) Rebates
34.17(321,423) Repossession of a vehicle
34.18(423) Federal excise tax
34.19(423) Claiming an exemption from Iowa tax
34.20(423) Affidavit forms
34.21(423) Insurance companies

CHAPTERS 35 and 36
Reserved

CHAPTER 37
UNDERGROUND STORAGE TANK RULES

INCORPORATED BY REFERENCE
37.1(424) Rules incorporated

TITLE V
INDIVIDUAL

CHAPTER 38
ADMINISTRATION

38.1(422) Definitions
38.2(422) Statute of limitations
38.3(422) Retention of records
38.4(422) Authority for deductions
38.5(422) Jeopardy assessments
38.6(422) Information deemed confidential
38.7(422) Power of attorney
38.8(422) Delegations to audit and examine
38.9(422) Bonding procedure
38.10(422) Indexation
38.11(422) Appeals of notices of assessment and notices of denial of taxpayer’s refund claims
38.12(422) Indexation of the optional standard deduction for inflation
38.13(422) Reciprocal tax agreements
38.14(422) Information returns for reporting income payments to the department of revenue
38.15(422) Relief of innocent spouse for substantial understatement of tax attributable to

other spouse
38.16(422) Preparation of taxpayers’ returns by department employees
38.17(422) Resident determination
38.18(422) Tax treatment of income repaid in current tax year which had been reported on

prior Iowa individual income tax return
38.19(422) Indication of dependent child health care coverage on tax return
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CHAPTER 39
FILING RETURN AND PAYMENT OF TAX

39.1(422) Who must file
39.2(422) Time and place for filing
39.3(422) Form for filing
39.4(422) Filing status
39.5(422) Payment of tax
39.6(422) Minimum tax
39.7(422) Tax on lump-sum distributions
39.8(422) State income tax limited to taxpayer’s net worth immediately before the distressed

sale
39.9(422) Special tax computation for all low-income taxpayers except single taxpayers
39.10(422) Election to report excess income from sale or exchange of livestock due to drought

in the next tax year
39.11(422) Forgiveness of tax for an individual whose federal income tax was forgiven

because the individual was killed outside the United States due to military or
terroristic action

39.12(422) Tax benefits for persons in the armed forces serving in a combat zone or a qualified
hazardous duty area or deployed outside the United States in a contingency
operation

39.13(422) Electronic filing of Iowa individual income tax returns
39.14(422) Tax benefits for persons serving in support of the Bosnia-Herzegovina hazardous

duty area
39.15(422) Special tax computation for taxpayers who are 65 years of age or older

CHAPTER 40
DETERMINATION OF NET INCOME

40.1(422) Net income defined
40.2(422) Interest and dividends from federal securities
40.3(422) Interest and dividends from foreign securities, and securities of state and their

political subdivisions
40.4 Reserved
40.5(422) Military pay
40.6(422) Interest and dividend income
40.7(422) Current year capital gains and losses
40.8(422) Gains and losses on property acquired before January 1, 1934
40.9(422) Work opportunity tax credit and alcohol fuel credit
40.10 and 40.11 Reserved
40.12(422) Income from partnerships or limited liability companies
40.13(422) Subchapter “S” income
40.14(422) Contract sales
40.15(422) Reporting of incomes by married taxpayers who file a joint federal return but elect

to file separately for Iowa income tax purposes
40.16(422) Income of nonresidents
40.17(422) Income of part-year residents
40.18(422) Net operating loss carrybacks and carryovers
40.19(422) Casualty losses
40.20(422) Adjustments to prior years
40.21(422) Additional deduction for wages paid or accrued for work done in Iowa by certain

individuals
40.22(422) Disability income exclusion
40.23(422) Social security benefits
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40.24(99E) Lottery prizes
40.25 and 40.26 Reserved
40.27(422) Incomes from distressed sales of qualifying taxpayers
40.28 Reserved
40.29(422) Intangible drilling costs
40.30(422) Percentage depletion
40.31(422) Away-from-home expenses of state legislators
40.32(422) Interest and dividends from regulated investment companies which are exempt

from federal income tax
40.33 Reserved
40.34(422) Exemption of restitution payments for persons of Japanese ancestry
40.35(422) Exemption of Agent Orange settlement proceeds received by disabled veterans

or beneficiaries of disabled veterans
40.36(422) Exemption of interest earned on bonds issued to finance beginning farmer loan

program
40.37(422) Exemption of interest from bonds issued by the Iowa comprehensive petroleum

underground storage tank fund board
40.38(422) Capital gains deduction or exclusion for certain types of net capital gains
40.39(422) Exemption of interest from bonds or notes issued to fund the E911 emergency

telephone system
40.40(422) Exemption of active-duty military pay of national guard personnel and armed

forces reserve personnel received for services related to operation desert shield
40.41 Reserved
40.42(422) Depreciation of speculative shell buildings
40.43(422) Retroactive exemption for payments received for providing unskilled in-home

health care services to a relative
40.44(422,541A) Individual development accounts
40.45(422) Exemption for distributions from pensions, annuities, individual retirement

accounts, or deferred compensation plans received by nonresidents of Iowa
40.46(422) Taxation of compensation of nonresident members of professional athletic teams
40.47(422) Partial exclusion of pensions and other retirement benefits for disabled individuals,

individuals who are 55 years of age or older, surviving spouses, and survivors
40.48(422) Health insurance premiums deduction
40.49(422) Employer social security credit for tips
40.50(422) Computing state taxable amounts of pension benefits from state pension plans
40.51(422) Exemption of active-duty military pay of national guard personnel and armed

forces military reserve personnel for overseas services pursuant to military orders
for peacekeeping in the Bosnia-Herzegovina area

40.52(422) Mutual funds
40.53(422) Deduction for contributions by taxpayers to the Iowa educational savings plan trust

and addition to income for refunds of contributions previously deducted
40.54(422) Roth individual retirement accounts
40.55(422) Exemption of income payments for victims of the Holocaust and heirs of victims
40.56(422) Taxation of income from the sale of obligations of the state of Iowa and its political

subdivisions
40.57(422) Installment sales by taxpayers using the accrual method of accounting
40.58(422) Exclusion of distributions from retirement plans by national guard members and

members of military reserve forces of the United States
40.59(422) Exemption of payments received by a beneficiary from an annuity purchased under

an employee’s retirement plan when the installment has been included as part of
a decedent employee’s estate

40.60(422) Additional first-year depreciation allowance
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40.61(422) Exclusion of active duty pay of national guard members and armed forces military
reserve members for service under orders for Operation Iraqi Freedom, Operation
Noble Eagle or Operation Enduring Freedom

40.62(422) Deduction for overnight expenses not reimbursed for travel away from home of
more than 100 miles for performance of service as a member of the national
guard or armed forces military reserve

40.63(422) Exclusion of income from military student loan repayments
40.64(422) Exclusion of death gratuity payable to an eligible survivor of a member of the

armed forces, including a member of a reserve component of the armed forces
who has died while on active duty

40.65(422) Section 179 expensing
40.66(422) Deduction for certain unreimbursed expenses relating to a human organ transplant
40.67(422) Deduction for alternative motor vehicles
40.68(422) Injured veterans grant program
40.69(422) Exclusion of ordinary or capital gain income realized as a result of involuntary

conversion of property due to eminent domain
40.70(422) Exclusion of income from sale, rental or furnishing of tangible personal property

or services directly related to production of film, television or video projects
40.71(422) Exclusion for certain victim compensation payments
40.72(422) Exclusion of Vietnam Conflict veterans bonus

CHAPTER 41
DETERMINATION OF TAXABLE INCOME

41.1(422) Verification of deductions required
41.2(422) Federal rulings and regulations
41.3(422) Federal income tax deduction and federal refund
41.4(422) Optional standard deduction
41.5(422) Itemized deductions
41.6(422) Itemized deductions—separate returns by spouses
41.7(422) Itemized deductions—part-year residents
41.8(422) Itemized deductions—nonresidents
41.9(422) Annualizing income
41.10(422) Income tax averaging
41.11(422) Reduction in state itemized deductions for certain high-income taxpayers
41.12(422) Deduction for home mortgage interest for taxpayers with mortgage interest credit
41.13(422) Iowa income taxes and Iowa tax refund

CHAPTER 42
ADJUSTMENTS TO COMPUTED TAX

42.1(257,442) School district surtax
42.2(422) Exemption, research activities, earned income, and investment tax credits
42.3(422) Nonresident and part-year resident credit
42.4(422) Out-of-state tax credits
42.5(422) Withholding and estimated tax credits
42.6(422) Motor fuel credit
42.7(422) Out-of-state tax credit for minimum tax
42.8(422) Alternative minimum tax credit for minimum tax paid in a prior tax year
42.9(422) Child and dependent care credit
42.10 Reserved
42.11(422D) Emergency medical services income surtax
42.12(422) Franchise tax credit
42.13(15E) Eligible housing business tax credit
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42.14(422) Assistive device tax credit
42.15(422) Historic preservation and cultural and entertainment district tax credit
42.16(422) Ethanol blended gasoline tax credit
42.17(15E) Eligible development business investment tax credit
42.18(15E,422) Venture capital credits
42.19(15) New capital investment program tax credits
42.20(15E) Endow Iowa tax credit
42.21(422) Soy-based cutting tool oil tax credit
42.22(422) Tuition and textbook credit for expenses incurred for dependents attending grades

kindergarten through 12 in Iowa
42.23(422) Deduction of credits
42.24(15I,422) Wage-benefits tax credit
42.25(422,476B) Wind energy production tax credit
42.26(422,476C) Renewable energy tax credit
42.27(15) High quality job creation program
42.28(15E,422) Economic development region revolving fund tax credit
42.29(422) Early childhood development tax credit
42.30(422) School tuition organization tax credit
42.31(422) E-85 gasoline promotion tax credit
42.32(422) Biodiesel blended fuel tax credit
42.33(422) Soy-based transformer fluid tax credit
42.34(175,422) Agricultural assets transfer tax credit
42.35(15,422) Film qualified expenditure tax credit
42.36(15,422) Film investment tax credit
42.37(422) Ethanol promotion tax credit
42.38(422) Charitable conservation contribution tax credit

CHAPTER 43
ASSESSMENTS AND REFUNDS

43.1(422) Notice of discrepancies
43.2(422) Notice of assessment, supplemental assessments and refund adjustments
43.3(422) Overpayments of tax
43.4(68A,422,456A) Optional designations of funds by taxpayer
43.5(422) Abatement of tax
43.6 and 43.7 Reserved
43.8(422) Livestock production credit refunds for corporate taxpayers and individual

taxpayers

CHAPTER 44
PENALTY AND INTEREST

44.1(422) Penalty
44.2(422) Computation of interest on unpaid tax
44.3(422) Computation of interest on refunds resulting from net operating losses
44.4(422) Computation of interest on overpayments

CHAPTER 45
PARTNERSHIPS

45.1(422) General rule
45.2(422) Partnership returns
45.3(422) Contents of partnership return
45.4(422) Distribution and taxation of partnership income
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CHAPTER 46
WITHHOLDING

46.1(422) Who must withhold
46.2(422) Computation of amount withheld
46.3(422) Forms, returns and reports
46.4(422) Withholding on nonresidents
46.5(422) Penalty and interest
46.6(422) Withholding tax credit to workforce development fund
46.7(422) ACE training program credits from withholding
46.8(260E) New job tax credit from withholding
46.9(15) Supplemental new jobs credit from withholding and alternative credit for housing

assistance programs
46.10(403) Targeted jobs withholding tax credit

CHAPTER 47
Reserved

CHAPTER 48
COMPOSITE RETURNS

48.1(422) Composite returns
48.2(422) Definitions
48.3(422) Filing requirements
48.4 Reserved
48.5(422) The director may in accordance with rule 701—48.3(422) require the filing of a

composite return under the following conditions
48.6(422) Determination of composite Iowa income
48.7(422) Determination of composite Iowa tax
48.8(422) Estimated tax
48.9(422) Time and place for filing

CHAPTER 49
ESTIMATED INCOME TAX FOR INDIVIDUALS

49.1(422) Who must pay estimated income tax
49.2(422) Time for filing and payment of tax
49.3(422) Estimated tax for nonresidents
49.4(422) Special estimated tax periods
49.5(422) Reporting forms
49.6(422) Penalty—underpayment of estimated tax
49.7(422) Estimated tax carryforwards and how the carryforward amounts are affected under

different circumstances

CHAPTER 50
APPORTIONMENT OF INCOME FOR RESIDENT

SHAREHOLDERS OF S CORPORATIONS
50.1(422) Apportionment of income for resident shareholders of S corporations
50.2(422) Definitions
50.3(422) Distributions
50.4(422) Computation of net S corporation income
50.5(422) Computation of federal tax on S corporation income
50.6(422) Income allocable to Iowa
50.7(422) Credit for taxes paid to another state
50.8(422) Refunds
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50.9(422) Examples for tax periods beginning prior to January 1, 2002
50.10(422) Example for tax periods beginning on or after January 1, 2002

TITLE VI
CORPORATION

CHAPTER 51
ADMINISTRATION

51.1(422) Definitions
51.2(422) Statutes of limitation
51.3(422) Retention of records
51.4(422) Cancellation of authority to do business
51.5(422) Authority for deductions
51.6(422) Jeopardy assessments
51.7(422) Information confidential
51.8(422) Power of attorney
51.9(422) Delegation of authority to audit and examine

CHAPTER 52
FILING RETURNS, PAYMENT OF TAX AND

PENALTY AND INTEREST
52.1(422) Who must file
52.2(422) Time and place for filing return
52.3(422) Form for filing
52.4(422) Payment of tax
52.5(422) Minimum tax
52.6(422) Motor fuel credit
52.7(422) Research activities credit
52.8(422) New jobs credit
52.9 Reserved
52.10(15) New jobs and income program tax credits
52.11(422) Refunds and overpayments
52.12(422) Deduction of credits
52.13(422) Livestock production credits
52.14(15E) Enterprise zone tax credits
52.15(15E) Eligible housing business tax credit
52.16(422) Franchise tax credit
52.17(422) Assistive device tax credit
52.18(422) Historic preservation and cultural and entertainment district tax credit
52.19(422) Ethanol blended gasoline tax credit
52.20(15E) Eligible development business investment tax credit
52.21(15E,422) Venture capital credits
52.22(15) New capital investment program tax credits
52.23(15E) Endow Iowa tax credit
52.24(422) Soy-based cutting tool oil tax credit
52.25(15I,422) Wage-benefits tax credit
52.26(422,476B) Wind energy production tax credit
52.27(422,476C) Renewable energy tax credit
52.28(15) High quality job creation program
52.29(15E,422) Economic development region revolving fund tax credit
52.30(422) E-85 gasoline promotion tax credit
52.31(422) Biodiesel blended fuel tax credit
52.32(422) Soy-based transformer fluid tax credit
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52.33(175,422) Agricultural assets transfer tax credit
52.34(15,422) Film qualified expenditure tax credit
52.35(15,422) Film investment tax credit
52.36(422) Ethanol promotion tax credit
52.37(422) Charitable conservation contribution tax credit

CHAPTER 53
DETERMINATION OF NET INCOME

53.1(422) Computation of net income for corporations
53.2(422) Net operating loss carrybacks and carryovers
53.3(422) Capital loss carryback
53.4(422) Net operating and capital loss carrybacks and carryovers
53.5(422) Interest and dividends from federal securities
53.6(422) Interest and dividends from foreign securities, and securities of state and their

political subdivisions
53.7(422) Safe harbor leases
53.8(422) Additions to federal taxable income
53.9(422) Gains and losses on property acquired before January 1, 1934
53.10(422) Work opportunity tax and alcohol fuel credit
53.11(422) Additional deduction for wages paid or accrued for work done in Iowa by certain

individuals
53.12(422) Federal income tax deduction
53.13(422) Iowa income taxes and Iowa tax refund
53.14(422) Method of accounting, accounting period
53.15(422) Consolidated returns
53.16(422) Federal rulings and regulations
53.17(422) Depreciation of speculative shell buildings
53.18(422) Deduction of multipurpose vehicle registration fee
53.19(422) Deduction of foreign dividends
53.20(422) Employer social security credit for tips
53.21(422) Deduction for contributions made to the endowment fund of the Iowa educational

savings plan trust
53.22(422) Additional first-year depreciation allowance
53.23(422) Section 179 expensing
53.24(422) Exclusion of ordinary or capital gain income realized as a result of involuntary

conversion of property due to eminent domain
53.25(422) Exclusion of income from sale, rental or furnishing of tangible personal property

or services directly related to production of film, television or video projects

CHAPTER 54
ALLOCATION AND APPORTIONMENT

54.1(422) Basis of corporate tax
54.2(422) Allocation or apportionment of investment income
54.3(422) Application of related expense to allocable interest, dividends, rents and

royalties—tax periods beginning on or after January 1, 1978
54.4(422) Net gains and losses from the sale of assets
54.5(422) Where income is derived from the manufacture or sale of tangible personal property
54.6(422) Apportionment of income derived from business other than the manufacture or sale

of tangible personal property
54.7(422) Apportionment of income of transportation, communications, and certain public

utilities corporations
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54.8(422) Apportionment of income derived from more than one business activity carried
on within a single corporate structure

54.9(422) Allocation and apportionment of income in special cases

CHAPTER 55
ASSESSMENTS, REFUNDS, APPEALS

55.1(422) Notice of discrepancies
55.2(422) Notice of assessment
55.3(422) Refund of overpaid tax
55.4(421) Abatement of tax
55.5(422) Protests

CHAPTER 56
ESTIMATED TAX FOR CORPORATIONS

56.1(422) Who must pay estimated tax
56.2(422) Time for filing and payment of tax
56.3(422) Special estimate periods
56.4(422) Reporting forms
56.5(422) Penalties
56.6(422) Overpayment of estimated tax

TITLE VII
FRANCHISE

CHAPTER 57
ADMINISTRATION

57.1(422) Definitions
57.2(422) Statutes of limitation
57.3(422) Retention of records
57.4(422) Authority for deductions
57.5(422) Jeopardy assessments
57.6(422) Information deemed confidential
57.7(422) Power of attorney
57.8(422) Delegation to audit and examine

CHAPTER 58
FILING RETURNS, PAYMENT OF TAX, PENALTY AND INTEREST,

AND ALLOCATION OF TAX REVENUES
58.1(422) Who must file
58.2(422) Time and place for filing return
58.3(422) Form for filing
58.4(422) Payment of tax
58.5(422) Minimum tax
58.6(422) Refunds and overpayments
58.7(422) Allocation of franchise tax revenues
58.8(15E) Eligible housing business tax credit
58.9(15E) Eligible development business investment tax credit
58.10(422) Historic preservation and cultural and entertainment district tax credit
58.11(15E,422) Venture capital credits
58.12(15) New capital investment program tax credits
58.13(15E) Endow Iowa tax credit
58.14(15I,422) Wage-benefits tax credit
58.15(422,476B) Wind energy production tax credit
58.16(422,476C) Renewable energy tax credit
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58.17(15) High quality job creation program
58.18(15E,422) Economic development region revolving fund tax credit
58.19(15,422) Film qualified expenditure tax credit
58.20(15,422) Film investment tax credit

CHAPTER 59
DETERMINATION OF NET INCOME

59.1(422) Computation of net income for financial institutions
59.2(422) Net operating loss carrybacks and carryovers
59.3(422) Capital loss carryback
59.4(422) Net operating and capital loss carrybacks and carryovers
59.5(422) Interest and dividends from federal securities
59.6(422) Interest and dividends from foreign securities and securities of states and other

political subdivisions
59.7(422) Safe harbor leases
59.8(422) Additional deduction for wages paid or accrued for work done in Iowa by certain

individuals
59.9(422) Work opportunity tax credit
59.10 Reserved
59.11(422) Gains and losses on property acquired before January 1, 1934
59.12(422) Federal income tax deduction
59.13(422) Iowa franchise taxes
59.14(422) Method of accounting, accounting period
59.15(422) Consolidated returns
59.16(422) Federal rulings and regulations
59.17 Reserved
59.18(422) Depreciation of speculative shell buildings
59.19(422) Deduction of multipurpose vehicle registration fee
59.20(422) Disallowance of expenses to carry an investment subsidiary for tax years which

begin on or after January 1, 1995
59.21(422) S corporation and limited liability company financial institutions
59.22(422) Deduction for contributions made to the endowment fund of the Iowa educational

savings plan trust
59.23(422) Additional first-year depreciation allowance
59.24(422) Section 179 expensing

ALLOCATION AND APPORTIONMENT
59.25(422) Basis of franchise tax
59.26(422) Allocation and apportionment
59.27(422) Net gains and losses from the sale of assets
59.28(422) Apportionment factor
59.29(422) Allocation and apportionment of income in special cases

CHAPTER 60
ASSESSMENTS, REFUNDS, APPEALS

60.1(422) Notice of discrepancies
60.2(422) Notice of assessment
60.3(422) Refund of overpaid tax
60.4(421) Abatement of tax
60.5(422) Protests
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CHAPTER 61
ESTIMATED TAX FOR FINANCIAL INSTITUTIONS

61.1(422) Who must pay estimated tax
61.2(422) Time for filing and payment of tax
61.3(422) Special estimate periods
61.4(422) Reporting forms
61.5(422) Penalties
61.6(422) Overpayment of estimated tax

CHAPTERS 62 to 66
Reserved

CHAPTER 67
ADMINISTRATION

67.1(452A) Definitions
67.2(452A) Statute of limitations, supplemental assessments and refund adjustments
67.3(452A) Taxpayers required to keep records
67.4(452A) Audit—costs
67.5(452A) Estimate gallonage
67.6(452A) Timely filing of returns, reports, remittances, applications, or requests
67.7(452A) Extension of time to file
67.8(452A) Penalty and interest
67.9(452A) Penalty and enforcement provisions
67.10(452A) Application of remittance
67.11(452A) Reports, returns, records—variations
67.12(452A) Form of invoice
67.13(452A) Credit card invoices
67.14(452A) Original invoice retained by purchaser—certified copy if lost
67.15(452A) Taxes erroneously or illegally collected
67.16(452A) Credentials and receipts
67.17(452A) Information confidential
67.18(452A) Delegation to audit and examine
67.19(452A) Practice and procedure before the department of revenue
67.20(452A) Time for filing protest
67.21(452A) Bonding procedure
67.22(452A) Tax refund offset
67.23(452A) Supplier, restrictive supplier, importer, exporter, blender, dealer, or user licenses
67.24(452A) Reinstatement of license canceled for cause
67.25(452A) Fuel used in implements of husbandry
67.26(452A) Excess tax collected
67.27(452A) Retailer gallons report

CHAPTER 68
MOTOR FUEL AND UNDYED SPECIAL FUEL

68.1(452A) Definitions
68.2(452A) Tax rates—time tax attaches—responsible party
68.3(452A) Exemption
68.4(452A) Ethanol blended gasoline taxation—nonterminal location
68.5(452A) Tax returns—computations
68.6(452A) Distribution allowance
68.7(452A) Supplier credit—uncollectible account
68.8(452A) Refunds
68.9(452A) Claim for refund—payment of claim
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68.10(452A) Refund permit
68.11(452A) Revocation of refund permit
68.12(452A) Income tax credit in lieu of refund
68.13(452A) Reduction of refund—sales tax
68.14(452A) Terminal withdrawals—meters
68.15(452A) Terminal and nonterminal storage facility reports and records
68.16(452A) Method of reporting taxable gallonage
68.17(452A) Transportation reports
68.18(452A) Bill of lading or manifest requirements

CHAPTER 69
LIQUEFIED PETROLEUM GAS—
COMPRESSED NATURAL GAS

69.1(452A) Definitions
69.2(452A) Tax rates—time tax attaches—responsible party—payment of the tax
69.3(452A) Penalty and interest
69.4(452A) Bonding procedure
69.5(452A) Persons authorized to place L.P.G. or C.N.G. in the fuel supply tank of a motor

vehicle
69.6(452A) Requirements to be licensed
69.7(452A) Licensed metered pumps
69.8(452A) Single license for each location
69.9(452A) Dealer’s and user’s license nonassignable
69.10(452A) Separate storage—bulk sales—highway use
69.11(452A) Combined storage—bulk sales—highway sales or use
69.12(452A) Exemption certificates
69.13(452A) L.P.G. sold to the state of Iowa, its political subdivisions, contract carriers under

contract with public schools to transport pupils or regional transit systems
69.14(452A) Refunds
69.15(452A) Notice of meter seal breakage
69.16(452A) Location of records—L.P.G. or C.N.G. users and dealers

TITLE IX
PROPERTY

CHAPTER 70
REPLACEMENT TAX AND STATEWIDE PROPERTY TAX

DIVISION I
REPLACEMENT TAX

70.1(437A) Who must file return
70.2(437A) Time and place for filing return
70.3(437A) Form for filing
70.4(437A) Payment of tax
70.5(437A) Statute of limitations
70.6(437A) Billings
70.7(437A) Refunds
70.8(437A) Abatement of tax
70.9(437A) Taxpayers required to keep records
70.10(437A) Credentials
70.11(437A) Audit of records
70.12(437A) Collections/reimbursements
70.13(437A) Information confidential
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DIVISION II
STATEWIDE PROPERTY TAX

70.14(437A) Who must file return
70.15(437A) Time and place for filing return
70.16(437A) Form for filing
70.17(437A) Payment of tax
70.18(437A) Statute of limitations
70.19(437A) Billings
70.20(437A) Refunds
70.21(437A) Abatement of tax
70.22(437A) Taxpayers required to keep records
70.23(437A) Credentials
70.24(437A) Audit of records

CHAPTER 71
ASSESSMENT PRACTICES AND EQUALIZATION

71.1(405,427A,428,441,499B) Classification of real estate
71.2(421,428,441) Assessment and valuation of real estate
71.3(421,428,441) Valuation of agricultural real estate
71.4(421,428,441) Valuation of residential real estate
71.5(421,428,441) Valuation of commercial real estate
71.6(421,428,441) Valuation of industrial land and buildings
71.7(421,427A,428,441) Valuation of industrial machinery
71.8(428,441) Abstract of assessment
71.9(428,441) Reconciliation report
71.10(421) Assessment/sales ratio study
71.11(441) Equalization of assessments by class of property
71.12(441) Determination of aggregate actual values
71.13(441) Tentative equalization notices
71.14(441) Hearings before the director
71.15(441) Final equalization order
71.16(441) Alternative method of implementing equalization orders
71.17(441) Special session of boards of review
71.18(441) Judgment of assessors and local boards of review
71.19(441) Conference boards
71.20(441) Board of review
71.21(421,17A) Property assessment appeal board
71.22(428,441) Assessors
71.23 and 71.24 Reserved
71.25(441,443) Omitted assessments
71.26(441) Assessor compliance

CHAPTER 72
EXAMINATION AND CERTIFICATION OF ASSESSORS AND DEPUTY ASSESSORS

72.1(441) Application for examination
72.2(441) Examinations
72.3(441) Equivalent of high school diploma
72.4(441) Appraisal-related experience
72.5(441) Regular certification
72.6(441) Temporary certification
72.7(441) Restricted certification
72.8(441) Deputy assessors—regular certification
72.9(441) Deputy assessors—restricted certification
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72.10(441) Appointment of deputy assessors
72.11(441) Special examinations
72.12(441) Register of eligible candidates
72.13(441) Course of study for provisional appointees
72.14(441) Examining board
72.15(441) Appointment of assessor
72.16(441) Reappointment of assessor
72.17(441) Removal of assessor
72.18(421,441) Courses offered by the department of revenue

CHAPTER 73
PROPERTY TAX CREDIT AND RENT REIMBURSEMENT

73.1(425) Eligible claimants
73.2(425) Separate homesteads—husband and wife property tax credit
73.3(425) Dual claims
73.4(425) Multipurpose building
73.5(425) Multidwelling
73.6(425) Income
73.7(425) Joint tenancy
73.8(425) Amended claim
73.9(425) Simultaneous homesteads
73.10(425) Confidential information
73.11(425) Mobile, modular, and manufactured homes
73.12(425) Totally disabled
73.13(425) Nursing homes
73.14(425) Household
73.15(425) Homestead
73.16(425) Household income
73.17(425) Timely filing of claims
73.18(425) Separate homestead—husband and wife rent reimbursements
73.19(425) Gross rent/rent constituting property taxes paid
73.20(425) Leased land
73.21(425) Property: taxable status
73.22(425) Special assessments
73.23(425) Suspended, delinquent, or canceled taxes
73.24(425) Income: spouse
73.25(425) Common law marriage
73.26 Reserved
73.27(425) Special assessment credit
73.28(425) Credit applied
73.29(425) Deceased claimant
73.30(425) Audit of claim
73.31(425) Extension of time for filing a claim
73.32(425) Annual adjustment factor
73.33(425) Proration of claims
73.34(425) Unreasonable hardship

CHAPTER 74
MOBILE, MODULAR, AND MANUFACTURED HOME TAX

74.1(435) Definitions
74.2(435) Movement of home to another county
74.3(435) Sale of home
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74.4(435) Reduced tax rate
74.5(435) Taxation—real estate
74.6(435) Taxation—square footage
74.7(435) Audit by department of revenue
74.8(435) Collection of tax

CHAPTER 75
PROPERTY TAX ADMINISTRATION

75.1(441) Tax year
75.2(445) Partial payment of tax
75.3(445) When delinquent
75.4(446) Payment of subsequent year taxes by purchaser
75.5(428,433,434,437,437A,438) Central assessment confidentiality
75.6(446) Tax sale
75.7(445) Refund of tax
75.8(614) Delinquent property taxes

CHAPTER 76
DETERMINATION OF VALUE OF RAILROAD COMPANIES

76.1(434) Definitions of terms
76.2(434) Filing of annual reports
76.3(434) Comparable sales
76.4(434) Stock and debt approach to unit value
76.5(434) Income capitalization approach to unit value
76.6(434) Cost approach to unit value
76.7(434) Correlation
76.8(434) Allocation of unit value to state
76.9(434) Exclusions

CHAPTER 77
DETERMINATION OF VALUE OF UTILITY COMPANIES

77.1(428,433,437,438) Definition of terms
77.2(428,433,437,438) Filing of annual reports
77.3(428,433,437,438) Comparable sales
77.4(428,433,437,438) Stock and debt approach to unit value
77.5(428,433,437,438) Income capitalization approach to unit value
77.6(428,433,437,438) Cost approach to unit value
77.7(428,433,437,438) Correlation
77.8(428,433,437,438) Allocation of unit value to state

CHAPTER 78
PROPERTY TAX EXEMPTIONS

78.1(427,441) Responsibility of local assessors
78.2(441) Responsibility of local boards of review
78.3(427) Responsibility of director of revenue
78.4(427) Application for exemption
78.5(427) Partial exemptions
78.6(427,441) Taxable status of property
78.7 Reserved
78.8(427) Abatement of taxes
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CHAPTER 79
REAL ESTATE TRANSFER TAX AND DECLARATIONS OF VALUE

79.1(428A) Real estate transfer tax: Responsibility of county recorders
79.2(428A) Taxable status of real estate transfers
79.3(428A) Declarations of value: Responsibility of county recorders and city and county

assessors
79.4(428A) Certain transfers of agricultural realty
79.5(428A) Form completion and filing requirements
79.6(428A) Public access to declarations of value

CHAPTER 80
PROPERTY TAX CREDITS AND EXEMPTIONS

80.1(425) Homestead tax credit
80.2(22,35,426A) Military service tax exemption
80.3(427) Pollution control and recycling property tax exemption
80.4(427) Low-rent housing for the elderly and persons with disabilities
80.5(427) Speculative shell buildings
80.6(427B) Industrial property tax exemption
80.7(427B) Assessment of computers and industrial machinery and equipment
80.8(404) Urban revitalization partial exemption
80.9(427C,441) Forest and fruit-tree reservations
80.10(427B) Underground storage tanks
80.11(425A) Family farm tax credit
80.12(427) Methane gas conversion property
80.13(427B) Wind energy conversion property
80.14(427) Mobile home park storm shelter
80.15(427) Barn and one-room schoolhouse preservation
80.16(426) Agricultural land tax credit
80.17(427) Indian housing property
80.18(427) Property used in value-added agricultural product operations
80.19(427) Dwelling unit property within certain cities
80.20(427) Nursing facilities
80.21(368) Annexation of property by a city
80.22(427) Port authority
80.23(427A) Concrete batch plants and hot mix asphalt facilities
80.24(427) Airport property
80.25(427A) Car wash equipment
80.26(427) Web search portal property
80.27(427) Privately owned libraries and art galleries

TITLE X
CIGARETTES AND TOBACCO

CHAPTER 81
ADMINISTRATION

81.1(453A) Definitions
81.2(453A) Credentials and receipts
81.3(453A) Examination of records
81.4(453A) Records
81.5(453A) Form of invoice
81.6(453A) Audit of records—cost, supplemental assessments and refund adjustments
81.7(453A) Bonds
81.8(98) Penalties
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81.9(98) Interest
81.10(98) Waiver of penalty or interest
81.11(453A) Appeal—practice and procedure before the department
81.12(453A) Permit—license revocation
81.13(453A) Permit applications and denials
81.14(453A) Confidential information
81.15(98) Request for waiver of penalty
81.16(453A) Inventory tax

CHAPTER 82
CIGARETTE TAX

82.1(453A) Permits required
82.2(453A) Partial year permits—payment—refund—exchange
82.3(453A) Bond requirements
82.4(453A) Cigarette tax—attachment—exemption—exclusivity of tax
82.5(453A) Cigarette tax stamps
82.6(453A) Banks authorized to sell stamps—requirements—restrictions
82.7(453A) Purchase of cigarette tax stamps—discount
82.8(453A) Affixing stamps
82.9(453A) Reports
82.10(453A) Manufacturer’s samples
82.11(453A) Refund of tax—unused and destroyed stamps

CHAPTER 83
TOBACCO TAX

83.1(453A) Licenses
83.2(453A) Distributor bond
83.3(453A) Tax on tobacco products
83.4(453A) Tax on little cigars
83.5(453A) Distributor discount
83.6(453A) Distributor returns
83.7(453A) Consumer’s return
83.8(453A) Transporter’s report
83.9(453A) Free samples
83.10(453A) Credits and refunds of taxes
83.11(453A) Sales exempt from tax
83.12(81GA,HF339) Retail permits required
83.13(81GA,HF339) Permit issuance fee
83.14(81GA,HF339) Refunds of permit fee
83.15(81GA,HF339) Application for permit
83.16(81GA,HF339) Records and reports
83.17(81GA,HF339) Penalties

CHAPTER 84
UNFAIR CIGARETTE SALES

84.1(421B) Definitions
84.2(421B) Minimum price
84.3(421B) Combination sales
84.4(421B) Retail redemption of coupons
84.5(421B) Exempt sales
84.6(421B) Notification of manufacturer’s price increase
84.7(421B) Permit revocation
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CHAPTER 85
TOBACCO MASTER SETTLEMENT AGREEMENT

DIVISION I
TOBACCO MASTER SETTLEMENT AGREEMENT

85.1(453C) National uniform tobacco settlement
85.2(453C) Definitions
85.3(453C) Report required
85.4(453C) Report information
85.5(453C) Record-keeping requirement
85.6(453C) Confidentiality
85.7 to 85.20 Reserved

DIVISION II
TOBACCO PRODUCT MANUFACTURERS’ OBLIGATIONS AND PROCEDURES

85.21(80GA,SF375) Definitions
85.22(80GA,SF375) Directory of tobacco product manufacturers

TITLE XI
INHERITANCE, ESTATE, GENERATION SKIPPING, AND FIDUCIARY INCOME TAX

CHAPTER 86
INHERITANCE TAX

86.1(450) Administration
86.2(450) Inheritance tax returns and payment of tax
86.3(450) Audits, assessments and refunds
86.4(450) Appeals
86.5(450) Gross estate
86.6(450) The net estate
86.7(450) Life estate, remainder and annuity tables—in general
86.8(450B) Special use valuation
86.9(450) Market value in the ordinary course of trade
86.10(450) Alternate valuation date
86.11(450) Valuation—special problem areas
86.12(450) The inheritance tax clearance
86.13(450) No lien on the surviving spouse’s share of the estate
86.14(450) Computation of shares

CHAPTER 87
IOWA ESTATE TAX

87.1(451) Administration
87.2(451) Confidential and nonconfidential information
87.3(451) Tax imposed, tax returns, and tax due
87.4(451) Audits, assessments and refunds
87.5(451) Appeals
87.6(451) Applicable rules

CHAPTER 88
GENERATION SKIPPING TRANSFER TAX

88.1(450A) Administration
88.2(450A) Confidential and nonconfidential information
88.3(450A) Tax imposed, tax due and tax returns
88.4(450A) Audits, assessments and refunds
88.5(450A) Appeals
88.6(450A) Generation skipping transfers prior to Public Law 99-514
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CHAPTER 89
FIDUCIARY INCOME TAX

89.1(422) Administration
89.2(422) Confidentiality
89.3(422) Situs of trusts
89.4(422) Fiduciary returns and payment of the tax
89.5(422) Extension of time to file and pay the tax
89.6(422) Penalties
89.7(422) Interest or refunds on net operating loss carrybacks
89.8(422) Reportable income and deductions
89.9(422) Audits, assessments and refunds
89.10(422) The income tax certificate of acquittance
89.11(422) Appeals to the director

CHAPTER 90
Reserved

TITLE XII
MARIJUANA AND CONTROLLED

SUBSTANCES STAMP TAX

CHAPTER 91
ADMINISTRATION OF MARIJUANA AND
CONTROLLED SUBSTANCES STAMP TAX

91.1(453B) Marijuana and controlled substances stamp tax
91.2(453B) Sales of stamps
91.3(453B) Refunds pertaining to unused stamps

CHAPTERS 92 to 96
Reserved

TITLE XIII

CHAPTERS 97 to 101
Reserved

TITLE XIV
HOTEL AND MOTEL TAX

CHAPTER 102
Reserved

CHAPTER 103
STATE-IMPOSED AND LOCALLY IMPOSED HOTEL AND

MOTEL TAXES—ADMINISTRATION
103.1(423A) Definitions, administration, and imposition
103.2(423A) Statute of limitations, supplemental assessments and refund adjustments
103.3(423A) Credentials and receipts
103.4(423A) Retailers required to keep records
103.5(423A) Audit of records
103.6(423A) Billings
103.7(423A) Collections
103.8(423A) No property exempt from distress and sale
103.9(423A) Information confidential
103.10(423A) Bonding procedure
103.11(423A) Sales tax



IAC 12/3/08 Revenue[701] Analysis, p.35

103.12(423A) Judicial review
103.13(423A) Registration
103.14(423A) Notification
103.15(423A) Certification of funds

CHAPTER 104
HOTEL AND MOTEL—

FILING RETURNS, PAYMENT OF TAX, PENALTY, AND INTEREST
104.1(423A) Returns, time for filing
104.2(423A) Remittances
104.3(423A) Permits
104.4(423A) Sale of business
104.5(423A) Bankruptcy, insolvency or assignment for benefit of creditors
104.6(423A) Claim for refund of tax
104.7(423A) Application of payments
104.8(422A) Interest and penalty
104.9(422A) Request for waiver of penalty
104.10(423A) Extension of time for filing
104.11(421,423A) Personal liability of corporate officers and partners for unpaid tax
104.12(421,423A) Good faith exception for successor liability

CHAPTER 105
LOCALLY IMPOSED HOTEL AND MOTEL TAX

105.1(423A) Local option
105.2(423A) Tax rate
105.3(423A) Tax base
105.4(423A) Imposition dates
105.5(423A) Adding or absorbing tax
105.6(423A) Termination dates

CHAPTER 106
Reserved

TITLE XV
LOCAL OPTION SALES AND

SERVICE TAX

CHAPTER 107
LOCAL OPTION SALES AND SERVICE TAX

107.1(422B) Definitions
107.2(422B) Local option sales and service tax
107.3(422B) Transactions subject to and excluded from local option sales tax
107.4(422B) Transactions subject to and excluded from local option service tax
107.5(422B) Single contracts for taxable services performed partly within and partly outside of

an area of a county imposing the local option service tax
107.6(422B) Motor vehicle, recreational vehicle, and recreational boat rental subject to local

option service tax
107.7(422B) Special rules regarding utility payments
107.8(423B) Contacts with county necessary to impose collection obligation upon a retailer
107.9(423B,423E) Sales not subject to local option tax, including transactions subject to Iowa use tax
107.10(422B) Local option sales and service tax payments to local governments
107.11(422B) Procedure if county of receipt’s origins is unknown
107.12(422B) Computation of local option tax due from mixed sales on excursion boats
107.13(421,422B) Officers and partners, personal liability for unpaid tax
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107.14(422B) Local option sales and service tax imposed by a city
107.15(422B) Application of payments
107.16(422B) Construction contractor refunds
107.17(422B,422E) Discretionary application of local option tax revenues

CHAPTER 108
LOCAL OPTION SCHOOL INFRASTRUCTURE

SALES AND SERVICE TAX
108.1(422E) Definitions
108.2(422E) Authorization, rate of tax, imposition, use of revenues, and administration
108.3(422E) Collection of the tax
108.4(422E) Similarities to the local option sales and service tax imposed in Iowa Code chapter

422B and 701—Chapter 107
108.5(422E) Sales not subject to local option tax, including transactions subject to Iowa use tax
108.6(422E) Deposits of receipts
108.7(422E) Local option school infrastructure sales and service tax payments to school districts
108.8(422E) Construction contract refunds
108.9(422E) 28E agreements

CHAPTER 109
NEW SCHOOL INFRASTRUCTURE LOCAL OPTION SALES AND SERVICES TAX—

EFFECTIVE ON OR AFTER APRIL 1, 2003, THROUGH FISCAL YEARS
ENDING DECEMBER 31, 2022

109.1(422E) Use of revenues and definitions
109.2(422E) Imposition of tax
109.3(422E) Application of law
109.4(422E) Collection of tax and distribution
109.5(422E) Insufficient funds
109.6(422E) Use of revenues by the school district
109.7(422E) Bonds
109.8(422E) 28E agreements

CHAPTERS 110 to 119
Reserved

TITLE XVI
REASSESSMENT EXPENSE FUND

CHAPTER 120
ORGANIZATION AND OPERATION

120.1(421) Organization of committee
120.2(421) Application for loan
120.3(421) Criteria for granting loan

CHAPTER 121
Reserved

TITLE XVII
ASSESSOR CONTINUING EDUCATION

CHAPTER 122
ADMINISTRATION

122.1(441) Establishment
122.2(441) General operation
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122.3(441) Location
122.4(441) Purpose

CHAPTER 123
CERTIFICATION

123.1(441) General
123.2(441) Confidentiality
123.3(441) Certification of assessors
123.4(441) Certification of deputy assessors
123.5(441) Type of credit
123.6(441) Retaking examination
123.7(441) Instructor credit
123.8(441) Conference board and assessor notification
123.9(441) Director of revenue notification

CHAPTER 124
COURSES

124.1(441) Course selection
124.2(441) Scheduling of courses
124.3(441) Petitioning to add, delete or modify courses
124.4(441) Course participation
124.5(441) Retaking a course
124.6(441) Continuing education program for assessors

CHAPTER 125
REVIEW OF AGENCY ACTION

125.1(441) Decisions final
125.2(441) Grievance and appeal procedures

CHAPTERS 126 to 149
Reserved

TITLE XVIII
DEBT COLLECTION

CHAPTER 150
FEDERAL OFFSET FOR IOWA INCOME TAX OBLIGATIONS

150.1(421,26USC6402) Purpose and general application of offset of a federal tax overpayment to
collect an Iowa income tax obligation

150.2(421,26USC6402) Definitions
150.3(421,26USC6402) Prerequisites for requesting a federal offset
150.4(421,26USC6402) Procedure after submission of evidence
150.5(421,26USC6402) Notice by Iowa to the Secretary to request federal offset
150.6(421,26USC6402) Erroneous payments to Iowa
150.7(421,26USC6402) Correcting and updating notice to the Secretary

CHAPTER 151
COLLECTION OF DEBTS OWED THE STATE

OF IOWA OR A STATE AGENCY
151.1(421) Definitions
151.2(421) Scope and purpose
151.3(421) Participation guidelines
151.4(421) Duties of the agency
151.5(421) Duties of the department—performance of collection
151.6(421) Payment of collected amounts
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151.7(421) Reimbursement for collection of liabilities
151.8(421) Confidentiality of information

CHAPTER 152
DEBT COLLECTION AND SELLING OF PROPERTY

TO COLLECT DELINQUENT DEBTS
152.1(421,422,626,642) Definitions
152.2(421,422,626,642) Sale of property
152.3(421,422,626,642) Means of sale

CHAPTER 153
Reserved

CHAPTER 154
CHALLENGES TO ADMINISTRATIVE LEVIES AND

PUBLICATION OF NAMES OF DEBTORS
154.1(421) Definitions
154.2(421) Administrative levies
154.3(421) Challenges to administrative levies
154.4(421) Form and time of challenge
154.5(421) Issues that may be raised
154.6(421) Review of challenge
154.7(421) Actions where there is a mistake of fact
154.8(421) Action if there is not a mistake of fact
154.9 to 154.15 Reserved
154.16(421) List for publication
154.17(421) Names to be published
154.18(421) Release of information

CHAPTERS 155 to 210
Reserved

TITLE XIX
STREAMLINED SALES AND USE TAX RULES

CHAPTER 211
DEFINITIONS

211.1(423) Definitions

CHAPTER 212
ELEMENTS INCLUDED IN AND EXCLUDED
FROM A TAXABLE SALE AND SALES PRICE

212.1(423) Tax not to be included in price
212.2(423) Finance charge
212.3(423) Retailers’ discounts, trade discounts, rebates and coupons
212.4(423) Excise tax included in and excluded from sales price
212.5(423) Trade-ins
212.6(423) Installation charges when tangible personal property is sold at retail
212.7(423) Service charge and gratuity

CHAPTER 213
MISCELLANEOUS TAXABLE SALES

213.1(423) Tax imposed
213.2(423) Athletic events
213.3(423) Conditional sales contracts
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213.4(423) The sales price of sales of butane, propane and other like gases in cylinder drums,
etc.

213.5(423) Antiques, curios, old coins, collector’s postage stamps, and currency exchanged
for greater than face value

213.6(423) Communication services furnished by hotel to its guests
213.7(423) Consignment sales
213.8(423) Electrotypes, types, zinc etchings, halftones, stereotypes, color process plates,

wood mounts and art productions
213.9(423) Explosives used in mines, quarries and elsewhere
213.10(423) Sales on layaway
213.11(423) Memorial stones
213.12(423) Creditors and trustees
213.13(423) Sale of pets
213.14(423) Redemption of meal tickets, coupon books and merchandise cards as a taxable sale
213.15(423) Rental of personal property in connection with the operation of amusements
213.16(423) Repossessed goods
213.17(423) Sales of signs at retail
213.18(423) Tangible personal property made to order
213.19(423) Used or secondhand tangible personal property
213.20(423) Carpeting and other floor coverings
213.21(423) Goods damaged in transit
213.22(423) Snowmobiles, motorboats, and certain other vehicles
213.23(423) Photographers and photostaters
213.24(423) Sale, transfer or exchange of tangible personal property or taxable enumerated

services between affiliated corporations
213.25(423) Urban transit systems

CHAPTER 214
MISCELLANEOUS NONTAXABLE TRANSACTIONS

214.1(423) Corporate mergers which do not involve taxable sales of tangible personal property
or services

214.2(423) Sales of prepaid merchandise cards
214.3(423) Demurrage charges
214.4(423) Beverage container deposits
214.5(423) Exempt sales by excursion boat licensees
214.6(423) Advertising agencies, commercial artists and designers as an agent or as a

nonagent of a client

CHAPTERS 215 to 218
Reserved

CHAPTER 219
SALES AND USE TAX ON CONSTRUCTION ACTIVITIES

219.1(423) General information
219.2(423) Contractors—consumers of building materials, supplies, and equipment by statute
219.3(423) Sales of building materials, supplies, and equipment to contractors, subcontractors,

builders or owners
219.4(423) Contractors, subcontractors or builders who are retailers
219.5(423) Building materials, supplies, and equipment used in the performance of

construction contracts within and outside Iowa
219.6(423) Tangible personal property used or consumed by the manufacturer thereof
219.7(423) Prefabricated structures
219.8(423) Types of construction contracts
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219.9(423) Machinery and equipment sales contracts with installation
219.10(423) Construction contracts with equipment sales (mixed contracts)
219.11(423) Distinguishing machinery and equipment from real property
219.12(423) Tangible personal property which becomes structures
219.13(423) Tax on enumerated services
219.14(423) Transportation cost
219.15(423) Start-up charges
219.16(423) Liability of subcontractors
219.17(423) Liability of sponsors
219.18(423) Withholding
219.19(423) Resale certificates
219.20(423) Reporting for use tax
219.21(423) Exempt sale, lease, or rental of equipment used by contractors, subcontractors, or

builders

CHAPTERS 220 to 224
Reserved

CHAPTER 225
RESALE AND PROCESSING EXEMPTIONS PRIMARILY

OF BENEFIT TO RETAILERS
225.1(423) Paper or plastic plates, cups, and dishes, paper napkins, wooden or plastic spoons

and forks, and straws
225.2(423) A service purchased for resale
225.3(423) Services used in the repair or reconditioning of certain tangible personal property
225.4(423) Tangible personal property purchased by a person engaged in the performance

of a service
225.5(423) Maintenance or repair of fabric or clothing
225.6(423) The sales price from the leasing of all tangible personal property subject to tax

CHAPTERS 226 to 229
Reserved

CHAPTER 230
EXEMPTIONS PRIMARILY BENEFITING MANUFACTURERS AND

OTHER PERSONS ENGAGED IN PROCESSING
230.1 Reserved
230.2(423) Carbon dioxide in a liquid, solid, or gaseous form, electricity, steam, and taxable

services used in processing
230.3(423) Services used in processing
230.4(423) Chemicals, solvents, sorbents, or reagents used in processing
230.5(423) Exempt sales of gases used in the manufacturing process
230.6(423) Sale of electricity to water companies
230.7(423) Wind energy conversion property
230.8(423) Exempt sales or rentals of core making and mold making equipment, and sand

handling equipment
230.9(423) Chemical compounds used to treat water
230.10(423) Exclusive web search portal business and its exemption
230.11(423) Web search portal business and its exemption
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CHAPTER 231
EXEMPTIONS PRIMARILY OF BENEFIT TO CONSUMERS

231.1(423) Newspapers, free newspapers and shoppers’ guides
231.2(423) Motor fuel, special fuel, aviation fuels and gasoline
231.3(423) Sales of food and food ingredients
231.4(423) Sales of candy
231.5(423) Sales of prepared food
231.6(423) Prescription drugs, medical devices, oxygen, and insulin
231.7(423) Exempt sales of other medical devices which are not prosthetic devices
231.8(423) Prosthetic devices, durable medical equipment, and mobility enhancing equipment
231.9(423) Raffles
231.10(423) Exempt sales of prizes
231.11(423) Modular homes
231.12(423) Access to on-line computer service
231.13(423) Sale or rental of information services
231.14(423) Exclusion from tax for property delivered by certain media
231.15(423) Exempt sales of clothing and footwear during two-day period in August
231.16(423) State sales tax phase-out on energies

CHAPTERS 232 to 234
Reserved

CHAPTER 235
REBATE OF IOWA SALES TAX PAID

235.1(423) Sanctioned automobile racetrack facilities

CHAPTERS 236 to 239
Reserved

CHAPTER 240
RULES NECESSARY TO IMPLEMENT THE STREAMLINED SALES

AND USE TAX AGREEMENT
240.1(423) Allowing use of the lowest tax rate within a database area and use of the tax rate

for a five-digit area when a nine-digit zip code cannot be used
240.2(423) Permissible categories of exemptions
240.3(423) Requirement of uniformity in the filing of returns and remittance of funds
240.4(423) Allocation of bad debts
240.5(423) Purchaser refund procedures
240.6(423) Relief from liability for reliance on taxability matrix
240.7(423) Effective dates of taxation rate increases or decreases when certain services are

furnished
240.8(423) Prospective application of defining “retail sale” to include a lease or rental

CHAPTER 241
EXCISE TAXES NOT GOVERNED BY THE STREAMLINED SALES AND

USE TAX AGREEMENT
241.1(423A,423D) Purpose of the chapter
241.2(423A,423D) Director’s administration

DIVISION I
STATE-IMPOSED HOTEL AND MOTEL TAX

241.3(423A) Definitions
241.4(423A) Imposition of tax
241.5(423A) Exemptions
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DIVISION II
EXCISE TAX ON SPECIFIC CONSTRUCTION MACHINERY AND EQUIPMENT

241.6(423D) Definitions
241.7(423D) Tax imposed
241.8(423D) Exemption
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CHAPTER 12
FILING RETURNS, PAYMENT OF TAX, PENALTY AND INTEREST

[Prior to 12/17/86, Revenue Department[730]]

701—12.1(422) Returns and payment of tax.   Every retailer collecting more than $50 in tax in any
one month shall make a monthly deposit with the department. A retailer collecting between $50 and
$500 a month shall deposit the actual amount of tax collected during the month or an amount equal to
not less than 30 percent of the amount of tax collected and paid during the preceding quarter. A retailer
collecting $500 or more a month shall deposit the actual amount of tax collected. This deposit is due by
the twentieth of the month following the month in which the tax is collected and applies only to the first
two months in the quarter.

On the quarterly return, every retailer shall report the gross sales for the entire quarter, listing
allowable deductions and figuring tax for the entire quarter. Space is provided on the return for a
deduction of tax deposited the first and second months of the quarter. The quarterly return is due on or
before the last day of the month following the end of the quarter.

Effective January 1, 1983, retailers collecting $50 a month and not more than $4000 in tax in a
semimonthly period shall deposit the actual amount of tax collected during the month or an amount
equal to one-third of the amount of tax collected and paid during the preceding quarter.

Every retailer collecting more than $4000 in tax in a semimonthly period shall make a semimonthly
deposit with the department. A retailer collecting more than $4000 in a semimonthly period shall deposit
(1) the actual amount of tax collected or an amount equal to not less than one-sixth of the amount of tax
collected and paid during the preceding quarter or (2) the actual amount of tax collected or an amount
equal to not less than one-sixth of the amount of tax collected and paid during the same quarter of the
previous year. The method of reporting selected by the retailer, either option 1 or option 2, shall remain
consistent for at least four quarters. The first semimonthly deposit is for the period from the first of the
month through the fifteenth of the month and is due on or before the twenty-fifth of the month. The
second semimonthly deposit is for the period from the sixteenth through the end of the month and is due
on or before the tenth day of the month following the month of collection. A deposit is not required for
the last semimonthly period of the calendar quarter.

Retailers required to make semimonthly or monthly deposits under any of the above methods of
estimating tax based upon a period when the tax rate was 4 percent shall adjust deposits for periods
beginning on or after July 1, 1992, to reflect the increase in the tax rate to 5 percent as provided in Iowa
Code section 422.43.

On the quarterly return, every retailer shall report the gross sales for the entire quarter listing all
allowable deductions and figuring tax for the entire quarter. Space is provided on the return for a
deduction of tax deposited for the previous five semimonthly deposits. The quarterly return is due on or
before the last day of the month following the end of the calendar quarter.

A seasonal business retailer with gross receipts in only one quarter during the year may request, and
the director may grant, permission to file and remit sales tax for only that specific quarter in which the
retailer conducted business.

Effective January 1, 1980, if it is expected that the total annual tax liability of a retailer will not
exceed $120 for a calendar year, the retailer may request, and the director may grant, permission to file
and remit sales tax on a calendar year basis. The returns and tax will be due and payable no later than
January 31 following each calendar year in which the retailer carried on business.

Following are nonexclusive examples the department could reasonably expect to be within the
guidelines for annual reporting:

1. A person selling tangible personal property or taxable services where a major portion of the
business is the selling of tangible personal property or taxable services exempt from the imposition of
tax; such as a wholesaler whose sales are primarily for resale, or a contractor whose business is primarily
new construction.

2. A person whose business is primarily seasonal, or a person engaged in part-time selling of
tangible personal property or taxable services.
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3. A person whose sales are of a nontaxable service and who may, on occasion, sell tangible
personal property incidental to the service.

When the due date falls on Saturday, Sunday, or a legal holiday, the return or deposit will be due
the first business day following such Saturday, Sunday, or legal holiday. If a return or deposit is placed
in the mails, properly addressed and postage paid, and postmarked on or before the due date for filing,
no penalty will attach should the return or deposit not be received until after that date. Mailed returns
should be addressed to Sales/Use Tax Processing, P.O. Box 10412, Des Moines, Iowa 50306.

This rule is intended to implement Iowa Code sections 421.14, 422.43, 422.47, 422.51, 422.52, and
423.2.

701—12.2(422,423) Remittances.   The correct amount of tax collected and due shall accompany the
forms prescribed by the department unless requirements for electronic transmission of remittances or
deposits and related information specify otherwise. The name, address, and permit number of the sender
and amount of tax for the quarterly remittance or a semimonthly or monthly deposit shall be stated
unless requirements for electronic transmission of remittances or deposits and related information specify
otherwise. Every return shall be signed and dated. Reporting forms and a self-addressed return envelope
shall be furnished by the department to the taxpayer unless electronic transmission requirements apply;
and, when feasible, the taxpayer shall use them when completing and mailing a return and remittance.
All remittances shall be made payable to the Treasurer of the State of Iowa.

For tax periods starting on or after April 1, 1990, semimonthly deposits and quarterly remittances
of taxpayers required to make semimonthly deposits shall be made electronically in a format and
by means specified in the department. Deposit forms are not required to be filed when electronic
transmission of deposits is done in the prescribed format by specified means. Quarterly returns shall be
filed separately from the electronic transfer of remittances for taxpayers required to make semimonthly
deposits. Deposits and remittances transmitted electronically are considered to have been made on the
date that the deposit or remittance is added to the bank account designated by the treasurer of the state
of Iowa. The filing of a return within the period prescribed by law and payment of the tax required to
be shown thereon are simultaneous acts and if either condition is not met, a penalty shall be assessed.

This rule is intended to implement Iowa Code sections 422.16, 422.51, 422.52, 423.6, 423.13 and
423.14.

701—12.3(422) Permits and negotiated rate agreements.   A person making retail sales in Iowa is
required to obtain a sales tax permit from the department of revenue. Certain qualified purchasers, users,
or consumers may obtain a direct pay permit which allows qualified purchasers, users, or consumers
to remit tax directly to the department rather than to the retailer at the time of purchase or use. The
following provisions govern the issuance of each type of permit.

12.3(1) Sales tax permits. Sales tax permits will be required of all resident and nonresident persons
making retail sales at permanent locations within the state. A permit must be held for each location
except that retailers conducting business at a permanent location who also make sales at a temporary
location are not required to hold a separate permit for any temporary location. All tax collected from the
temporary location shall be remitted with the tax collected at the permanent location. Persons who are
registered retailers pursuant to rule 701—29.1(423) relating to use taxmay remit sales taxes collected at a
temporary location with their quarterly retailers use tax return. Retailers conducting a seasonal business
shall also obtain a regular permit. However, returns will be filed on either a quarterly or annual basis
depending upon the number of quarters in which sales are made. Sales tax permits will be required of
all persons, except cities and counties, who have sales activity from gambling.

12.3(2) Direct pay permits. Effective January 1, 1998, qualified purchasers, users, and consumers of
tangible personal property or enumerated services pursuant to Iowa Code chapters 422, 422B, and 423
may remit tax owed directly to the department of revenue instead of the tax being collected and remitted
by the seller. A qualified purchaser, user, or consumer may not be granted or exercise this direct pay
option except upon proper application to the department and only after issuance of the direct pay permit
by the director of the department of revenue.
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a. Qualifications for a direct pay permit. To qualify for a direct pay permit, all of the following
criteria must be met:

(1) The applicant must be a purchaser, user, or consumer of tangible personal property or
enumerated services.

(2) The applicant must have an accrual of sales and use tax liability on consumed goods of more
than $4,000 in a semimonthly period. A purchaser, user, or consumer may have more than one business
location and can combine the sales and use tax liabilities on consumed goods of all locations to meet
the requirement of $4,000 in sales and use tax liability in a semimonthly period to qualify, if the records
are located in a centralized location. If a purchaser, user, or consumer is combining more than one
location, only one direct pay tax return for all of the combined locations needs to be filed with the
department. However, local option sales and service tax should not be included in the tax base for
determining qualification for a direct pay permit. If a purchaser, user, or consumer has more than one
location, but not all locations wish to remit under a direct pay permit, the purchaser, user, or consumer
must indicate which locations will be utilizing the direct pay permit at the time of application.

(3) The applicant must make deposits and file returns pursuant to Iowa Code section 422.52. See
subrule 12.3(2), paragraph “d,” for further details.

b. Nonqualifying purchases or uses. The granting of a direct pay permit is not allowed for any of
the following:

(1) Taxes imposed on the sale, furnishing, or service of gas, electricity, water, heat, pay television
service, or communication service.

(2) Taxes imposed under Iowa Code section 422C.3 (sales tax on the rental receipts of qualifying
rental motor vehicles), Iowa Code section 423.7 (use tax on the sale or use of motor vehicles), or Iowa
Code section 423.7A (use tax on the lease price of qualifying leased motor vehicles).

c. Application and permit information. To obtain a direct pay permit, a purchaser, user, or
consumer must properly complete an application form prescribed by the director of revenue and provide
certification that the purchaser, user, or consumer has paid sales and use tax to the department of revenue
or vendors over the last two years prior to application, an average of $4,000 in a semimonthly period.

Upon approval, the director will issue a direct pay permit to qualifying applicants. The permit will
contain direct pay permit identifying information including a direct pay permit identification number.
The direct pay permit should be retained by the permit holder. When purchasing from a vendor, a permit
holder should give the vendor a certificate of exemption containing the information as set forth in rule
701—15.3(422,423).

d. Remittance and reporting. Sales, use, and local option tax that is to be reported and remitted to
the department will be on a semimonthly basis. Remittance of tax due under a direct pay permit will begin
with the first quarter after the direct pay permit is issued to the holder. The tax to be paid under a direct
pay permit must be remitted directly to the department by electronic funds transfer (EFT) only. A permit
holder need not have remitted by EFT prior to obtaining a direct pay permit to qualify for such a permit.
However, a permit holder must remit taxes due by EFT for transactions entered into on or after the date
the permit is issued. All local option sales and service tax due must be reported and remitted at the same
time as the sales and use taxes due under the direct pay permit for the corresponding tax period. However,
local option sales and service tax should not be included in the tax base for determining qualification for a
direct pay permit or frequency of remittance. Reports should be filed with the department on a quarterly
basis. The director may, when necessary and advisable in order to secure the collection of tax due, require
an applicant for a direct pay permit or a permit holder to file with the director a qualified surety bond as
set forth in Iowa Code section 422.52. A permit holder who fails to report or remit any tax when due is
subject to the penalty and interest provisions set forth in Iowa Code section 422.52.

e. Permit revocation and nontransferability. A direct pay permit may be used indefinitely unless
it is revoked by the director. A direct pay permit is not transferable and it may not be assigned to a
third party. The director may revoke a direct pay permit at any time the permit holder fails to meet the
requirements for a direct pay permit, misuses the direct pay permit, or fails to comply with the provisions
in Iowa Code section 422.53. If a direct pay permit is revoked, it is the responsibility of the prior holder
of the permit to inform all vendors of the revocation so the vendors may begin to collect tax at the time of
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purchase. A prior permit holder is responsible for any tax, penalty, and interest due for failure to notify
a vendor of revocation of a direct pay permit.

f. Record-keeping requirements. The parties involved in transactions involving a direct pay permit
shall have the following record-keeping duties:

(1) Permit holder. The holder of a direct pay permit must retain possession of the direct pay permit.
The permit holder must keep a record of all transactions made pursuant to the direct pay permit in
compliance with rule 701—11.4(422,423).

(2) Vendor. A vendor must retain a valid exemption certificate under rule 701—15.3(422,423)
which is received from the direct pay permit holder and retain records of all transactions engaged in
with the permit holder in which tax was not collected, in compliance with rule 701—11.4(422,423). A
vendor’s liability for uncollected tax is governed by the liability provisions of a seller under an exemption
certificate set forth in rule 701—15.3(422,423).

12.3(3) Negotiated rate agreements. Any person who has been issued or who has applied for a direct
pay permit may request the department to enter into a negotiated rate agreement with the permit holder or
applicant. These agreements are negotiated on a case-by-case basis and, if approved by the department,
allow a direct pay permit holder to pay the state sales, local option sales, or use tax on a basis calculated
by agreement between the direct pay permit holder and the department. Negotiated rate agreements are
not applicable to sales and use taxes set out in subrule 12.3(2), paragraph “b,” above, and no negotiated
rate agreement is effective for any period during which a taxpayer who is a signatory to the agreement
is not a direct pay permit holder.

All negotiated rate agreements shall contain the following information or an explanation for its
omission:

1. The name of the taxpayer who has entered into the agreement with the department.
2. The name and title of each person signing the agreement and the name, telephone or fax number,

and E-mail or physical address of at least one person to be contacted if questions regarding the agreement
arise.

3. The period during which the agreement is in effect and the renewal or extension rights (if any)
of each party, and the effective date of the agreement.

4. The negotiated rate or rates, the classes of sales or uses to which each separate rate is applicable,
any items which will be excluded from the agreement, and any circumstances which will result in a
changed rate or rates or changed composition of classes to which rates are applicable.

5. Actions or circumstances which render the agreement void, or voidable at the option of either
party, and the time frame in which the agreement will be voided.

6. Rights, if any, of the parties to resort to mediation or arbitration.
7. An explanation of the department’s right to audit aspects of the agreement, including any right

to audit remaining after the agreement’s termination.
8. The conditions by which the agreement may be terminated and the effective date of the

termination.
9. The methodology used to determine the negotiated rate and any schedules needed to verify

percentages.
10. Any other matter deemed necessary to the parties’ mutual understanding of the agreement.
This rule is intended to implement Iowa Code sections 422.45(20) and 422.53 as amended by 1997

Iowa Acts, House File 266.

701—12.4(422) Nonpermit holders.   Persons not regularly engaged in selling at retail and who do not
have a permanent place of business but are temporarily engaged in selling from trucks, portable roadside
stands, concessionaires at state, county, district, or local fairs, carnivals and the like shall collect and
remit tax on a nonpermit basis. In such cases, a nonpermit identification certificate will be issued by the
department for record-keeping purposes and may be displayed in the same manner as a sales tax permit.
If the department deems it necessary and advisable in order to secure the collection of tax, transient or
itinerant sellers shall be required to post a bond or certificate of deposit. A cash bond or a surety bond
issued by a solvent surety company authorized to do business in Iowa shall be acceptable, provided the



IAC 12/3/08 Revenue[701] Ch 12, p.5

bonding company is approved by the insurance commissioner as to solvency and responsibility. The
amount and type of bond shall be determined according to the rules promulgated by the director.

The department shall determine the due date of returns and payment of tax for temporary permit
holders, giving due consideration to the type of business and frequency of sales. Persons holding
nonpermit identification certificates may be required to remit tax upon demand or at the end of the event.

Persons regularly engaged in selling tangible personal property which is exempt from tax, making
nontaxable transactions, or engaged in performing a service which is not enumerated in Iowa Code
section 422.43 shall not be required to obtain a sales tax permit. However, if the retailer makes taxable
sales or provides taxable services, the retailer will be required to hold a permit under the provisions of
this rule.

This rule is intended to implement Iowa Code section 422.53.

701—12.5(422,423) Regular permit holders responsible for collection of tax.   A regular permit holder
may operate by selling merchandise by trucks, canvassers, or itinerant salespeople over fixed routes
within the county in which the permanent place of business is located or other counties in this state.
When this occurs, the regular permit holder is liable for reporting and paying tax on these sales. The
person doing the selling for the regular permit holder shall be required to have a form, either in possession
or in the vehicle, which authorizes that person to collect tax. This form is obtained from the department
and shall contain the name, address, and permit number of the retailer according to the records of the
department.

This rule is intended to implement Iowa Code sections 422.53 and 423.9.

701—12.6(422,423) Sale of business.   A retailer selling the business shall file a return within the
succeeding month thereafter and pay all tax due. Any unpaid tax shall be due prior to the transfer of
title of any personal property to the purchaser and the tax becomes delinquent one month after the sale.

A retailer discontinuing business shall maintain the business’s records for a period of five years from
the date of discontinuing the business unless a release from this provision is given by the department.
See 701—subrule 18.28(2) regarding possible sales and use tax consequences relating to the sale of a
business.

This rule is intended to implement Iowa Code sections 422.51(2) and 422.52.

701—12.7(422) Bankruptcy, insolvency or assignment for benefit of creditors.   In cases of
bankruptcy, insolvency or assignment for the benefit of creditors by the taxpayer, the taxpayer shall
immediately file a return with the tax being due.

This rule is intended to implement Iowa Code section 422.51(2).

701—12.8(422) Vending machines and other coin-operated devices.   An operator who places
machines on location shall file a return which includes gross receipts from all machines or devices
operated by the retailer in Iowa during the period covered by the return. The mandatory beverage
container deposit required under the provisions of Iowa Code chapter 455C shall not be considered part
of the gross receipts.

This rule is intended to implement Iowa Code sections 422.42(16), 422.43, 422.51, and Iowa Code
chapter 455C.

701—12.9(422) Claim for refund of tax.   Refunds of tax shall be made only to those who have actually
paid the tax. A person or persons may designate the retailer who collects the tax as an agent for purposes
of receiving a refund of tax. A person or persons who claim a refund shall prepare the claim on the
prescribed form furnished by the department.

A claim for refund shall be filed with the department, stating in detail the reasons and facts and, if
necessary, supporting documents for which the claim for refund is based. See 1968 O.A.G. 879. If the
claim for refund is denied, and the person wishes to protest the denial, the department will consider a
protest to be timely if filed no later than 30 days following the date of denial. See rule 701—7.41(17A).
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For refunds denied on or after January 1, 1995, the department will consider a protest to be timely if filed
no later than 60 days following the date of denial.

When a person is in a position of believing that the tax, penalty, or interest paid or to be paid will be
found not to be due at some later date, then in order to prevent the statute of limitations from running
out, a claim for refund or credit must be filed with the department within the statutory period provided
for in Iowa Code section 422.73(1). The claim must be filed requesting that it be held in abeyance
pending the outcome of any action which will have a direct effect on the tax, penalty or interest involved.
Nonexclusive examples of such action would be: court decisions, departmental orders and rulings, and
commerce commission decisions.

EXAMPLE: X, an Iowa sales tax permit holder, is audited by the department for the period July 1, 1972,
to June 30, 1977. A $10,000 tax, penalty and interest liability is assessed on materials the department
determines are not used in processing. X does not agree with the department’s position, but still pays the
full liability even though X is aware of pending litigation involving the materials taxed in the audit.

Y is audited for the same period involving identical materials used to those taxed in the audit of X.
However, Y, rather than paying the assessment, takes the department through litigation and wins. The
final litigation is not completed until September 30, 1983.

X, on October 1, 1983, upon finding out about the decision of Y’s case, files a claim for refund
relating to its audit completed in June 1977. The claim will be totally denied as beyond the five-year
statute of limitations. However, if X had filed a claim along with payment of its audit in June 1977, and
requested that the claim be held in abeyance pending Y’s litigation, then X would have received a full
refund of their audit liability if the decision in Y’s case was also applicable to X.

EXAMPLE: X, a utility company, filed a request for a rate increase with the commerce commission
on June 30, 1967. The rate increase became effective January 1, 1968. However, a final decision of
whether X was allowed this rate increase is not made until September 30, 1974. The rate increase was
disallowed. X then had to refund to its customers all disallowed, but collected, rate increases plus sales
tax. X files a claim for refund of the involved sales tax on December 30, 1974. Only the tax for the years
1970 to 1974 will be refunded. The tax for the years 1968 and 1969 will be denied as being beyond the
five-year statute set forth in Iowa Code section 422.73(1). However, if X had filed a claim covering the
rate increase any time before January 31, 1973, requesting it be held in abeyance pending the outcome of
the commerce commission ruling, then X would have been allowed a full refund of all the sales tax that
is refunded from the effective date of the rate increase, January 1, 1968, through September 30, 1974.

EXAMPLE: X is audited by the department for the period July 1, 1973, to June 30, 1978, and assessed
July 31, 1978. X pays the assessment on December 31, 1978. No protest was filed and no claim for
refund or credit was filed requesting it be held in abeyance. On January 31, 1980, X files a claim for
refund relating to the entire audit. The claim is based on a recent court decision which makes the tax
liability paid by X now refundable. However, only the tax paid from January 1, 1975, through June
30, 1978, will be allowed as this is the only portion within the five-year statute of limitations set forth
in section Iowa Code 422.73(1). If the claim had been filed on or before December 31, 1979, then the
entire audit period July 1, 1973, to June 30, 1978, could have been considered for refund as the claim
would have been filed within one year of payment.

This rule is intended to implement Iowa Code section 422.73.

701—12.10(423) Audit limitation for certain services.
12.10(1) Definitions. For purposes of this rule, the following definitions shall govern:
“Landscaping” means the same as defined in rule 701—26.61(423).
“Lawn care” means the same as defined in rule 701—26.61(423).
“Tree trimming and removal” means the same as defined in rule 701—26.66(423).
12.10(2) Audit limitation for lawn care, landscaping, and tree trimming and removal

services. Notwithstanding any other provision of the Iowa Code to the contrary, the department shall
not attempt to collect delinquent sales tax or use tax on a transaction involving the furnishing of lawn
care, landscaping, or tree trimming and removal services which occurred more than five years prior to
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the date of an audit. The date an audit will begin is when the department presents notification that the
person is being contacted for an audit.

This rule is intended to implement Iowa Code section 423.31 as amended by 2008 Iowa Acts, Senate
File 2428, section 23.

701—12.11    Reserved.

701—12.12(422) Extension of time for filing.   Upon a proper showing of the necessity for extending the
due date, the director is authorized to grant an extension of time in which to file a return. The extension
shall not be granted for a period longer than 30 days. The request for the extension must be received on
or before the original due date of the return. It will be granted only if the person requesting the extension
shall have paid by the twentieth day of the month following the close of such quarter, 90 percent of the
estimated tax due.

This rule is intended to implement Iowa Code section 422.51.

701—12.13(422) Determination of filing status.
12.13(1) Prior to January 1, 2003. Iowa Code sections 422.51(4) and 422.52 provide, based on

the amount of tax collected, how often retailers file deposits or returns with the department (see rule
12.1(422)).

The department will determine if the retailer’s current filing status is correct by reviewing the most
recent four quarters of the retailer’s filing history.

The following criteria will be used by the department to determine if a change in filing status is
warranted.

Filing Status Statutory Requirement Test Criteria

Semimonthly $4,000 in tax in a
semimonthly period.

Tax remitted in 3 of most recent 4 quarters
exceeds $24,000.

Monthly $50 in tax in a month. Tax remitted in 3 of most recent 4 quarters
exceeds $150.

Annual $120 or less in tax in
prior year.

Retailer remits $120 or less in tax for last
4 quarters and requests annual filing.

Seasonal Retailer remits tax for only 1 quarter
during the previous calendar year and
requests filing for 1 quarter only.

Quarterly All other filers.

When it is determined that a retailer’s filing status is to be changed, the retailer will be notified and
will be given 30 days to provide the department with a written request to prevent the change.

Retailers may request that they be allowed to file less frequently than the filing status selected by the
department but exceptions will only be granted in two instances:

a. Incorrect historical data is used in the conversion. A business may meet the criteria based on
initial information available, but, upon investigation, the filing history may prove that the business does
not meet the dollar criteria because of adjustments, amended returns, or requests for refunds.

b. Data available may have been distorted by the fact that it reflected an unusual pattern in tax
collection. The factors causing such a distortion must be documented and approved by department.

Exceptions will not be granted in instances where the retailer’s request is based on a decline in
business activity, reduction in employees or other potentially temporary business action which will affect
current and future reporting.
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Retailers will be notified in writing of approval or denial of their request for reduced filing periods.
Retailers may request that they be allowed to file more frequently than the filing status selected by

the department. Approval will be granted based upon justification contained in the retailer’s request.
12.13(2) January 1, 2003, and after. Effective July 1, 2002, the department and the department

of management have the authority to change the above-mentioned filing thresholds established by
department rule. After review of these filing thresholds, the department has determined that new
thresholds are necessary and are to be implemented January 1, 2003. Accordingly, this subrule sets
forth the filing thresholds for each filer based on the amount of sales tax collected.

Filing Status Threshold Test Criteria
Semimonthly Greater than $60,000 in

annual state sales tax (more
than $2,500 in a semimonthly
period).

Tax remitted in 3 of most recent 4 quarters
examined exceeds $15,000 per quarter.

Monthly Between $6,000 and $60,000
in annual state sales tax
(more than $500 in a monthly
period).

Tax remitted in 3 of most recent 4 quarters
examined exceeds $1,500 per quarter.

Quarterly Between $120 and $6,000 in
annual state sales tax.

Tax remitted in 3 of most recent 4 quarters
examined exceeds $30 per quarter.

Annual Less than $120 in state sales
tax for the prior year.

Tax remitted in prior year is less than $120.

Seasonal Retailer remits tax for only 1
quarter during the previous
calendar year and requests
filing for 1 quarter only.

A retailer shall be notified in writing when it is determined that a retailer’s filing status will be
changed. A retailer has the option of requesting, within 30 days of the date of the department’s notice of
a change in filing frequency, that the retailer file more or less frequently than required by the department.
A request to file on a less frequent basis than assigned by the department must be in writing and submitted
to the department. Once such a written request is filed by the retailer, the department will review the
request and issue a written determination to the retailer.

A change in assigned filing status to file on a less frequent basis will be granted in only two instances:
a. Incorrect historical data is used in the conversion. A business may meet the criteria based on

the original filing data, but, upon investigation, the filing history may prove that the business does not
meet the dollar criteria because of adjustments, amended returns, or requests for refunds.

b. Data available may have been distorted by the fact that the data reflected an unusual pattern
in tax collection. The factors causing such a distortion must be documented and approved by the
department.

A retailer may also request to file more frequently than assigned by the department; the request may
be made orally, in person, or by telephone. With the exception of those retailers who previously filed
on a quarterly basis and have been changed to an annual filing frequency, any retailer seeking to file on
a more frequent basis than assigned shall be required to deposit revenues by electronic funds transfer if
the department allows the retailer to file more frequently.

The department and the department of management may perform review of filing thresholds every
five years or as needed based on department discretion. Factors the departments will consider in
determining if the filing thresholds need to be changed include, but are not limited to: tax rate changes,
inflation, the need to maintain consistency with required multistate compacts, changes in law, and
migration between filing brackets.

This rule is intended to implement Iowa Code sections 421.14, 422.51, and 422.52, and sections
422.54 as amended by 2002 Iowa Acts, House File 2622, section 11, and 423.13 as amended by 2002
Iowa Acts, House File 2622, section 14.
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701—12.14(422,423) Immediate successor liability for unpaid tax.   A retailer ceasing to do business is
obligated to prepare a final return and pay all tax due within the time required by law. If a retailer ceasing
to do business fails to do this, any immediate successor to the retailer who purchases the business or stock
of goods is obligated to withhold from the purchase price enough of the purchase price to pay the tax,
interest, or penalty which the retailer owes. Any immediate successor who intentionally fails to withhold
sufficient of the purchase price to pay the delinquent tax, interest, and penalty is personally liable for the
payment of the tax. However, if the immediate successor’s purchase of the business or stock of goods
was made in good faith that the retailer owed no tax, interest, or penalty, then the department may waive
the immediate successor’s liability.

12.14(1) Immediate successors having a duty to withhold. Only an immediate successor who,
pursuant to a contract of sale, pays a purchase price to a retailer in return for the transfer of a going
business or a stock of goods is obligated to inquire if tax, penalty, or interest is due and to withhold
a portion of the purchase price if necessary. Persons who fail some aspect of this test, e.g., because
they take by operation of law rather than by contract or provide no consideration, are not obligated to
investigate or withhold. Nonexclusive examples of persons not so obligated are the following:

a. A person foreclosing on a valid security interest.
b. A person retaking possession of premises under a valid lease.
c. A spouse electing to take under a will.
d. A person taking by gift.
e. Any other person taking for what would legally be considered “for value” but without the

payment of a recognizable “purchase price.”
Included within the meaning of the phrase “immediate successor” is a corporation resulting from the
action of a sole proprietor who incorporates a business in which the sole proprietor is the only or
the controlling shareholder; or a sole proprietorship established from a corporation of which the sole
proprietor was the exclusive, majority, or controlling stockholder.

12.14(2) More than one immediate successor. If a retailer sells a business or stock of goods to two
or more persons the following rules apply:

a. Sale of stock of goods to two or more persons. If a retailer sells a substantial portion of the
retail business’s stock of goods to another person who will in turn offer those goods for sale in a retail
business, that person is an “immediate successor” and personally liable for payment of tax to the extent
of tax, interest, or penalty owed or the amount of the individual purchase price, whichever is the lesser.

EXAMPLE: A sells the stock of goods from a furniture business, in unequal portions, to B, C, and D.
B pays a $5,000 purchase price for a portion of the stock of goods, C pays $20,000 for a portion of the
stock of goods, and D pays a $30,000 purchase price for the remainder of A’s stock of goods. A, at the
time of the transfers, owes the department of revenue $10,000 in sales tax, interest, and penalty. Neither
B, C, nor D withholds any amount for payment of tax from the purchase price. B, C, and D individually
and together are liable for payment of the tax. Each is personally liable up to the amount of the purchase
price which each has paid or the amount of tax, interest, and penalty owing, whichever is the lesser. In
this example, B is liable for $5,000, the lesser amount of B’s purchase price ($5,000) and the amount of
tax which A owes ($10,000); C is liable for $10,000, since purchase price and tax owed are equal; and
D is liable for $10,000, the lesser amount of tax owed ($10,000) and D’s purchase price ($30,000). The
department can proceed against any one, two, or all three of the immediate successors up to the amount
of tax which each owes, as it chooses.

b. Purchase of differing places of business. If one person owns two or more places of business,
each having a separate sales tax permit, each location having its own permit is a separate business and
has a separate stock of goods for the purpose of determining successor liability. A person purchasing the
business at one location or the stock of goods from one location would be personally liable only for the
tax owed under the permit assigned to that location.

12.14(3) “Sale of a retailer’s business” characterized. Usually, the sale of only the machinery or
equipment used in a business without the sale or leasing of the realty of the business is not a sale of the
business itself. People v. Gabriel, 135 P.2d 378 (Cal. App. 1943). The transfer of a retailer’s machinery
or equipment and business realty to a person who continues to use the machinery, equipment, and realty
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for the sale of any type of tangible personal property constitutes the selling of the retailer’s business, and
the person to whom the business is sold is an “immediate successor” and liable for tax.

EXAMPLE: A is a furniture dealer. The furniture business falls on hard times. A sells the stock of
goods (the furniture offered for sale) to B. A then sells the furniture store (business realty) to C. A also
sells C the office equipment and all other tangible personal property used in the operation of the furniture
store except for the stock of goods (furniture). C then uses the purchased store and the office equipment
in the operation of a sporting goods store. B takes the furniture purchased from A to B’s furniture store
where it is sold. A owed the department $7,000 in sales tax. Both B and C are immediate successors to
A and personally liable for the sales tax.

12.14(4) “Good faith” characterized. An immediate successor to a retailer has purchased the
retailer’s business or stock of goods “in good faith” if the immediate successor demonstrates, by suitable
evidence, that one of the following situations exists. The list of situations is exclusive:

a. The department has provided the immediate successor with a certified statement that no
delinquent tax, interest, or penalty is unpaid; or

b. The immediate successor has taken “in good faith” a certified statement from the licensee,
retailer, or seller that no delinquent tax, interest, or penalty is unpaid as of the date of purchase.
Immediate successors should not rely upon oral statements from department personnel that no tax,
interest, or penalty is unpaid. An immediate successor should request a written statement to this effect.
For information regarding delinquent tax, interest, or penalty and tax liens write to: Collections Section
Supervisor, Iowa Department of Revenue, P.O. Box 10471, Hoover State Office Building, Des Moines,
Iowa 50306. A “certified statement” from a retailer is a statement the truth of which is attested to before
a notary public or other officer authorized to take oaths. A certified statement has been taken from a
retailer “in good faith” if the immediate successor, in the exercise of due diligence, had no reason to
believe a retailer’s statement was false or no reason to question the truth of the retailer’s statement.

This rule is intended to implement Iowa Code section 421.28.

701—12.15(422,423) Officers and partners—personal liability for unpaid tax.   If a retailer or
purchaser fails to pay sales tax when due, any officer of a corporation or association, or any partner of
a partnership, who has control of, supervision of, or the authority for remitting the sales tax payments
and has a substantial legal or equitable interest in the ownership of the corporation or partnership is
personally liable for payment of the tax, interest, and penalty if the failure to pay the tax is intentional.
This personal liability is not applicable to sales tax due and unpaid on accounts receivable. The
dissolution of a corporation, association, or partnership does not discharge a responsible person’s
liability for failure to pay tax.

12.15(1) Personal liability—how determined. There are various criteria which can be used to
determine which officers of a corporation have control of, supervision of, or the authority for remitting
tax payments. Some criteria are:

a. The duties of officers as outlined in the corporate bylaws,
b. The duties which various officers have assumed in practice,
c. Which officers are empowered to sign checks for the corporation,
d. Which officers hire and fire employees, and
e. Which officers control the financial affairs of the corporation. An officer in control of the

financial affairs of a corporation may be characterized as one who has final control as to which of the
corporation’s bills should or should not be paid and when bills which had been selected for payment
will be paid. “Final control” means a significant control over which bills should or should not be paid
rather than exclusive control. The observations in this paragraph are applicable to partnerships as well
as corporations.

12.15(2) “Accounts receivable” described. Officers and partners are not responsible for sales tax
due and owing on accounts receivable. An “account receivable” is a contractual obligation owing upon
an open account. An open account is one which is neither finally settled or finally closed, but is still
running and “open” to future payments or the assumption of future additional liabilities. The ordinary
consumer installment contract is not an “account receivable.” The amount due has been finally settled
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and is not open to future adjustment. The usual consumer installment contract is a “note receivable”
rather than an account receivable. An account receivable purchased by a factor or paid by a credit card
company is, as of the date of purchase or payment, not an account receivable. An officer or partner will
be liable for the value of the account receivable purchased or paid. Officers and partners have the burden
of proving that tax is not due because it is a tax on an account receivable.

12.15(3) Beginning date of personal liability. Officers and partners are not personally liable for state
sales tax due and unpaid prior to March 13, 1986. They are liable for state sales taxes which are both due
and unpaid on and after that date. See department rule 701—107.12(422B) for an explanation of officer
and partner liability for unpaid local option sales tax.

701—12.16(422) Show sponsor liability.   Persons sponsoring flea markets or craft, antique, coin, stamp
shows, or similar events are, under certain circumstances, liable for payment of sales tax, interest, and
penalty due and owing from any retailer selling property or services at the event. Included within the
meaning of the term “similar event” is any show at which guns or collectibles, e.g., depression glassware
or comic books, are sold or traded. To avoid liability, sponsors of these events must obtain from retailers
appearing at the events proof that a retailer possesses a valid Iowa sales tax permit or a statement from
the retailer, taken in good faith, that the property or service which the retailer offers for sale is not subject
to sales tax. “Good faith” may demand that the sponsor inquire into the nature of the property or service
sold or why the retailer believes the property or services for sale to be exempt from tax. A sponsor who
fails to take these measures assumes all of the liabilities of a retailer. This includes not only the obligation
to pay tax, penalty, and interest, but also to keep the records required of a retailer and to file returns.

Excluded from the requirements of this rule and from sponsor liability are organizations which
sponsor events fewer than three times a year and state, county, or district agricultural fairs.

This rule is intended to implement the requirements of Iowa Code section 422.52.

701—12.17(422) Purchaser liability for unpaid sales tax.   For sales occurring on and after March 13,
1986, if a purchaser fails to pay sales tax to a retailer required to collect the tax, the tax is payable by the
purchaser directly to the department. The general rule is that the department may proceed against either
the retailer or the purchaser for the entire amount of tax which the purchaser is, initially, obligated to pay
the retailer. However, see 701—subrule 15.3(2) for a situation in which the obligation to pay the tax is
imposed upon the purchaser alone.

This rule is intended to implement Iowa Code section 422.52.
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TITLE IX
PROPERTY

CHAPTER 70
REPLACEMENT TAX AND STATEWIDE PROPERTY TAX

DIVISION I
REPLACEMENT TAX

701—70.1(437A) Who must file return.   Each taxpayer, as defined in Iowa Code Supplement section
437A.3(30), shall file a true and accurate return with the director. The return shall include all of the
information prescribed in Iowa Code sections 437A.8(1)“a” through “f” and any other information
or schedules requested by the director. The return shall be signed by an officer or other person duly
authorized by the taxpayer and must be certified as correct. If the taxpayer was inactive or ceased the
conduct of any activity subject to the replacement tax during the tax year, the return must contain a
statement to that effect.

701—70.2(437A) Time and place for filing return.   The return must be filed with the director on or
before March 31 following the tax year. There is no authority for the director to grant an extension of
time to file a return. Therefore, any return which is not filed on or before March 31 following the tax
year is untimely.

A taxpayer whose replacement tax liability before credits is $300 or less is not required to file a
return. A taxpayer should not file a replacement tax return under such circumstances.

When the due date falls on a Saturday or Sunday, the return will be due the first business day
following the Saturday or Sunday. If a return is placed in the mails, properly addressed and postage paid
in ample time to reach the director or the department on or before the due date for filing, no penalty will
attach should the return not be received until after that date. The functional meaning of this requirement
is that if the return is placed in the mails, properly addressed and postage paid, on or before the due
date for filing, no penalty will attach. Mailed returns should be addressed to Department of Revenue,
Attention: Property Tax Division, Hoover State Office Building, Des Moines, Iowa 50319.

701—70.3(437A) Form for filing.   Returns must be made by taxpayers on forms supplied by the
department. Taxpayers not supplied with the proper forms shall make application for same to the
department in ample time to have their returns made, verified and filed on or before the due date.
Each taxpayer shall carefully prepare the taxpayer’s return so as to fully and clearly set forth the data
required. All information shall be supplied and each direction complied with in the same manner as if
the forms were embodied in these rules.

Failure to receive the proper forms does not relieve the taxpayer from the obligation of making the
replacement tax return.

Returns received which are not completed, but merely state “see schedule attached,” “no tax due,” or
some other conclusionary statement are not considered to be a properly filed return and may be returned
to the taxpayer for proper completion. This may result in the imposition of penalties and interest due to
the return’s being filed after the due date.

701—70.4(437A) Payment of tax.   Payment of tax shall not accompany the filing of the replacement tax
return with the director. Payment of tax shall never be made to the director or the state of Iowa. Payment
of the proper amount of tax due shall be made to the appropriate county treasurer upon notification by
the county treasurer to the taxpayer of the taxpayer’s replacement tax obligation.

701—70.5(437A) Statute of limitations.
70.5(1) The director has three years after a return is filed to determine the tax due if the return is

found to be incorrect and to give notice to the taxpayer of the determination. This three-year statute of
limitations does not apply in the instances specified in 70.5(2).
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70.5(2) If a taxpayer files a false or fraudulent return with the intent to evade any tax, the correct
amount of tax due may be determined by the director at any time after the return has been filed.

70.5(3) If a taxpayer fails to file a return, the three-year period of limitations does not begin to run
until the return is filed with the director.

70.5(4) Waiver of statute of limitations. The department and the taxpayer may extend the three-year
period of limitations provided in 70.5(1) above by signing a waiver agreement form provided by
the department. The agreement shall designate the period of extension and the tax year for which
the extension applies. The agreement shall provide that the taxpayer may file a claim for refund of
replacement tax at any time prior to the expiration of the agreement.

701—70.6(437A) Billings.
70.6(1) Notice of adjustments.
a. An agent, auditor, clerk, or employee of the department, designated by the director to examine

returns and make audits, who discovers discrepancies in returns or learns that items subject to tax may
not have been listed or included as taxable, in whole or in part, or that no return was filed when one
was due, is authorized to notify the person of this discovery by ordinary mail. This notice is not an
assessment. It informs the person what amount would be due if the information discovered is correct. A
copy of such notice shall also be sent to the appropriate county treasurer.

b. Right of person upon receipt of notice of adjustment. A person who has received notice of an
adjustment in connection with a return may pay the additional amount stated to be due to the appropriate
county treasurer. If payment is made, and the person wishes to contest the matter, the person should
file a timely claim for refund. However, payment will not be required until an assessment has been
made (although interest will continue to accrue if timely payment is not made). If no payment has been
made, the person may discuss with the agent, auditor, clerk, or employee who notified the person of
the discrepancy, either in person or through correspondence, all matters of fact and law which may be
relevant to the situation. This person may also ask for a conference with the Department of Revenue,
Property Tax Division, Hoover State Office Building, Des Moines, Iowa. Documents and records
supporting the person’s position may be required.

c. Power of agent, auditor, or employee to compromise tax claim. No employee of the department
has the power to compromise any tax claims. The power of the agent, auditor, clerk, or employee who
notified the person of the discrepancy is limited to the determination of the correct amount of tax.

70.6(2) Notice of assessment. If, after following the procedure outlined in 70.6(1)“b,” no agreement
is reached and the person does not pay the amount determined to be correct to the appropriate county
treasurer, a notice of the amount of tax due shall be sent to the taxpayer. This notice of assessment shall
bear the signature of the director and will be sent by ordinary mail to the taxpayer with a copy sent to
the appropriate county treasurer.

A taxpayer has 60 days from the date of the notice of assessment to file a protest according to the
provisions of rule 701—7.41(17A) or, if the taxpayer fails to timely appeal a notice of assessment,
the taxpayer may make payment pursuant to rule 701—7.41(17A) to the appropriate county treasurer
and file a refund claim with the director within the applicable period provided in Iowa Code section
437A.14(1)“b” for filing such claims.

70.6(3) Supplemental assessments and refund adjustments. The director may, at any time within
the period prescribed for assessment or refund adjustment, make a supplemental assessment or
refund adjustment whenever it is ascertained that any assessment or refund adjustment is imperfect or
incomplete in any respect.

If an assessment or refund adjustment is appealed (protested under rule 701—7.41(17A)) and is
resolved whether by informal proceedings or by adjudication, the director shall notify the appropriate
county treasurer. Such resolution shall preclude the director and the taxpayer from making a
supplemental assessment or refund adjustment concerning the same issue involved in the appeal for
the same tax year unless there is a showing of mathematical or clerical error or showing of fraud or
misrepresentation.
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701—70.7(437A) Refunds.
70.7(1) A claim for refund of replacement tax may be made on a form obtainable from the

department. All claims for refund should be filed with the director, and not with the county treasurer. In
the case of a refund claim filed by an agent or representative of the taxpayer, a power of attorney must
accompany the claim. All claims for refund must be in writing.

70.7(2) A taxpayer shall not offset a refund or overpayment of tax for one tax year as a prior payment
of tax of a subsequent tax year on the tax return of a subsequent year unless the provisions of Iowa Code
section 437A.8(7) are applicable.

70.7(3) Refunds—statute of limitations. The statute of limitations with respect to which refunds or
credits may be claimed are:

a. The later of three years after the due date of the tax payment upon which the refund or credit is
claimed; or one year after which such payment was actually made.

b. Ninety days after the due date of the tax payment upon which refund or credit is claimed if the
tax is alleged to be unconstitutional.

70.7(4) No credit or refund of taxes alleged to be unconstitutional shall be allowed if such taxes
were not paid to the appropriate county treasurer under written protest which specifies the particulars of
the alleged unconstitutionality.

70.7(5) The taxpayer responsible for paying the tax, or the taxpayer’s successors, are the only
persons eligible to file claims for refund or credit of the tax with the director and are the only persons
eligible to receive such refunds or credits.

70.7(6) The director will promptly notify the appropriate county treasurer of the acceptance or denial
of any refund claim or credit. The county treasurer shall pay the refund claim or portion thereof accepted
by the director.

70.7(7) A taxpayer has 60 days from the date of the notice of denial of a refund or credit, in whole
or in part, to file a protest according to the provisions of rule 701—7.41(17A).

701—70.8(437A) Abatement of tax.   The provisions of rules 701—7.31(421) and 7.38(421,17A) are
applicable to replacement tax. In the event that the taxpayer files a request for abatement with the director,
the appropriate county treasurer shall be notified. The director’s decision on the abatement request shall
be sent to the taxpayer and the appropriate county treasurer.

701—70.9(437A) Taxpayers required to keep records.
70.9(1) Records required. The records required in this rule must be made available for examination

upon request by the director or the director’s authorized representative. The records must include all of
those which would support the entries required to be made on the tax return. These records include but
are not limited to:

a. Records associated with the number of taxable kilowatt-hours of electricity delivered to
consumers by the taxpayer within each electric competitive service area during the tax year. Such
records shall also include those for calendar year 1998.

b. Records associated with the number of taxable kilowatt-hours of electricity consumed within
each electric competitive service area during the tax year where the delivery of such electricity is not
subject to the replacement delivery tax.

c. Records associated with the average centrally assessed property tax liability allocated to electric
service of each taxpayer, other than a municipal utility, principally serving an electric competitive service
area and of each generation and transmission electric cooperative for the assessment years 1993 through
1997. For municipal utilities, such records shall be for the 1997 assessment year and shall also include
records associated with items in 1999 Iowa Acts, Senate File 473, section 30.

d. Records associated with the number of taxable kilowatt-hours of electricity generated within
the state of Iowa during the tax year. Such records shall also include those for calendar year 1998.

e. Records associated with taxable pole miles of transmission lines owned or leased by the
taxpayer for each of the line voltage tiers subject to tax imposed in Iowa Code section 437A.7. Such
records shall also include those for calendar year 1998.
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f. Records associated with the excess property tax liability of each generation and transmission
electric cooperative assigned to the electric competitive service areas principally served on January
1, 1999, by its distribution electric cooperative members and by those municipal utilities which were
purchasing members of a municipal electric cooperative association that is a member of the generation
and transmission electric cooperative. Such records shall include those for calendar year 1998. “Excess
property tax liability” means the amount by which the average centrally assessed property tax liability for
the assessment years 1993 through 1997 of a generation and transmission electric cooperative exceeds
the tentative generation and transmission taxes which would have been imposed on such generation and
transmission electric cooperative under Iowa Code sections 437A.6 and 437A.7 for calendar year 1998.

g. Records associated with the number of taxable therms of natural gas delivered to consumers
by the taxpayer within each natural gas competitive service area during the tax year. Such records shall
also include those for calendar year 1998.

h. Records associated with the number of taxable therms of natural gas consumed within each
natural gas competitive service area during the tax year where the delivery of such natural gas is not
subject to the replacement delivery tax.

i. Records associated with the average centrally assessed property tax liability allocated to natural
gas service of each taxpayer, other than a municipal utility, principally serving a natural gas competitive
service area for the assessment years 1993 through 1997. For municipal utilities, such records shall be
for the 1997 assessment year and shall also include records associated with items in 1999 Iowa Acts,
Senate File 473, section 30.

j. Records associated with the taxpayer’s calculation of the tentative replacement taxes due for
the tax year and required to be shown on the tax return.

k. Records associated with increases or decreases in the tentative replacement tax required to be
shown to be due where the electric and natural gas delivery tax rates are subject to recalculation under
the provisions of Iowa Code section 437A.8(7).

l. Records associated with the kilowatt-hours of electricity and the therms of natural gas entitled
to be exempted from the taxes imposed by Iowa Code sections 437A.4 to 437A.7 by the enumerated
exemptions therein.

m. Records associated with kilowatt-hours of electricity and therms of natural gas delivered in a
manner set forth in Iowa Code sections 437A.4(7) and 437A.5(6).

n. All work papers associated with any of the records described in this rule.
o. Records pertaining to any additions or deletions of property described as exempt from local

property tax in Iowa Code section 437A.16.
p. Records associated with allocation of property described in paragraph “o” above among local

taxing districts.
70.9(2) The records required to be maintained by these rules shall be maintained by taxpayers for

a period of ten years following the later of the original due date for the filing of a tax return in which
the replacement taxes are reported, or the date on which such return is filed. Upon application to the
director and for good cause shown, the director may shorten the period for which any records should be
maintained by a taxpayer.

701—70.10(437A)Credentials.   Employees of the department have official credentials, and the taxpayer
should require proof of the identity of persons claiming to represent the department. No charges shall
be made nor gratuities of any kind accepted by an employee of the department for assistance given in or
out of the office of the department.

701—70.11(437A) Audit of records.   The director or the director’s authorized representative shall have
the right to examine or cause to be examined the books, papers, records, memoranda or documents of
a taxpayer for the purpose of verifying the correctness of a tax return filed, of information presented,
or for estimating the tax liability of a taxpayer. When a taxpayer fails or refuses to produce the records
for examination upon request, the director shall have authority to require, by a subpoena, the attendance
of the taxpayer and any other witness(es) whom the director deems necessary or expedient to examine
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and compel the taxpayer and witness(es) to produce books, papers, records, memoranda or documents
relating in any manner to the replacement tax.

701—70.12(437A) Collections/reimbursements.   Neither the director nor the department is empowered
to receive any payment of replacement tax. Therefore, taxpayers should never pay any replacement tax
to the director or the state of Iowa. All payments of replacement tax are to be made to the appropriate
county treasurer.

70.12(1) A person in possession of a renewable energy tax credit certificate issued pursuant to Iowa
Code chapter 476C or a wind energy tax credit issued pursuant to chapter 476B as amended by 2008 Iowa
Acts, Senate File 2405, may apply to the director for a reimbursement of the amount of taxes imposed
and paid by the person pursuant to Iowa Code chapter 437A in an amount not more than the person
received in renewable energy tax credit certificates or wind energy tax credit certificates. To obtain
the reimbursement, the person shall attach to the return required under Iowa Code section 437A.8 the
renewable energy tax credit certificates or the wind energy tax credit certificates and provide any other
information the director may require. The director shall direct that a warrant be issued to the person
for an amount equal to the tax imposed and paid by the person. Any credit in excess of the person’s
tax liability may be claimed as a refund for the following seven years. Pursuant to Iowa Code section
437A.14, a taxpayer may file a claim for refund with the director within three years after the replacement
tax became due. If the renewable energy or wind energy tax credit claim exceeds the replacement tax
due in a year, the taxpayer has seven years to carry over the excess credit. Pursuant to Iowa Code section
476C.4(6), a person may not receive both a renewable energy tax credit and a wind energy tax credit.
The reimbursement applies to a qualified facility placed in service on or after July 1, 2005, but before
July 1, 2012. The utilities board shall notify the department of revenue of the amount of kilowatt hours
of electricity purchased from a renewable energy facility or the amount of kilowatt hours generated and
purchased from a qualified wind energy facility or generated and used on site by the qualified wind
energy facility. The department of revenue shall calculate the amount of the tax credit and issue the
tax credit certificate. Wind energy and renewable energy tax credit certificates may be transferred, and
a replacement tax credit certificate may reflect a different type of tax than the type of tax noted on the
original tax credit certificate.

70.12(2) Aperson in possession of a soy-based transformer fluid tax credit certificate issued pursuant
to Iowa Code chapter 476D may apply to the director for a reimbursement of the amount of taxes
imposed and paid by the person pursuant to Iowa Code chapter 437A in an amount not more than the
person received in soy-based transformer fluid tax credit certificates. To obtain the reimbursement, the
person shall attach to the return required under section 437A.8 the soy-based transformer fluid tax credit
certificates issued to the person and provide any other information the director may require. The director
shall direct a warrant to be issued to the person for an amount equal to the tax imposed and paid by
the person pursuant to Iowa Code chapter 437A but for not more than the amount of the soy-based
transformer fluid tax credit certificates attached to the return. This subrule is rescinded December 31,
2009.

This rule is intended to implement Iowa Code section 437A.17B, chapter 476B as amended by 2008
IowaActs, Senate File 2405; section 437A.17C and chapter 476D as amended by 2008 IowaActs, Senate
File 572; and chapter 476C.

701—70.13(437A) Information confidential.   Iowa Code subsections 437A.14(2) and (3) apply
generally to the director, deputies, auditors, and present or former officers and employees of the
department. Disclosure of the kilowatt-hours of electricity or therms of natural gas delivered by a
taxpayer in a competitive service area disclosed on a tax return, return information, or investigative or
audit information is prohibited. Other persons having acquired this confidential information will be
bound by the same rules of secrecy under these Iowa Code provisions as any member of the department
and will be subject to the same penalties for violations as provided by law.
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DIVISION II
STATEWIDE PROPERTY TAX

701—70.14(437A) Who must file return.   Each taxpayer shall file a true and accurate return with the
director. The return shall include all of the information prescribed in Iowa Code section 437A.21 and any
other information or schedules requested by the director. The return shall be signed by an officer or other
person duly authorized by the taxpayer and must be certified as correct. If the taxpayer was inactive or
ceased the conduct of any activity for which the taxpayer’s property was subject to the statewide property
tax during the tax year, the return must contain a statement to that effect.

701—70.15(437A) Time and place for filing return.   The return must be filed with the director on or
before March 31 following the tax year. There is no authority for the director to grant an extension of
time to file a return. Therefore, any return which is not filed on or before March 31 following the tax
year is untimely.

When the due date falls on a Saturday or Sunday, the return will be due the first business day
following the Saturday or Sunday. If a return is placed in the mails, properly addressed and postage paid
in ample time to reach the director or the department on or before the due date for filing, no penalty will
attach should the return not be received until after that date. The functional meaning of this requirement
is that if the return is placed in the mails, properly addressed and postage paid, on or before the due
date for filing, no penalty will attach. Mailed returns should be addressed to Department of Revenue,
Attention: Property Tax Division, Hoover State Office Building, Des Moines, Iowa 50319.

701—70.16(437A) Form for filing.   Replacement tax rule 70.3(437A) is incorporated herein by
reference.

701—70.17(437A) Payment of tax.   Payment of the tax required to be shown due on the statewide
property tax return shall accompany the filing of the return. All checks shall be made payable to
Treasurer, State of Iowa. Failure to pay the tax required to be shown due on the tax return by the due
date shall render the tax delinquent.

701—70.18(437A) Statute of limitations.   Replacement tax rule 70.5(437A) is incorporated herein by
reference.

701—70.19(437A) Billings.
70.19(1) Notice of adjustments. Replacement tax subrule 70.6(1) is incorporated herein by reference.
70.19(2) Notice of assessment. If, after following the procedure outlined in 70.6(1)“b,” no

agreement is reached and the person does not pay the amount determined to be correct to the director, a
notice of the amount of tax due shall be sent to the taxpayer. This notice of assessment shall bear the
signature of the director and will be sent by ordinary mail to the taxpayer.

A taxpayer has 60 days from the date of the notice of assessment to file a protest according to the
provisions of rule 701—7.41(17A) or, if the taxpayer fails to timely appeal a notice of assessment, the
taxpayer may make payment pursuant to rule 701—7.41(17A) to the director and file a refund claim with
the director within the applicable period provided in Iowa Code sections 437A.22 and 437A.14(1)“b”
for filing such claims.

70.19(3) Supplemental assessments. Replacement tax subrule 70.6(3) is incorporated by reference.

701—70.20(437A) Refunds.   Replacement tax subrules 70.7(1) to 70.7(3), 70.7(5) and 70.7(7) are
incorporated herein by reference.

No credit or refund of taxes alleged to be unconstitutional shall be allowed if such taxes were not
paid under written protest which specifies the particulars of the alleged unconstitutionality.

701—70.21(437A) Abatement of tax.   The provisions of rules 701—7.31(421) and 7.38(421,17A) are
applicable to the statewide property tax.
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701—70.22(437A) Taxpayers required to keep records.
70.22(1) Records required. The records required in this rule must be made available for examination

upon request by the director or the director’s authorized representative. The records must include all of
those which would support the entries required to be made on the tax return. These records include but
are not limited to:

a. Records associated with the assessed value and base year assessed value of property subject to
the statewide property tax.

b. Records associated with the computation of the statewide property tax required to be shown
due on the tax return.

c. Records associated with the book value of the local amount of any major addition by local
taxing district.

d. Records associated with the book value of the statewide amount of any major addition.
e. Records associated with the transfer or disposal of all operating property in the preceding

calendar year, by local taxing district.
f. Records associated with the book value of all other taxpayer property subject to the statewide

property tax.
g. Records associated with the book value of any major addition, by situs, eligible for the urban

revitalization exemption provided for in Iowa Code chapter 404.
h. All work papers associated with any of the records described in this rule.
i. Records associated with allocation of property subject to statewide property tax among local

taxing districts.
70.22(2) The records required to be maintained by these rules shall be maintained by taxpayers for

a period of ten years following the later of the original due date for the filing of a tax return in which
the statewide property tax is reported, or the date on which such return is filed. Upon application to the
director and for good cause shown, the director may shorten the period for which any records should be
maintained by a taxpayer.

701—70.23(437A) Credentials.   Replacement tax rule 70.10(437A) is incorporated herein by reference.

701—70.24(437A) Audit of records.   Replacement tax rule 70.11(437A) is incorporated herein by
reference.

These rules are intended to implement Iowa Code chapter 437A as amended by 2007 Iowa Acts,
Senate File 278.

[Filed 9/3/99, Notice 7/28/99—published 9/22/99, effective 10/27/99]
[Filed 9/10/04, Notice 8/4/04—published 9/29/04, effective 11/3/04]
[Filed 12/30/05, Notice 11/9/05—published 1/18/06, effective 2/22/06]
[Filed 10/5/06, Notice 8/30/06—published 10/25/06, effective 11/29/06]
[Filed 10/19/07, Notice 9/12/07—published 11/7/07, effective 12/12/07]
[Filed 11/12/08, Notice 10/8/08—published 12/3/08, effective 1/7/09]
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CHAPTER 80
PROPERTY TAX CREDITS AND EXEMPTIONS

[Prior to 12/17/86, Revenue Department[730]]

701—80.1(425) Homestead tax credit.
80.1(1) Application for credit.
a. No homestead tax credit shall be allowed unless the first application for homestead tax credit

is signed by the owner of the property or the owner’s qualified designee and filed with the city or county
assessor on or before July 1 of the current assessment year. (1946 O.A.G. 37) Once filed, the claim for
credit is applicable to subsequent years and no further filing shall be required provided the homestead is
owned and occupied by the claimant or the claimant’s spouse on July 1 of each year and, in addition, the
claimant or the claimant’s spouse occupies the homestead for at least six months during each calendar
year in which the fiscal year for which the credit is claimed begins. It is not a requirement that the
six-month period of time be consecutive. If the credit is disallowed and the claimant failed to give written
notice to the assessor that the claimant ceased to use the property as a homestead, a civil penalty equal
to 5 percent of the amount of the disallowed credit shall be assessed against the claimant in addition to
the amount of credit allowed. The assessor, county auditor, and county board of supervisors shall act on
the claim in accordance with Iowa Code section 425.3. A claim filed after July 1 of any calendar year
applies to the following assessment year.

b. In the event July 1 falls on either a Saturday or Sunday, applications for the homestead tax credit
may be filed the following Monday.

c. In the event July 1 falls on either a Saturday or Sunday, applications submitted by mail shall be
accepted if postmarked on the following Monday.

d. An assessor may not refuse to accept an application for homestead tax credit. If it is the opinion
of the assessor that a homestead tax credit should not be allowed, the assessor shall accept the application
for credit and recommend disallowance.

e. If the owner of the homestead is on active duty in the armed forces of this state or of the United
States, or is 65 years of age or older or is disabled, the application for homestead tax credit may be signed
and delivered by a member of the owner’s family or the owner’s guardian, conservator or designated
attorney-in-fact. For purposes of this rule, any person related to the owner by blood, marriage or adoption
shall be considered a member of the owner’s family.

f. If a person makes a false application for credit with fraudulent intent to obtain the credit, the
person is guilty of a fraudulent practice and the claim shall be disallowed. If the credit has been paid,
the amount of the credit plus a penalty equal to 25 percent of the amount of the disallowed credit and
interest shall be collected by the county treasurer.

g. For purposes of the homestead tax credit statute, the occupancy of the homestead may
constitute actual occupancy or constructive occupancy. However, more than one homestead cannot
be simultaneously occupied by the claimant and multiple simultaneous homestead tax credits are not
allowable. (Op. St. Bd. Tax Rev. No. 212, February 29, 1980.) Generally, a homestead is occupied
by the claimant if the premises constitute the claimant’s usual place of abode. Once the claimant’s
occupancy of the homestead is established, such occupancy is not lost merely because the claimant, for
some valid reason, is temporarily absent from the homestead premises with an intention of returning
thereto (1952 O.A.G. 78).

80.1(2) Eligibility for credit.
a. If homestead property is owned jointly by persons who are not related or formerly related by

blood, marriage or adoption, no homestead tax credit shall be allowed unless all the owners actually
occupy the homestead property on July 1 of each year. (1944 O.A.G. 26; Letter O.A.G. October 18,
1941)

b. No homestead tax credit shall be allowed if the homestead property is owned or listed and
assessed to a corporation, other than a family farm corporation, partnership, company or any other
business or nonbusiness organization. (1938 O.A.G. 441; Verne Deskin v. Briggs, State Board of Tax
Review, No. 24, February 1, 1972)
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c. A person acquiring homestead property under a contract of purchase remains eligible for a
homestead tax credit even though such person has assigned his or her equity in the homestead property
as security for a loan. (1960 O.A.G 263)

d. A person occupying homestead property pursuant to Iowa Code chapter 499A or 499B is
eligible for a homestead tax credit. (1978 O.A.G. 78-2-5; 1979 O.A.G. 79-12-2)

e. A person who has a life estate interest in homestead property shall be eligible for a homestead
tax credit, provided the remainderman is related or formerly related to the life estate holder by blood,
marriage or adoption or the reversionary interest is held by a nonprofit corporation organized under Iowa
Code chapter 504A. (1938 O.A.G. 193)

f. A homestead tax credit may not be allowed upon a mobile home which is not assessed as real
estate. (1962 O.A.G. 450)

g. A person occupying homestead property under a trust agreement is considered the owner of the
property for purposes of the homestead tax credit. (1962 O.A.G. 434)

h. A remainder is not eligible to receive a homestead tax credit until expiration of the life estate
to which such person has the remainder interest. (1938 O.A.G. 305)

i. In order for a person occupying homestead property under a contract of purchase to be eligible
for a homestead tax credit, the contract of purchase must be recorded in the office of the county recorder
where the property is located. A recorded memorandum or summary of the actual contract of purchase
is not sufficient evidence of ownership to qualify a person for a homestead tax credit.

j. An owner of homestead property who is in the military service or confined in a nursing home,
extended-care facility or hospital shall be considered as occupying the property during the period of
service or confinement. The fact that the owner rents the property during the period of military service
is immaterial to the granting of the homestead tax credit. (1942 O.A.G. 45) However, no homestead
tax credit shall be allowed if the owner received a profit for the use of the property from another person
while such owner is confined in a nursing home, extended-care facility or hospital.

k. A person owning a homestead dwelling located upon land owned by another person or entity
is not eligible for a homestead tax credit. (1942 O.A.G. 160, O.A.G. 82-4-9) This rule is not applicable
to a person owning a homestead dwelling pursuant to Iowa Code chapter 499B or a person owning a
homestead dwelling on land owned by a community land trust pursuant to 42 U.S.C. Section 12773.

l. An heir occupying homestead property that is part of an estate in the process of administration
is considered an owner of the property and is eligible for the homestead credit. (1938 O.A.G. 272)

80.1(3) Disabled veteran’s homestead tax credit. The disabled veteran’s homestead tax credit may
be claimed by any person who acquired homestead property under 38 U.S.C. Sections 21.801 and 21.802
or Sections 2101 and 2102 provided the veteran’s annual income and that of the veteran’s spouse do not
exceed $35,000. The amount of the credit is equal to the entire amount of tax payable on the homestead.
Even though this financial assistance is available to disabled veterans on only one homestead during
their lifetime, the credit may be claimed upon the acquisition of other homesteads for which no financial
assistance is available providing all qualifications have been met.

80.1(4) Application of credit.
a. Except as provided in 80.1(1)“a,” if the homestead property is conveyed to another person prior

to July 1 of any year, the new owner must file a claim for credit on or before July 1 to obtain the credit for
that year. If the property is conveyed on or after July 1, the credit shall remain with the property for that
year provided the previous owner was entitled to the credit. However, when the property is transferred as
part of a distribution made pursuant to Iowa Code chapter 598 (Dissolution of Marriage) the transferee
spouse retaining ownership and occupancy of the homestead is not required to refile for the credit.

b. A homestead tax credit may be allowed even though the property taxes levied against the
homestead property have been suspended by the board of supervisors. (1938 O.A.G. 288)

c. A homestead tax credit shall not be allowed if the property taxes levied against the homestead
property have been canceled or remitted by the board of supervisors. (1956 O.A.G. 78)

d. Only one homestead tax credit can be allowed per legally described tract of land. For purposes
of this rule, a legally described tract of land shall mean all land contained in a single legal description.
(1962 O.A.G. 435)
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e. If the owner of homestead property is also eligible for a military service tax exemption and
claims the exemption on the homestead property, the military service tax exemption shall be applied
prior to the homestead tax credit when computing net property tax. (Ryan v. State Tax Commission, 235
Iowa 222, 16 N.W.2d 215)

f. If the homestead property contains two dwelling houses and one of the dwelling houses and a
portion of the land is sold after a valid application for homestead tax credit has been filed, the assessor
shall prorate the assessment so as to allow the seller a homestead tax credit on that portion of the property
which is retained and also allow the purchaser a homestead tax credit on that portion of the property
which is purchased, provided the purchaser files a valid application for homestead tax credit by July 1
of the claim year.

g. A homestead tax credit shall be allowed against the assessed value of the land on which a
dwelling house did not exist as of January 1 of the year in which the credit is claimed provided a dwelling
house is owned and occupied by the claimant on July 1 of that year.

h. The county treasurer shall, pursuant to Iowa Code section 25B.7, be required to extend to
the claimant only that portion of the credit estimated by the department to be funded by the state
appropriation.

This rule is intended to implement Iowa Code chapter 425 as amended by 2006 Iowa Acts, House
File 2794.

701—80.2(22,35,426A) Military service tax exemption.
80.2(1) Application for exemption.
a. No military service tax exemption shall be allowed unless the first application for the military

service tax exemption is signed by the owner of the property or the owner’s qualified designee and
filed with the city or county assessor on or before July 1 of the current assessment year (1970 O.A.G.
437). Once filed, the claim for exemption is applicable to subsequent years and no further filing shall be
required provided the claimant or the claimant’s spouse owns the property on July 1 of each year. The
assessor, county auditor, and county board of supervisors shall act on the claim in accordance with Iowa
Code section 427.6 as amended by 1999 Iowa Acts, chapter 151, section 88. A claim filed after July 1
of any calendar year applies to the following assessment year.

b. In the event July 1 falls on either a Saturday or Sunday, applications for the military service tax
exemption may be filed the following Monday.

c. In the event July 1 falls on either a Saturday or Sunday, applications submitted by mail shall be
accepted if postmarked on the following Monday.

d. An assessor may not refuse to accept an application for a military service tax exemption. If it
is the opinion of the assessor that a military service tax exemption should not be allowed, the assessor
shall accept the application for exemption and recommend disallowance.

e. If the owner of the property is on active duty in the armed forces of this state or of the United
States, or is 65 years of age or older or is disabled, the application for military service tax exemption
may be signed and delivered by a member of the owner’s family or the owner’s guardian, conservator or
designated attorney-in-fact. For purposes of this rule, any person related to the owner by blood, marriage
or adoption shall be considered a member of the owner’s family.

80.2(2) Eligibility for exemption.
a. A person who was discharged from the draft is not considered a veteran of the military service

and is not entitled to a military service tax exemption. (1942 O.A.G. 79)
b. A military service tax exemption shall not be allowed to a person whose only service in the

military was with a foreign government. (1932 O.A.G. 242; 1942 O.A.G. 79)
c. Former members of the United States armed forces, including members of the Coast Guard,

who were on active duty for less than 18 months must have served on active duty during one of the war
or conflict time periods enumerated in Iowa Code Supplement section 35.1. If former members were
on active duty for at least 18 months, it is not necessary that their service be performed during one of
the war or conflict time periods. Former members who opted to serve five years in the reserve forces
of the United States qualify if any portion of their enlistment would have occurred during the Korean
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Conflict (June 25, 1950, to January 31, 1955). There is no minimum number of days a former member
of the armed forces of the United States must have served on active duty if the service was performed
during one of the war or conflict time periods, nor is there a minimum number of days a former member
of the armed forced of the United States must have served on active duty if the person was honorablyt
discharged because of a service-related injury sustained while on active duty.

Former and current members of the Iowa national guard and reserve forces of the United States need
not have performed any active duty if they served at least 20 years. Otherwise, they must have been
activated for federal duty, for purposes other than training, for a minimum of 90 days. Also, it is not a
requirement for a member of the Iowa national guard or a reservist to have performed service within a
designated war or conflict time period.

d. With the exception of members of the Iowa national guard and members of the reserve forces
of the United States who have served at least 20 years and continue to serve, a military service tax
exemption shall not be allowed unless the veteran has received a complete and final separation from
active duty service. (Jones v. Iowa State Tax Commission, 247 Iowa 530, 74 N.W.2d 563, 567-1956; In
re Douglas A. Coyle, State Board of Tax Review, No. 197, August 14, 1979; 1976 O.A.G. 44)

e. As used in Iowa Code subsection 426A.12(3), the term minor child means a person less than 18
years of age or less than 21 years of age and enrolled as a full-time student at an educational institution.

f. A veteran of more than one qualifying war period is entitled to only one military service tax
exemption, which shall be the greater of the two exemptions. (1946 O.A.G. 71)

g. The person claiming a military service tax exemption must be an Iowa resident. However, the
veteran need not be an Iowa resident if such person’s exemption is claimed by a qualified individual
enumerated in Iowa Code section 426A.12. (1942 O.A.G. 140)

h. A person who has a life estate interest in property may claim a military service tax exemption
on such property. (1946 O.A.G. 155; 1976 O.A.G. 125)

i. A remainder is not eligible to receive a military service tax exemption on property to which a
remainder interest is paid until expiration of the life estate. (1946 O.A.G. 155)

j. A military service tax exemption shall not be allowed on a mobile home which is not assessed
as real estate. (1962 O.A.G. 450)

k. A divorced person may not claim the military service tax exemption of a former spouse who
qualifies for the exemption. (Letter O.A.G. August 8, 1961)

l. A surviving spouse of a qualified veteran, upon remarriage, loses the right to claim the deceased
veteran’s military exemption as the surviving spouse is no longer an unremarried surviving spouse of the
qualified veteran. (1950 O.A.G. 44)

m. An annulled marriage is considered to have never taken place and the parties to such a marriage
are restored to their former status. Neither party to an annulled marriage can thereafter be considered a
spouse or surviving spouse of the other party for purposes of receiving themilitary service tax exemption.
(Op. Att’y. Gen. 61-8-10(L))

n. No military service tax exemption shall be allowed on property that is owned by a corporation,
except for a family farm corporation where a shareholder occupies a homestead as defined in Iowa
Code section 425.11(1), partnership, company or any other business or nonbusiness organization. (1938
O.A.G. 441)

o. In the event both a husband and wife are qualified veterans, they may each claim their military
service tax exemption on their jointly owned property. (1946 O.A.G. 194) If property is solely owned
by one spouse, the owner spouse may claim both exemptions on such property providing the nonowner
spouse does not claim his or her exemption on other property.

p. No military service tax exemption shall be allowed if on July 1 of the claim year, the claimant
or the claimant’s unremarried surviving spouse is no longer the owner of the property upon which the
exemption was claimed.

q. A person shall not be denied a military service tax exemption even though the property upon
which the exemption is claimed has been pledged to another person as security for a loan. (1960 O.A.G.
263)
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r. A qualified veteran who has conveyed property to a trustee shall be eligible to receive a military
service tax exemption on such property providing the trust agreement gives the claimant a beneficial
interest in the property. (1962 O.A.G. 434)

s. Aperson owning property pursuant to Iowa Code chapter 499A or 499B is eligible for a military
service tax exemption. (1978 O.A.G. 78-2-5; 1979 O.A.G. 79-12-2)

t. The person claiming the exemption shall have recorded in the office of the county recorder
evidence of property ownership and either the military certificate of satisfactory service or, for a current
member of the Iowa national guard or a member of the reserve forces of the United States, the veteran’s
retirement points accounting statement issued by the armed forces of the United States or the state
adjutant general. The military certificate of satisfactory service shall be considered a confidential record
pursuant to Iowa Code section 22.7.

u. An heir of property that is part of an estate in the process of administration is considered an
owner of the property and is eligible for the military exemption.

80.2(3) Application of exemption.
a. When the owner of homestead property is also eligible for a military service tax exemption

and claims the exemption on the homestead property, the military service tax exemption shall be applied
prior to the homestead tax credit when computing net property tax. (Ryan v. State Tax Commission, 235
Iowa 222, 16 N.W.2d 215)

b. If a portion of the property upon which a valid military service tax exemption was claimed is
sold on or before July 1 of the year in which the exemption is claimed, the seller shall be allowed a
military service tax exemption on that portion of the property which is retained by the seller on July 1.
The purchaser is also eligible to receive a military service tax exemption on that portion of the property
which was purchased, provided the purchaser is qualified for the exemptions and files a valid application
for the exemption on or before July 1 of the claim year.

c. A military service tax exemption may be allowed even though the taxes levied on the property
upon which the exemption is claimed have been suspended by the board of supervisors. (1938 O.A.G.
288)

d. A military service tax exemption shall not be allowed if the taxes levied on the property upon
which the exemption is claimed have been canceled or remitted by the board of supervisors. (1956
O.A.G. 78)

e. The county treasurer shall, pursuant to Iowa Code section 25B.7, be required to extend to
the claimant only that portion of the exemption estimated by the department to be funded by the state
appropriation.

This rule is intended to implement Iowa Code sections 22.7, 35.1, and 35.2 and chapter 426A as
amended by 2005 Iowa Acts, chapter 115, and 2006 Iowa Acts, House File 2751.

701—80.3(427) Pollution control and recycling property tax exemption.
80.3(1) To secure an exemption for pollution control or recycling property, an application must be

filed with the assessing authority on or before February 1 of the assessment year for which the exemption
is first claimed. It is the responsibility of the taxpayer to secure the necessary certification from the
department of natural resources in sufficient time to file the application for exemption with the assessing
authority on or before February 1. An exemption for new pollution control or recycling property can
be secured by filing an application with the assessing authority by February 1 of the assessment year
following the year in which the property is installed or constructed. If no application is timely filed in
that year, the property will first qualify for exemption in any subsequent year in which an application is
filed with the assessing authority on or before February 1.

80.3(2) In the event February 1 falls on either a Saturday or Sunday, applications for the exemption
may be filed the following Monday.

80.3(3) In the event February 1 falls on either a Saturday or Sunday, applications submitted by mail
shall be accepted if postmarked on the following Monday.

80.3(4) No exemption shall be allowed unless the application is signed by the owner of the property
or the owner’s qualified designee.
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80.3(5) An assessor may not refuse to accept an application for a pollution control exemption if
timely filed and if the necessary certification has been obtained from the department of natural resources.

80.3(6) The sale, transfer, or lease of property does not affect its eligibility for exemption as long
as the requirements of Iowa Code subsection 427.1(19) and rule 701—80.3(427), Iowa Administrative
Code, are satisfied.

80.3(7) No exemption shall be allowed unless the department of natural resources has certified that
the primary use of the property for which the taxpayer is seeking an exemption is to control or abate air
or water pollution or to enhance the quality of any air or water in this state or that the primary use of the
property is for recycling. Recycling property is property used primarily in the manufacturing process
and resulting directly in the conversion of waste glass, waste plastic, wastepaper products, or waste wood
products into new raw materials or products composed primarily of recycled material.

80.3(8) In the event that qualified property is assessed as a unit with other property not having a
pollution control or recycling function, the exemption shall be limited to the increase in the assessed
valuation of the unit which is attributable to the pollution control or recycling property.

EXAMPLE

Valuation of unit with pollution control or recycling property $100,000
Valuation of unit without pollution control or recycling property 50,000
Allowable amount of exemption $ 50,000

80.3(9) The value of property to be exempt from taxation shall be the fair and reasonable market
value of such property as of January 1 of each year for which the exemption is claimed, rather than the
original cost of such property.

80.3(10) An assessor shall not exempt property from taxation without first assessing the property
for taxation and subsequently receiving an application for tax exemption from the taxpayer.

This rule is intended to implement Iowa Code Supplement section 427.1(19) as amended by 2006
Iowa Acts, House File 2633, and Iowa Code sections 427.1(18) and 441.21(1)(i).

701—80.4(427) Low-rent housing for the elderly and persons with disabilities.
80.4(1) As used in Iowa Code subsection 427.1(21), the term “nonprofit organization” means an

organization, no part of the net income of which is distributable to its members, directors or officers.
80.4(2) As used in Iowa Code subsection 427.1(21), the term “low-rent housing” means housing the

rent for which is less than that being received or which could be received for similar properties on the
open market in the same assessing jurisdiction. Federal rent subsidies received by the occupant shall be
excluded in determining whether the rental fee charged meets this definition.

80.4(3) As used in Iowa Code subsection 427.1(21), the term “elderly” means any person at least 62
years of age.

80.4(4) As used in Iowa Code subsection 427.1(21), the term “persons with physical or mental
disabilities” means a person whose physical or mental condition is such that the person is unable to
engage in substantial gainful employment.

80.4(5) The exemption granted in Iowa Code subsection 427.1(21) extends only to property which
is owned and operated, or controlled, by a nonprofit organization recognized as such by the Internal
Revenue Service. Property owned and operated, or controlled, by a private person is not eligible for
exemption under Iowa Code subsection 427.1(21).

80.4(6) The income of persons living in housing eligible for exemption under Iowa Code subsection
427.1(21) shall not be considered in determining the property’s taxable status.

80.4(7) An organization seeking an exemption under Iowa Code subsection 427.1(21) shall file a
statement with the local assessor pursuant to Iowa Code subsection 427.1(14).

80.4(8) The exemption authorized by Iowa Code subsection 427.1(21) extends only until the final
payment due date of the borrower’s original low-rent housing development mortgage on the property or
until the borrower’s original low-rent housing development mortgage is paid in full or expires, whichever
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is sooner. If the original mortgage is refinanced, the exemption shall apply only until what would have
been the final payment due date under the original mortgage or until the refinanced mortgage is paid in
full or expires, whichever is sooner.

80.4(9) In complying with the requirements of Iowa Code subsection 427.1(14), the provisions of
rule 701—78.4(427) shall apply.

80.4(10) In determining the taxable status of property for which an exemption is claimed under
Iowa Code subsection 427.1(21), the appropriate assessor shall follow rules 701—78.1(427,441) to
701—78.5(427).

80.4(11) If a portion of a structure is used to provide low-rent housing units to elderly persons and
persons with disabilities and the other portion is used to provide housing to persons who are not elderly
or disabled, the exemption for the property on which the structure is located shall be limited to that
portion of the structure used to provide housing to the elderly and disabled. Vacant units and projects
under construction that are designated for use to provide housing to elderly and disabled persons shall
be considered as being used to provide housing to elderly and disabled persons. The valuation exempted
shall bear the same relationship to the total value of the property as the area of the structure used to provide
low-rent housing for the elderly and persons with disabilities bears to the total area of the structure unless
a better method for determining the exempt valuation is available. The valuation of the land shall be
exempted in the same proportion.

80.4(12) The property tax exemption provided in Iowa Code subsection 427.1(21) shall be based
upon occupancy by elderly or persons with disabilities as of July 1 of the assessment year. However,
nothing in this subrule shall prevent the taxation of such property in accordance with the provisions of
Iowa Code section 427.19.

This rule is intended to implement Iowa Code section 427.1(14) and Supplement section 427.1(21).

701—80.5(427) Speculative shell buildings.
80.5(1) Authority of city council and board of supervisors. A city council or county board of

supervisors may enact an ordinance granting property tax exemptions for value added as a result of
new construction of speculative shell buildings or additions to existing buildings or structures, or
may exempt the value of an existing building or structure being reconstructed or renovated and the
value of the land on which the building or structure is located, if the reconstruction or renovation
constitutes complete replacement or refitting of an existing building or structure owned by community
development organizations, not-for-profit cooperative associations under Iowa Code chapter 499A, or
for-profit entities. See Iowa Code Supplement section 427.1(27) as amended by 2008 Iowa Acts, Senate
File 2419, for definitions. The value added exemption for new construction includes reconstruction
and renovation constituting complete replacement or refitting of existing buildings and structures if
the reconstruction or renovation is required due to economic obsolescence, or to implement industry
standards in order to competitively manufacture or process products, or to market a building or structure
as a speculative shell building. The exemption for reconstruction or renovation not constituting new
construction does not have to meet these requirements but has to meet only the requirements set forth
in the definition of a speculative shell building. The council or board in the ordinance authorizing the
exemption shall specify if the exemption will be allowed to community development organizations,
not-for-profit cooperative associations under Iowa Code chapter 499B, or for-profit entities, and the
length of time the exemption is to be allowed.

80.5(2) Eligibility for exemption. The value added by new construction, reconstruction, or
renovation and first assessed prior to January 1 of the calendar year in which an ordinance authorizing
a tax exemption becomes effective is not eligible for exemption. However, the value added as of
January 1 of the calendar year in which the ordinance becomes effective is eligible for exemption if
the ordinance is in effect on February 1 of that calendar year. This subrule does not apply to new
construction projects having received prior approval. For reconstruction and renovation projects not
constituting new construction, the ordinance authorizing the exemption must be in effect by February 1
of the year the project commences for the exemption to be allowable in the subsequent assessment year.
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80.5(3) Application for exemption.
a. A community development organization, not-for-profit cooperative association, or for-profit

entity must file an application for exemption with the assessor between January 1 and February 1,
inclusive, of the year in which the value added for new construction is first assessed for the exemption to
be allowable for that assessment year. For reconstruction and renovation projects not constituting new
construction, an application for exemption must be filed by February 1 of the assessment year in which
the project commences for the exemption to be allowable the following assessment year. If approved,
no application for exemption is required to be filed in subsequent years for the value added exemption
or the reconstruction or renovation exemption not constituting new construction. An application cannot
be filed if a valid ordinance has not been enacted. If an application is not filed by February 1 of the year
in which the value added for new construction is first assessed, the organization, association, or entity
cannot receive, in subsequent years, the exemption for that value added. However, if the organization,
association, or entity has received prior approval, the application must be filed by February 1 of the year
in which the total value added for the new construction is first assessed.

b. If February 1 falls on either a Saturday or Sunday, applications for exemption may be filed the
following Monday.

c. Applications submitted by mail must be accepted if postmarked on or before February 1 or, if
February 1 falls on either a Saturday or Sunday, a postmark date of the following Monday is acceptable.

80.5(4) Prior approval. To obtain prior approval for a project, the proposal of the organization,
association, or entity must be approved by a specific ordinance addressing the proposal and passed by
the city council or board of supervisors. The original ordinance providing for the exemption does not
constitute the granting of prior approval for a project. If an organization, association, or entity has
obtained a prior approval ordinance from a city council or board of supervisors, the exemption for new
construction cannot be obtained until the year in which all value added for the completed project is
first assessed. Reconstruction and renovation projects constituting new construction must receive prior
approval to qualify for exemption. Reconstruction and renovation projects that do not constitute new
construction need not receive prior approval.

80.5(5) Termination of exemption. The exemption continues until the property is leased or sold, the
time period for the exemption specified in the ordinance elapses, or the exemption is terminated by
ordinance of the city council or board of supervisors. If the ordinance authorizing the exemption is
repealed, all existing exemptions continue until their expiration and any projects having received prior
approval for exemption for new construction are to be granted an exemption upon completion of the
project. If the shell building or any portion of the shell building is leased or sold, the exemption for new
construction shall not be allowed on that portion of the shell building leased or sold in subsequent years.
If the shell building or any portion of the shell building is leased or sold, the exemption for reconstruction
or renovation not constituting new construction shall not be allowed on that portion of the shell building
leased or sold and a proportionate share of the land on which the shell building is located in subsequent
years.

This rule is intended to implement Iowa Code Supplement section 427.1(27) as amended by 2008
Iowa Acts, Senate File 2419.

701—80.6(427B) Industrial property tax exemption.
80.6(1) Authority of city council and board of supervisors. A partial exemption ordinance enacted

pursuant to Iowa Code section 427B.1 shall be available to all qualifying property. A city council
or county board of supervisors does not have the authority to enact an ordinance granting a partial
exemption to only certain qualifying properties (1980 O.A.G. 639). As used in this rule, the term
“qualifying property” means property classified and assessed as real estate pursuant to 701—subrule
71.1(6), warehouses and distribution centers, research service facilities, and owner-operated cattle
facilities. “Warehouse” means a building or structure used as a public warehouse for the storage of
goods pursuant to Iowa Code sections 554.7101 to 554.7603, except that it does not mean a building
or structure used primarily to store raw agricultural products or from which goods are sold at retail.
“Distribution center” means a building or structure used primarily for the storage of goods which are
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intended for subsequent shipment to retail outlets. Distribution center does not mean a building or
structure used primarily to store raw agricultural products, used primarily by a manufacturer to store
goods to be used in the manufacturing process, used primarily for the storage of petroleum products, or
used for the retail sale of goods. A “research service facility” is one or more buildings devoted primarily
to research and development activities or corporate research services. Research and development
activities include, but are not limited to, the design and production or manufacture of prototype products
for experimental use. A research service facility does not have as its primary purpose the providing
of on-site services to the public. “Owner-operated cattle facility” means a building or structure used
primarily in the raising of cattle and which is operated by the person owning the facility.

80.6(2) Prior approval. Only upon enactment of a partial property tax exemption ordinance in
accordance with Iowa Code section 427B.1 may a city council or board of supervisors enact a prior
approval ordinance for pending individual projects in accordance with Iowa Code section 427B.4.
To obtain prior approval for a project, a property owner’s proposal must be approved by a specific
ordinance addressing the proposal and passed by the city council or board of supervisors. The original
ordinance providing for the partial exemption does not constitute the granting of prior approval for a
project. Also, prior approval for a project can only be granted by ordinance of the city council or board
of supervisors; an official or representative of a city or county does not have the independent authority
to grant prior approval for a project. If a taxpayer has obtained a prior approval ordinance from a city
council or board of supervisors, the partial exemption cannot be obtained until the year in which all
value added for the project is first assessed. (1980 O.A.G. 639)

80.6(3) Repeal of ordinance. A new construction project having received prior approval for
exemption in accordance with subrule 80.6(2) shall be granted such exemption upon completion of the
project even if the city council or board of supervisors subsequently repeals the ordinance passed in
accordance with Iowa Code section 427B.1. (1980 O.A.G. 639)

80.6(4) Annexation of property previously granted exemption. A partial property tax exemption
which has been granted and is in existence shall not be discontinued or disallowed in the event that
the property upon which such exemption has been previously granted is located in an area which is
subsequently annexed by a city or becomes subject to the jurisdiction of a county in which an ordinance
has not been passed by the city council or county board of supervisors allowing such exemptions within
that jurisdiction. The existing exemption shall continue until its expiration.

80.6(5) Eligibility for exemption.
a. The value added by new construction or reconstruction and first assessed prior to January 1 of

the calendar year in which an ordinance authorizing a partial property tax exemption becomes effective,
and new machinery and equipment assessed as real estate acquired and utilized prior to January 1 of the
calendar year in which the ordinance or resolution becomes effective, are not eligible for exemption.
However, the value added as of January 1 of the calendar year in which the ordinance becomes effective
is eligible for exemption if the ordinance is in effect prior to February 1 of that calendar year and if all
other eligibility and application requirements are satisfied.

EXAMPLE 1: A $1,000,000 new construction project on qualifying property is begun in July 1984.
$500,000 in value of the partially completed project is completed in 1984 and first assessed as of January
1, 1985. The project is completed in 1985 adding an additional value of $500,000 which is first assessed
as of January 1, 1986, bringing the total assessed value of the completed project to $1,000,000 as of the
January 1, 1986, assessment.

A city ordinance authorizing the partial exemption program is passed and becomes effective January
15, 1987. This project is not eligible for a property tax exemption for any value added as a result of the
new construction project.

EXAMPLE 2: Assuming the same factual situation as in Example 1, except that the ordinance
authorizing the partial exemption program becomes effective on January 15, 1986, the $500,000 in
assessed value added as of the January 1, 1986, assessment is eligible for the partial exemption if an
application is filed with the assessor between January 1 and February 1, 1986, inclusive.

EXAMPLE 3: Assuming the same factual situation as in Example 1, except that the ordinance
authorizing the partial exemption program becomes effective on February 15, 1986. Since the statutory
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application filing deadline is February 1, no value added and first assessed as of January 1, 1986, is
eligible for a partial exemption. The project in this example would receive no exemption for any value
added as a result of the new construction.

This subrule does not apply to new construction projects having received prior approval in
accordance with subrule 80.6(2).

b. New machinery and equipment assessed as real estate shall be eligible for partial exemption
only if used primarily in the manufacturing process. For example, computer equipment used primarily
to maintain payroll records would not be eligible for exemption, whereas computer equipment utilized
primarily to control or monitor actual product assembly would be eligible.

c. If any other property tax exemption is granted for the same assessment year for all or any of
the property which has been granted a partial exemption, the partial property tax exemption shall be
disallowed for the year in which the other exemption is actually received.

d. Only qualifying property is eligible to receive the partial property tax exemption (O.A.G.
81-2-18).

e. A taxpayer cannot receive the partial property tax exemption for industrial machinery or
equipment if the machinery or equipment was previously assessed in the state of Iowa. Industrial
machinery and equipment previously used in another state may qualify for the partial exemption if all
criteria for receiving the partial exemption are satisfied.

f. Industrial machinery and equipment is eligible to receive the partial property tax exemption
if it changes the existing operational status other than by merely maintaining or expanding the existing
operational status. This rule applies whether the machinery and equipment is placed in a new building, an
existing building, or a reconstructed building. If new machinery is used to produce an existing product
more efficiently or to produce merely a more advanced version of the existing product, the existing
operational status would only be maintained or expanded and the machinery would not be eligible for
the exemption. However, if the newmachinery produces a product distinctly different from that currently
produced, the existing operational status has been changed.

80.6(6)  Application for exemption.
a. An eligible property owner shall file an application for exemption with the assessor between

January 1 and February 1, inclusive, of the year for which the value added is first assessed for tax
purposes. An application cannot be filed if a valid ordinance has not been enacted in accordance with
Iowa Code section 427B.1 (O.A.G. 82-3-5). If an application is not filed by February 1 of the year
for which the value added is first assessed, the taxpayer cannot receive in subsequent years the partial
exemption for that value added (O.A.G. 82-1-17). However, if a taxpayer has received prior approval in
accordance with Iowa Code section 427B.4 and subrule 80.6(2), the application is to be filed by not later
than February 1 of the year for which the total value added is first assessed as the approved completed
project.

b. In the event that February 1 falls on either a Saturday or Sunday, applications for the industrial
property tax exemption may be filed the following Monday.

c. Applications submitted by mail shall be accepted if postmarked on or before February 1, or in
the event that February 1 falls on either a Saturday or Sunday, a postmark date of the following Monday
shall be accepted.

80.6(7)  Change in use of property. If property ceases to be used as qualifying property, no partial
exemption shall be allowed as of January 1 of the year following the calendar year in which the change
in use takes place or for subsequent years. If property under construction ceases to be constructed for
use as qualifying property, no partial exemption shall be allowed as of January 1 of the year following
the calendar year in which this cessation occurs. However, such a change in the use of the property
does not affect the validity of any partial exemption received for the property while it was used or under
construction as qualifying property.

This rule is intended to implement Iowa Code sections 427B.1 to 427B.7.
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701—80.7(427B) Assessment of computers and industrial machinery and equipment.
80.7(1) Computers and industrial machinery and equipment are to be assessed at 30 percent of the

property’s net acquisition cost through the 1998 assessment year, 22 percent of the net acquisition cost
in the 1999 assessment year, 14 percent of the net acquisition cost in the 2000 assessment year, and 6
percent of the net acquisition cost in the 2001 assessment year. The property will be exempt from tax
beginning with the 2002 assessment year.

Computers and industrial machinery and equipment acquired after December 31, 1993, and not
previously assessed in Iowa, are exempt from tax.

Computers and industrial machinery and equipment assessed pursuant to Iowa Code section 427B.17
are not eligible to receive the partial property tax exemption under Iowa Code sections 427B.1 to 427B.7.

80.7(2) Computers assessed under Iowa Code section 427A.1(1)“j” are limited to the percent of the
computer’s net acquisition cost as provided in Iowa Code section 427B.17 regardless of the classification
of the real estate in which the computer is located.

80.7(3) For computers and industrial machinery and equipment, the net acquisition cost shall be the
acquired cost of the property.

80.7(4) Computation of taxpayer’s value. Assume a machine is acquired at a net acquisition cost of
$10,000. Assume also that the actual depreciated value of the machine is $9,000. The value on which
taxes would be levied would be limited to $3,000 ($10,000 × .30). This percent will change over the
course of the phaseout of the tax.

80.7(5) If all or a portion of the value of property assessed pursuant to Iowa Code section 427B.17
is eligible to receive an exemption from taxation, the amount of value to be exempt shall be subtracted
from the net acquisition cost of the property before the taxpayer’s value prescribed in Iowa Code section
427B.17 is determined. For example, if property has a net acquisition cost of $30,000 and is eligible to
receive a pollution exemption for $15,000 of value, the taxable net acquisition cost would be $15,000
and the taxpayer’s value would be $4,500 ($15,000 × .30). This percent will change over the course of
the phaseout of the tax.

80.7(6) In the event the actual depreciated fair market value of property assessed pursuant to Iowa
Code section 427B.17 is less than the valuation determined as a percent of the net acquisition cost of the
property as provided in Iowa Code section 427B.17, the taxpayer’s assessed value would be equal to the
actual depreciated fair market value of the property.

80.7(7) Property ineligible for phaseout and exemption. Computers and industrial machinery and
equipment, the taxes on which are used to fund a new jobs training project approved on or before June
30, 1995, do not qualify for the exemption provided in Iowa Code section 427B.17(2) nor the phaseout
contained in Iowa Code section 427B.17(3) until the assessment year following the calendar year in
which the funding obligations have been retired, refinanced, or refunded. At that time, the property
will be subject to phaseout if acquired prior to January 1, 1994, or exempt from tax if acquired after
December 31, 1993, and not previously assessed in Iowa. See subrule 80.7(1). The community college
must notify the assessor by February 15 of each assessment year if the community college will be using
a taxpayer’s machinery and equipment taxes to finance a project that year. In any year in which the
community college does rely on a taxpayer’s machinery and equipment taxes for funding, the phaseout
and exemption will not apply to that taxpayer that year.

80.7(8) County replacement.
a. For fiscal years beginning July 1, 1996, and ending June 30, 2001, the county replacement

amount shall be equal to the difference between the assessed value of computers and industrial machinery
and equipment as of January 1 of the previous calendar year and the assessed value of such property as
of January 1, 1994, multiplied by the tax levy rate for that fiscal year. If there is an increase in valuation
(the January 1, 1994, value is less), there will be no replacement for that fiscal year.

b. For fiscal years beginning July 1, 2001, and ending June 30, 2004, the county replacement
amount shall be equal to the difference between the assessed value of computers and industrial machinery
and equipment as of January 1 of the previous calendar year and the assessed value of such property as
of January 1, 1994, less, if any, the increase in the assessed value of commercial and industrial property
as of January 1 of the previous calendar year and the assessed value of such property as of January 1,
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1994, multiplied by the tax levy rate for that fiscal year. If the calculation results in a negative amount,
there will be no replacement for that fiscal year.

c. The replacement amounts shall be determined for each taxing district and a replacement claim
summarizing the total amounts for the county prepared and submitted by the county auditor to the
department of revenue by September 1 of each year. The department shall pay the replacement amount
to the county treasurer in September and March of each year.

d. No replacement is allowable if a community college elects not to fund a new jobs training
project with a tax on computers and industrial machinery and equipment.

This rule is intended to implement Iowa Code chapter 427B as amended by 2003 Iowa Acts, Senate
File 453.

701—80.8(404) Urban revitalization partial exemption.
80.8(1) Area designated. An area containing only one building or structure cannot be designated as

an urban revitalization area (1980 O.A.G. 786).
80.8(2) Prior approval. To obtain prior approval for a project, a property owner’s proposal must be

approved by a specific resolution addressing the proposal and passed by the city council or county board
of supervisors. The original ordinance providing for the urban revitalization area does not constitute
the granting of prior approval for any particular project. Also, prior approval for a project can only be
granted by resolution of the city council or county board of supervisors; an official or representative of
a city or county does not have the independent authority to grant prior approval for a project.

80.8(3) Eligibility for exemption. Improvements made as a result of a project begun more than one
year prior to a city’s or county’s adoption of an urban revitalization ordinance are not eligible to receive
the partial exemption even though some of the improvements are added during the time the area was
designated as an urban revitalization area. For a project commenced within one year prior to the adoption
of an urban revitalization ordinance, the partial exemption can be allowed only for those improvements
constructed on or after the effective date of the ordinance. (1982 O.A.G. 358)

80.8(4) Minimum value added. Once the minimum value added required by Iowa Code section
404.3(7) has been assessed, any amount of additional value added to the property in subsequent years
is eligible for the partial exemption. The value added subject to partial exemption for the first year for
which an exemption is claimed and allowed shall include value added to the property for a previous
year even if the value added in the previous year was not by itself sufficient to qualify for the partial
exemption.

For example, assume that an urban revitalization project is begun on commercial property having an
actual value of $50,000 as of January 1, 1984. As a result of improvements made during 1984, the actual
value of the property as of January 1, 1985, is determined to be $55,000. Additional improvements made
during 1985 increase the actual value of the property to $70,000 for the 1986 assessment. In this example,
no partial exemption can be allowed for 1985 since the value added for that year is less than 15 percent
of the actual value of the property prior to construction of the improvements. A partial exemption can
be allowed for 1986 and subsequent years for the $20,000 value added in both 1985 and 1986, providing
a valid application for the partial exemption is filed between January 1, 1986, and February 1, 1986,
inclusive.

80.8(5) Application for partial exemption.
a. Prior approval. If a taxpayer has secured a prior approval resolution from the city council or

the county board of supervisors, the partial exemption cannot be obtained until the year in which all value
added for the project is first assessed. A partial exemption can be allowed only if an application is filed
between January 1 and February 1, inclusive, of the year in which all value added for the project is first
assessed. If an application is not filed during that period, no partial exemption can be allowed for that
year or any subsequent year. The submission to the city council or the county board of supervisors of a
proposal to receive prior approval does not by itself constitute an application for the partial exemption.

For example, assume a city council or county board of supervisors approves a prior approval
resolution in April 1984 for a revitalization project to be completed in September 1986. Assuming all
construction on the project is completed in 1986, no partial exemption can be allowed until 1987 since
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that would be the year in which all value added for the project is first assessed. To receive the partial
exemption, a valid application would have to be filed between January 1, 1987, and February 1, 1987,
inclusive.

b. No prior approval. If a project has not received a prior approval resolution, a taxpayer has
the option of receiving the partial exemption beginning with any year in which value is added to the
property or waiting until all value added to the property is first assessed in its entirety. To secure a partial
exemption prior to the completion of the project, an application must be filed between January 1 and
February 1, inclusive, in each year for which the exemption is claimed.

For example, assume a revitalization project is begun in June 1984 and completed in September
1985, that no prior approval resolution for the project has been approved, and that a ten-year exemption
period has been selected. Assume further that as a result of construction on the project, value is added
for the assessment years 1985 and 1986. If an application is filed between January 1, 1985, and February
1, 1985, inclusive, a partial exemption could be allowed for the value added for 1985 beginning with
the 1985 assessment and ending with the 1994 assessment. If an application is filed between January
1, 1986, and February 1, 1986, inclusive, a partial exemption could be allowed for the value added for
1986 beginning with the 1986 assessment and ending with the 1995 assessment. The partial exemption
allowable for the years 1986 through 1995 would be against the value added for 1986 as a result of
improvements made during calendar year 1985.

In the example above, the taxpayer may elect not to file an application for the partial exemption in
1985. In this situation, if an application is filed between January 1, 1986, and February 1, 1986, inclusive,
a partial exemption could be allowed for the total value added for 1985 and 1986 and would apply to
assessments for the years 1986 through 1995.

c. Filing deadline. If February 1 falls on a Saturday or Sunday, an application for the partial
exemption may be filed the following Monday. Applications submitted by mail must be postmarked
on or before February 1, or on or before the following Monday if February 1 falls on a Saturday or
Sunday.

d. Extended filing deadline. The exemption is allowable for the total number of years in the
exemption schedule if a claim for exemption is filed within two years of the original February 1 filing
deadline. The city council or county board of supervisors may by resolution provide that an application
for the partial exemption can be filed by February 1 of any assessment year the area is designated as
an urban revitalization area. The exemption shall be allowed for the same number of years remaining
in the exemption schedule selected as would have been remaining had the claim for exemption been
timely filed.

80.8(6) Value exempt. The partial exemption allowed for a year in which an application is filed shall
apply to the value added and first assessed for that year and any value added to the project and assessed
for a preceding year or years and for which a partial exemption had not been received.

80.8(7) Minimum assessment. The partial exemption shall apply only to the value added in excess of
the actual value of the property as of the year immediately preceding the year in which value added was
first assessed. If the actual value of the property is reduced for any year during the period in which the
partial exemption applies, any reduction in value resulting from the partial exemption shall not reduce
the assessment of the property below its actual value as of January 1 of the assessment year immediately
preceding the year in which value added was first assessed. This subrule applies regardless of whether
the reduction in actual value is made by the assessor, the board of review, a court order, or an equalization
order of the director of revenue.

80.8(8) Value added. As used in this rule, the term “value added” means the amount of increase
in the actual value of real estate directly attributable to improvements made as part of a revitalization
project. “Value added” does not include any increase in actual (market) value attributable to that portion
of the real estate assessed prior to the year in which revitalization improvements are first assessed. The
sales price of the property rather than the assessed value of the property may be used in determining the
percentage increase required to qualify for exemption if the improvements were begun within one year
of the date the property was purchased.



Ch 80, p.14 Revenue[701] IAC 12/3/08

80.8(9) Repeal of ordinance. An urban revitalization project which has received proper prior
approval shall be eligible to receive the partial exemption following completion of the project even if
the city council or county board of supervisors subsequently repeals the urban revitalization ordinance
before improvements in the project are first assessed (1980 O.A.G. 639).

This rule is intended to implement Iowa Code chapter 404 as amended by 2002 Iowa Acts, House
File 2622.

701—80.9(427C,441) Forest and fruit-tree reservations.
80.9(1) Determination of eligibility for exemption. Property for which an application for exemption

as a forest or fruit-tree reservation has been filed shall be inspected by the assessor or county conservation
board. The county board of supervisors designates whether all inspections in the county are to be made
by the assessor, including any city assessor, or by the county conservation board. When appropriate,
aerial photographs may be used in place of an on-site inspection of the property. The assessment or
exemption of the property is to be based upon criteria established by the state conservation commission
and findings obtained by the inspection of the property or the examination of aerial photographs of the
property.

80.9(2) Application for exemption. 
a. An application for exemption must be filed with the appropriate assessor between January 1 and

February 1, inclusive, of the assessment year for which the exemption is first claimed. If the inspection
of the property is to be made by the county conservation board, the assessor shall forward the application
to the board for its recommendation. Once the application has been accepted, the exemption is applicable
to the current and subsequent assessment years and no further application shall be required so long as
the property remains eligible for the exemption.

b. If February 1 falls on a Saturday or Sunday, an application for exemption may be filed the
following Monday.

c. An application shall be considered to be timely filed if postmarked on or before February 1 or
the following Monday if February 1 falls on a Saturday or Sunday.

80.9(3) Notification to property owner. If the property is to be inspected by the county conservation
board, the board shall make every effort to submit its recommendation to the assessor in sufficient time
for the assessor to notify the claimant by April 15. The assessor shall notify the claimant by April 15 of
the disposition of the application for exemption. If because of the date on which an application is filed
a determination of eligibility for the exemption cannot be made in sufficient time for notification to be
made by April 15, the assessor shall assess the property and notify the property owner of the inability to
act on the application. The notification shall contain the actual value and classification of the property
and a statement of the claimant’s right of appeal to the local board of review.

80.9(4) Appeal of eligibility determination. If a property for which a claim for exemption as a forest
or fruit-tree reservation is assessed for taxation, the property owner may appeal the assessment to the
board of review under Iowa Code section 441.37.

80.9(5) Valuation of property. For each assessment year for which property is exempt as a forest or
fruit-tree reservation, the assessor shall determine the actual value and classification that would apply to
the property were it assessed for taxation that year. In any year for which the actual value or classification
of property so determined is changed, the assessor shall notify the property owner pursuant to Iowa Code
sections 441.23, 441.26 and 441.28.

80.9(6) Recapture tax.
a. Assessment of property. If the county conservation board or the assessor determines a property

has ceased to meet the eligibility criteria established by the state conservation commission, the property
shall be assessed for taxation and subject to the recapture tax. The property shall be subject to taxes
levied against the assessment made as of January 1 of the calendar year in which the property ceased to
qualify for exemption. In addition, the property shall be subject to the tax which would have been levied
against the assessment made as of January 1 of each of the five preceding calendar years for which the
property received an exemption.
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b. Assessment procedure. If the determination that a property has ceased to be eligible for
exemption is made by the assessor by April 15, the assessor shall notify the property owner of the
assessment as of January 1 of the year in which the determination is made in accordance with Iowa
Code sections 441.23, 441.26, and 441.28. The assessment of the property for any of the five preceding
years and for the current year, if timely notice by April 15 cannot be given, shall be by means of an
omitted assessment as provided in Iowa Code section 443.6 (Talley v. Brown, 146 Iowa 360, 125 N.W.
243(1910)). Appeal of the omitted assessment may be taken pursuant to Iowa Code sections 443.7 and
443.8.

c. Computation of tax. The county auditor shall compute the tax liability for each year for which
an assessment has been made pursuant to subrule 80.9(6), paragraph “b.” The tax liability shall be the
amount of tax that would have been levied against each year’s assessment had the property not received
the exemption. In computing the tax, the valuations established by the assessor shall be adjusted to reflect
any equalization order or assessment limitation percentage applicable to each year’s assessment.

d. Entry on tax list. The tax liability levied against assessments made as of January 1 of any year
preceding the calendar year in which the property ceased to qualify for exemption shall be entered on the
tax list for taxes levied against all assessments made as of January 1 of the year immediately preceding
the calendar year in which the property ceased to qualify for exemption. However, if those taxes have
already been certified to the county treasurer, the recapture taxes shall be entered on the tax list for taxes
levied against assessments made as of January 1 of the year in which the property ceased to qualify for
exemption. The tax against the assessment made as of January 1 of the year in which the property ceased
to qualify for exemption shall be levied at the time taxes are levied against all assessments made as of
that date.

e. Delinquencies. Recapture taxes shall not become delinquent until the time when all other
unpaid taxes entered on the same tax list become delinquent.

f. Exceptions to recapture tax.
(1) Fruit-tree reservations. Property which has received an exemption as a fruit-tree reservation is

not subject to the recapture tax if the property is maintained as a fruit-tree reservation for at least five
full calendar years following the last calendar year for which the property was exempt as a fruit-tree
reservation.

(2) Property which has been owned by the same person or the person’s direct descendants or
antecedents for at least ten years prior to the time the property ceases to qualify for exemption shall
not be subject to the recapture tax.

(3) Property described in subparagraphs 80.9(6)“f”(1) and 80.9(6)“f”(2) is subject to assessment
as of January 1 of the calendar year in which the property ceases to qualify for exemption.

This rule is intended to implement Iowa Code chapter 427C as amended by 2001 Iowa Acts, House
File 736, and Iowa Code section 441.22.

701—80.10(427B) Underground storage tanks.
80.10(1) Authority of city councils and county boards of supervisors. A city council or county board

of supervisors may provide by ordinance to grant property tax credits to small business owners for
payment of underground storage tank cleanup costs. The ordinance is to designate the period of time over
which the credit is to be granted (not to exceed ten years) and the percentage of credit to be granted each
year. If the ordinance is repealed, existing credits are to continue through their designated expiration
date. A small business means a business with gross receipts of less than $500,000 per year.

80.10(2) Application for credit. The small business owner is required to file an application for credit
with the respective city council or county board of supervisors by September 30 of the year following the
calendar year in which cleanup costs were paid and each succeeding year the credit is applicable. The
application for credit shall be prescribed by the director of revenue and shall contain, but not be limited
to, the small business owner’s cleanup costs and gross receipts for the most recent tax year.

80.10(3) Allowance of credit. Credits granted by a county board of supervisors are applicable only
to property located outside the corporate limits of a city and credits granted by a city council are only
applicable to property located within the corporate limits of the city. The amount of the credit granted
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cannot exceed the small business owner’s cleanup costs nor the amount of city or county taxes paid on
the property where the underground storage tank is located for any fiscal year the credit is applicable.
Upon approval of the application for credit, the city council or county board of supervisors shall direct
its city clerk or county treasurer to reimburse the small business owner in the amount of the designated
credit.

This rule is intended to implement Iowa Code sections 427B.20 to 427B.22.

701—80.11(425A) Family farm tax credit.
80.11(1) Eligibility for credit. Generally, the family farm tax credit is only intended to benefit tracts

of agricultural land that are owned by certain individuals or enumerated legal entities if the owner or
other specified persons are actively engaged in farming.

a. In order for a tract of land to qualify for the family farm tax credit, the following three criteria
must be satisfied:

(1) The tract of land must be an “eligible tract of agricultural land” as defined in Iowa Code
subsection 425A.2(5). This means the tract must be ten acres or more or contiguous to a tract of more
than ten acres and used in good faith for agricultural or horticultural purposes. More than half of
the acres in the tract must be devoted to the production of crops or livestock by a designated person.
Contiguous tracts under the same legal ownership and located within the same county are considered
one tract. Only tracts of land that are classified as agricultural real estate qualify for the credit.

(2) The tract of land must be owned by:
1. An individual or persons related or formerly related to each other, or
2. A partnership where all the partners are related or formerly related to each other, or
3. A family farm corporation as defined in Iowa Code subsection 9H.1(8), or
4. An authorized farm corporation as defined in Iowa Code subsection 9H.1(3).

The ownership criteria must be met on June 30 of the fiscal year prior to the fiscal year in which the
application for credit is filed. For example, the ownership criteria must be met on June 30, 1990, for
applications for credit filed in 1990.

(3) A designated person must be “actively engaged in farming” the tract during the fiscal year prior
to the fiscal year in which the application for credit is filed. If the tract is owned by an individual
or related persons, the designated person who is actively engaged in farming must be an owner of
the tract, the owner’s spouse, or the owner’s relative within the third degree of consanguinity or their
spouses. This includes the owner’s child, stepchild, grandchild, great-grandchild, parent, grandparent,
great-grandparent, brother, sister, uncle, aunt, niece, or nephew or their spouses. The only step relative
that may qualify as a designated person is a stepchild. If the owner of the tract is a partnership, the
designated personwho is actively engaged in farmingmust be a partner or a partner’s spouse. If the owner
of the tract of land is a family farm corporation, the designated person who is actively engaged in farming
must be a familymember who is a shareholder of the family farm corporation or the shareholder’s spouse.
If the owner of the tract of land is an authorized farm corporation, the designated person who is actively
engaged in farming must be the shareholder who owns at least 51 percent of the stock of the authorized
farm corporation or that shareholder’s spouse.

If the owner is an individual who leases the land to a family farm corporation or partnership, a
shareholder of the corporation or a partner of the partnership shall be considered a designated person if
the combined stock of the family farm corporation or the combined partnership interest owned by the
owner, the owner’s spouse and persons related to the owner within the third degree of consanguinity and
their spouses is equal to at least 51 percent of the stock of the family farm corporation or the ownership
interest in the partnership.

b. In order to be “actively engaged in farming” the designated person must be personally involved
in the production of crops or livestock on the “eligible tract” on a regular, continuous and substantial
basis. Personal involvement in the production of crops or livestock includes not only field activities
such as soil preparation and testing, planting, fertilizing, spraying, inspecting, cultivating and harvesting
but also managerial decision-making activities relating to hybrid selection, crop rotation planning, crop
selection, equipment purchases and marketing strategies. Personal involvement in the production of
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crops or livestock also includes activities pertaining to crop insurance selection, loan selection, and
financial record maintenance and preparation. A person performing activities in the capacity of a lessor,
whether under a cash or crop-share lease andwhether under a written or oral lease, is not actively engaged
in farming on the area of the tract covered by the lease.

c. Tracts subject to a federal program pertaining to agricultural land. In lieu of satisfying the
“actively engaged in farming” test, a designated person may demonstrate that the person was in general
control of the tract which was subject to a federal program pertaining to agricultural land during the
prior fiscal year. This alternative test is intended to apply in circumstances where the active farming
criteria cannot be met because the land is in the Conservation Reserve Program (commonly referred to
as the CRP) or a program substantially similar to the 0/92 option where the tract has been taken out of
production.

d. The following examples illustrate family farm tax credit eligibility under various circumstances:
EXAMPLE 1. A and B jointly own land and were both personally involved in the farming operation.

They are not related. No credit is allowable because it is a requirement that individual owners be related.
If A and B were brothers, the land would qualify for the credit.

EXAMPLE 2. A owns the land and is retired. A leased the land to B, his son. B was personally
involved in the farming operation. The land is eligible for the credit even though a lease arrangement
existed because the actively engaged in farming requirement can be satisfied through the activities of the
owner’s spouse, or the owner’s relative within the third degree of consanguinity or the relative’s spouse.
See paragraph “a,” subparagraph (3), of this subrule. No credit would be allowable if A and B were not
related.

EXAMPLE 3. A owns two contiguous 40-acre tracts. A farmed all of one tract but only 15 acres of
the other tract. The other 25 acres of the second tract were leased to a nondesignated person. Both tracts
qualify for the credit because contiguous tracts under the same legal ownership are considered one tract
and more than half of the total of 80 acres (40 + 15 = 55) were farmed by A.

EXAMPLE 4. The land is owned by a partnership in which the partners A, B, C and D are brothers.
A and B farm the land but C and D have no involvement in the farming operation. The land is eligible
for the credit because it makes no difference what level of involvement each partner had nor does it
matter that one or more of the partners were not personally involved in the farming operation. The only
requirement for qualifying for the credit is that at least one of the partners or one of the partners’ spouses
was personally involved in the farming operation. No credit would be allowable if all the partners were
not related to each other.

EXAMPLE 5. The land is owned by a family farm corporation in which the stock is owned equally
by A, B and C. A and B are brothers but not related to C. All three partners were personally involved
in the farming operation. The land qualifies for the credit because it is only a requirement that a family
member who is a shareholder in the family farm corporation be involved in the farming operation. The
land would qualify for the credit even if B was not involved in the farming operation. However, no credit
would be allowable if only C was involved in the farming operation.

EXAMPLE 6. The land is owned by an authorized farm corporation in which 60 percent of the stock
is owned by A and 40 percent of the stock is owned by B. Both A and B were personally involved in the
farming operation. The credit is allowable as long as the stockholder who owns at least 51 percent of
the stock was personally involved in the farming operation. No credit would be allowable if A was not
personally involved in the farming operation.

80.11(2) Application for credit. To obtain the credit, the owner must file an application for credit
with the assessor by November 1. If the claim for credit is approved, no further filing shall be required
provided the ownership and the designated person actively engaged in farming the property remain the
same during successive years. A new application for credit shall be required only if the property is sold
or the designated person changes. The county board of supervisors shall review all claims and make
a determination as to eligibility. The claimant may appeal a decision of the board to district court by
giving written notice to the board within 20 days of the board’s notice.

80.11(3) Application of credit. The county auditor shall certify to the department of revenue by April
1 the total amount of family farm tax credits due the county. The county auditor shall apply the credit to
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each eligible tract of land in an amount equal to the school district tax rate which is in excess of $5.40
multiplied by the taxable value of the eligible tract.

80.11(4) Penalty. The owner shall provide written notice to the assessor if the designated person
changes. Failure to do so shall result in the owner’s being liable for the amount of the credit plus a
penalty equal to 5 percent of the amount of the credit granted.

This rule is intended to implement Iowa Code chapter 425A as amended by 2001 Iowa Acts, House
Files 712 and 713.

701—80.12(427) Methane gas conversion property.
80.12(1) Application for exemption. An application for exemption is required to be filed with the

appropriate assessing authority by February 1 of each year. The assessed value of the property is to be
prorated to reflect the appropriate amount of exemption if the property used to convert the methane gas
to energy also uses another fuel. The first year exemption shall be equal to the estimated ratio that the
methane gas consumed bears to the total fuel consumed times the assessed value of the property. The
exemption for subsequent years shall be based on the actual ratio for the previous year.

80.12(2) Eligibility for exemption. To qualify for exemption, the propertymust be used in connection
with a publicly owned sanitary landfill to collect methane gas or other gases produced as a byproduct
of waste decomposition and convert the gas to energy or to collect waste that will be used to produce
methane gas or other gases for conversion into energy. The property used to decompose the waste and
convert the waste to gas is not eligible for the exemption.

This rule is intended to implement Iowa Code section 427.1(29) as amended by 2001 Iowa Acts,
Senate File 520.

701—80.13(427B) Wind energy conversion property.
80.13(1) Property that does not qualify for the wind energy production tax credit. A city council

or county board of supervisors may provide by ordinance for the special valuation of wind energy
conversion property. If the ordinance is repealed, the special valuation applies through the nineteenth
assessment year following the first year the property was assessed. The special valuation applies to
property first assessed on or after the effective date of the ordinance. The local assessor shall value the
property in accordance with the schedule provided in Iowa Code section 427B.26(2). Public utility
property qualifies for special valuation provided the taxpayer files a declaration of intent with the local
assessor by February 1 of the assessment year the property is first assessed for tax to have the property
locally assessed.

80.13(2) Property that qualifies for the wind energy production tax credit. The wind energy
production tax credit applies to electrical production facilities placed in service on or after July 1, 2005,
but prior to July 1, 2008. These facilities are to be assessed by the department of revenue for a period
of 12 years, and the taxes payable on the facilities are to be paid to the department at the same time as
regular property taxes. The owner of the facility shall file an annual report with the department by May
1 of each year during the 12-year assessment period, and the department shall certify the assessed value
of the facility by November 1 of each year to the county auditor. The board of supervisors shall notify
the county treasurer to state on the tax statement that the property taxes are to be paid to the department
of revenue. The board shall also notify the department of those facilities that are required to pay the
property taxes to the department. The department of revenue shall notify the county treasurer of the
date the taxes were paid within five business days of receipt, and the notification shall authorize the
county treasurer to mark the record as paid in the county system.

This rule is intended to implement Iowa Code section 427B.26 and Supplement chapter 476B.

701—80.14(427) Mobile home park storm shelter.
80.14(1) Application for exemption. An application for exemption must be filed with the assessing

authority by February 1 of the first year the exemption is requested. Applications for exemption are not
required in subsequent years if the property remains eligible for exemption.
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80.14(2) Eligibility for exemption. The structure must be located in a mobile home park as defined
in Iowa Code section 435.1.

80.14(3) Valuation exempted. If the structure is used exclusively as a storm shelter, it shall be fully
exempt from taxation. If the structure is not used exclusively as a storm shelter, the exemption shall be
limited to 50 percent of the structure’s commercial valuation.

This rule is intended to implement Iowa Code Supplement section 427.1(30).

701—80.15(427) Barn and one-room schoolhouse preservation.   The increase in value added to a farm
structure constructed prior to 1937 or one-room schoolhouse as a result of improvements made is exempt
from tax. An application must be filed with the assessor by February 1 of the first assessment year only
and the exemption is to continue as long as the structure continues to be used as a barn or in the case of
a one-room schoolhouse is not used for dwelling purposes. A “barn” is an agricultural structure that is
used for the storage of farm products or feed or the housing of farm animals, poultry, or farm equipment.

This rule is intended to implement Iowa Code sections 427.1(31) and 427.1(32) as amended by 2000
Iowa Acts, House File 2560.

701—80.16(426) Agricultural land tax credit.
80.16(1) Eligibility for credit. The credit shall be allowed on land in tracts of ten acres or more,

or land of less than ten acres if part of other land of more than ten acres, and used for agricultural or
horticultural purposes.

80.16(2) Application for credit. No application for credit is required.
80.16(3) Application of credit. The county auditor shall certify to the department of revenue by April

1 the total amount of agricultural land tax credits due the county. The county auditor shall apply the credit
to each eligible tract of land in an amount equal to the school district tax rate which is in excess of $5.40
multiplied by the taxable value of the eligible tract.

This rule is intended to implement Iowa Code chapter 426 as amended by 2001 Iowa Acts, House
File 713.

701—80.17(427) Indian housing property.   Property owned and operated by an Indian housing
authority, as defined in 24 CFR 950.102, is exempt from taxation provided the exemption has been
approved by the city council or county board of supervisors, whichever is applicable, and a valid claim
for exemption has been filed pursuant to Iowa Code section 427.1(14) by February 1.

This rule is intended to implement Iowa Code section 427.1 as amended by 2001 Iowa Acts, Senate
File 449.

701—80.18(427) Property used in value-added agricultural product operations.   Fixtures used for
cooking, refrigeration, or freezing of value-added agricultural products used in value-added agricultural
processing or used in direct support of value-added agricultural processing are exempt from tax. Direct
support includes storage by public refrigerated warehouses for processors of value-added agricultural
products prior to the start of the value-added agricultural processing operation. The exemption does
not apply to fixtures used primarily for retail sale or display. If the taxpayer is a retailer, there is a
presumption that the fixtures are being used primarily for retail sale or display. The exemption applies
only to fixtures that are attached in a manner set forth in Iowa Code section 427A.1(2).

The following definitions apply to this rule:
“Fixture” means property which was originally personal property but which by being physically

attached to the realty becomes part of the realty and upon removal does not destroy the property to
which it is attached.

“Value-added agricultural processing” means an operation whereby an agricultural product is
subjected to some special treatment by artificial or natural means which changes its form, context, or
condition, and results in a marketable agricultural product to be sold at retail. These operations are
commonly associated with fabricating, compounding, germinating, or manufacturing.



Ch 80, p.20 Revenue[701] IAC 12/3/08

“Value-added agricultural product” means an agricultural product which, through a series of
activities or processes, may be sold at a higher price than its original purchase price.

This rule is intended to implement Iowa Code section 427A.1 as amended by 2001 Iowa Acts, House
File 715.

701—80.19(427) Dwelling unit property within certain cities.   Dwelling unit property owned and
managed by a nonprofit community housing development organization that owns and manages more
than 150 dwelling units in a city with a population of more than 110,000 is exempt from tax. The
organization must be recognized by the state and the federal government pursuant to criteria contained
in the HOME program of the federal National Affordable Housing Act of 1990 and must be exempt
from federal income tax under Section 501(c)(3) of the Internal Revenue Code. The exemption does not
extend to dwelling units located outside the city. The organization must file an application for exemption
with the assessing authority not later than February 1 of the assessment year. Applications for exemption
are not required in successive years if the property continues to qualify for the exemption.

This rule is intended to implement Iowa Code Supplement section 427.1(21A) as amended by 2006
Iowa Acts, House File 2792.

701—80.20(427) Nursing facilities.   If the assessor determines that property is being used for a
charitable purpose pursuant to Iowa Code section 427.1(8), it shall be fully exempt from tax if it is
licensed under Iowa Code section 135C.1(13) by the department of inspections and appeals, exempt
from federal income tax under Section 501(c)(3) of the Internal Revenue Code, and a valid application
for exemption has been filed with the assessor by February 1 of the assessment year.

This rule is intended to implement Iowa Code Supplement section 427.1(14).

701—80.21(368) Annexation of property by a city.   A city council may provide a partial tax exemption
from city taxes against annexed property for a period of ten years. The exemption schedule is contained
in Iowa Code Supplement section 368.11(3)“m.”All property owners included in the annexed area must
receive the exemption if the city elects to allow the exemption.

This rule is intended to implement Iowa Code Supplement section 368.11(3)“m” as amended by
2006 Iowa Acts, House File 2794.

701—80.22(427) Port authority.   The property of a port authority created pursuant to Iowa Code
Supplement section 28J.2 when devoted to public use and not held for pecuniary profit is exempt from
taxation.

This rule is intended to implement Iowa Code Supplement section 427.1(34).

701—80.23(427A) Concrete batch plants and hot mix asphalt facilities.   A concrete batch plant
includes the machinery, equipment, and fixtures used at a concrete mixing facility to process cement
dry additive and other raw materials into concrete. A hot mix asphalt facility is any facility used to
manufacture hot mix asphalt by heating and drying aggregate and mixing it with asphalt cements. These
facilities shall not be assessed and taxed as real property regardless of the property’s attachment to real
estate. The land on which the facilities are located is taxable.

This rule is intended to implement Iowa Code section 427A.1 as amended by 2006 Iowa Acts, Senate
File 2391.

701—80.24(427) Airport property.   Property owned by a city or county at an airport and leased to a
fixed base operator providing aeronautical services to the public is exempt from taxation.

This rule is intended to implement Iowa Code section 427.1(2) as amended by 2006 Iowa Acts,
House File 2794.
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701—80.25(427A) Car wash equipment.   Property that is equipment used for the washing, waxing,
drying, or vacuuming of motor vehicles and point-of-sale equipment necessary for the purchase of car
wash services shall not be assessed and taxed as real property.

This rule is intended to implement Iowa Code section 427A.1 as amended by 2006 Iowa Acts, House
File 2794.

701—80.26(427) Web search portal property.   This exemption includes cooling systems, cooling
towers, and other temperature control infrastructure; all power infrastructure for transformation,
distribution, or management of electricity used for the maintenance and operation of the web search
portal, including but not limited to exterior dedicated business-owned substations; back-up power
generation systems, battery systems, and related infrastructure; and racking systems, cabling, and trays,
which are necessary for the maintenance and operation of the web search portal. The exemption does
not apply to land, buildings, and improvements or power distribution systems subject to assessment
under Iowa Code chapter 437A. The web search portal business must meet the requirements contained
in Iowa Code section 423.3, subsection 92 or subsection 93, for the exemption to be allowable. The
owner of the property must file a claim for exemption with the assessor by February 1 of the first year
the exemption is claimed. Claims for exemption in successive years shall be required only for property
additions.

This rule is intended to implement Iowa Code Supplement section 427.1(35) and 2008 Iowa Acts,
House File 2233, section 2.

701—80.27(427) Privately owned libraries and art galleries.   Claims for exemption for libraries and
art galleries owned and kept by private individuals, associations, or corporations for public use and not
for private profit must be filed with the local assessor by February 1 of the first year the exemption is
requested. Once the exemption is granted, the exemption shall continue to be granted for subsequent
assessment years without further filing of claims as long as the property continues to be used as a library
or art gallery for public use and not for private profit.

This rule is intended to implement Iowa Code Supplement section 427.1(7) as amended by 2008
Iowa Acts, Senate File 2400.

[Filed 1/16/81, Notice 12/10/80—published 2/4/81, effective 3/11/81]
[Filed 2/12/82, Notice 1/6/82—published 3/3/82, effective 4/7/82]
[Filed 4/8/83, Notice 3/2/83—published 4/27/83, effective 6/1/83]
[Filed 7/1/83, Notice 5/25/83—published 7/20/83, effective 8/24/83]
[Filed 7/27/84, Notice 6/20/84—published 8/15/84, effective 9/19/84]◊
[Filed 8/10/84, Notice 7/4/84—published 8/29/84, effective 10/3/84]
[Filed 12/14/84, Notice 11/7/84—published 1/2/85, effective 2/6/85]
[Filed 8/23/85, Notice 7/17/85—published 9/11/85, effective 10/16/85]
[Filed 8/22/86, Notice 7/16/86—published 9/10/86, effective 10/15/86]
[Filed emergency 11/14/86—published 12/17/86, effective 11/14/86]
[Filed 9/18/87, Notice 8/12/87—published 10/7/87, effective 11/11/87]
[Filed 9/2/88, Notice 7/27/88—published 9/21/88, effective 10/26/88]

[Filed 10/27/89, Notice 9/20/89—published 11/15/89, effective 12/20/89]
[Filed 12/7/90, Notice 10/17/90—published 12/26/90, effective 1/30/91]
[Filed 10/11/91, Notice 9/4/91—published 10/30/91, effective 12/4/91]
[Filed 9/23/92, Notice 8/19/92—published 10/14/92, effective 11/18/92]
[Filed 10/8/93, Notice 9/1/93—published 10/27/93, effective 12/1/93]
[Filed 11/18/94, Notice 10/12/94—published 12/7/94, effective 1/11/95]
[Filed 10/6/95, Notice 8/30/95—published 10/25/95, effective 11/29/95]
[Filed emergency 10/20/95—published 11/8/95, effective 10/20/95]
[Filed 12/15/95, Notice 11/8/95—published 1/3/96, effective 2/7/96]
[Filed 11/15/96, Notice 10/9/96—published 12/4/96, effective 1/8/97]
[Filed 10/17/97, Notice 9/10/97—published 11/5/97, effective 12/10/97]
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[Filed 1/7/00, Notice 12/1/99—published 1/26/00, effective 3/1/00]
[Filed 9/15/00, Notice 8/9/00—published 10/4/00, effective 11/8/00]
[Filed 10/12/01, Notice 9/5/01—published 10/31/01, effective 12/5/01]
[Filed 12/19/01, Notice 11/14/01—published 1/9/02, effective 2/13/02]
[Filed 10/25/02, Notice 9/4/02—published 11/13/02, effective 12/18/02]
[Filed 10/24/03, Notice 9/17/03—published 11/12/03, effective 12/17/03]
[Filed 9/10/04, Notice 8/4/04—published 9/29/04, effective 11/3/04]
[Filed 12/30/05, Notice 11/9/05—published 1/18/06, effective 2/22/06]
[Filed 10/5/06, Notice 8/30/06—published 10/25/06, effective 11/29/06]
[Filed 1/11/07, Notice 11/22/06—published 1/31/07, effective 3/7/07]
[Filed 10/19/07, Notice 9/12/07—published 11/7/07, effective 12/12/07]
[Filed 11/12/08, Notice 10/8/08—published 12/3/08, effective 1/7/09]

◊ Two or more ARCs
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CHAPTER 230
EXEMPTIONS PRIMARILY BENEFITING MANUFACTURERS AND

OTHER PERSONS ENGAGED IN PROCESSING

Rules in this chapter include cross references to provisions in 701—Chapters 15, 18 and 26 that were
applicable prior to July 1, 2004.

701—230.1    Reserved.

701—230.2(423) Carbon dioxide in a liquid, solid, or gaseous form, electricity, steam, and taxable
services used in processing.   An expanded definition of “processing” is allowed to manufacturers of
food products for human consumption using carbon dioxide in a liquid, solid, or gaseous form, electricity,
steam, and taxable services. For the purposes of this rule, the rental or leasing of tangible personal
property is treated as the furnishing of a taxable service and not as the sale of tangible personal property.

230.2(1) “Manufacturer” characterized. A manufacturer is a person or entity different from a
merchant, dealer, or retailer. See Commonwealth v. Thackara Mfg. Co., 27 A. 13 (Pa. 1893). In order
for a business to be a manufacturer, the principal business of that business must be manufacturing.
See Associated General Contractors v. State Tax Commission, 123 N.W.2d 922 (Iowa 1963). Another
distinction is that a merchant or retailer sells in order to earn a profit and a manufacturer sells to take
profits already earned from prior activity. See State v. Coastal Petrol Inc., 198 So. 610 (Ala. 1940).
A person primarily engaged in selling tangible personal property in order to earn a profit and only
incidentally engaged in creating products suitable for use from raw materials is not a manufacturer.
A retail grocery store, incidentally and not primarily engaged in manufacturing activities such as
meat cutting or production and packaging of baked goods, is not a “manufacturer of food products
for human consumption” and is not entitled to claim the special processing exemption allowed to
those manufacturers. Retail food stores, restaurants, and other persons incidentally engaged in food
manufacturing activities can, however, continue to claim on their incidental processing activities the
processing exemption allowed to persons who are not manufacturers of food products for human
consumption. See rule 701—230.3(423).

230.2(2) The following activities constitute processing when performed by a manufacturer to create
food products for human consumption. Any carbon dioxide in a liquid, solid, or gaseous form, electricity,
steam, or other taxable services primarily used in the performance of these activities is exempt from tax.

a. Treatment of material that changes its form, context, or condition in order to produce a
marketable food product for human consumption. “Special treatment” of the material to change its
form, context, or condition is not necessary to lawfully claim the exemption. Examples of “treatment”
which would not be “special” are the following: the washing, sorting and grading of fruits or vegetables;
the washing, sorting, and grading of eggs; and the mixing or agitation of liquids. By way of contrast,
sterilization would be “special treatment.”

b. Maintenance of the quality or integrity of the food product and the maintenance or the changing
of temperature levels necessary to avoid spoilage or to hold the food inmarketable condition. Any carbon
dioxide in liquid, solid, or gaseous form, electricity, steam, or other taxable service used in freezers,
heaters, coolers, refrigerators, or evaporators used in cooling or heating which holds the food product
at a temperature necessary to maintain quality or integrity or to avoid spoilage of the food or to hold
the food product in marketable condition is exempt from tax. It is not necessary that the taxable service
be used to raise or lower the temperature of the food. Also, processing of food products for human
consumption does not cease when the food product is in marketable form. Any carbon dioxide in liquid,
solid, or gaseous form, electricity, steam, or taxable service used to maintain or to change a temperature
necessary to keep the product marketable is exempt from tax.

c. Any carbon dioxide in liquid, solid, or gaseous form, electricity, steam, or other taxable service
primarily used in the maintenance of environmental conditions necessary for the safe or efficient use of
machinery or material used to produce the food product is exempt from tax. For example, electricity used
to air-condition a room in which meat is stored is exempt from tax if the purpose of the air conditioning is
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to maintain the meat in a condition in which it is easy to slice rather than for the comfort of the employees
who work in the room.

d. Any carbon dioxide in liquid, solid, or gaseous form, electricity, steam, or taxable service
primarily used in sanitation and quality control activities is exempt from tax. Nonexclusive examples
exempt from tax include taxable services used in pH meters, microbiology counters and incubators used
to test the purity or sanitary nature of a food product. For example, electricity used in egg-candling lights
would be exempt from tax. Also, electricity, steam, or any taxable service used to power equipment
which cleans and sterilizes food production equipment would be exempt from tax. Electricity used to
power refrigerators used to store food samples for testing would be exempt from tax. Finally, electricity
used to power “bug lights” or other insect-killing equipment used in areas where food products are
manufactured or stored would be exempt from tax.

e. Any carbon dioxide in liquid, solid, or gaseous form, electricity, steam, or taxable service used
in the formation of packaging for marketable food products for human consumption is exempt from tax.
For example, electricity used in plastic bottle-forming machines by a food manufacturer is exempt from
tax if the plastic bottles will be used to hold a marketable food product, such as milk. Any electricity,
steam, or other taxable service used in the heating, compounding, liquefying and forming of plastic
pellets into these plastic bottles is exempt.

f. Any carbon dioxide in liquid, solid, or gaseous form, electricity, steam, or taxable service used
in placement of the food product into shipping containers is exempt from tax. For example, electricity
used by a food manufacturer to place food products into packing cases, pallets, crates, shipping cases,
or other similar receptacles is exempt.

g. Any carbon dioxide in liquid, solid, or gaseous form, electricity, steam, or taxable service used
to move material which will become a marketable food product or used to move the marketable food
product itself until shipment from the building of manufacture is exempt from tax. This includes, but
is not limited to, taxable services used in pumps, conveyors, forklifts, and freight elevators moving the
material or food product and taxable services used in door openers which open doors for forklifts or other
devices moving the material or product. Any loading dock which is attached to a building of manufacture
is a part of that building. Any electricity, steam, or taxable service used to move any food products to
a loading dock is exempt from tax. If a food product is carried outside its building of manufacture by
any conveyor belt system, electricity used by any portion of the system located outside the building is
taxable.

This rule is intended to implement 2005 Iowa Code Supplement subsection 423.3(49).

701—230.3(423) Services used in processing.   Electricity, steam, or any taxable service is used in
processing only if the service is used in any operation which subjects raw material to some special
treatment which changes, by artificial or natural means, the form, context, or condition of the raw
material and results in a change of the raw material into marketable tangible personal property intended
to be sold ultimately at retail. The following are nonexclusive examples of what would and would not
be considered electricity, steam, or taxable services used in processing:

230.3(1) The sales price from the sale of electricity or steam consumed as power or used in the actual
processing of tangible personal property intended to be sold ultimately at retail would be exempt from
tax. The sales price is to be distinguished from that of electricity or steam consumed for the purpose
of lighting, ventilating, or heating manufacturing plants, warehouses, or offices. The latter sales price
would be taxable.

230.3(2) The sales price from electricity used in the freezing of tangible personal property, ultimately
to be sold at retail, to make the property marketable would be exempt from sales tax. See Fischer
Artificial Ice & Cold Storage Co. v. Iowa State Tax Commission, 81 N.W.2d 437 (Iowa 1957).

230.3(3) Electricity used merely in the refrigeration or the holding of tangible personal property for
the purpose of preventing spoilage or to preserve the property in its present state would not be “used in
processing” and, therefore, its sales price would be subject to tax. See Fischer Artificial Ice, supra.

Measurement of taxable and nontaxable use of electricity and steam. The exemption provided in the
case of electricity or steam applies only upon the sales price from the sale of electricity or steam when
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the energy is consumed as power or is used in the processing of food products or other tangible personal
property intended to be sold ultimately at retail, as distinguished from electricity or steam which is
consumed for taxable purposes. When practical, electricity or steam consumed as power or used
directly in processing must be separately metered and separately billed by the supplier thereof to clearly
distinguish energy so consumed from electricity or steam which is consumed for purposes or under
conditions in which the exemption would not apply. If it is impractical to separately meter electricity
or steam which is exempt from that electricity or steam upon which tax will apply, the purchaser
must furnish an exemption certificate to the supplier with respect to what percentage of electricity or
steam in the case of each purchaser is subject to the exemption. Reference 701—subrule 15.3(2). The
exemption certificate must be supported by a study showing how the percentage was developed. When
a certificate and study are accepted by the supplier as a basis for determining exemption, any changes
in the processing method, changes in equipment or alterations in plant size or capacity affecting the
percentage of exemption will necessitate the filing of a new and revised statement by the purchaser.
When the electric or steam energy is separately metered, enabling the supplier to accurately apply the
exemption in the case of processing energy, the purchaser need only file an exemption certificate since
the supplier, under such conditions, will separately record and compute the consumption of energy
which is exempt from tax apart from that energy which is subject to tax.

This rule is intended to implement Iowa Code section 423.3(49).

701—230.4(423) Chemicals, solvents, sorbents, or reagents used in processing.   Chemicals,
solvents, sorbents, and reagents directly used and consumed, dissipated, or depleted in processing
tangible personal property intended to be sold ultimately at retail shall be exempt from sales and use
tax. For the purpose of this processing exemption rule, free newspapers and shoppers’ guides are
considered to be retail sales. See 701—Chapter 211 for definition of the words “chemicals,” “solvents,”
“sorbents,” and “reagents.”

For the purpose of this rule, a catalyst is considered to be a chemical, solvent, sorbent, or reagent.
A catalyst is a substance which promotes or initiates a chemical reaction and, as such, is exempt from
tax if consumed, dissipated, or depleted during processing of tangible personal property intended to be
ultimately sold at retail.

To qualify for this exemption, all of the following conditions must be met:
1. The item must be a chemical, solvent, sorbent, or reagent.
2. The chemical, solvent, sorbent, or reagent must be directly used and consumed, dissipated, or

depleted during processing as defined in referenced rule 701—18.29(422,423).
3. The processing must be performed on tangible personal property intended to be sold ultimately

at retail.
4. The chemical, solvent, sorbent, or reagent need not become an integral or component part of

the processed tangible personal property.
This rule is intended to implement Iowa Code section 423.3(50).

701—230.5(423) Exempt sales of gases used in the manufacturing process.   Sales of argon and other
similar gases to be used in the manufacturing process are exempt from tax. For the purposes of this
rule, only inert gases are gases which are similar to argon. An “inert gas” is any gas which is normally
chemically inactive. It will not support combustion and cannot be used as either a fuel or as an oxidizer.
Argon, helium, neon, krypton, radon, and xenon are inert gases. Oxygen, hydrogen, and methane are
nonexclusive examples of gases which are not inert. These sales are exempt only if the gas is purchased
by a “manufacturer,” for use in “processing,” as those terms are defined in referenced 701—subrule
18.58(1).

This rule is intended to implement Iowa Code section 423.3(51).

701—230.6(423) Sale of electricity to water companies.   The sales price from the sale of electricity to
water companies assessed for property tax pursuant to Iowa Code sections 428.24, 428.26, and 428.28,
which is used solely for the purpose of pumping water from a river or well is exempt from sales tax. For
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the purposes of this rule, “river” means a natural body of water or waterway that is commonly known as
a river. “Well,” for the purposes of this rule, means an issue of water from the earth; a mineral spring;
a pit or hole sunk into the earth to reach a water supply; a shaft or hole sunk to obtain oil, water, gas,
etc.; or a shaft or excavation in the earth, in mining, from which run branches. Pacific Gas and Electric
Company v. Hufford, 319 P.2d 1033, 1040 (Calif. 1957), citing Webster’s New International Dictionary,
2nd ed., unabridged.

This rule is intended to implement Iowa Code section 423.3(52).

701—230.7(423) Wind energy conversion property.   The sales price from the sale of property used to
convert wind energy to electrical energy or the sales price from the sale of materials used to manufacture,
install, or construct property used to convert wind energy to electrical energy is exempt from tax.

For the purposes of this rule, “property used to convert wind energy to electrical energy” means
any device which converts wind energy to usable electrical energy including, but not limited to, wind
chargers, windmills, wind turbines, pad mount transformers, substations, power lines, and tower
equipment.

This rule is intended to implement Iowa Code section 423.3(53).

701—230.8(423) Exempt sales or rentals of core making and mold making equipment, and sand
handling equipment.   This rule is applicable to the period beginning on or after July 1, 2004.

230.8(1) Exempt sales and rentals of machinery and equipment. The sales price from sales or rentals
of core making, mold making, and sand handling machinery and equipment directly and primarily used
by a foundry in the mold making process is exempt from tax. For the purposes of this rule, a “foundry”
is an establishment where metal, but not plastic, is melted and poured into molds. A nonexclusive list of
equipment which may be exempt under this rule includes sand storage tanks, conveyers, patterns, mallor
controllers, and sand mixers. A nonexclusive list of items which would not be exempted by this rule
includes sand and other materials (as opposed to equipment) used to build molds or cores, and supplies.
Services used in the mold making process are not exempted from tax by this rule. For the purposes of this
rule, core making, mold making, and sand handling equipment also include replacement parts necessary
for the operation of the equipment which is used directly and primarily by a foundry in the mold making
process. Reference 701—subrule 18.58(1) for definitions of “directly used,” “equipment,” “machinery,”
“replacement part” and “supplies.”

230.8(2) Exempt sales of fuel and electricity. The sales price from sales of fuel used in creating
heat, power, or steam for, or used for generating electric current for, or electric current sold for use in
machinery or equipment the sale or rental of which is exempt under subrule 230.8(1) is exempt from tax.

230.8(3) Exempt design and installation services. The sales price from furnishing design and
installation services, including electrical and electronic installation, of machinery and equipment
the sale or rental of which is exempt under subrule 230.8(1) is exempt from tax. Reference rule
701—26.16(422) for characterizations of the words “installation” and “electronic installation.”

This rule is intended to implement Iowa Code section 423.3(82).

701—230.9(423) Chemical compounds used to treat water.   Chemical compounds placed in water
which is ultimately sold at retail should be purchased exempt from the tax. The chemical compounds
become an integral part of property sold at retail. Chemical compounds placed in water which is directly
used in processing are exempt from the tax, even if the water is consumed by the processor and not sold
at retail.

Chemical compounds which are used to treat water that is not sold at retail or which are not used
directly in processing shall be subject to tax. An example would be chlorine or other chemicals used to
treat water for a swimming pool.

Special boiler compounds used by processors when live steam is injected into the mash or substance,
whereby the steam liquefies and becomes an integral part of the product intended to be sold at retail and
also becomes a part of the finished product, shall be exempt from tax.

This rule is intended to implement Iowa Code section 423.3(50).
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701—230.10(423) Exclusive web search portal business and its exemption.   Effective on or after July
1, 2007, a business that qualifies as a web search portal business that has a physical location in Iowa and
that meets specific criteria may obtain an exemption from sales and use tax on specific purchases that
are used in the operation and maintenance of the web search portal business. This exemption from sales
and use tax also applies to the affiliates of a qualifying web search portal business.

230.10(1) Definitions. For the purpose of this exemption, the following definitions apply:
a. “Affiliate” means an entity that directly or indirectly controls, is controlled with or by, or is

under common control with another entity.
b. “Control” means any of the following:
(1) In the case of a United States corporation, the ownership, directly or indirectly, of 50 percent

or more of the voting power to elect directors.
(2) In the case of a foreign corporation, if the voting power to elect the directors is less than 50

percent, the maximum amount allowed by applicable law.
(3) In the case of an entity other than a corporation, 50 percent or more ownership interest in the

entity, or the power to direct the management of the entity.
c. “Web search portal business” means an entity among whose primary businesses is to provide a

search portal to organize information; to access, search, and navigate the internet, including research and
development to support capabilities to organize information; and to provide internet access, navigation,
and search functionalities.

230.10(2) Criteria to claim exemption. The following govern whether a business qualifies for an
exemption from sales and use tax on purchases made or leases executed by a web search portal business:

a. All of the following requirements must be met by a web search portal business for the purpose
of this exemption:

(1) The business of the purchaser or lessee shall be as a provider of a web search portal.
(2) The web search portal business shall have a physical location in Iowa that is used for the

operations and maintenance of the web search portal site on the internet, including but not limited to
research and development to support capabilities to organize information and to provide internet access,
navigation, and search.

(3) The web search portal business shall make a minimum investment in an Iowa physical
location of $200 million within the first six years of operation in Iowa beginning with the date the
web search portal business initiates site preparation activities. The minimum investment includes the
initial investment, including land and subsequent acquisition of additional adjacent land and subsequent
investment at the Iowa location.

(4) The web search portal business shall purchase, option, or lease Iowa land not later than
December 31, 2008, for any initial investment. However, the December 31, 2008, date shall not affect
the future purchases of adjacent land and additional investment in the initial or adjacent land to qualify
as part of the minimum investment for purposes of this exemption.

b. Aggregation to meet requirements. A web search portal business that is seeking an exemption
from sales and use tax under this exemption may meet the requirements found in subparagraphs
230.10(2)“a”(1) to (4) above, by aggregating various Iowa investments and other requirements with
its business affiliates.

c. Failure to meet investment qualifications. If a web search portal business claiming exemption
from sales and use tax under this exemption fails to meet at least 80 percent of the minimum investment
amount required within the first six years of operation beginning with the initiation of the site preparation
activities by the web search portal business, the web search portal business will lose the right to claim this
exemption from sales and use tax. Immediately following the loss of the right to claim this exemption
from sales and use tax, the web search portal business is required to pay all sales or use taxes that would
have been due on the purchase or rental of all purchases previously claimed exempt from sales and use
tax, plus any and all applicable statutory penalty and interest due on the tax.

230.10(3) Exempt purchases. Sales and leases of the following are exempt from sales and use tax
when sold or leased to a qualifying web search portal business:
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a. Computers and equipment that are necessary for the maintenance and operation of the web
search portal business;

b. All equipment used for the operation and maintenance of the cooling system for the computers
and equipment used in the operation of the web search portal;

c. All equipment used for the operation and maintenance of the cooling towers for the cooling
system referenced in paragraph “b” above;

d. All equipment used for the operation and maintenance of the temperature control infrastructure
for the computers and equipment used in the operation of the web search portal;

e. All equipment used for the operation andmaintenance of the power infrastructure that is used for
the transformation, distribution, or management of electricity used for the operation and maintenance of
the web search portal. This equipment includes, but is not limited to, exterior dedicated business-owned
power substations, backup power generation systems, battery systems, and related infrastructure;

f. All equipment used in the racking system, including cabling and trays;
g. Fuel purchased by the web search portal business that is used in the backup power generation

system and in all items listed in paragraphs “a” to “f.” This provision includes the fuel used in backup
generators that may be located outside of the building that are used if power is interrupted to ensure the
web search portal continues operation; and

h. Electricity purchased for use in operating the web search portal.
230.10(4) Limitation of exemption. The purchases or leases of the items listed in subrule 230.10(3)

are only exempt if the items being purchased or leased are being used in the operation or maintenance of
the web search portal business. Such purchases or leases will not be exempt from sales or use tax if the
item is to be used in the business for another purpose not related to operations or maintenance. Examples
of items included in this limitation include but are not limited to:

a. Electricity not used for operation or maintenance, such as in the office or employee break room;
b. Tangible personal property used in areas of the web search portal facility that is not used for

operation or maintenance, such as cleaning equipment and supplies;
c. Building materials that become part of real property, such as concrete, steel or roofing; and
d. Tangible personal property that becomes part of real property, such as a dishwasher.
230.10(5) Initial date of exemption. The exemption from sales and use tax begins on and after the

date of the initial investment in or the initiation of site preparation activities for the facility that will
contain the qualifying web search portal business.

This rule is intended to implement 2007 Iowa Code Supplement section 423.3(92).

701—230.11(423) Web search portal business and its exemption.   Effective on or after July 1, 2008, a
business that qualifies as a web search portal business that has a physical location in Iowa and that meets
specific criteria may obtain an exemption from sales and use tax on specific purchases that are used in
the operation and maintenance of the web search portal business. This exemption from sales and use tax
also applies to the affiliates of a qualifying web search portal business.

230.11(1) Definitions. For the purpose of this exemption, the following definitions apply:
“Affiliate” means an entity that directly or indirectly controls, is controlled with or by, or is under

common control with another entity.
“Control” means any of the following:
1. In the case of a United States corporation, the ownership, directly or indirectly, of 50 percent

or more of the voting power to elect directors.
2. In the case of a foreign corporation, if the voting power to elect the directors is less than 50

percent, the maximum amount allowed by applicable law.
3. In the case of an entity other than a corporation, 50 percent or more ownership interest in the

entity, or the power to direct the management of the entity.
“Web search portal business”means an entity whose business among other businesses is to provide a

search portal to organize information; to access, search, and navigate the Internet, including research and
development to support capabilities to organize information; or to provide Internet access, navigation,
or search functionalities.
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230.11(2) Criteria to claim exemption. The following governs whether a business qualifies for an
exemption from sales and use tax on purchases made or leases executed by a web search portal business:

a. Requirements. All of the following requirements must be met by a web search portal business
for the purpose of this exemption:

(1) The business, among other businesses, of the purchaser or lessee shall be as a provider of a web
search portal.

(2) The web search portal business shall have a physical location in Iowa that is used for the
operations and maintenance of the web search portal site on the Internet, including but not limited to
research and development to support capabilities to organize information and to provide Internet access,
navigation, and search functionality.

(3) The web search portal business shall make a minimum investment in an Iowa physical
location of $200 million within the first six years of operation in Iowa beginning with the date the
web search portal business initiates site preparation activities. The minimum investment includes the
initial investment, including land and subsequent acquisition of additional adjacent land and subsequent
investment at the Iowa location.

(4) The web search portal business shall purchase, option, or lease Iowa land not later than
December 31, 2008, for any initial investment. However, the December 31, 2008, date shall not affect
the future purchases of adjacent land and additional investment in the initial or adjacent land to qualify
as part of the minimum investment for purposes of this exemption.

b. Aggregation to meet requirements. A web search portal business that is seeking an exemption
from sales and use tax under this exemption may meet the requirements found in subparagraphs
230.11(2)“a”(1) to (4) by aggregating various Iowa investments and other requirements with its
business affiliates.

c. Failure to meet investment qualifications. If a web search portal business claiming exemption
from sales and use tax under this exemption fails to meet at least 80 percent of the minimum investment
amount required within the first six years of operation beginning with the initiation of the site preparation
activities by the web search portal business, the web search portal business will lose the right to claim this
exemption from sales and use tax. Immediately following the loss of the right to claim this exemption
from sales and use tax, the web search portal business is required to pay all sales or use taxes that would
have been due on the purchase or rental of all purchases previously claimed exempt from sales and use
tax, plus any and all applicable statutory penalty and interest due on the tax.

230.11(3) Exempt purchases. Sales and leases of the following are exempt from sales and use tax
when sold or leased to a qualifying web search portal business:

a. Computers and equipment that are necessary for the maintenance and operation of the web
search portal business;

b. All equipment used for the operation and maintenance of the cooling system for the computers
and equipment used in the operation of the web search portal business;

c. All equipment used for the operation and maintenance of the cooling towers for the cooling
system referenced in paragraph “b”;

d. All equipment used for the operation and maintenance of the temperature control infrastructure
for the computers and equipment used in the operation of the web search portal business;

e. All equipment used for the operation and maintenance of the power infrastructure that is used
for the transformation, distribution, or management of electricity used for the operation and maintenance
of the web search portal business. This equipment includes, but is not limited to, exterior dedicated
business-owned power substations; and back-up power generation systems, battery systems, and related
infrastructure;

f. All equipment used in the racking system, including cabling and trays;
g. Fuel purchased by the web search portal business that is used in the back-up power generation

system and in all items listed in paragraphs “a” to “f.” This includes the fuel used in the back-up
generators that may be located outside the building and that are used if power is interrupted to ensure
the web search portal business continues operation; and

h. Electricity purchased for use in operating the web search portal business.
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230.11(4) Limitation of exemption. The purchase or lease of the items listed in subrule 230.11(3) is
only exempt if the items being purchased or leased are being used in the operation or maintenance of the
web search portal business. Such purchases or leases will not be exempt from sales or use tax if the item
is to be used in the business for another purpose. For example, the purchase of electricity for use in the
office portion of the web search portal facility would not be exempt. The purchase of building materials
that become real property would not be exempt. For example, the purchase of a dishwasher that will be
built into a kitchen area in the break room for employees would not be exempt from tax. The purchase of
a dishwasher is the purchase of tangible personal property. However, upon installation, the dishwasher
becomes part of the building and realty and is not exempt from Iowa sales or use tax.

230.11(5) Initial date of exemption. The exemption from sales and use tax begins on and after the
date of the initial investment in or the initiation of site preparation activities for the facility that will
contain the qualifying web search portal business.

This rule is intended to implement Iowa Code section 423.3 as amended by 2008 Iowa Acts, House
File 2233, section 1.

[Filed 11/16/05, Notice 10/12/05—published 12/7/05, effective 1/11/06]
[Filed 5/5/06, Notice 3/29/06—published 5/24/06, effective 6/28/06]
Filed 2/8/08, Notice 1/2/08—published 2/27/08, effective 4/2/08

[Filed 11/12/08, Notice 10/8/08—published 12/3/08, effective 1/7/09]
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RABBIS
Generally, see RELIGION

RABIES
Confinement, animals 21—64.23, 64.24
Reports 21—64.17; 641—1.3(1)a(1)
Vaccination 21—64.25, 64.34(8), 64.35(3), 65.10(2), 67.3(3)d

RACETRACKS
See also RACING AND GAMING
Automobile, sales tax rebates 701—ch 235

RACING AND GAMING
See also GAMBLING
Administration 491—1.3
Admissions 491—5.4(10)
Appeals 491—4.6, 4.10, 6.16(2), 9.6(21)f, 10.5(2)v(3)
Audits 491—5.2
Boards, gaming/stewards 491—4.2, 4.5–4.8, 6.1, 6.2(2)
Bribery 491—6.5(3)
Check writing 491—5.4(9), 6.5(2)
Commission
Address 491—1.2(1)
Approvals 491—1.5(6), 5.4(8), 5.5(3)
Contested cases, see Hearings this subheading below
Declaratory orders 491—2.20–2.31
Hearings 491—1.8(4,8), 3.14(3), ch 4, 6.5(2)b,c
Jurisdiction 491—1.1, 4.8
Meetings 491—1.2(2,3), 2.2
Organization 491—ch 1
Records, generally, public/fair information 491—ch 3
Representatives, gaming 491—4.2, 4.4(2,5), 6.12(1)
Rule making 491—ch 1, 2.1–2.19

Contracts/agreements 491—5.4(8), 6.16(3), 8.4(2), 9.7(3), 10.7(3)
Criminal investigation, see Employees/Licensees: Investigation/Inspection below
Definitions 491—3.1, 4.2, 6.1, 7.1, 8.1, 9.1, 9.6(14), 10.1, 11.1, 12.1
Disciplinary actions, see Violations below
Ejections/exclusions 491—4.4(5), 4.6(6), 4.7, 4.8, 5.4(5)d, 5.4(12)a(2)
Employees/licensees
See also specific race subheading Officials
Accountability 491—5.4(16)
Chemists 491—7.14, 9.7(3), 10.7(3)
Drugs/alcohol 491—4.4(4), 4.9(2), 5.6(3), 6.2(1)c,f, 6.4(3), 6.5(1)d,f,i, 6.5(3)j,p, 6.27, 9.4(2)f, 10.4(2)g
Fraud/misconduct 491—6.5(1,3), 12.3(1)d, see also specific race subheading Fraud
Games participation 491—11.5(4)a(6)
Identification 491—6.2(6), 6.4(1)
Investigation/inspection 491—1.7(11), 5.4(8)b, 6.2(1)d,f,j, 6.2(2), 6.4(2,3), 7.3(2)j, 11.13(3)a,b, 11.13(8);

661—1.2(6), see also specific race subheading Complaints
License, see specific race subheading Licenses; Licensure below
Ownership 491—11.13(3)a,g,j
Records 491—5.4(13,14), 6.2(6), 6.9, 11.13(6), 12.2, 12.3(1), see also Gambling, Boats/Racetracks/Structures:

Games below; specific race subheading Officials
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Reports
See also Gambling, Boats/Racetracks/Structures: Games below; specific race subheading Officials
Generally 491—6.4(2)
Annual, see Audits above
Discharges 491—6.10
Ejections/exclusions 491—5.4(5)d, 5.14(12)a(2)
Financial 491—5.4(10)b

Facilities/equipment 491—5.4(1–4,17,18), 5.5, see also Gambling, Boats/Racetracks/Structures below; specific
race

Firearms, possession 491—5.4(6)
Gamblers, problem 491—5.4(12); 641—ch 162
Gambling, boats/racetracks/structures
Administration 491—12.3
Admissions 491—5.4(5)d, 5.4(10); 661—141.6(7)
Capacity 491—5.6(1)
Cashier’s cage 491—12.4
Counties, elections 721—21.820
Count room 491—12.1, 12.17, 12.18; 661—141.6(5), 141.9
Definitions 491—11.1, 12.1
Devices, distributors/manufacturers 491—11.1, 11.4, 11.13
Employees/licensees, see Employees/Licensees above
Equipment, movement 491—11.9(1)
Excursions
Operators, drug testing 491—5.6(3)
Time period 491—5.6

Games
See also GAMBLING: Social
Approval/authorization 491—11.3–11.5, see also Counties, Elections this subheading above
Keno 491—11.8
Prizes 491—11.5(4), 11.6, see also Slot Machines: Payouts this subheading below
Rules, posting 491—11.4(4), 11.5(4), 11.6(1), 11.9(3)d, 11.10(1)k
Slot machines
Containers 491—12.1, 12.16, 12.18
Counting/recording 491—12.15, 12.18
Hardware/software 491—11.10
Hopper 491—11.11, 12.1, 12.11–12.13
Keys 491—12.11
Malfunction 491—11.10(3)
Monitoring 491—12.15
Multilink systems 491—11.12(7,8)
Payouts 491—11.9, 11.12(8)i,n–p, 12.12, 12.14
Progressive 491—11.5(3), 11.12
Records/reports 491—11.9(1), 11.12(5), 11.12(8)d,e,i–k, 12.12, 12.15, 12.18(6)
Specifications 491—11.11
Surveillance 661—141.6(1), 141.10(11)c
Types 491—11.5(2)
Winnings, taxation 491—11.12(8)l; 701—46.1(1)g

Table
Authorization 491—11.5
Baccarat 491—11.5(1)
Cash bets 491—12.6

RACING AND GAMING (cont’d)
Employees/licensees
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Closing/opening 491—12.10
Containers 491—12.1, 12.5, 12.6(3), 12.16, 12.18
Craps 491—11.5(1), 11.7(3)
Currency 491—12.1, 12.6
Gambling aids 491—11.2(3)
Gaming chips 491—12.7–12.10
Poker 491—11.5(1), 11.7(7)
Records/reports 491—12.18(5)d,h
Red dog 491—11.5(1), 11.7(8)
Roulette 491—11.5(1), 11.7(5,6)
Storage media 491—11.7(1)
Surveillance 661—141.6(2,3)
Twenty-one 491—11.5(1), 11.7(4)

Tournaments/contests 491—11.6
Video 491—11.5(2)
Wagers 491—5.5(11), 11.2(4), 11.4(3,4), 11.5(3), 11.6(2), 11.7, 11.8(3,8)
Withdrawal 491—11.4(5)

Inspections, moored vessels 571—ch 48
Licenses, see Licensure below
Prohibitions 491—11.2(2,3)
Records, see Slot Machines this subheading above; Table this subheading above; Employees/Licensees above
Security 491—1.7(4), 5.4(5), 12.5(2), 12.9, 12.13, 12.14, 12.16, 12.17; 661—141.10(8), 141.11
Smoking areas 641—153.4(10)
Surveillance 491—5.4(7), 11.12(8)e, 12.3(1)e, 12.17, 12.18(4); 661—ch 141
Taxation 491—1.7(2), 5.4(10,11), 11.5(4)b, 11.6(2), 11.7(7)a, 11.12(8)l; 701—17.25, 46.1(1)g, 107.12,

108.4“3”
Violations 491—11.13(7), see also Licensure: Suspension/Revocation/Denial below; Violations below

Greyhound
Generally 491—ch 7
Breeders, see Registration this subheading below
Complaints 491—7.3(2)i
Definitions 21—62.1; 491—7.1
Disclosure 491—6.15, 6.17(3), 7.3(6)b, 7.5(2)e
Drugs/alcohol
Chemists 491—7.14(1,3)
Employees/licensees, see Employees/Licensees above
Prohibitions 491—7.14(1)
Veterinarians 491—7.3(3)e,f, 7.14

Employees/licensees, see Employees/Licensees above
Facilities 491—7.2, 7.5(2), see also Tracks below
Fines 491—7.8(4)c, see also Licensure below
Fraud 491—7.7(10), see also Employees/Licensees above
Inspections 491—6.4(3), 7.3(2)j
Lead-outs 491—7.4, 7.9(10)
Licenses
See also Licensure below
Kennels 491—6.17
Owners/trainers 491—7.12(15)
Suspension/revocation 491—7.8(4)c, 7.12(15), see also Suspensions, Dog this subheading below

RACING AND GAMING (cont’d)
Gambling, boats/racetracks/structures
Games
Table
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Lures/baits 491—7.3(10), 7.12(8,14)
Officials
Generally 491—4.3, 7.3(1)
Brakeman 491—7.3(11)
Chart writer 491—7.3(7)
Clerk of scales 491—7.3(9)
Director of racing 491—7.3(4)
Kennel master 491—7.3(15)
Lure operator 491—7.3(10)
Mutuel manager 491—7.3(5)
Paddock judge 491—7.3(8), 7.9(10)
Patrol judge 491—7.3(14)
Photo finish operator/timer 491—7.3(12)
Records 491—7.3(6), 7.5(2)h, 7.14(4)c
Reports 491—7.2(3)b, 7.3(3)f, 7.3(5,8–10,13), 7.4(9), 7.14(4)d, see also Reports this subheading below
Secretary 491—7.3(6), 7.6(5), 7.7(4)d, 7.7(12), 7.8
Starter 491—7.3(13)
Stewards 491—4.6, 4.7, 5.5(9), 7.2(3), 7.3(1)a, 7.3(2), 7.9, 7.11, 7.12, 7.14(3)h, 8.2(13)g, 8.2(23)
Vacancies 491—7.2(3)
Veterinarian 491—7.3(1,3), 7.6(7), 7.14, see also Licensure below
Violations 491—7.3(8)j, 7.14(1)

Owners
Corporations 491—6.17(2), 6.20
Disclosure, see Disclosure this subheading above
Entry requirements 491—7.7
Fees, nonpayment 491—6.5(2)c
License, see Licenses above
Partnerships 491—5.4(13)a(2), 6.19
Records 491—5.4(13)
Restrictions 491—7.3(1)c, 7.4(1), 7.14(4)
Sale/transfer, greyhounds 491—7.3(1)c, 7.5(2)e

Penalties 491—7.7(10), see also subheadings Fines above; Licenses: Suspension/Revocation above; Suspensions,
Dog below

Purse 491—1.7(13), 4.7, 5.5(10)
Races
Dead heats 491—7.1, 7.12(1)
Entries 491—7.3(6)d,e, 7.3(7), 7.7
Equipment 491—7.2(2), 7.3(12), see also Tracks below
Interferences 491—7.12(3,13), 7.13
Maiden 491—7.13
Objections 491—7.3(2)i
Photo finish/video 491—5.5(3), 7.2(2), 7.3(2)m, 7.3(12)
Qualifying 491—7.10
Running 491—7.12
Schooling 491—6.16(1), 7.4(2), 7.11, see also Schooling this subheading below
Scratches/withdrawals 491—7.8
Simulcast, see Simulcasts below
Timing 491—5.5(4), 7.3(12)
Wagers 491—7.3(2)l, 7.4(8), 7.14(4), see also Mutuel Departments below

Records, see Officials this subheading above; Owners this subheading above; Employees/Licensees above
Registration 21—1.3(7), 62.1, 62.2, 62.3(2), 62.4, 62.6(2), 62.40, 62.41; 491—6.17, 7.3(6)e, 7.5(2)e, 7.6

RACING AND GAMING (cont’d)
Greyhound
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Reports 491—7.14(3)g,h, see also Officials this subheading above
Sales/leases 491—7.6(3–6)
Schooling 491—7.3(2)n, 7.6, 7.8(5), 7.9(8), 7.11
Security 491—7.2(4)b, 7.3(6)b, 7.3(15), 7.14(2)d, see also Security below
Stewards, see Officials this subheading above
Suspensions, dog 491—7.8(4)b, 7.8(5), see also Licenses this subheading above
Tracks, see Tracks below
Trainers 491—7.5, see also Licenses this subheading above
Vaccination 491—7.6(7)
Violations 491—7.5(1), 7.8(4), see also Licenses: Suspension/Revocation this subheading above; Officials this

subheading above; Violations below
Weight 491—7.3(9), 7.8(5), 7.9, 7.11(3,6)

Harness
Bleeders 491—9.4(11)g
Complaints 491—9.4(4)d(4), 9.6(20)b
Definitions 491—9.1, 9.6(14)
Disclosure 491—6.15, 6.17(3), 9.4(5)l, 9.5(1)a(8)
Disease tests
Coggins 491—9.4(5)g, 9.5(1)a(11), 9.6(1)j
Equine infectious anemia (EIA) 491—9.4(5)g, 9.5(1)a(12), 9.6(1)j

Drivers, see subheadings Licenses below; Races below
Drugs/alcohol
Chemists 491—9.7(3)
Employees/licensees, see Employees/Licensees above
Furosemide 491—9.4(11)g,h, 9.5(1)a(6), 9.7(1)g, 9.7(4)d,h
Prohibition, horses 491—9.7(1)
Veterinarians 491—9.4(11), 9.7

Employees/licensees, see Employees/Licensees above; Officials this subheading below
Facilities 491—9.2, 9.5(1)a(4), 9.7(2)b, see also Tracks below
Fines 491—9.4(4)b(5), 9.4(9), 9.5(2)d, 9.6(22)f, see also Licensure below
Fraud 491—9.4(4)d(4), 9.6(20)e, 9.6(20)m(5), 9.6(22)f, see also Employees/Licensees above
Goading device 491—9.6(20)j
Inspections 491—6.4(3), 9.2(17)b(4), 9.4(4)b(9)
Leases 491—6.18
Licenses
Driver eligibility 491—6.25
Suspension/revocation 491—9.4(4)b(5), 9.4(9), 9.5(1)a(28), 9.5(2)d, see also Licensure below

Officials
Generally 491—4.3, 9.4
Appointment 491—9.4(3)
Bookkeeper, horsemen’s 491—9.2(17)
Charter 491—9.4(1)g, 9.4(10)
Clerk of course 491—9.4(1)e, 9.4(8)
Director, program 491—9.4(1)h
Horse identifier 491—9.4(1)d, 9.4(7)
Judges
Paddock 491—9.4(1)c, 9.4(6)
Placement 491—9.4(1)i

Prohibitions 491—9.4(2), 9.7(4)
Records 491—9.2(17), 9.4(5)d, 9.6(22,24)
Reports 491—9.4(4)d(1), 9.4(6,7,12), 9.7(4)c–e, see also Reports this subheading below

RACING AND GAMING (cont’d)
Greyhound
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Secretary 491—9.4(1)b, 9.4(5)
Starter 491—9.4(1)f, 9.4(9), 9.6(19)
Stewards 491—ch 4, 5.5(9), 8.2(13)g, 8.2(23), 9.4(4), 9.6(18,21)
Timer 491—9.2(18), 9.6(22)
Veterinarians 491—9.4(11), 9.7, see also Licensure below
Violations 491—9.4(4)a(5), 9.4(4)b(5), 9.4(7,9,12), 9.6(20)e, see also Violations below

Owners
Disclosure, see Disclosure this subheading above
Fees, nonpayment 491—6.5(2)c
License, see Licensure below
Partnerships 491—5.4(13)a(2), 6.19
Records 491—5.4(13)
Restrictions 491—9.4(2)b, 9.7(4)a
Sale/transfer, horses 491—6.18(4), 9.4(2)b, 9.4(11)c, 9.5(1)a(8)

Penalties 491—9.6(20)e, see also subheadings Fines above; Licenses: Suspension/Revocation above
Purse 491—1.7(13), 4.7, 5.5(10), 9.2(17)d,e, 9.4(5)a, 9.6(11,14), 9.6(21)f, 9.6(25)a
Races
Admissions, see Admissions above
Cancellation 491—9.4(5)f
Claims 491—9.6(15)
Dead heats 491—9.6(19)f, 9.6(22)d
Declarations 491—9.4(5)h,j, 9.6(4,18)
Drivers 491—6.25, 9.4(4)d(3)“3,” 9.5(2), 9.6(18)g, 9.6(20,21)
Eligibility 491—9.4(5)b, 9.6(1,4–8,11), 9.6(15)a, 9.6(18)d
Entries 491—9.4(4)d(3)“2,” 9.4(5)c, 9.6(6,16,17), 9.6(18)c, 9.6(23)
Equipment 491—9.4(6)a, 9.6(20)i,l, 9.6(23)b, see also Tracks below
Overnight events 491—9.6(10), 9.6(12)c, 9.6(17)a,d, 9.6(18)b, 9.6(18)e(1)
Paddock requirements 491—9.2(2), 9.6(24)
Photo finish/video 491—5.5(3), 9.2(15), 9.6(18)b(1), 9.6(22)c
Posting 491—9.6(10,12)
Protests 491—9.2(17)d(5), 9.4(4)d(4), 9.6(21)
Qualifying 491—9.6(13), 9.6(17)e, 9.6(18)b
Scratches 491—9.6(18)f
Simulcast, see Simulcasts below
Substitute/divided 491—9.6(12)
Sulkies 491—9.6(20)s
Timing 491—5.5(4), 9.2(18), 9.6(22)
Track rules 491—9.6(20)
Wagers 491— 9.5(1)b, 9.5(2)c, 9.7(4)a, see also Mutuel Departments below

Records, see Officials this subheading above; Owners this subheading above; Employees/Licensees above
Registrations 21—1.3(7), ch 62; 491—6.17, 9.4(5)l, 9.5(1)a(10), 9.6(3), see also HORSES
Reports 491—9.6(20)b, 9.7(3)f,h, see also Officials this subheading above
Schooling 491—9.4(9)
Security, see Security below
Stewards, see Officials this subheading above
Therapy, wave, shock/radial pulse 491—9.7(1)i
Tracks, see Tracks below
Trainers 491—9.5(1), 9.6(1)e, 9.7(2)g, 9.7(4)d, see also Licensure below
Violations 491—9.6(20)d, see also Licenses: Suspension/Revocation this subheading above; Officials this subheading

above; Violations below

RACING AND GAMING (cont’d)
Harness
Officials
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Hearings, see Commission above
Licensure
See also specific race
Applications, generally 491—1.5, 1.7, 1.8(4), 4.4, 4.6, chs 5, 6, 11.13(3,5)
Corporations 491—6.17(2), 6.20
Criteria 491—1.7
Denial, see Suspension/Revocation/Denial this subheading below
Driver, see Harness above
Duration 491—6.8
Economic impact 491—11.13(1)
Fees 491—6.2(1)e–g, 6.5(2)a, 6.11(5), 6.12(5), 6.20(8), 11.13(3)c
Fines, applicants/licensees 491—4.7, 6.5(1)n, 6.7, see also specific race
Investigation, background 491—1.7, 6.2(1)d,f,j, 6.2(2)
Jockeys/agents, see Thoroughbred/Quarter Horse below
Manufacturers/distributors 491—1.5(7), 11.12(8)m–o, 11.13
Minors 491—6.16(3)
Multiple 491—6.2(3)
Occupational 491—1.5(5), 4.4, 4.6, 4.10, 6.2, 6.4(1), 6.9
Owners 491—6.2(3)b(2), 6.16, 6.28
Partnerships 491—6.19
Probationary 491—6.7
Renewal 283—37.1; 491—1.5(2–4), 1.7, 6.2(1)g, 6.11(4,5), 6.12(4,5)
Substitutes, licensee 491—6.14
Surveillance plan 661—141.10(11)
Suspension/revocation/denial 283—37.1; 491—4.4–4.8, 4.10, 4.42(3), 6.2(1)k,l, 6.3, 6.5–6.7, 6.11, 6.12,

6.14, 6.19(2)b, 6.27, 11.2(1), 11.13(3)h, 11.13(4,7), see also specific race
Temporary 491—11.13(4)
Trainers 491—6.2(1)p, 6.5(1)b, 6.22, 6.28, see also specific race
Validity 491—6.8, 11.13(4)
Vendors 491—6.13
Veterinarians 491—6.26
Viability 491—1.7(3)

Meetings, see Commission above
Mutuel departments
Generally 491—ch 8
Definitions 491—8.1
Emergencies 491—8.2(22)
Mutuel field/coupled entry 491—8.2(12), 8.3(10)b, 8.3(12)g, 8.3(14)b, 8.3(15)g, 8.3(16)g, 8.3(17)g
Supervisor 491—8.2(23)
Ticket sales/payoffs 491—8.2(3–7,15,19,20), see also Wagering, Pari-Mutuel: Pools: Calculation/Distribution

this subheading below
Wagering, pari-mutuel
Betting, explanation 491—8.2(8)
Cancellation 491—10.4(4)e
Elections, county 721—21.820(4,6)
Interstate common-pool 491—8.5
Jockeys 491—10.5(2)b
Minimums 491—8.2(20)
Pools
Approval 491—8.2(14)
Calculation/distribution 491—8.2(12), 8.3
Double 491—8.1, 8.3(5)

RACING AND GAMING (cont’d)
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Exacta 491—8.1, 8.2(13)f, 8.3(11)
Interstate, common 491—8.5
Minus 491—8.1, 8.2(20)
Odds/payoffs, posting 491—8.2(9)
Pick (n) 491—8.1, 8.3(7)
Pick three 491—8.1, 8.3(6)
Place 491—8.1, 8.3(3)
Place pick (n) 491—8.1, 8.3(8)
Quinella/double quinella/twin quinella 491—8.1, 8.2(13)d,e, 8.3(9,14)
Show 491—8.1, 8.3(4)
Superfecta/tri-superfecta/twin superfecta 491—8.1, 8.2(13)h,k, 8.3(13,16,17)
Trifecta/twin trifecta 491—8.1, 8.2(13)g,j, 8.3(12,15)
Win 491—8.1, 8.3(2)

Prohibitions 491—6.5(3)s,t, 7.4(8), 7.14(4)a(2), 8.2(13,21), 10.4(17)c, 10.7(4)a(2)
Records/reports 491—8.2(2,16–18,22)
Refunds 491—7.12, 8.2(10,11)
Simulcasts 491—8.1, 8.4
Totalizator 491—5.5(2), 8.1, 8.2(1,4,19)
Trainers 491—6.5(3)t, 10.5(1)b
Winnings, taxation 701—46.1(1)f

Penalties, generally 491—4.7, see also specific race
Riverboat gaming, see Gambling, Boats/Racetracks/Structures above
Security 491—1.7(4), 5.4(5), see also Gambling, Boats/Racetracks/Structures above; specific race
Simulcasts 491—8.1, 8.4
Stewards, see specific race subheading Officials
Taxation 491—5.4(10,11), see also Gambling, Boats/Racetracks/Structures above
Thoroughbred/quarter horse
Admissions, see Admissions above
Bleeder’s list 491—10.4(17)g, 10.7(1)g
Breeders, see Registrations this subheading below
Certificates, see Jockeys this subheading below
Complaints 491—10.4(4)d(4)
Definitions 491—10.1
Disclosure 491—6.15, 6.17(3), 10.4(5)l, 10.5(1)a(8)
Disease tests
Coggins 491—10.4(5)k, 10.6(16)c
Equine infectious anemia (EIA) 491—10.5(1)a(12), 10.6(16)

Drugs/alcohol
Chemists 491—10.7(3)
Employees/licensees 491—10.4(2)g, see also Employees/Licensees above
Furosemide 491—10.4(17)h, 10.5(1)a(6), 10.7(1)g, 10.7(4)d,h
Non-steroidal anti-inflammatory (NSAIDs) 491—10.7(1)k
Prohibition, horses 491—10.5(1)a, 10.5(2)j(6), 10.7(1)
Reports 491—10.5(1)a(19), 10.7(4)c,d
Samples 491—10.5(1)a(27), 10.7(1)k(2), 10.7(2,3)

Employees/licensees, see Employees/Licensees above; Officials this subheading below
Facilities 491—10.2, 10.5(1)a(4), 10.7(2)b, see also Tracks below
Fines 491—10.4(4)b(5), 10.5(2)p, 10.5(2)r(5), 10.5(2)t, see also Licensure above
Fire safety 491—10.2(4)
Fraud 491—10.4(4)d(4), 10.5(2)v(1)
Handicapping 491—10.4(5)g

RACING AND GAMING (cont’d)
Mutuel departments
Wagering, pari-mutuel
Pools
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Inspections 491—6.4(3), 10.4(5)
Jockeys
Agents 491—6.2(3)b, 6.24, 10.5(2)a(3–5), 10.5(4)
Apprentices 491—6.23(2), 10.5(2)e,i, 10.5(3)
Conduct 491—10.5(2)j
Custodian 491—10.4(1)j, 10.4(11)
Eligibility 491—6.23
Fees 491— 6.5(2)c, 10.5(2)d–h
Fines/forfeitures, see Fines this subheading above
Foreign 491—6.23(3)
Licenses, see Licenses this subheading below
Naming 491—10.2(6)l
Prohibitions 491—10.5(2)c,j,n, 10.6(17)b
Responsibility 491—10.5(2)a,k,l
Riding interference 491—10.5(2)m,o,p
Selection 491—10.5(2)u
Substitute 491—10.4(4)c(2)
Suspension, riding 491—10.5(2)v
Wagers 491—10.5(2)b
Weight 491—10.4(5)g, 10.5(2)q,r, 10.5(3), 10.6(2)e,g,h , 10.6(17)b

Leases 491—6.18
Licenses
See also Licensure above
Agents 491—6.2(3)b, 6.24, 10.5(4)a(1)
Jockeys 491—6.2(1)p, 6.23, 10.5(2)r(5), 10.5(2)v
Suspension/revocation 491—10.4(4)b(5), 10.5(1)a(28), 10.5(2)r(5), 10.5(2)v, see also Licensure above
Trainers 491—6.2(1)p, 6.28, 10.5(1)a(28), 10.5(1)c

Officials
Generally 491—4.3, 10.4(1)
Bookkeeper, horsemen’s 491—10.4(1)n, 10.4(4)d(4)“4,” 10.4(15)
Clocker 491—10.4(1)h, 10.4(9)b
Handicapper 491—10.4(5)g
Horse identifier 491—10.4(1)e, 10.4(7)
Investigations/decisions 491—10.4(4)d
Jockey custodian 491—10.4(1)j, 10.4(11)
Judges
Paddock 491—10.4(1)d, 10.4(6)
Patrol 491—10.4(16)
Placing 491—10.4(1)i, 10.4(10)

Outriders 491—10.4(1)m, 10.4(14)
Prohibitions 491—6.2(3), 10.4(2), 10.7(4)
Records 491—10.4(4)d(4), 10.4(5)d,e, 10.4(6)a(2), 10.4(9)a(5), 10.4(13)e,f, 10.4(15), 10.5(2)b(3), 10.5(3)d,

10.5(4)a(4)
Reports 491—10.4(4)c, 10.4(4)d(1,4), 10.4(5)k, 10.4(6)a(2,6), 10.4(7)e, 10.4(11)g, 10.4(12), 10.4(13)c,

10.4(14)b(6,8), 10.4(16), 10.4(17)d,j, 10.7(4)c–e, see also Reports this subheading below
Scales clerk 491—10.4(1)l, 10.4(13), 10.5(3)d
Secretary 491—10.4(5), 10.6(2)d
Starter 491—10.4(8)
Stewards 491—ch 4, 5.5(9), 8.2(13)g, 8.2(23), 10.1, 10.4(1)a, 10.4(4,16), 10.5(1)a(28), 10.5(1)c(2),

10.5(2)u, 10.5(3), 10.6(1), 10.6(2)c(3), 10.6(2)e, 10.6(5)c,f, 10.6(8–10)
Substitutes 491—10.4(4)a(4), 10.4(4)c
Timer 491—10.4(9)a, 10.6(9)b

RACING AND GAMING (cont’d)
Thoroughbred/quarter horse
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Veterinarians 491—10.4(17), 10.7, see also Licensure above
Violations 491—10.4(4)a(5), 10.4(4)b, 10.4(7)e, 10.6(5)f, 10.7(1)

Owners
Definition 491—10.6(2)c(1)
Disclosure, see Disclosure this subheading above
Entries, see Races this subheading below
Fees, nonpayment 491—6.5(2)c
License, see Licensure above
Partnerships 491—5.4(13)a(2), 6.19, 10.6(5)b
Records 491—5.4(13)
Restrictions 491—10.4(2)b, 10.7(4)a
Sale/transfer 491—6.18(4), 10.4(2)b

Penalties, see subheadings Fines above; Licenses: Suspension/Revocation above
Purse 491—1.7(13), 4.7, 5.5(10), 10.4(5)a,i, 10.4(15)d,e, 10.5(2)d, 10.6(3)c, 10.6(13–15)
Races
Cancellation 491—10.4(5)j, 10.6(2)d
Claims 491—10.6(18)
Dead heats 491—10.4(10)c, 10.5(2)h, 10.6(13)
Eligibility, horse 491—10.6(1,6,9)
Entries 491—10.1, 10.4(4)d(3)“2,” 10.4(5)c, 10.6(2–7,11)
Equipment 491—10.5(2)q,r, 10.6(10), see also Tracks below
Photo finish/video 491—5.5(3), 10.2(11), 10.4(10)b
Scratches 491—10.6(3)c, 10.6(8), 10.6(19)m
Simulcast, see Simulcasts above
Split/divided 491—10.6(2)d
Stakes 491—10.5(2)v(4)“4,” 10.6(2)c
Timing 491—5.5(4), 10.4(9), 10.6(19)
Track rules 491—10.6(17)
Wagers, see Mutuel Departments above
Winnings, computation 491—10.4(5)i

Records, see Officials this subheading above; Owners this subheading above; Employees/Licensees above
Registrations
Certificates 491—10.4(5)l, 10.4(7), 10.5(1)a(15), 10.6(1)a,b, 10.6(2)i,k
Iowa-foaled 21—ch 62, see also HORSES
Stables 491—6.17

Reports 491—10.5(1), 10.7(3)f,g, see also Officials this subheading above
Security 491—10.4(13)d, 10.5(2)j(3), 10.7(2), see also Gambling, Boats/Racetracks/Structures above; Security

above
Stewards, see Officials this subheading above
Therapy, wave, shock/radial pulse 491—10.7(1)i
Tracks, see Tracks below
Trainers 491—10.4(4)c(3), 10.5(1), 10.6(2)l, 10.6(16), 10.7(2)d,g, 10.7(4)d, see also Licenses this subheading

above
Violations 491—10.5(1)a(3), see also Licenses: Suspension/Revocation this subheading above; Officials this

subheading above; Violations below

Tracks
See also specific race subheading Facilities
Cameras, photo finish 491—5.5(3)
Licenses, see Licensure above
Lighting 491—5.5(6)
Maintenance 491—5.5(1)

RACING AND GAMING (cont’d)
Thoroughbred/quarter horse
Officials
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Scales 491—5.5(5)
Scoring equipment 491—5.5(2)
Timing devices 491—5.5(4)

Veterinarians, see specific race subheading Officials
Violations 491—4.4(2), 4.5–4.9, 5.4(5)c, 6.10, 6.15, 6.18(3), 6.27, see also Ejections/Exclusions above;

Gambling, Boats/Racetracks/Structures above; specific race
Wagering, see Mutuel Departments above
Waivers/variances 491—1.8

RADIATION MACHINES AND RADIOACTIVE MATERIALS
See also X-RAYS
Access, unauthorized 641—40.54(3)
Accidents 641—40.15(2), 40.86, 45.2(4), 45.6(16)n, see also Emergencies below; Waste, Disposal: Notification,

Incidents below
Address 641—38.7
Airborne 641—38.2, 40.17, 40.18, 40.48–40.50, ch 40 Appendixes A, B, 41.2(35), 41.3(12), see also

Respirators below
Alarms 641—40.42(1)b, 40.44(2)b,c,f, 45.1(9)b
Bioassays 641—38.2, 40.18(2), 40.50(1)c, 40.82(2)c, 45.6(17)b,c
Brachytherapy, see Healing Arts below
Caution signs/labels/signals 641—39.4(22)d(3), 39.4(22)g(5), 39.4(22)i(4), 39.4(22)j(2), 39.4(29)d(1)“3,”

39.4(29)h, 39.4(29)j(1)“4,” 39.4(29)k(2,4,5), 39.4(29)l(3), 40.60–40.64, ch 40 Appendixes D “II, III,” E
“III,” 41.2(23,25,39), 46.5(1,2); 657—16.4(7,8), see also Industrial Radiography below; X-RAYS

Contamination, see Exposure below
Decommissioning 641—39.4(26,33), ch 39 Appendixes H–J, 40.28, 40.30(4), 40.31(1)d, ch 40 Appendix F
Definitions 641—38.2, 39.2, 40.2, ch 40 Appendix D, 41.2(2), 41.3(2), 41.6(1), 41.7(1), 42.1(2), 43.2, 44.2,

45.1(2), 45.5(2), 45.6(3), 46.2, 203.2(2); 657—16.2; 875—32.8(5)
Drugs 641—39.4(3)a(5); 657—ch 16, 20.6(2), see also Federal Standards below; Healing Arts:

Radiopharmaceuticals below; PHARMACISTS AND PHARMACY: Nuclear
Emergencies 605—ch 11; 641—ch 39 Appendix G, 40.50(3), 45.6(16), ch 45 Appendix D
Exemptions 641—38.3, 39.4, ch 39 Appendixes A, B, 40.3(2), 40.42(5–7), 40.43(2), 40.62, 40.64, 40.65(6),

40.74, 40.96(5), 45.1(3), 45.2(6), 45.6(9)e, 46.3, see also Licenses below; Registration below;
Transportation/Packaging below; X-RAYS

Exposure
See also Personnel below
Defined 641—38.2
Devices 641—45.1(2), 45.3
Occupational, see Personnel below
Planned, special 641—40.2, 40.15(1,2), 40.19, 40.20, 40.85, 40.86, 40.96(5), 40.98
Prohibition 641—41.3(9)
Public 641—40.26, 40.27, 40.87, 40.96
X-rays, see X-RAYS

Federal standards
See also X-RAYS
Bureau of Standards 875—32.8(5)
Code of Federal Regulations (CFR)
Effective date 641—39.1(3), 40.1(5)
Environmental protection 641—40.26(4)
Licenses 641—39.4(21)e(4)“5,” 39.4(22)d(3)“7,” 39.4(22)e, 39.4(22)g(4), 39.4(22)j, 39.4(29)c,o,

39.4(29)e,f,i, 39.4(29)m(4)“6”
Packages 641—40.65(4)a
Performance, equipment 641—41.1(3)e

RACING AND GAMING (cont’d)
Tracks
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Reciprocity 641—38.8(8)b
Sale/transfer 641—39.3(9)

Food, Drug, and Cosmetic Act 641—39.4(22)i, 39.4(29)j,k
Industrial radiography 641—45.1(5)b, 45.1(10)j(2), 45.2(3), 45.3(4)a,c,f, 45.3(5), 45.5(5)d, 45.6(9), 45.6(12)c,

45.6(14,15)
Jurisdiction, exclusive 641—39.1(5)
Nuclear Regulatory Commission (NRC), U.S.
Agreements 641—38.1, 38.2
Exemptions 641—38.3(2), 39.1(5), 39.4(3)a, 39.4(28)
Licenses 641—39.4(2)c(5)“1,” 39.4(3)a,b, 39.4(3)c(2–4), 39.4(21)e(2), 39.4(21)e(4)“3,5,”

39.4(22)a,d,e,g,i,j, 39.4(28), 39.4(29)d, 39.4(29)h(4), 39.4(29)j(2)“3,” 39.4(29)k(5), 39.4(29)l(3),
39.4(29)m, 39.4(37,41,90), 41.2(12,18,20,50,75), 45.1(5)b, 45.5(5)d

Sealed sources 641—40.32(1,3), 41.2(20,21,50), 45.3(5), 45.6(9,14)

Public Health Service Act 641—39.4(29)k
Transportation Department, packages/labels 641—40.64(4)

Fees, generally 641—38.8, see also Radon: Certification, Specialists/Laboratories below
Food/beverages/cosmetics 641—39.4(3)a(5), see also Federal Standards above
Forms 641—39.4(21)e(3,4), 39.4(22)i(2,5), 39.4(29)m(4), 40.19, 40.82(3), 40.84(2), 40.86(3,6)
Healing arts
See also X-RAYS
Brachytherapy 641—41.2(88), see also Sealed Sources below
Computer systems, tests 641—41.2(86), 41.2(87)d
Definitions 641—38.2, 41.2(2)
Diagnostic studies, uptake, dilution, excretion 641—41.2(31,32,67)
Directives, written 641—41.2(11)c(1), 41.2(87), 41.3(8)
Gases/aerosols 641—41.2(29,35)
Imaging/localization studies 641—41.2(31,33,36,68)
Implants 641—41.2(27,44–48)
In vitro clinical/laboratory tests 641—39.4(22)i, 39.4(29)h
Mammography, see X-RAYS
Mobile service 641—40.54(8), 41.2(13,28)
Ophthalmic treatment 641—41.2(71,85)
Radionuclides, generally 641—41.2
Radiopharmaceuticals
See also Unsealed Materials this subheading below; PHARMACISTS AND PHARMACY: Nuclear
Administration, directives 641—41.2(87)a(2)
Assays 641—41.2(19)
Calibrators 641—41.2(17)
Dose, calculation 641—41.2(27)a
License 641—39.4(3)c(5), 39.4(29)j,k
Mobile service 641—41.2(28)
Molybdenum 641—41.2(34)
Patients/research subjects, release 641—41.2(27), 41.2(39)a(6)
Safety 641—41.2(38,39)
Sodium iodide I-131 641—41.2(81,82)
Storage 641—41.2(29)
Strontium-90 641—41.2(71)
Surveys 641—41.2(26,28,40)
Syringes/vials, labels/shields 641—41.2(22–25)
Therapy 641—41.2(37,40,69)

RADIATION MACHINES AND RADIOACTIVE MATERIALS (cont’d)
Federal standards
Code of Federal Regulations (CFR)
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Sealed sources
Brachytherapy 641—38.2, 40.32(1)f,g, 40.32(2)f, 41.2(21,43,46,70,84), 41.2(87)a(5,6), see also

Brachytherapy this subheading above
Calibration/reference 641—41.2(20,57,84)
Diagnosis 641—41.2(41,42,72)
Instructions 641—41.2(21)a
Inventory 641—41.2(21)g, 41.2(46)
Leak testing 641—40.32, 40.102, 41.2(21)b–f
Millicuries, limitation 641—41.2(20)
Teletherapy 641—41.2(2,15,49,50,60,61,63,64,73)
Therapeutic medical device 641—41.2(73)
Training 641—41.2(70,72,73)

Surveys 641—38.2, 41.2(18), 41.2(21)h,i, 41.2(26,28,32,36,40,42,54,60), see also Therapeutic Machines this
subheading below

Teletherapy
See also Sealed Sources above
Access 641—41.2(53)
Administration, directives 641—41.2(87)a(4), 41.2(87)c,h
Calibrations 641—41.2(58)
Inspection 641—41.2(64)
Instructions 641—41.2(52)
Maintenance 641—41.2(50)
Modifications 641—41.2(51,62)
Monitoring 641—41.2(55)
Spot checks 641—41.2(59,61)
Surveys 641—41.2(54,60)
Training 641—41.2(73,75,77)

Therapeutic machines
Administration
Dose 641—41.3(14,15)
Facilities 641—41.3(4), ch 41 Appendix E

Calibration, survey instruments 641—41.3(20)
Definitions 641—41.3(2)
Equipment 641—41.3(16)c, 41.3(17)a,f, 41.3(18)a
Facilities 641—41.3(18)b, 41.3(19)
Operation 641—41.3(4,7), 41.3(17)e, 41.3(18)d
Photon/electron systems 641—41.3(18), ch 41 Appendix E “III”
Physicians 641—41.3(5,10,15)
Physicists 641—39.3(3)g, 41.2(2), 41.2(65)c, 41.2(74,75,77,85), 41.3(6,8), 41.3(16)a, 41.3(17)c,

41.3(17)d(6), 41.3(18)c,e
Quality assurance 641—41.3(17)d, 41.3(18)c,e,f, ch 41 Appendix D
Records 641—41.3(10)b, 41.3(11,12,14), 41.3(15)h,i, 41.3(16), 41.3(17)c(3), 41.3(17)d(10), 41.3(18)a,

41.3(18)e(3), 41.3(18)f(10)
Registration 641—41.3(3)
Reports 641—41.3(15)b,d,e, 41.3(16)b(3), 41.3(16)d
Shielding 641—41.3(16)a,b, 41.3(19), ch 41 Appendix E
Surveys 641—41.3(11)b, 41.3(16)a, 41.3(16)b(3), 41.3(16)d, 41.3(17)f
Training 641—41.3(5–7), 41.3(11)e

Training 641—41.2(38,67–75,77,81,82,89), 41.3(5–7)
Unsealed materials 641—41.2(31,33,67–69,89)

Hospitals 481—51.16, 51.50(8), 51.51(8), 51.52(8); 641—39.4(22)i(4)“2,” 39.4(29)h(4), ch 39 Appendix J,
40.42(6), 40.62(2,5), 203.3, 203.4

RADIATION MACHINES AND RADIOACTIVE MATERIALS (cont’d)
Healing arts
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Import 641—39.4(3)a(4)
Impoundment 641—38.9(8)
Industrial radiography
Generally 641—ch 45
Analytical X-ray equipment 641—45.5
Audits 641—45.1(11), 45.4(6)b,c
Caution signs/signals/labels/warning devices 641—45.1(9), 45.1(12)b, 45.1(15), 45.1(16)a(7), 45.2(3)b,

45.3(3–5), 45.4(9), 45.4(10)c, 45.5(3)d, 45.5(4)c, 45.5(5)b, 45.6(13), 45.6(25)d, ch 45 Appendix F
Certification 641—38.8(3), 39.4(31)c(3), 45.1(10)j
Definitions 641—45.1(2), 45.4(2), 45.6(3)
Emergencies, see Operation/Emergency Procedures this subheading below

Enclosed, cabinet/shielded-room 641—45.1(2,3), 45.2(6), 45.3(8)
Exemptions 641—45.1(3), 45.2(6)
Fees 641—38.8
Identification cards 641—39.4(90)b(9), 45.1(10)b,c,f–h, 45.1(17)b
Inspections 641—39.4(31)c(5), 45.1(6–9), 45.1(10)e, 45.1(10)h(3), 45.1(11), 45.1(12)d, 45.1(16), 45.1(17)f,

45.2(5,6), 45.3(7)j, 45.4(6)c, 45.4(10)c,d,f, 45.4(11)j, 45.6(10,11,14), 45.6(15)c, 45.6(17)c,
45.6(22–24), ch 45 Appendix B, see also Surveys this subheading below

Leak testing 641—39.4(31)c(8), 45.1(16)a(7), 45.3(5)
Locks 641—45.1(14), 45.2(1), 45.3(2)
Monitoring, personnel 641—45.1(12), 45.2(4)a(5), 45.4(5), 45.6(17)
Operation/emergency procedures 641—39.4(31)c(4), 45.1(10)a(1)“4,” 45.1(12,17,19), 45.2(4,6), 45.3(6),

45.4(8–10), 45.6(16), ch 45 Appendix D
Particle accelerators 641—45.4, 45.6(21)
Records 641—39.4(31)c(11), 45.1(4), 45.1(5)c, 45.1(6–9), 45.1(10)e, 45.1(11,12,16), 45.2(4)a(8), 45.2(5,6),

45.3(7)j, 45.4(6)c, 45.4(10)e, 45.4(11)d,j, 45.6(10,11,14), 45.6(17)c, 45.6(22–24), ch 45 Appendix C
Registration/license 641—38.8, 39.4(27)e, 45.1(16), 45.2(7), 45.3(9), 45.4(3,4)
Reports 641—45.1(18), 45.3(5)c, 45.4(10)d, 45.6(25)c
Sealed sources 641—39.4(27)e, 39.4(31)c(8), 45.1(6,7,13), 45.3, 45.6(4,9,12,14,25)
Standards, see Federal Standards above

Storage 641—45.2(2), 45.3(1–3), 45.6(5,6)
Supervision, radiographer’s assistant 641—45.1(13), 45.3(6)c
Surveillance 641—38.8(5), 45.1(14), 45.6(18)
Surveys 641—39.4(31)c(9), 45.1(5), 45.2(4)a, 45.2(5), 45.3(2)c, 45.3(7), 45.4(7,11), 45.6(8,22–24)
Temporary sites 641—45.1(16)
Training 641—39.4(31)c(2), 45.1(10), 45.6(15), ch 45 Appendixes A,E
Transportation/packaging 761—45.3(3)a
Underwater/lay-barge/offshore platform 641—45.1(2), 45.3(9)
Wireline service operations/subsurface tracer studies 641—45.6, see also Wireline Service Operations/Subsurface

Tracer Studies below

Inspections 641—38.2, 38.8(2)b, 38.8(4), 38.8(8)b, 40.32(4), 40.65, 40.113–40.116, 41.2(64), 45.6(14),
45.6(15)c, 46.2, 46.4(7), 46.6, see also Industrial Radiography above; Records below; X-RAYS

Labels, see Caution Signs/Labels/Signals above

Laboratories 641—39.4(22)i, 39.4(29)h, ch 43
Licenses
Generally 641—ch 39
Accelerator-produced/naturally occurring material, see Specific: NARM (Natural/Accelerator-Produced

Radioactive Material) this subheading below

Amendments 641—39.4(35,36)
Broad, limitations 641—ch 39 Appendix D
Exemptions 641—39.4(2,3), see also General this subheading below; Specific this subheading below

RADIATION MACHINES AND RADIOACTIVE MATERIALS (cont’d)
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Fees 641—38.8
General
Calibration/reference sources 641—39.4(22)g
Devices
Aircraft, luminous safety 641—39.4(22)e
Ice detection 641—39.4(22)j
Ionization/static elimination 641—39.4(22)a
Measuring/gauging/controlling 641—39.4(22)d
Uranium, depleted 641—39.4(21)e

Exemptions 641—39.4(21)b, 39.4(21)e(5), 39.4(22)d(4), 39.4(22)e(2), 39.4(22)i(6), 39.4(22)j(2)“3”
Expiration 641—39.4(37)
In vitro clinical/laboratory testing 641—39.4(22)i, 39.4(29)h
Ownership, quantity 641—39.4(22)f
Source material, use/transfer 641—39.4(2)a–c, 39.4(21)

Medical use 641—41.2(3,4), 41.2(5)d, 41.2(13,28)
Nuclear material, noncritical mass 641—39.4(37,90), see also Federal Standards above
Particle accelerators 641—45.4(3)
Reciprocity 641—38.8(8), 39.4(90)
Revocation/suspension/modification 641—38.9, 39.4(24)b, 39.4(51)
Specific
Application, generally 641—39.4(24,25), 39.4(31)
Broad scope 641—39.4(28), 41.2(5)d
Denial 641—39.4(24)b, 39.4(29)m(3)
Exemptions 641—39.4(28), 39.4(29)a
Expiration 641—39.4(33,34,37,38)
Industrial radiography 641—39.4(27)e, 39.4(31)c
Issuance, terms/conditions 641—39.4(31,32)
Manufacture/distribution
Calibration sources, plutonium/radium/americium 641—39.4(29)f
Exemptions 641—39.4(3)a(5), 39.4(3)c(2)“1,” 39.4(3)c(3)
Gas/aerosol detectors 641—39.4(3)c(3)
Generator/reagent kits 641—39.4(29)k
Ice detection devices 641—39.4(29)i
In vitro clinical/laboratory testing 641—39.4(29)h
Luminous safety devices, aircraft 641—39.4(29)e
Measuring/gauging/controlling devices 641—39.4(29)d
Medical devices/sources 641—39.4(29)j–l
Radiopharmaceuticals 641—39.4(29)j,k
Resins, scandium-46 641—39.4(29)c,n
Self-luminous products 641—39.4(3)c(2)“1”
Uranium, depleted, industrial 641—39.4(29)m

Medical use, see Manufacture/Distribution this subheading above
NARM (natural/accelerator-produced radioactive material) 641—39.4(38), 39.4(90)b
Reciprocity 641—39.4(90)
Renewal 641—39.4(34,36)

Termination 641—39.4(29)d(4)“5,” 39.4(33), 40.28, 40.30, 40.31, see also Records below
Therapeutic machines 641—41.3(3)
Waste disposal 641—40.70(2)

Maintenance, see Servicing below
Manufacturers, see Licenses: Specific above
Medical use 641—39.4(29)j–l, 41.2, see also Healing Arts above

RADIATION MACHINES AND RADIOACTIVE MATERIALS (cont’d)
Licenses
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Mobile/portable devices, see Healing Arts above
Nationally tracked source 641—40.2(2), 40.99, ch 40 Appendix H
Nuclear
Fuel waste, transport fee 641—38.8(11)
Medicine, mobile service 641—41.2(13,28)
Pharmacists, see PHARMACISTS AND PHARMACY

Nuclear medicine technologists
Certification
Continuing education 641—38.8(6)d, 42.1(2), 42.2(3), 42.2(4)a
CT (computed tomography) 641—42.2(9)
Definitions 641—42.1(2)
Eligibility 641—42.2(1), 42.4(1)
Examinations 641—38.8(6)b, 42.2(8), 42.4(3)
Exemptions 641—42.2(4)c, 42.4(4)
Fees 641—38.8(6)
Revocation/suspension/denial 641—42.2(2), 42.2(3)g(2)
Supervision 641—42.2(1)h
Training 641—42.2(4,6,8,9), 42.4(2)

Discipline 641—42.2(2)
Permits 641—41.2(11)a(5), 41.3(7)b, 42.2(7,8), 42.2(9)c

Nuclear pharmacist, see PHARMACISTS AND PHARMACY
Nuclear Regulatory Commission, U.S., see Federal Standards above
Packaging, see Radionuclides below; Transportation/Packaging below
Particle accelerators, see Industrial Radiography above
Penalties 641—38.9(6)
Personnel
See also Wireline Service Operations/Subsurface Tracer Studies below
Access, control 641—40.42–40.44
Background investigations 641—40.54(2)
Discrimination 641—40.117
Exposure 641—40.10, 40.15–40.22, 40.36(4), 40.37, 40.42–40.44, 40.48–40.50, 40.62(5)b, 40.96–40.98,

40.101, 40.112, 41.1(3)a(5,9), 41.2(7), 45.1(18); 875—32.8(5), see also Records: Dose below
Inspections 641—40.113–40.115
Instructions 641—40.111
Minors 641—38.2, 40.21, 40.37; 875—32.8(5)
Monitoring 641—40.16, 40.19(1), 40.36, 40.37, 40.86, 40.100, 45.1(12), 45.2(4)a(5), 45.6(17), see also

X-RAYS: Monitoring
Notices/forms 641—40.110
Pregnancy 641—40.22, 40.37, 40.86(4), 40.97(1)b(6), 40.97(2)b

Physicists, see Healing Arts: Therapeutic Machines above
Premises, vacating 641—40.105
Radiation safety, officer (RSO)/committee 641—38.2, 39.4(28)b(3), 39.4(28)c(2), 41.2(7–10,65,75), 45.1(10)d,

45.4(12)
Radiation therapists
Certification
Continuing education 641—38.8(6)d, 42.1(2), 42.2(3), 42.4(4)a
CT (computed tomography) 641—42.2(9)
Definitions 641—42.1(2)
Eligibility 641—42.2(1), 42.5(1)
Examinations 641—42.2(8), 42.5(3)
Exemptions 641—42.2(4)c, 42.5(4)

RADIATION MACHINES AND RADIOACTIVE MATERIALS (cont’d)
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Fees 641—38.8(6)
Revocation/suspension/denial 641—42.2(2), 42.2(3)g(2)
Training 641—42.2(4,6,8,9), 42.5(2)

Discipline 641—42.2(2)
Permits 641—41.2(11)a(5), 41.3(7)b, 42.2(1)g, 42.2(7)b, 42.2(8), 42.2(9)c

Radiographers, see Industrial Radiography above; X-RAYS
Radionuclides
Concentrations 567—41.8; 641—39.4(29)a(2), 40.2, 40.16–40.18, 40.72, ch 40 Appendices A,B,E
Healing arts 641—41.2
Labels/packages 641—39.4(29)h(3)“1,” 39.4(29)k(3,4), 39.4(29)l(3), ch 40 Appendix C, 45.5(3)d(3)
Licenses, limitations 641—39.4(28)a
Quantities 641—ch 40 Appendixes C,F,G
Water supplies 567—41.8; 641—ch 40 Appendix B

Radiopharmaceuticals, see Drugs above; Healing Arts above
Radon
Certification, specialists/laboratories 641—chs 43, 44
Mitigation 641—ch 44
Schools, removal, funds 289—6.5(5)b
Taxation, exemption 701—230.5
Testing/analysis 641—43.2, 43.3, 43.4(6)d, 43.6, 43.8–43.11
Violations 641—43.10, 44.10

Records
See also Industrial Radiography above; X-RAYS
Generally 641—38.4(1), 39.4(31)b(2), 39.4(33)l,m, 40.54(3)e, 40.54(9), 40.80, 40.90, 41.2(6)
Air concentration, excess 641—41.2(35)g
Calibration 641—41.2(17)b,e, 41.2(18)e, 41.2(57)c, 41.2(58)a(7), 41.2(58)c(7), 41.2(63), 41.3(16)c(3),

41.3(17)c(3), 41.3(18)e(3), 45.6(8)c
Containers, contents 641—40.64(5)
Directives, written 641—41.2(87)g, 41.3(14)
Disclosure 641—40.54(10)
Dose 641—40.18(3), 40.19, 40.20(7), 40.82(2), 40.84–40.87, 41.3(14), 41.3(15)h,i
Form 641—40.90
Inspections 641—38.4(2), 40.83, 41.2(38)c, 41.2(64)c, 41.3(11), 41.3(18)a(1)“4,” 45.6(8)c, 45.6(10),

45.6(12)d, 45.6(14), 45.6(17)c, 45.6(22)e, 45.6(23,24)
Location 641—39.3(2)a, 39.4(1)b, 39.4(31)c(11)
Misadministration/medical events 641—41.2(14), 41.3(15)h,i
Protection program 641—40.81
Retention 641—39.4(52), 40.19(6), 40.54(9), 40.64(5), 40.81, 40.84–40.90, 41.2(14)d, 41.2(17)e, 41.2(18)e,

41.2(21)d, 41.2(26)h, 41.2(27)c, 41.2(28)f, 41.2(30)b, 41.2(50)d, 41.2(87)g, 41.3(10)b, 41.3(12),
41.3(14)a(4), 41.3(15)i, 41.3(18)a(1)“4,” 41.3(18)f(10), 45.1(4), 45.1(7)c, 45.1(12)f, ch 45 Appendix C

Surveys 641—38.2, 40.82, 41.2(21)i, 41.2(26)h, 41.2(28)f, 41.2(60)c, 41.3(11)b, 41.3(16)a(3), 41.3(16)d,
45.6(22–24)

Terminations/bankruptcies 641—39.4(26)g, 39.4(29)d(4)“5,” 39.4(33)l, 40.54(9)e, 40.82(3), 40.84(2), 40.85(3),
40.86(6)

Tests 641—38.2, 39.4(22)d(3)“4,” 40.83, 40.89, 41.2(21)d, 41.3(11)a, 41.3(17)d(10), 45.6(9)a
Transfers, see Transfers below
Waste disposal, see Waste Disposal below
Wireline service/subsurface tracer, see Wireline Service Operations/Subsurface Tracer Studies below

Registration
See also Licenses above
Application 641—39.3(2,3,7), 45.2(7)b

RADIATION MACHINES AND RADIOACTIVE MATERIALS (cont’d)
Radiation therapists
Certification



IndexRADI IAC 12/3/08

18

Certificate, records 641—45.1(16)
Exemptions 641—39.3(1)
Expiration/renewal 641—39.3(5,6)
Fees 641—38.8
Notice 641—39.3(4–7)
Particle accelerators 641—45.4(3)
Reciprocity 641—38.8(8), 39.3(10)
Revocation/suspension/modification 641—38.9, 39.3
Sale/transfer 641—39.3(9)
Services/servicing 641—39.3(3)
Therapeutic machines 641—41.3(3)

Reports
See also X-RAYS: Records/Reports
Address, agency 641—38.7
Exposures 641—40.19(3,4), 40.20(6), 40.96–40.98, 40.101, 40.112, 41.2(14)f, 45.1(18)
General licensees 641—39.4(21)e(3,4), 39.4(22)d(3)“5,8,9,14,” 39.4(29)d(4,5), 39.4(90)
Hazardous conditions 567—131.2
Leaks 641—40.102
Misadministration/medical events 641—41.2(14), 41.3(15)
Monitoring 641—40.100
Physicians 641—39.4(22)i(5), 41.2(14)
Registration, application changes 641—39.3(7)
Specific licensees 641—39.4(29)m, 39.4(90)b(3,7)
Surveys, therapeutic machines 641—41.3(16)b(3), 41.3(16)d
Thefts 641—40.54(3)d, 40.54(4)e, 40.95, 45.1(18)a
Transfers, see Transfers below
Uranium, transfers 641—39.4(21)e(3,4), 39.4(29)m(4)“5–7”
Well-logging 641—45.6(25)c(3)

Respirators 641—40.50, ch 40 Appendix A
Rights, public 875—140.4(1)a(6)
Safety officers, see Radiation Safety, Officer (RSO)/Committee above
Sealed sources 641—38.2, 40.62(3), see also Healing Arts above; Industrial Radiography above; Nationally

Tracked Source above; Wireline Service Operations/Subsurface Tracer Studies below
Servicing 605—ch 11; 641—39.4(29)d(1)“2,” 39.4(29)e, 40.54(2)c, 41.2(50), 45.5(5)d, see also Registration

above
Sites, unrestricted use 641—40.28, 40.29
Standards, see Federal Standards above
Storage 641—38.4(3), 40.54(2,3,8), 40.61(5); 657—16.4(2), see also Industrial Radiography above
Surveillance 641—40.55
Surveys, see Healing Arts above; Industrial Radiography above; Records above; Wireline Service Operations/

Subsurface Tracer Studies below; X-RAYS
Tanning facilities 641—ch 46
Teletherapy, see Healing Arts above
Tests 641—38.4(3), 39.4(22)d(3), 39.4(22)i, 39.4(29)d(1–3), 39.4(29)h, 39.4(29)l(4,5), 40.32, 40.44(2)i,

41.2(21)b–f, 41.3(16)a(4), 41.3(17)d, 45.1(9), 45.1(16)a(7), 45.3(5), 45.4(3)b, 45.4(7)c(2), 45.5(5)d,
45.6(9,21), see also Healing Arts:Sealed Sources: Leak Testing above; Healing Arts: Therapeutic
Machines: Quality Assurance above; Radon above; Records above

Theft/sabotage/diversion 641—40.54(3)
Therapeutic, see Healing Arts above; Radiation Therapists above
Transfers
Licenses 641—39.4(21,22), 39.4(28), 39.4(29)a,d,j, 41.2(3,11), see also Licenses: General: Exemptions;

Licenses: General: Source Material, Use/Transfer; Licenses: Specific: Exemptions above
Machines, agency notification 641—39.3(9,10)

RADIATION MACHINES AND RADIOACTIVE MATERIALS (cont’d)
Registration
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Records 641—39.4(26)g, 39.4(29)d(5), 39.4(29)m(4)“7,” 39.4(52)a(2), 40.82(3), 40.84(2), 40.85(3), 40.86(6),
ch 40 Appendix D

Reports/information 641—39.4(21)e(3,4), 39.4(22)d(3)“8,” 39.4(29)a(2), 39.4(29)d(4,5), 39.4(29)m(4)“5–7,”
39.4(90)

Verification 641—39.4(41)

Transportation/packaging
Carriers, requirements 567—131.2, ch 140, 141.4, 141.12; 641—38.3(2)c, 40.54(4), 40.54(9)c
Caution signs, see Caution Signs/Labels/Signals above; Industrial Radiography above
Commercial distribution 641—39.4(3)b(3)
Containers 641—40.63, 40.64, 45.6(6,7), 45.6(13)b
Exemptions 641—40.64, 40.65(6)
Federal standards 567—141.4, 141.12; 641—39.4(29)k(2), 39.5, 40.65(4)a
Monitoring 641—40.54(3)
Reagent kits/generators 641—39.4(29)k(2,3)
Receiving/opening 641—40.65, 40.80(5), see also Wastes this subheading below
Rooms, access 641—40.42(5)
Security 641—40.54(3–10)
Shipment notification 641—40.54(5), 40.54(9)d
Wastes, see Waste Disposal below

Ultraviolet radiation 641—ch 46
Uranium
Depleted 641—38.2, 39.4(21)e(3,4), 39.4(29)m, 39.4(31)c(8), 45.1(6)
Dose, limits 641—40.15(5)
Source material 641—38.2
Special nuclear material 641—38.2

Violations 641—38.6, 38.9, 38.10, 40.110(1)d, 40.115, 40.117, 43.10, 46.4(6), 46.6
Waste disposal
Generally 567—62.1(2), chs 131, 140, 141.12, ch 152; 641—40.70–40.76
Approval 641—40.71
Classification 641—ch 40 Appendixes D,E
Definition 641—38.2, ch 40 Appendix D; 701—26.71(1)a
Incineration 641—40.73
Land 641—ch 40 Appendix D
Notification, incidents 567—131.2
Records/reports 641—38.4(1), 39.4(52), 40.75, 40.88, ch 40 Appendix D, 41.2(30)b
Sewerage, sanitary 641—40.2, 40.72, ch 40 Appendix B
Sites 567—ch 152
Transportation/packaging 641—38.8(11), 40.75, ch 40 Appendixes D,E

Water quality 567—40.2, 41.8, 61.3(3)c, 83.3(2)c; 641—ch 40 Appendix B
Wireline service operations/subsurface tracer studies
Bioassay services 641—45.6(17)b,c
Definitions 641—45.6(3)
Notification, incidents/abandonment/lost sources 641—45.6(4,25)
Particle accelerators 641—45.6(21)
Personnel safety
Emergency/operating procedures 641—45.6(16)
Monitoring 641—45.6(16)f, 45.6(17)
Precautions 641—45.6(7,18–20)
Training requirements 641—45.6(15)

Records 641—45.6(8)c, 45.6(10,11,14), 45.6(17)c, 45.6(22–24)
Reports 641—45.6(25)c

RADIATION MACHINES AND RADIOACTIVE MATERIALS (cont’d)
Transfers
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Sealed sources 641—45.6(4,9,12,14,25), ch 45 Appendix F
Surveys 641—45.6(8,22–24)
Training, logging supervisors 641—45.6(15), ch 45 Appendix E

X-rays, see X-RAYS

RADIO
Amateurs, motor vehicle plates 761—401.5
Broadcasters, election debates 351—4.51
Companies, taxation 701—54.7(5)
Mobile transmitters, hunters 571—ch 103
Towers, construction 871—23.82(2)e(2)

RADIOGRAPHERS
See X-RAYS

RADON
See RADIATION MACHINES AND RADIOACTIVE MATERIALS

RAFFLES
See GAMBLING

RAILROADS
Accidents/incidents 761—ch 802
Accounts 761—800.3
Agents, special
Appointment 661—ch 13
Driver’s/chauffeur’s license 501—2.1(3)

Companies, cigarette permit 701—82.1(4)
Construction 871—23.82(2)e(4)
Definitions 761—800.1, 812.2; 765—1.1; 875—29.1
Electric/communication lines, crossings 199—11.1(8), 20.5(2)h, 25.2(2)g
Employees
Disability
Benefits, payment 495—9.6, 13.2(12)
Medicaid 441—75.20

First-aid/medical treatment 761—810.4
Insurance, unemployment 871—24.1(99), 24.31(4)
Pensions/annuities, withholding exemption 701—46.1(2)a
Sanitation/shelter 875—ch 29
Taxation 701—40.16(2)

Facilities
Access, building code requirements 661—302.11
Intermodal, funds 761—ch 201

Grants
Finance authority 765—3.1(3,4), ch 5
Port authority program 261—70.2“8”

Highway grade crossings
See also Accidents/Incidents above
Classification 761—812.2
Repair/maintenance funds 761—chs 820, 821
Warning devices 761—chs 811, 812, 820

Inspections 761—810.2

RADIATION MACHINES AND RADIOACTIVE MATERIALS (cont’d)
Wireline service operations/subsurface tracer studies
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Loans 765—chs 3, 5
Pipeline routes 199—10.2, 10.12(1)f, 10.14, 13.1(4), 13.14(2), 19.5(2)a(7), ch 42
Railway finance authority
Address 765—1.2, 5.3
Contracts 761—ch 801; 765—4.5
Definitions 765—1.1, 5.2
Financial assistance
Applications 765—4.1, 4.2, 4.4
Project analyses/monitoring 765—4.3, 4.6
Revolving loan/grant program 765—ch 5
Types 765—3.1

Meetings 765—1.4, 1.5
Organization 765—ch 1
Records 761—4.1(1)a; 765—2.1
Rule making 765—2.3

Reports
Annual 761—800.4
Submission 761—800.2, see also Accidents/Incidents above

Right-of-way 199—ch 42
Shipments, livestock, disease control 21—64.38, 64.39
Signals/safety devices 199—42.14; 761—chs 811, 812, 820
Special agents 501—2.1(1,3); 661—ch 13
Standards 761—ch 810
Taxation
Blocking/bracing 701—26.42(4)g
Car
Cleaning 701—26.42(4)e
Unloading 701—26.42(4)b

Cigarette retailers 701—82.1(4)
Employees, nonresident 701—40.16(2), 46.4(2)“12”
Equipment 701—18.45(3)
Motor fuel transportation reports 701—64.19, see also TAXATION: Motor Fuel
Records, agency 701—5.13(2)m
Rolling stock 701—17.13
Valuations, companies 701—54.7(1,2), ch 76

Tracks, removal 761—800.20
Train speed 761—800.15
Transportation department address 761—800.2
Unemployment insurance, see Employees above

RAPE
Examination/claims 61—9.80–9.87
Victims
FIP eligibility 441—41.22(11)a
Funds 61—9.8

RAPTORS
See also HUNTING: Falcons
Collection/rehabilitation permits 571—ch 111
Endangered species 571—77.2

RAILROADS (cont’d)
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REAL ESTATE
See also HOMES/HOUSING; PROPERTY; TAXATION
Agents, see Broker/Salesperson/Associate below
Appraisers
Address change 193F—9.2(2)
Advertising 193F—7.3(3)a,b
Associates 193F—ch 4, 5.4, 6.4, chs 9, 12
Certification/licensure/registration
Aliens, legal presence 193—ch 4
Continuing education 193F—4.2(5), 8.14“6,” 9.3(2), ch 11
Denial 193—7.43, 7.44, ch 8; 193F—1.12, 3.5(8,11), 4.4(2); 283—37.1
Education/experience requirements 193F—3.2(4), 3.4(3,4), 3.5(10), chs 4–6, 7.3(5)d, 8.14“6,” 9.3(2), chs

13, 14, see also Continuing Education this subheading above
Evaluations 193F—3.5
Examinations
CLEP (college level examination program) 193F—13.2(3)g, 14.2(3)i
Conduct 193F—3.3
Confidentiality 193—13.17(1); 193F—3.2(1)
Contracts 193F—3.2(2,3)
Deadline, associates 193F—4.2“1”
Fees 193F—12.1
Validity 193F—3.2(5)

Fees 193F—3.5(10), 9.4(1,3), 9.5(6), 10.2(2), 11.7, ch 12
Inactive 193F—9.5, 11.2(5), 12.1
Reciprocity 193F—ch 10, 12.1
Records 193F—1.5(1), 7.3(3)d, 9.6
Reinstatement 193F—8.17, 9.4(3), 9.5(6), 12.1
Renewal 193—ch 8, 13.17(3); 193F—1.12, ch 9, 11.2; 283—37.1
Suspension/revocation 193—7.43, 7.44; 193F—7.3(7)d, 7.3(9), 8.14“2,” 8.17(3), 9.6
Temporary 193F—10.2, 12.1
Types 193F—3.1
Violations/penalties 193F—ch 16, see also subheadings Denial; Suspension/Revocation above

Child support noncompliance 193—7.43, ch 8; 193F—1.12
Definitions 193F—2.1, 11.1
Examining board
Address 193F—1.1(2)
Appointment 193—1.4(6)
Committees, administrative 193F—1.2
Complaints/investigations 193F—1.14, 8.2–8.11, 8.16 , 16.3
Conflict of interest 193F—1.9, 8.4
Contested cases, see Hearings this subheading below
Declaratory orders 193F—1.11
Definitions 193F—2.1, 11.1
Discipline 193F—4.2(4), 4.4(2), chs 7, 8, 9.4(4), 9.5(5)
Hearings 193F—1.15, 3.3(3), 8.4, 8.9(3), 8.13, 8.17, 16.5
Impairment, licensee 193F—1.16
Investigations, see Complaints/Investigations this subheading above
Meetings 193F—1.3, 1.4, 1.5(3)
Membership 193—1.4(6)
Purchasing 541—ch 10, see also ADMINISTRATIVE SERVICES DEPARTMENT (DAS)
Records 193F—1.5(1), 1.6, 1.8, 3.5(3), 8.11(2)
Rule making 193F—1.7, 1.10, 1.12, 1.13

REAL ESTATE
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General real property 193F—ch 3, 5.3, chs 6, 12, 14
Inactive, see Certification/Licensure/Registration this subheading above
Loans, student, noncompliance 193—7.44, ch 8; 193E—1.8; 283—ch 37
Permits 193F—10.2(2)
Residential real property 193F—chs 3, 5, 12, 13
Supervisors, trainees 193F—4.2, 5.2(1)d, 5.4, 6.2(3)d, 6.4, ch 15
Violations, see subheadings Certification/Licensure/Registration above; Examining Board: Discipline above

Assessment, see TAXATION: Property
Broker/salesperson/associate
Address change 193E—7.2(3,6), 18.14(5)d
Advertising 193E—7.3(6), 8.1(4), ch 10, 12.2(13), 18.14(5)h
Agents
Appointment 193E—12.6, 12.7
Dual 193E—2.1, 12.2(10)b, 12.5, 12.7(2,3), 12.7(4)c
Subagents 193E—2.1, 12.3(2)c, 12.4(2)c

Agreements 193E—2.1, 7.3(4), 7.12(4), ch 11, 12.2(8,19), 12.5, 12.7(1,2), 13.1(2), 15.1, see also Contracts
this subheading below; Purchase Agreements below

Auctioneer 193E—12.2(13)
Banks, see Trust Accounts below
Child support noncompliance 193—7.43, ch 8; 193E—1.8
Closing transactions 193E—7.3(5), 13.1(6)d(4), 13.2, 13.3, 18.14(5)f
Commission/compensation 193E—7.3(3), 7.5, 7.9(1)c, 7.12, 7.15(5)c, 11.1(5,6), 11.3(2,6,8,9), 11.6(1,2), 11.7,

12.2(5–7)
Confidentiality 193E—11.3(5)b, see also Disclosure this subheading below
Contracts 193E—2.1, 8.1(6), 11.1(2), 11.2, 11.3(1), 11.4, 11.6(2), 11.7, 13.1(1,3,11), 13.2(7), 13.2(8)c,

13.5(1), 14.1
Definitions 193E—2.1, 7.4, 7.9(3–7), 16.1, 19.1
Disclosure 193E—7.8, 7.9, 11.3(1)a, 11.6(3), 11.7, chs 12, 14
Education
Continuing
Approvals, schools/instructors/courses 193E—16.11, 17.1, 17.5, 17.7, 17.9–17.11
Attendance 193E—7.1(5), 16.7, 17.2, 18.14(1)f
Hours 193E—3.4, 4.1(11), 4.4, 16.1, 16.2(2,4), 16.4(2,4), 16.6, 16.9, 16.10, 17.1(14)
Instructors 193E—17.3, 17.4, 17.8, 17.12
Postlicense 193E—3.1(5), 16.3(2)

Original license applicants 193E—4.1(10)
Prelicense 193E—3.2(2–4), 4.1(9), 4.2(3), 16.1–16.3, 16.10, ch 17

Exclusivity, representation
Buyer/tenant 193E—12.2(9), 12.4, 12.7(4)c(2,3)
Seller/landlord 193E—12.2(9), 12.3, 12.7(4)c(1,3)

Impairment, licensee 193E—1.12
Inactive, see License below
Insurance, errors/omissions 193E—18.14(5)d(6), ch 19
License
Aliens, legal presence 193—ch 4
Application 193—ch 4, 13.17(1); 193E—2.1, 3.3, 3.5(1), 3.6, 4.3, 4.5, 4.6, 5.6
Branch offices 193E—3.3(2), 7.1(3,6)
Corporations/partnerships/associations 193E—7.1(5), 7.2(1–3), 7.3(2)
Denial 193—ch 8; 193E—1.8, 3.1(3,4), 3.5(5), 4.1(7,8), 4.3(3), 4.6(5), 19.6(6); 283—37.1
Display 193E—7.1(3), 18.14(5)c(1)
Duplicates 193E—2.1

REAL ESTATE (cont’d)
Appraisers
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Education/experience requirements, see Education this subheading above
Eligibility 193E—4.1
Examinations 193E—2.1, 3.2, 3.3, 3.6(1), 4.2, 4.3, 4.6(1), 5.3, 9.3, 16.9, 17.3, 18.14(1)g
Expiration 193E—3.3, 4.3(2), 4.6, 16.4(1)
Fees 193E—3.2, 3.6, 4.3, 4.5(2,3), 4.6, 5.6, ch 9
Inactive 193E—3.4(3), 3.5(6), 4.4(3), 4.5(6), 7.2(7), 7.3(2), 16.5(3), 16.6, 18.14(5)a, 19.2(2,6), 19.6(3)
Nonresident 193E—3.2(5), 4.6(4), ch 5, 17.12(3)
Reciprocity 193E—3.1(6), 3.2(5), 3.6(4), 4.6(4), 5.4–5.6
Reinstatement 193E—3.6, 4.6, 5.6, 18.14(1)f, 18.15
Renewal 193—ch 8, 13.17(3); 193E—1.8, 3.4–3.6, 4.1(11), 4.4–4.6, 5.5, 7.1(5), ch 9, 16.2(2,4), 16.4(2),

19.6(4)
Suspension/revocation 193E—3.1(4), 7.2(7), 7.3, 18.14(1)a,b, 18.14(4), 18.15, 19.6(6); 283—37.1
Transfer 193E—6.2, 6.3, 7.1(6), 8.2, 8.3(1)a

Loans, student, noncompliance 193—7.44, ch 8; 193E—1.8; 283—ch 37
Offices 193E—7.1, see also License: Branch Offices this subheading above
Penalties 193E—3.5(2)b, 4.5(2)b, 18.14(1)l, 18.14(5,6)
Personnel, support 193E—7.13, 7.14
Policy, company 193E—12.1
Prohibitions 193E—7.3(4–6), 7.4, 7.6, 7.13(4)b, 10.1, 11.1(1), 11.6(1), see also Violations this subheading

below
Records 193E—7.1(2), 11.5, 13.1(6), 13.2(2,7), 13.5, 18.14(5)e, 19.7
Report, progress 193E—7.7, 18.14(5)l
Supervision 193E—7.1(3,7), 7.10, 7.11, 7.13, 12.7(4)c, 13.3, 18.14(5)m
Terminations, employment 193E—6.1, 6.3, 7.1(6)
Violations 193E—7.2, 7.5, 9.2(4), 11.3(3), 11.4, 12.2(15,16), 16.5(4), 18.2, 18.9(2,3), 18.14(2,5,6), 19.6(6,7),

ch 21, see also subheadings License: Suspension/Revocation above; Penalties above; Commission:
Discipline below

Business closure, see Firms, Closure below
Closing transactions 265—9.22, see also Broker/Salesperson/Associate above
Commission
Address 193E—1.2
Administration 193E—ch 1
Appointment 193—1.4(3)
Complaints 193E—7.4, 18.4“3,” 18.5–18.11, 21.3
Confidentiality, see Records this subheading below
Conflict of interest 193E—1.11, 18.5
Contested cases 193E—1.7, 18.13
Declaratory orders 193E—1.10
Definitions 193E—2.1
Discipline 193E—ch 18
Hearings 193E—7.12, 18.5, 21.5–21.7
Impaired licensee review committee 193E—1.12
Insurance responsibilities 193E—19.5, 19.6
Meetings 193E—1.3
Membership 193—1.4(3)
Purchasing 541—ch 10, see also ADMINISTRATIVE SERVICES DEPARTMENT (DAS)
Records
See also PROFESSIONAL LICENSING AND REGULATION BUREAU
Generally, public/fair information 193E—1.4
Confidential 193E—18.8, 18.10(1)

REAL ESTATE (cont’d)
Broker/salesperson/associate
License
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Rule making 193E—1.9
Subdivided, out-of-state lands 193—13.17(4); 193E—1.1
Subpoenas 193E—1.6, 18.9(4), 21.4

Corporations, see Broker/Salesperson/Associate: License above
Disclosure, see Broker/Salesperson/Associate above
Discrimination 161—ch 9
Earnest money 193E—7.13(4)a, 13.1(1,7,9), 13.2(5,6), 13.4, 14.1(3)c, 18.14(5)f(3)
Fees 193E—7.5, 11.6(1), ch 20, see also Appraisers: Certification/Licensure/Registration above; Broker/

Salesperson/Associate: License above
Firms, closure 193E—7.1(4), ch 8
Forfeitures, distressed sale 701—39.8, 40.27
Industrial, see TAXATION: Property: Real Estate
Inspections, insect, licensure 21—45.22(2)d
Investment
Organized delivery systems (ODSs) 641—201.13(4)g
Trusts 191—50.66(9); 701—52.1(5)

Licensees, see Broker/Salesperson/Associate above
Listings 193E—7.3(4), ch 11, 13.1(6)d(3), 13.1(10), 13.2, 14.1(2)
Loans, see LOANS: Mortgages
Lotteries/sale schemes 193E—7.6
Property management/rental accounts 193E—13.1(2)e, 13.1(4), 13.1(5)b, 13.1(11–13), ch 15
Purchase agreements 193E—7.15, 11.3(10), 12.2(13), 13.2(8)b, 13.4, see also Rental Purchase Agreement below
Records
Broker, see Broker/Salesperson/Associate above
Commission, see Commission above

Rental purchase agreement 61—ch 19; 701—18.53
Securities 191—50.66(7)
Signs 193E—7.3(6), 8.1(4), 10.3, 18.14(5)k, see also Broker/Salesperson/Associate: Advertising above
Subdivided, out-of-state land 193E—1.1
Taxation, see TAXATION subheadings Inheritance; Property
Time-share intervals 193E—ch 20
Titles
Credit union lending 189—ch 9
Guaranty 265—ch 9

Transfers
Groundwater hazard documentation 561—ch 9
Licenses, see Broker/Salesperson/Associate above
Sellers, disclosure statement 193E—ch 14
Taxation 701—71.10(3), ch 79

Trust accounts 193E—7.1(2), 8.1(5), 13.1, 13.2(2,5), 13.4, 13.6, 15.1(4,5,7), 18.14(5)f; 265—ch 19, see also
Investment above

Violations, see Appraisers above; Broker/Salesperson/Associate above

REAP (RESOURCE ENHANCEMENT AND PROTECTION)
Historic resource development program (HRDP) 223—49.2, 49.3(3)
Natural resource programs 571—ch 33

REBATES
Taxation, see TAXATION: Sales And Use

REAL ESTATE (cont’d)
Commission
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RECORDS
See also specific agencies subheading Records; FAIR INFORMATION PRACTICES
Commission, state
Committee, advisory 671—14.6
E-mail, retention 671—ch 15
Manual 671—ch 2
Organization 671—ch 1
Permanent 671—chs 7, 8
Retention/disposition 671—chs 3, 6
Standards/policies/guidelines 671—ch 14
Temporary
Access 671—ch 5
Disposal 671—ch 6
Transfer/storage 671—ch 4

Medical, copy fees 876—8.9

RECREATION
See also AMUSEMENTS AND AMUSEMENT PARKS; ATHLETICS; BOATS AND BOATING; CLUBS, PRIVATE; FISH

AND FISHING; GAMBLING; HUNTING; PARKS/RECREATION AREAS; RACING AND GAMING
All-terrain vehicles 571—chs 28, 50, 67.2, 67.8
Bungee jumping 875—62.2(13)
Camping, see CAMPS
Fires, open burning 567—23.2(3)e
Grants
Infrastructure program 571—ch 29
Land/water conservation 571—ch 27
Open spaces account 571—ch 33
Water access projects 571—ch 30

Horseback riding 571—61.7(1), 66.4(3), 67.5, 67.8
Natural resources department duties 561—1.2(9), 1.3
Rock climbing/rappelling, see PARKS/RECREATION AREAS
School facilities 281—36.15(6)c
Scuba diving/swimming 571—41.10, 61.2, 61.7(2), 61.8(1,4), ch 83
Snowmobiling 561—1.2(9); 571—chs 28, 50, 66.4, 67.5, 67.8
Trails
Access, primary road 761—112.2, 112.14
Development/management 571—ch 67
Funds 571—chs 28, 29, 33.40(1); 761—ch 165
Saylorville 571—ch 66

Trapping 571—51.7, 61.9(2,7), chs 108, 110
Water access program, see Grants above
Water skiing 571—36.7–36.12, 37.13(9,10), 40.14(3)
Water, withdrawal, permits 567—52.2(4), 52.4(3)
Welcome center program 261—ch 34; 761—163.7(1)

RECYCLING
Business, job creation program 261—ch 68
Land, contaminated, see ENVIRONMENTAL PROTECTION COMMISSION
Motor vehicles 567—ch 215; 761—ch 424, 425.12(5), ch 431
Products, state agency procurement 11—105.5(5), 105.11(2), 105.19(4)
Solid waste disposal 701—26.71(6), see also ENVIRONMENTAL PROTECTION COMMISSION: Solid Waste

Management/Disposal

RECORDS
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Taxation
Equipment/property exemption 567—ch 11; 701—18.45(1,8), 18.58(2)g, 18.58(9), 80.3
Job creation program incentives 261—ch 68

RED CROSS
Emergency preparedness advisory committee (PAC) 641—114.41(1)a
Volunteers, employment leaves 11—63.14

REDEMPTION CENTERS
Beverage containers 567—107.2, 107.4

REDLINING
Mortgage disclosure 187—16.10; 191—5.50–5.54; 197—ch 5

REFERENDUM
Agricultural commodities 21—ch 20, see also AGRICULTURE AND LAND STEWARDSHIP DEPARTMENT:

Checkoffs/Referendums
Telephone service, E911 surcharge 721—21.810

REFLEXOLOGY
See TAXATION: Sales and Use

REFORMATORIES
See CORRECTIONS DEPARTMENT

REFRIGERANTS
See CHEMICALS

REFUGEES
See also IMMIGRATION
Barber school applicants 645—21.4(1)a
Cash assistance
Alienage 441—60.1
Eligibility 441—60.3, 60.5–60.7, 60.10, 60.13
Family investment program (FIP) grants 441—60.4(1)
Recoupment 441—60.16
Students 441—60.6
Supplemental security income (SSI) 441—60.4(2)
Work/training requirements 441—60.8, 60.9

Definitions 441—61.1
Employment 441—60.8, 60.9, 61.5(11), 61.6(3)d–f, ch 93; 871—24.60(3)
Family investment program (FIP) 441—60.4(1)
Food assistance benefits 441—65.2, 65.37
Foster care 441—156.20(1)b(3)
Grants, counties 441—61.17
Health program 641—c h 82, 170.4(3)
Medicaid 441—9.10(11), 75.1(1,17,32), 75.11(2)a
Nurses, recredentialing services 441—61.16
Records 441—9.10(4)b,c, 9.10(11), 9.12(1)a; 641—175.14(5)f
Services program
Administration 441—61.2
Appeals, client 441—61.9
Application 441—61.7
Definitions 441—61.1
Eligibility 441—61.3, 61.6, 61.7

RECYCLING (cont’d)
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Foundation 441—61.18
Interpreters/translators 441—61.15
Minors program 441—61.14
Placements, planning 441—61.4
Priority 441—61.6(1)
Requirements 441—61.6(3)
Resettlement 441—9.10(11), 61.5(4), 61.13
Sponsors 441—61.10–61.12
Termination 441—61.8
Types 441—61.5

REFUGES
See WILDLIFE

REFUSE
See ENVIRONMENTAL PROTECTION COMMISSION: Solid Waste Management/Disposal; GARBAGE

REGENTS BOARD
See also COLLEGES AND UNIVERSITIES; COLLEGE STUDENT AID COMMISSION
Address 681—11.1(4)
Administration
Appeals 681—9.4, see also Personnel, Universities: Grievances/Appeals this subheading below
Committees, advisory 681—11.1(8)
Contested cases 681—ch 20
Declaratory orders 681—ch 18
Hearings, see Hearings below
Meetings 681—11.1(6)
Organization 681—11.1
Personnel, universities
Generally 681—ch 3
Appointments 681—3.39, 3.69, 3.81, 3.82, 3.84, 3.85, 3.87, 3.89, 3.90; 685—10.1
Certification/selection 681—3.69, 3.70, 3.128
Definitions 681—3.14
Demotions/terminations 681—3.39(4), 3.90(2), 3.103, 3.104
Director 681—3.3, 3.25, 3.26, 3.52, 3.55, 3.102(2), 3.127
Discipline 681—3.115, 3.116
Discrimination 681—3.3(2), 3.128, ch 7
Eligibility lists 681—3.67, 3.69, 3.90(3,4)
Evaluations, performance, awards 681—3.39(2)
Examinations
Administration 681—3.51
Appeals 681—3.128
Application 681—3.50, 3.128
Disabled 681—3.50, 3.52
Eligibility 681—3.55
Rejection/disqualification 681—3.55
Types 681—3.51, 3.52
Veterans preference 681—3.52

Exemptions 681—3.2
Grievances/appeals 681—3.14, 3.26, 3.127–3.129, 12.9–12.11, see also Hearings below
Job classification 681—3.25, 3.26, 3.127
Leaves 681—3.39(2,5,14), 3.85, 3.143–3.151
Merit increases 681—3.3(5), 3.39(2)

REFUGEES (cont’d)
Services program
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Pay plan 681—3.37–3.39
Politics/Hatch Act 681—3.3(3)
Probation 681—3.90, 3.102
Promotion 681—3.39(3), 3.101
Records/reports 681—3.3(1), 7.2(1), 7.6(2)b
Reinstatement 681—3.39(5), 3.89, 9.1(3)
Retirement 495—5.2(32); 681—3.39, 3.104(3)
Solicitation policies 681—12.7(3), 14.2
Temporary 681—3.102(2)
Transfers 681—3.102
Vacancies, see Appointments this subheading above
Vacations/holidays 681—3.141, 3.142

Records 681—ch 10
Rule making 681—ch 19

Archaeologist appointment 685—10.1
Attorney general representation 61—1.3(1)a
Bonds
Financial advisors 681—8.8
Taxation 701—40.3“1”

Braille and sight-saving school 681—ch 15, see also BRAILLE AND SIGHT-SAVING SCHOOL
Capital expenditures 681—8.6
Claims, interest 681—8.2(4)
College-bound program 681—1.6
Community colleges
Program and administrative sharing initiative 281—21.64–21.68
Standards approval 281—21.2–21.9, 21.12

Competition, private enterprise 681—ch 9
Conflict of interest 681—8.9
Contractors 681—ch 7, 8.4(3), 8.6, 8.9(2); 761—ch 180, see also Procurement below
Deaf, school 681—ch 16, see also DEAF
Definitions 681—3.14, 4.2, 4.26, 4.67, 9.1, 9.4(1)
Discipline 681—ch 9
Equal employment opportunity 681—ch 7, 8.6(3)
Facilities, inspections 661—300.5
Funds 261—165.1–165.4, 165.4(2)
Grants, institutional 681—3.85, 12.8, 13.8, 15.7, 16.7
Hearings 681—3.37, 7.6(2)h, 8.6(4), 9.1(3)a,b, 9.3, ch 20, see also Administration: Personnel, Universities:

Grievances/Appeals above
Hygienic laboratory, services 681—ch 5, 12.1(3)
Insurance
Payroll deductions 681—8.7
Purchases 681—8.4

Iowa State University, generally 681—ch 1, 2.25–2.27, 4.25–4.32, 9.5(3), ch 13, see also IOWA STATE
UNIVERSITY

Judicial system 681—9.3
Legal counsel 61—1.3(1)a
Merit system 681—ch 3, see also Administration: Personnel, Universities above
Motor vehicle assignments 11—1.4(1)c, 103.3, see also ADMINISTRATIVE SERVICES DEPARTMENT (DAS):

General Services Enterprise

REGENTS BOARD (cont’d)
Administration
Personnel, universities



IndexREGE IAC 12/3/08

30

Personnel, see Administration above
Procurement
See also specific institution
Bids 681—7.7, 8.1, 8.2, 8.4, 8.6
Capital expenditures 681—8.6
Claims, unpaid interest 681—8.2(4)
Financial advisors 681—8.8
Hearings 681—8.6(4)
Insurance 681—8.4
Report 541—10.3
Targeted small business 541—ch 10; 681—ch 7, 8.1(2), 8.6(5)

Records, generally, public/fair information 681—chs 10, 17
Schools, laboratory, enrollment 281—17.12
Small business, targeted 681—ch 7, 8.1(2), 8.6(5)
Telecommunications 681—9.4(6)f, 9.5
Tuition/charges 681—1.4(2), 9.6, 9.7
University of Iowa, generally 681—ch 1, 2.1, 2.3–2.12, 4.1–4.8, 9.5(2), ch 12, see also UNIVERSITY OF IOWA
University of Iowa hospitals 681—12.1(3), see also HOSPITALS: University of Iowa
University of Northern Iowa, generally 681—ch 1, 2.35, 2.37, 2.38, 4.66–4.73, 9.5(4), ch 14, see also

UNIVERSITY OF NORTHERN IOWA

REHABILITATION
See also BUILDINGS
Agencies, see HUMAN SERVICES DEPARTMENT: Medical Assistance (Medicaid)
Blind, see Vocational below
Centers, food assistance recipients 441—65.9
Children/families, services program 441—ch 185
Entrepreneurs with disabilities program (EWD), see Vocational below
Halfway houses
Corrections, work-release program 201—ch 44
Substance abuse treatment 641—ch 155

Health care facilities, see HEALTH CARE FACILITIES: Physical/Occupational Therapy
Housing
HOME investment partnership/community development block grant (HOME/CDBG) programs 261—ch 25
Multifamily, loans 265—ch 3
Taxation, see HOMES, HOUSING

Medical assistance (Medicaid), see HUMAN SERVICES DEPARTMENT
Mental disabilites, services
Community 441—22.4(2), 22.4(3)a(6)
Psychiatric 441—24.1, 24.4(10,11,13), 24.5(4)b, 24.6(1)
Vocational 441—22.4(6)b, see also Vocational: Employment, Supported/Transitional below

Substance abuse treatment programs 641—ch 155
Taxation
Historic property 223—chs 37, 47, 48; 701—42.15, 52.18
Housing, see HOMES, HOUSING

Treatment services, contracts 441—ch 152, 156.20(2), see also HUMAN SERVICES DEPARTMENT: Rehabilitative
Treatment

Vocational
Appeals, see Hearings/Appeals this subheading below
Blind 111—chs 2, 7, 9–11, 13.13; 281—56.9
Council, state 281—56.35(2), 56.36

REGENTS BOARD (cont’d)
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Definitions 281—56.3
Diagnosis 281—56.13
Eligibility 281—56.2, 56.4–56.12
Employment, supported/transitional 281—56.3, 56.10, 56.16(2)f, 56.22
Facilities 281—56.16(3), 56.24, 56.27, 56.35(10)
Finances
Expenditures 281—56.16(4), 56.17, 56.18, 56.19(2), 56.20, 56.27, 56.28, 56.35(8)
Grants, entrepreneurs with disabilities (EWD) 281—56.37–56.41
Need determination 281—56.6, 56.11

Hearings/appeals 281—56.29–56.32, 56.34(5)
Job placement 281—56.21, 56.22
Mental disabilities, see Mental Disabilities, Services this subheading above
Plans (IPE) 281—56.3, 56.10, 56.14, 56.16(2)f, 56.16(3), 56.23(3)
Prevocational 281—56.16(2)c, see also Medical Assistance (Medicaid) above
Records 281—5.15(31), 56.13(3), 56.33–56.35
Reports 281—56.35(4), 56.36(5)f
Rule making 281—56.35(1)
Services, generally 281—56.2, 56.3, 56.10, ch 56 Div. V
Training 281—56.6(2), 56.14(4), 56.16, 56.24, 56.27, 56.35(9)

Wildlife 571—ch 111

RELIGION
Churches/organizations
Construction 193C—1.5(5,6)
Debt management companies 187—2.9(4)
Employees, unemployment compensation 871—23.27
Overseas, armed forces service, voting 721—21.320

Clergy
Correctional facilities, visits 201—20.3(10)c
Iowa public employees’ retirement system (IPERS) 495—5.2(23)

Employment, unemployment compensation 871—23.27, 24.22(2)k
Health care facilities, see HEALTH CARE FACILITIES: Residents
Health care institutions, nonmedical, fire safety 661—205.25, 301.3(1)e
Hospital patients, menus 481—51.20(2)f(3)
Immunization exemption 641—7.3
Jails 201—50.16(6), 50.18(2), 50.19(3)
Substance abuse treatment facilities 641—155.23(8)
Taxation exemption 701—17.1, 105.3(1)

RELOCATION ASSISTANCE
Employees, state 11—64.9
Grants, port authority program 261—ch 70
Natural resource commission 571—ch 26
Transportation department 761—ch 111, 150.4(5), see also HIGHWAYS: Right-of-Way: Utilities, Public/Private;

RAILROADS
Workforce development 877—8.11

RENAL DISEASE
Assistance 441—78.1(12), 78.1(20)a, 78.3(10)
Treatment centers, certificate of need standards 641—203.7

RENDERING PLANTS
See LIVESTOCK: Dead, Disposal

REHABILITATION (cont’d)
Vocational
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RENTAL PROPERTY
See HOMES, HOUSING; PROPERTY

RENTAL PURCHASE AGREEMENTS
Generally 61—ch 19; 701—18.53

REPTILES
Aquaculture 567—62.4(50); 571—ch 89
Collection/rehabilitation 571—ch 111
Endangered species 571—ch 77
Unprotected 571—76.1(2)

RESCUE SQUADS
See AMBULANCES/RESCUE VEHICLES

RESEARCH
Abuse
Adult 441—9.10(17), 176.11
Child 441—9.10(17), 175.42

Adoption information 441—200.14
Agricultural 21—1.3(4); 261—ch 57; 641—110.3(4)
Animal feeding operations, colleges 567—65.1, 65.7(2), 65.16(1)d, 65.19(7)a(6), 65.19(7)b(2), 65.105(2)
Archaeological 571—64.3; 685—1.1(1–3), 1.2(3), chs 7, 8, 10
Biological agent risk assessment 641—112.4
Care facilities, see HEALTH CARE FACILITIES
Chemicals, hazardous
Evaluation 875—110.3
Laboratories 875—110.1(3)

Developmental disabilities, see Grants below
Drugs 641—41.2(37,67), 41.2(68)c(1)“2”; 657—10.1, 10.3, 10.5(4,5)
Education, special 281—41.35, 41.187, 41.307, see also Grants below
Funds, business 261—165.4(1)c
Geological survey, Iowa 567—51.6(6)
Grants
Developmental disabilities 441—ch 38
Economic development department 261—ch 57
Education 681—12.8, 13.8, 15.7, 16.7

Health
Records 441—9.10(17); 641—3.10(4)
Rural/primary care center services 641—110.3(4)

Historic 223—1.5(6)c,e–i, 13.8(2)c, 15.2, 15.3, 22.5
Legal 61—1.3(3)d, 2.15(3)
Livestock disease 521—ch 1
Lottery licensees 531—12.4(5)
Marketing 21—1.3(4)
Occupational illnesses/injuries 641—110.3(4); 875—2.3
Pesticides, atrazine 21—45.51(4)f
Political 821—3.3“10”
Propane education/research council 599—ch 1
Property/equipment, tax exemption, see Taxation below
Scientific
Bodies, unclaimed 645—100.7
Brain/spinal cord injuries 641—21.6(2)e,f

RENTAL PROPERTY
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Congenital/inherited disorders 641—4.7(6)e
Dogs 641—ch 128
Equipment, emissions 567—22.1(2)kk
Institutions, employment defined 871—24.51(3)
Mental health 441—9.10(17)a
Mental retardation, medical assistance provider policies 441—77.37(6)
Metal detector use 571—64.3
Radioactive materials 641—38.2, 38.3(2)a(2), 41.2(3)d, 41.2(11)a(5), 41.2(14), 41.2(17)a, 41.2(19),

41.2(22)b, 41.2(27,38,39,44–47,52,55,56), 41.2(67), 41.2(68)c(2), 41.2(83,87), 41.3(14,15)
Wildlife 571—77.4(3,7), ch 111

Social workers 645—282.2(2)c, 282.2(14)
Taxation
Corporation 261—58.4(5); 701—52.1(3)r, 52.7, 52.10(3), 52.12“17”
Credit 261—58.4(5), 59.6(3)d, ch 63, 64.4(2), 68.4(6); 701—42.2(6,11), 42.27(1), 52.3(2), 52.7, 52.10(3),

52.12“17,” 52.14, 52.28(1)
Property/equipment exemption 701—18.45(1,2), 18.58(2)e, 18.58(5)b, 80.6(1)

Telecommunications, universities 681—9.5
Traffic safety 761—ch 164
Transplant centers 441—78.3(10)e
Universities 261—ch 63, 165.4(2)b; 264—4.3(1); 681—9.4(1), 9.5(4)h, 12.1(3), 13.1(3), see also Animal

Feeding Operations, Colleges above; Grants: Education above; Scientific above
Vital statistics 641—103.1(2,3,6)
Workforce development 871—ch 10

RESIDENTIAL CARE FACILITIES
See also HEALTH CARE FACILITIES; HUMAN SERVICES DEPARTMENT
Generally 481—chs 50, 57
Building requirements 481—ch 60, see also Fire Standards below
Children
Comprehensive care 441—ch 115, 185.106(2)a; 481—40.1, ch 41
Delinquent, highly structured program 441—114.2
Facility licensing 481—40.1, ch 41
Group treatment 441—185.106(2)a
Mental retardation 441—ch 116, 185.106(2)a; 481—40.1
Payment 441—156.19
Psychiatric medical institutions (PMIC) 481—ch 41, see also MENTAL HEALTH: Children

Fire standards 661—205.100, see also FIRE AND FIRE PROTECTION
Mental illness, see MENTAL HEALTH
Mental retardation, see MENTALLY RETARDED
Parking 661—ch 18
Records, audit 481—ch 22
Substance abuse, see SUBSTANCE ABUSE: Treatment Programs
Supplementary assistance 441—chs 50–52, 54

RESPIRATORY THERAPISTS
Abuse identification/reporting 645—261.8(3,4)
Address/name change 645—4.4(2,3), 263.2(24)
Advertising 645—263.2(5)
Board, respiratory care
See also PROFESSIONAL LICENSURE DIVISION*
Address 645—4.4(1)
Discipline 645—4.2(3), 4.3(7)f, 4.13, 4.15(7), ch 263
*Rules 645—chs 6–18 apply to all professional licensure boards

RESEARCH (cont’d)
Scientific
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Hearings 645—4.10(2), 4.15(3,4), 5.17(8)
Meetings 645—4.3, 4.6, 13.3, ch 17

Child support, noncompliance 641—ch 192; 645—ch 14
Competency 645—4.15, 263.2(2)
Continuing education 645—4.11, 4.12, 4.14, 261.8(3), 261.14(4)a(2), 261.14(4)b(2), ch 262, 263.2(21)
Definitions 645—4.1, 261.1, 262.1, 263.1
Drug abuse 645—263.2(6,7), 263.3“7”
Ethics 645—263.2(3,28), 265.1
Fraud 645—263.2(1,3,9)
Impaired practitioner review committee 641—ch 193; 645—ch 16, 263.2(30)
Licensure
Application 645—261.2
Certificates/wallet cards 645—4.8, 4.9, 5.17(5), 261.8(5–7)
Continuing education, see Continuing Education above
Denial 283—37.1; 641—192.1, 195.2; 645—4.10
Endorsement 645—261.6
Examinations 645—4.15, 261.2(1)e, 261.4
Fees 641—192.2(5), 195.3(7); 645—5.17, 261.2(1)c, 261.8(3,7)
Inactive 645—261.8(8), 261.14, 262.1, 263.2(25)
Reactivation 645—5.17(4), 261.1, 261.14
Reciprocity 645—4.7, 261.1
Reinstatement 645—261.1, 261.15
Renewal 645—5.17(2,3), 261.8, 262.6(3)
Revocation/suspension 283—37.1; 641—192.2, 195.3; 645—263.2(13,25)

Loans, student, noncompliance 281—ch 37; 641—ch 195; 645—ch 15
Malpractice 645—263.2(16)
Mental health 645—263.2(2)e, 263.3“7”
Practice limitations 645—261.5, 265.2
Scope of practice 645—263.2(4)

RESPITE CARE
See also ELDER AFFAIRS DEPARTMENT; HEALTH CARE FACILITIES; HUMAN SERVICES DEPARTMENT
Acquired immune deficiency syndrome (AIDS) training 641—11.35(1)c
Insurance 191—72.7(1)d(4)

RESTAURANTS
See FOOD: Service Establishments

REST STOPS
See HIGHWAYS

RETIREMENT
Benefits, taxation 701—38.10, 38.13, 38.14(1), 40.23, 40.45, 40.47, 40.50, 40.58, 46.1(2), 46.3(4), 49.1(4)
Cities, budget allocations 545—ch 4
Communities, residents, medical assistance eligibility 441—75.6
Congregate living facilities 191—ch 24
Deferred compensation 11—64.6; 361—ch 5
Firefighters 495—4.6(3), 4.6(4)b,d, 5.2(6)a,e, 5.2(27), 12.1(6)c,d; 545—4.3
Funds, exemption, food assistance eligibility 441—65.30(7)
Incentive programs 11—60.1(3,4)
Investigation, special 495—4.6(4)m
IPERS (Iowa public employees’ retirement system), see PUBLIC EMPLOYEES’RETIREMENT SYSTEM (IPERS)
Magistrates 495—5.2(4)
Notice 11—60.1(1)

RESPIRATORY THERAPISTS (cont’d)
Board, respiratory care
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Peace officers 495—5.2(6,37,39), 4.6(4)a,e–g; 545—4.3; 661—chs 400–404
Phased program 11—60.1(1)b
Social security 495—ch 22; 701—40.23, 49.1(4)
Unemployment compensation benefits, deductions 871—24.13(3)e

REVENUE DEPARTMENT
See also TAXATION
Administration
Generally 701—chs 1–10
Address 701—1.1, 7.3, 7.39, 8.2, 46.3(2)a
Appeals 701—1.1, chs 2, 7, 71.21, 71.26, ch 125, see also Hearings this subheading below
Boards
Appeal, property assessment 701—71.21
Tax review 701—chs 1, 2

Collections 701—ch 9, 11.3, 11.7, 11.8, 11.10, 103.7
Contested cases 701—chs 2, 7
Declaratory orders 701—1.3(1), 7.10, 7.25, 7.56
Employees
Credentials/receipts 701—11.3, 67.16
Outside employment, consent 701—6.7

Ex parte communications 701—7.23
Forms 701—7.5, 7.24(3), 7.56(2,3), ch 8, see also specific tax under TAXATION
Hearings 701—1.1, ch 2, 5.13(2)y, 5.14(6)m, ch 7, 71.14, 71.21, 71.26, 85.22(4)
Informal procedures 701—7.11
Licenses, generally 701—7.24, 7.55
Meetings 701—1.1
Organization 701—6.1
Records, see Records below
Review unit 701—7.7, 7.11
Rule distribution 701—6.4, 6.5
Rule making 701—1.3(2), 5.15“4,” 7.10, 7.26, 7.57–7.59
Subpoenas 701—7.13

Appeals, see Administration above; specific tax under TAXATION
Assessor education/examination 701—chs 72, 122–125
Attorney general assistance 61—1.3(1)b; 701—6.3(1)“1,” 11.7, 103.7
Audits 11—ch 41, see also specific tax under TAXATION
Bond requirements 591—6.13; 701—7.27, 10.117–10.126, 11.10, 12.4, 13.7, 16.25, 38.9, 40.3, 40.36, 40.37,

63.23, 81.7, 82.3, 83.2, 103.10
Capital investment board, see CAPITAL INVESTMENT BOARD
Cigarettes/tobacco 701—5.13(2)p, 5.14(6)l, 7.2“10,” 10.76, 10.77, 10.79, chs 81–85
Claims, refund 11—chs 41, 42; 701—7.7, see also specific tax under TAXATION
Committees
Appeal board review, property assessment 701—71.21(5)
Reassessment expense fund 701—ch 120

Confidentiality, see Records below
Contracts, vendor payment 11—ch 42
Corporations 701—5.13(2)g,w, 5.14(6)c,dd, 7.2“5,” 30.1(3,4), chs 48, 51–56
Credits, see specific tax under TAXATION
Debts
Collection 701—chs 151, 152, 154
Offset, tax refunds 605—10.9(6); 701—43.3(2,3,6), 67.22, ch 150

RETIREMENT (cont’d)
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Definitions 701—2.1, 2.18, 5.1, 5.10(1), 7.1, 7.30, 7.37, 9.1, 10.1, 10.7, 150.2, 154.1, see also specific tax
under TAXATION

Election campaign fund 351—ch 3; 701—43.4(2)
Employees, see Administration above
Estates 701—5.13(2)n, 5.14(6)j, 7.2“11,” chs 86, 87
Estimated tax 701—7.2“7,” 39.5(2), 42.5, 43.3(6), 46.4(3), 48.8, ch 49, 52.4(1), 55.3(3), ch 56, 58.4(1),

58.5(3), 60.3(3), ch 61, 89.4(9)e
Excise 21—ch 20; 101—ch 3; 301—ch 4; 701—7.2“14,15,” 8.4(1)x, 15.12, chs 27, 85; 741—ch 4
Expenses, prepayment 11—ch 48
Fiduciaries 701—5.13(2)h, 7.2“3,” ch 89
Forms, see Administration above
Franchises 701—5.13(2)k,w, 5.14(6)g, 7.2“4,” chs 57–61
Fuel tax 701—5.13(2)m, 5.14(6)i, 7.2“8”
Generation skipping transfer tax 701—5.13(2)n, 5.14(6)j, 7.2“11,” ch 88
Grievances, see Appeals above
Hearings, see Administration above
Hotel/motel tax 701—5.13(2)x, 5.14(6)ff, 7.2“13,” chs 103–105
Income tax, individual 701—5.13(2)h,i, 5.14(6)d,e, 7.2“3,” chs 38–46, 48, 49
Inheritance tax 701—5.13(2)n, 5.14(6)j, 7.2“11,” ch 86, 88.3(3)
Interest/penalties 701—7.33, ch 10, see also specific tax under TAXATION
Liability, taxpayer representation 701—7.34, 7.38
Licenses, denial/revocation/suspension 701—7.24, 7.55
Liens, filing/extension 701—ch 9
Local option 701—5.13(2)u, 5.14(6)cc, 7.2“12,” 14.2, chs 107–109, see also Hotel/Motel Tax above;

ELECTIONS
Marijuana/controlled substances stamp tax 701—ch 91
Mental health institutes, education funds 281—34.6
Net income 701—chs 40, 53, 59, see also TAXATION: Income Tax, Corporation; TAXATION: Income Tax,

Individual
Partnerships 701—13.16, 13.17, chs 45, 48
Payroll deductions 11—ch 43
Penalty, see Interest/Penalties above
Petroleum diminution, underground storage tanks 701—ch 37
Property tax
See also Railroads below; Real Estate below
Generally 701—7.2“9,” chs 71, 73–80
Assessment 701—5.13(2)q,r,t, 5.14(6)n,o,q,t, chs 71, 72, see also Assessor Education/Examination above
Credits 701—ch 73, 80.1
Exemptions 701—ch 78, 80.2–80.9
Mobile/modular/manufactured homes 701—5.13(2)s, 5.14(6)s, 73.11, ch 74, 80.1(2)f

Railroads 701—5.13(2)m, ch 76
Real estate 701—5.14(6)r, chs 71, 79, 86.8, 86.10(2)b, 89.8(7)p
Reassessment expense fund committee 701—ch 120
Records
Generally, public/fair information 701—ch 5
Address 701—5.3(1), 6.2, 7.3
Audits 701—5.10(2)e, 5.13(2)g,h,k–n,p, 5.14(6)c,d,g–j,l, see also Audits above
Confidential 701—5.9(2), 5.10–5.15, 6.2, 6.3, 7.9, 11.9, 38.6, 51.7, 57.6, 67.17, 73.10, 75.5, 81.14, 86.1(3),

87.2(1), 88.2(1), 89.2(1), 103.9, 123.2, 151.8
Definitions 701—5.1, 5.10(1)
Disclaimer 701—5.16
Disclosure 701—5.9–5.11, 11.9, 85.6

REVENUE DEPARTMENT (cont’d)
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Fees 701—5.3(7)
Hearings/appeals 701—2.7, 2.22, 2.24, 2.27, 2.31, 2.36(3), 2.48, 5.13(2)y, 5.14(6)m, 7.4, 7.5, 7.13–7.16,

7.19, 7.51
Open 701—5.9(1), 5.13(1), 5.15, 6.2, 7.3, 86.1(4), 87.2(2), 88.2(2), 89.2(2)
Personally identifiable information 701—5.14
Personnel 701—5.13(2)bb, 5.14(6)bb
Retention 701—6.6
Rule-making 701—5.15, 7.58, 7.60

Refunds, see specific tax under TAXATION
Rule making 701—5.15, 7.57, 7.58, 7.60
Sales tax 701—chs 11–20, 26, 103.11, 103.13, 104.1, 104.3, 104.7
Small business, regulatory analysis 701—6.5
Statute of limitations 701—11.2, 38.2, 39.3(4), 40.20, 43.3(8), 51.2, 55.3(5–7), 57.2, 58.3(3), 60.3(5–7), 103.2
Use tax 701—7.2“2,” chs 28–34, see also Sales Tax above
Utilities, valuation 701—ch 77
Voter registration forms 701—39.3(5)
Withholding tax, see TAXATION: Income Tax, Individual

REVOLVERS
See FIREARMS

RIGHTS-OF-WAY
Highway, see HIGHWAYS
Telecommunications commission network 751—17.4(2)

RIGHT TO KNOW
Emergency planning/community right to know 605—chs 100, 101, 102.1, chs 103, 104
Hazardous chemical risks 605—103.3(3,4), ch 104; 875—2.2(1)c, 2.4, 9.12, chs 110, 130, 140

RISE (REVITALIZE IOWA’S SOUND ECONOMY)
Road/street improvement 761—ch 163

RIVERBOATS
See RACING AND GAMING

RIVERS AND STREAMS
See also FLOOD CONTROL
Boating, see BOATS AND BOATING
Docks 571—16.3(13), see also BOATS AND BOATING
Feedlots, proximity 567—65.5(3), 65.11(5)c, 65.103(5), ch 65 Appendix C “4, 8, 10, 34, 35,” ch 65 Table 1

p.116–144, 72.2(9), 72.3(5)
Fishing 571—81.1, 82.2, 83.2, 85.1, see also FISH AND FISHING
Loans 567—93.7(1)d
Motor vehicle restrictions 571—ch 49
Protection, see ENVIRONMENTAL PROTECTION COMMISSION: Water Quality: Streams, Protected
RECAT (river enhancement community attraction and tourism) 261—ch 211 Div. I, III
Sand/gravel removal, permits 571—ch 19
Standards
Effluent/pretreatment 567—ch 62
Water quality 567—ch 61

Transportation 761—1.8(7)
Turtles, catch limitations 571—ch 86

REVENUE DEPARTMENT (cont’d)
Records
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ROADS
See also BRIDGES; HIGHWAYS
Farm-to-market 761—ch 170, 172.1, 174.2
Improvements, taxation 701—19.10(2)e
Use tax fund, bridge construction 761—ch 160

RODEOS
Bulls, disease tests 21—65.4(4)

RUNAWAYS
See CHILDREN

RURAL ELECTRIC COOPERATIVES (REC)
See ELECTRIC UTILITIES

ROADS


