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The lowa Administrative Code Supplement is published biweekly pursuant to lowa Code
section 17A.6. The Supplement contains replacement pages to be inserted in the loose-leaf
lowa Administrative Code (IAC) according to instructions included with each Supplement.
The replacement pages incorporate rule changes which have been adopted by the agencies
and filed with the Administrative Rules Coordinator as provided in Towa 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 pages 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 lowa 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 arule by
the General Assembly pursuant to Article II1, section 40. of the Constitution of the State of
lowa.

The Supplement may also contain replacement pages for the IAC Index and for the
preliminary sections of the IAC: General Information about the IAC, Chapter 17A of the
Code of Towa, Style and Format of Rules, Table of Rules Implementing Statutes, and
Uniform Rules on Agency Procedure.
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1AC 12/20/95, 9/10/97 Real Estate[193E] Ch1l,p.l

CHAPTER 1
BUSINESS CONDUCT

[Prior to 6/15/88, sec Real Estate Commission{700] Ch 1]

193E—1.1(543B) Definitions.

“Advance fees” shall mean any fees charged for services to be paid in advance of the rendering of
such services including, without limitation, any fees charged for listing, advertising, or offering for
sale or lease any real property, but excluding any fees paid solely for advertisement in a newspaper of
general circulation.

“Affiliated licensee” means a broker associate or salesperson, as defined in lowa Code section
543B.5, who is under the supervision of a broker.

“Brokerage agreement” means a contract between a broker and a client which establishes the rela-
tionship between the parties as to the brokerage services to be performed.

“Buyer” includes a purchaser, tenant, vendee, lessee, party to an exchange, or grantee of an option.
Selected rules in this chapter will at times refer separately to “buyers” and “tenants” to clarify licens-
ee’s duties and obligations.

“Client” means a party to a transaction who has an agency agreement with a broker for brokerage
services.

“Common source information companies” means any individual, corporation, limited liability
company, business trust, estate, trust, partnership, association, or any other legal entity (except any
government or governmental subdivision or agency, or any officer or employee thereof acting in such
individual’s official capacity) that is a source, compiler, or supplier of information regarding real estate
for sale or lease and other data and includes, but is not limited to, multiple listing services.

“Confidential information” means information made confidential by statute, regulation, or express
instructions from the client. Confidential information:

1. Shall include, but not be limited to, the following:

* Information concerning the client that, if disclosed to the other party, could place the client at a
disadvantage when bargaining;

» That the seller or landlord is willing to accept less than the asking price or lease price for the
property;

¢ That the buyer or tenant is willing to pay more than the asking price or lease price for the proper-
ty;

What the motivating factors are for the party selling or leasing the property;

What the motivating factors are for the party buying or leasing the property;

That the seller or landlord will agree to sale, lease, or financing terms other than those offered;
That the buyer or tenant will agree to sale, lease, or financing terms other than those offered;
The seller’s or landlord’s real estate needs;

The buyer’s or tenant’s real estate needs;

¢ The seller’s or landlord’s financial information, except the seller’s ability to sell and the land-
lord’s ability to lease are considered a material fact;

» The buyer’s or tenant’s financial qualifications, except the buyer’s ability to buy and the tenant’s
ability to lease are considered a material fact.

2. Does not include “material adverse facts” as defined in Iowa Code Supplement section
543B.5.
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3. Shall not be disclosed unless:

¢ The client to whom the information pertains provides informed written consent to disclose the
information;

» The disclosure is required by statute or regulation, or failure to disclose the information would
constitute fraudulent representation;

* The information is made public or becomes public by the words or conduct of the client to whom
the information pertains or from a source other than the licensee; or

» The disclosure is necessary to defend the licensee against an accusation of wrongful conduct in
an actual or threatened judicial proceeding, an administrative proceeding before the commission, or in
a proceeding before a professional committee.

“Consumer” means a person seeking or receiving real estate brokerage services.

“Contract between the buyer and seller” includes an offer to purchase, a sales contract, an option, a
lease-purchase option, an offer to lease, or a lease.

“Customer” means a consumer of real estate services in connection with a real estate transaction
who is not being represented by the licensee, but for whom the licensee may perform ministerial acts.
A customer may be a client of another broker, may not have yet decided whether or not to be repre-
sented by any broker, or may have chosen not to be represented by any broker.

“Dual agent” means a licensee who, with the written informed consent of all the parties to a con-
templated real estate transaction, has entered into a brokerage agreement with and therefore represents
both the seller and buyer or both the landlord and tenant in the same in-house transaction.

“Firm” means a licensed partnership, association, or corporation.

“Licensee” means a designated broker as defined in lowa Code Supplement section 543B.5, a bro-
ker associate as defined in Jowa Code section 543B.5(1), and a salesperson as defined in 543B.5(3).

“Listing broker” means the real estate broker who obtains a listing of real estate or of an interest in a
residential cooperative housing corporation.

“Ministerial acts” means those acts that a licensee may perform for a consumer that are informative
in nature and do not rise to the level of specific assistance on behalf of a consumer. For purposes of this
- rule, ministerial acts include, but are not limited to, the following:

1. Responding to telephone inquiries by consumers as to the availability and pricing of brokerage
services;

2. Responding to telephone inquiries from a consumer concerning the price or location of property;

3. Attending an open house and responding to questions about the property from a consumer;

4. Setting an appointment to view property;

5. Responding to questions of consumers walking into a licensee’s office concerning brokerage
services offered or particular properties;

6. Accompanying an appraiser, inspector, contractor, or similar third party on a visit to a property;

7. Describing a property or the property’s condition in response to a consumer’s inquiry;

8. Completing business or factual information for a consumer on an offer or contract to purchase
on behalf of a client;

9. Showing a client through a property being sold by an owner on the owner’s own behalf; or

10. Referring a person to another broker or service provider.

“Seller” includes an owner, landlord, vendor, lessor, party to an exchange, or grantor of an option.
Selected rules in this chapter will at times refer separately to “sellers” and “landlords” to clarify licens-
ee’s duties and obligations.

\’
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193E—1.40(543B) Disclosure of licensee interest, acting as a principal, and status as a licensee
required. A licensee shall not act in a transaction on the licensee’s own behalf, on behalf of the licens-
ee’s immediate family, including but not limited to a spouse, parent, child, grandparent, grandchild,
brother, or sister, or on behalf of the brokerage, or on behalf of an organization or business entity in
which the licensee has an interest, including an affiliated business arrangement as defined in subrule
1.50(1), unless the licensee provides written disclosure of that interest to all parties to the transaction.
Disclosure required under this rule must be made at the time of or prior to the licensee’s providing spe-
cific assistance to the party or parties to the transaction. Copies of the disclosure may be provided in
person or by mail, as soon as reasonably practical. If no specific assistance is provided, disclosure shall
be provided prior to the parties’ forming a legally binding contract, either prior to an offer being made
by the buyer or tenant or prior to an acceptance by the seller or landlord, whichever comes first.

1.40(1) Licensee acting as a principal. A licensee shall not acquire any interest in any property
directly or indirectly nor shall the licensee sell any interest in which the licensee directly or indirectly
has an interest without first making written disclosure of the licensee’s true position clear to the other
party. Satisfactory proof of this fact must be produced by the licensee upon request of the commission.
Whenever a licensee is in doubt as to whether an interest, relationship, association, or affiliation re-
quires disclosure under this rule, the safest course of action is to make the written disclosure.

1.40(2) Status as a licensee. Before buying, selling, or leasing real estate as described above, the
licensee shall disclose in writing any ownership, or other interest, which the licensee has or will have
and the licensee’s status to all parties to the transaction. An inactive status license shall not exempt a
licensee from providing the required disclosure.

1.40(3) Dual capacity. The licensee shall not act in a dual capacity of agent and undisclosed prin-
cipal in any transaction.

193E—1.41(543B) Rebates and inducements.

1.41(1) A licensee shall not pay a commission, any part of the commission, or valuable consider-
ation to an unlicensed third party for performing brokerage functions or engaging in any activity that
requires areal estate license. Referral fees or finder’s fees paid to unlicensed third parties for perform-
ing brokerage activities, or engaging in any activity that requires a real estate license, are prohibited.

1.41(2) In a listing contract, the broker is principal party to the contract. The broker may, with
proper disclosure, pay a portion of the commission earned to an unlicensed seller or landlord that is a
principal party to the listing contract. This will be deemed a reduction in the amount of the earned
commission.

1.41(3) Rescinded IAB 6/28/00, effective 6/9/00.

1.41(4) A licensee may present a gratuitous gift, such as flowers or a door knocker, to the buyer or
tenant subsequent to closing and not promised or offered as an inducement to buy or lease. The permis-
sion and disclosure requirements of 193E—1.42(543B) do not apply as long as any client relationship
has terminated.
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1.41(5) A licensee may present free gifts, such as prizes, money, or other valuable consideration,
to a potential party to a transaction or lease, prior to signing a contract to purchase or lease and not
promised or offered as an inducement to buy or lease. 1t is the licensee’s responsibility to ensure that
the promotion is in compliance with other Iowa laws, such as gaming regulations. The permission and
disclosure requirements of 193E—1.42(543B) do not apply as long as no client relationship has been
established with the buyer or lessee.

1.41(6) The offering by alicensee of a free gift, prize, money, or other valuable consideration as an
inducement shall be free from deception and shall not serve to distort the true value of the real estate
service being promoted.

1.41(7) Rescinded IAB 6/28/00, effective 6/9/00.

1.41(8) A licensee may make donations to a charity, or other not-for-profit organization, for each
listing or closing, or both, that the licensee has during a specific time period. The receiving entity may
be selected by the licensee or by a party to the transaction. The contribution may be in the name of the
licensee orin the name of a party to the transaction. Contributions are permissible only if the following
conditions are met:

a. There are no restrictions placed on the payment;

b.  The donation is for a specific amount;

c.  The receiving entity does not act or participate in any manner that would require a license;

d. The licensee exercises reasonable care to ensure that the organization or fund is a bona fide
nonprofit;

e.  Thelicensee exercises reasonable care to ensure that the promotional materials clearly explain
the terms under which the donations will be made; and

f Al required disclosures are made.

193E—1.42(543B) Brokerage agreements. All brokerage agreements shall be written and cannot be
assigned, sold, or otherwise transferred to another broker without the express written consent of all
parties to the original agreement, unless the terms of the agreement state otherwise. Upon termination
of association or employment with the principal broker, the affiliated broker associate or salesperson
shall not take or use any written brokerage agreements secured during the association or employment.
Said brokerage agreements remain the property of the principal broker and may be canceled only by
the broker and the client.

1.42(1) Every written brokerage agreement shall include, at a minimum, the requirements set forth
in lowa Code Supplement section 543B.57 and the following provisions:

a. Astatement disclosing the brokerage policy on cooperating with and compensating other bro-
kerages whether the brokerage is acting as subagent or the other parties’ agent in the sale, lease, rental,
or purchase of real estate, including whether the brokerage intends to share the compensation with oth-
erbrokerages. Such disclosure shall serve to inform the client of any policy that would limit the partici-
pation of any other brokerage;

b.  Alllisting contracts and all brokerage agency contracts shall comply with Iowa real estate law
and commission rules including, but not limited to, 193E—1.23(543B) Listings, 1.30(543B) Property
management, and 1.20(543B) Terms and conditions.

1.42(2) No licensee shall make or enter into a brokerage agreement that specifies a net sale, lease,
rental, or exchange price to be received by an owner and the excess to be received by the licensee as a
commission.

\u’
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193E—1.52(543B) Enforcement date. Rules 1.41(543B) to 1.51(543B) shall not be enforced until
July 1, 1996. When the commission adopted these rules, which became effective January 24, 1996, it
intended to delay enforcement until July 1, 1996, as stated in rule 1.41(543B). This rule is intended to
clarify the enforcement date to avoid any possible confusion by licensees or the public more generally.
The commission wants to provide licensees with the opportunity to obtain education and to become
familiar with the rules prior to enforcement.
These rules are intended to implement lowa Code chapters 558A and 543B and lowa Code Supple-
ment sections 543B.57 to 543B.63.
[Filed May 25, 1953; amended June 11, 1953, May 31, 1957, January 15, 1963,
May 10, 1966, July 13, 1967, August 10, 1973, December 11, 1973, May 13, 1975)
[Filed 9/3/76, Notice 7/12/76—published 9/22/76, effective 10/27/76])
-’ [Filed 6/8/78, Notice 5/3/78—published 6/28/78, effective 8/2/78]
[Filed 5/30/79, Notice 3/21/79—published 6/27/79, effective 8/1/79}]
[Filed 3/27/81, Notices 8/20/80, 2/18/81—published 4/15/81, effective 5/20/81]
[Filed emergency 5/22/81—published 6/10/81, effective 7/1/81]
[Filed 8/28/81, Notice 4/29/81—published 9/16/81, effective 10/22/81]
[Filed 10/7/81, Notice 8/19/81 —published 10/28/81, effective 12/2/81]
[Filed 12/4/81, Notice 10/28/81—published 12/23/81, effective 1/27/82]
[Filed 2/12/82, Notice 12/23/81—published 3/3/82, effective 4/7/82]
[Filed without Notice 2/26/82—published 3/17/82, effective 4/21/82)
[Filed 5/6/82, Notice 3/17/82—published 5/26/82, effective 6/30/82]
[Filed 6/3/82, Notices 4/28/82—published 6/23/82, effective 7/29/82]
[Filed emergency 7/2/82—published 7/21/82, effective 7/2/82]
‘ [Filed 9/10/82, Notice 5/26/82—published 9/29/82, effective 11/3/82]
A [Filed 9/10/82, Notice 7/21/82—published 9/29/82, effective 11/3/82]
[Filed 3/23/83, Notice 1/5/83—published 4/13/83, effective 7/1/83]
[Filed 6/17/83, Notice 1/5/83—published 7/6/83, effective 8/10/83]
[Filed 8/26/83, Notice 7/6/83—published 9/14/83, effective 10/20/83]
[Filed 12/15/83, Notice 10/26/83—published 1/4/84, effective 2/9/84]
[Filed 3/8/84, Notice 1/4/84—published 3/28/84, effective 5/2/84*)
[Filed without Notice 6/15/84—published 7/4/84, effective 8/8/84}
[Filed emergency after Notice 5/1/85, Notice 2/13/85—published 5/22/85, effective 5/1/85]
[Filed emergency 7/19/85—published 8/14/85, effective 7/19/85]
[Filed without Notice 8/23/85—published 9/11/85, effective 10/16/85]
[Filed 9/18/86, Notice 7/16/86—published 10/8/86, effective 11/12/86]
[Filed emergency after Notice 10/1/87, Notice 8/26/87—published 10/21/87, effective 10/2/87]
o’ [Filed 10/2/87, Notice 8/26/87—published 10/21/87, effective 11/25/87]
[Filed 5/26/88, Notice 3/9/88—published 6/15/88, effective 7/20/88]
[Filed 4/25/89, Notice 3/8/89—published 5/17/89, effective 6/21/89)
[Filed 12/4/92, Notice 9/30/92—published 12/23/92, effective 1/27/93]
[Filed emergency 1/29/93—published 2/17/93, effective 1/29/93}
[Filed 6/4/93, Notice 3/31/93—published 6/23/93, effective 7/29/93**]

*Effective date of amendment to rule 1.21 delayed 70 days by the Administrative Rules Review Committee.
-’ **Effective date of 1.31(543B) delayed 70 days by the Administrative Rulcs Review Commitice at its meeting held July 8, 1993.
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{Filed 4/4/94, Notice 2/16/94—published 4/27/94, effective 6/1/94]

[Filed 2/6/95, Notice 12/7/94—published 3/1/95, effective 4/5/95]
[Filed 12/1/95, Notice 10/25/95—published 12/20/95, effective 1/24/96]
[Filed 5/2/96, Notice 3/13/96—published 5/22/96, effective 6/26/96]
[Filed 8/23/96, Notice 7/17/96—published 9/11/96, effective 10/16/96]
[Filed 8/22/97, Notice 7/2/97—published 9/10/97, effective 10/15/97)
[Filed 12/11/98, Notice 8/12/98—published 12/30/98, effective 2/3/99]
[Filed 12/11/98, Notice 9/23/98—published 12/30/98, effective 2/3/99]
[Filed 5/28/99, Notice 3/24/99—published 6/16/99, effective 7/21/99]
[Filed 3/2/00, Notice 1/12/00—published 3/22/00, effective 4/26/00*)
[Filed emergency 6/8/00—published 6/28/00, effective 6/9/00]

*Effective date of 1.1, definition of “referral fee™; 1.41, introductory paragraph; and subrules 1.41(3) and 1.41(7) delayed 70 days by the Administrative
Rules Review Committee at its meeting held April 7, 2000; rescinded 1AB 6/28/00, effective 6/9/00.
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CHAPTER 39 46.3(913)  Sending a person out of lowa
Reserved under the compact
TITLE Il 46.4(913)  Receiving cases in lowa under
COMMUNITY-BASED CORRECTIONS the interstate compact
CHAPTER 40 CHAPTER 47
COMMUNITY-BASED OWI PROGRAMS
CORRECTIONS ADMINISTRATION 47.1(904)  OWI facilities
40.1(905)  Title 1II definitions 47.2(904) Movement of inmates
40.2(905)  Accreditation 47.3(904)  Fiscal
40.3(504)  Investigations 47.4(904)  Program structure
40.4(905)  District board of directors
40.5(905)  District director CHAPTERS 48 and 49
Reserved
CHAPTER 41 TITLE IV
PRECONVICTION SERVICE JAIL INSPECTION STANDARDS
41.1(811,905) Pretrial services
p L CHAPTER 50
41.2(901,905) Presentence investigation JAIL FACILITIES
CHAPTER 42 50.1(356,356A)  Definitions
PROBATION SERVICES 50.2(356,356A)  General provisions
42.1(905,907,908,910) Probation 50.3(35 356A) Reserved g
50.4(356,356A)  Inspection and compliance
CHAPTER 43 50.5(356,356A)  Variances
RESIDENTIAL FA(_:ILH:IES i 50.6(356,356A)  Physical plant—general
43.1(905,907,908,910) Residential facilities 50.7(356,356A)  Physical requirements for
existing facilities
ngﬁl;{TEEfE?SE 50.8(356,356A)  Physical requirements for
44.1(904)  Administration pew and remodeled
44.2(904 Provision of services .
44.35910; Restitution 50.9(356,356A) Flrg ::éﬁta);izl:ld emergency
13008 Doy Jnances 50.10(356,356A) Minimum standards for jail
. personnel
44.6(904)  Violations 50.11(356,356A) Training for jail personnel
50.12 Reserved
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50.13(356,356A)

50.14(356,356A)
50.15(356,356A)
50.16(356,356A)

50.17(356,356A)
50.18(356,356A)
50.19(356,356A)
50.20(356,356A)
50.21(356,356A)

50.22(356,356A)
50.23(356,356A)
50.24(356,356A)
50.25(356,356A)
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Standard operating
procedures manual
Cleanliness and hygiene

Medical services

General food service
requirements

In-house food services

Inmate activities

Communication

Access to the courts

Discipline and grievance
procedures

Records

Alternative jail facilities

Nonsecure holds

Direct supervision jails

CHAPTER 51
TEMPORARY HOLDING FACILITIES

51.1(356,356A)
51.2(356,356A)
51.3(356,356A)
51.4(356,356A)
51.5(356,356A)

51.6(356,356A)

51.7(356,356A)
51.8(356,356A)
51.9(356,356A)

51.10
51.11(356,356A)

51.12(356,356A)
51.13(356,356A)
51.14(356,356A)

51.15(356,356A)
51.16(356,356A)
51.17(356,356A)
51.18(356,356A)

51.19(356,356A)
51.20(356,356A)

General provisions

Inspection and compliance

Variances

Physical plant—general

Physical requirements for
existing facilities

Physical requirements for
new or remodeled
facilities

Fire safety and emergency
evacuation

Minimum standards for
facility personnel

Training for facility
personnel

Reserved

Standard operating
procedures manual

Cleanliness and hygiene

Medical services

General food service
requirements

In-house food services

Communication

Access to the courts

Discipline and grievance
procedures

Records

Nonsecure holds
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d. Theboard will meet at least once per calendar quarter. The meetings will be held at the seat of
government unless notification is given otherwise. Other meetings shall be held at the call of the chair-
person or of any three members when necessary for the board to discharge its duties.

(1) The communications media shall be notified at least two weeks in advance of such meetings.

(2) When it is necessary to hold an emergency meeting, the communications media shall be noti-
fied as far in advance of the meeting as time allows. The nature of the emergency shall be stated in the
minutes.

e. In cases not covered by these rules, Robert’s Rules of Order shall govern.

37.4(2) Meetings. All meetings will be open to the public uniess specifically allowed to be closed
under Iowa Code chapter 21.

a. Persons wishing to make a presentation shall make such request to the director, division of
adult corrections, department of social services, or to any member of the board at least one week in
advance of the scheduled meeting.

b.  Persons making a presentation are requested to submit one written copy of their remarks for the
record.

c.  Persons who have not made previous arrangements to speak at a meeting may be given the
floor at the discretion of the chairperson.

This rule is intended to implement Iowa Code section 904.803.

201—37.5(904) Private sector employment projects.

37.5(1) Definitions.

“Advisory board” means the prison industries advisory board.

“Deputy director of prison industries” means the department of corrections deputy director respon-
sible for the day-to-day operations of prison industries including private sector individuals.

“Director” means the chief executive officer of the department of corrections.

“Workforce development board” means the state workforce development board.

“Workforce development director” means the chief executive officer of the department of work-
force development.

37.5(2) Preapplication requirement. Prior to submitting an application to the deputy director of
prison industries for a private sector employment project, the employer shall place a job order with a
duration of at least 30 days with the nearest workforce development center. The job order will contain
the prevailing wage determined by workforce development. The job order shall be listed statewide in
all centers and on the department of workforce development’s jobs Internet site.

37.5(3) Employer application.

a.  Private sector employers requesting offender labor must submit the following to the deputy
director of prison industries:

Work program, including job description;

Proposed wage rate;

Description of job site;

Duration of the work; and

Copy of the job order listing with workforce development.

Upon receiving a written proposal to use offenders in a private sector work program, the depu-
ty director of prison industries shall provide a copy of the private sector work proposal including job
descriptions and proposed wages to the workforce development director.

¢. The deputy director of prison industries shall send a letter to the department of workforce de-
velopment requesting verification of the employer’s 30-day job listing, the average wage rate for the
job(s) the offenders will perform, the current unemployment rate in the county where the employer is
located, and the current employment level of the company that will employ the offenders.

Sk LN -~



Ch 37, p.6 Corrections Department[201] IAC 6/28/00

d. Thedeputy director of prison industries and the warden/superintendent at the proposed institu-
tion shall review the proposed projects with the board of supervisors and the sheriff in the county where
the project will be located.

37.5(4) Verification. The workforce development director shall verify the employment levels and
prevailing wages paid for similar jobs in the area and provide to the deputy director of prison industries
in writing:

Verification of the employer’s 30-day job listing;

The number of qualified applicant referrals and hires made as a result of the job order;

The average wage rate for the proposed job(s);

The wage range;

The current unemployment rate for the county where the employer is located; and

The current employment levels of the company that will employ the offenders based upon the
most recent quarter for which data is available.

37.5(5) Prevailing wages. The deputy director of prison industries shall obtain employment levels
in the locale of the proposed job(s) and the prevailing wages for the job(s) in question from the depart-
ment of workforce development prior to authorizing any private sector work program. The deputy
director of prison industries will consider the average wage rate and wage range from the department of
workforce development for the appropriate geographic area for which occupational wage information
is available. The appropriate geographic area may be statewide.

To reduce possible displacement of civilian workers, the deputy director of prison industries shall
advise prospective employers and cligible offenders of the following requirements:

1. Offenders shall not be eligible for unemployment compensation while incarcerated.

2. Before the employer initiates work utilizing offender labor, the deputy director of prison in-
dustries shall provide the baseline number of jobs as established by the department of workforce devel-
opment.

3. InJanuary and July of each year, the deputy director of prison industries shall receive from the
department of workforce development the actual number of civilian workers by employer and shall
compile a side-by-side comparison for each employer. A copy of the side-by-side comparison will be
provided to the advisory board and workforce development director semiannually.

37.5(6) Ineligible projects. The deputy director of prison industries shall evaluate the information
from the department of workforce development to verify nondisplacement of civilian workers. Em-
ployment of offenders in private industry shall not displace employed workers, apply to skills, crafts,
or trades in which there is a local surplus of labor, or impair existing contracts for employment or ser-
vices.

37.5(7) Notification. The deputy director of prison industries shall provide a copy of the private
sector work proposal and the department of workforce development review of the private sector work
proposal to the following:

Governor’s office;

Speaker of the house;

President of the senate;

Warden/superintendent at the proposed work site;
Local Iabor organization(s);

Director of workforce development; and
Department of Justice, Washington, DC.

Within 14 calendar days of receiving the department of workforce development review, the deputy
director of prison industries will consolidate the recommendations for review and approval by the di-
rector of corrections.

SUuE LN -
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37.5(8) Prison industries advisory board review. Following approval by the director of correc-
tions, the deputy director of prison industries shall forward the final proposal to the prison industries
advisory board with the recommendation to approve or disapprove the work program, including all
correspondence from the department of workforce development, the Department of Justice, and any
local official who has offered comments.

The deputy director of prison industries shall provide written documentation to the prison industries
advisory board confirming that the proposed work project will not displace civilian workers. If dis-
placement occurs, the deputy director of prison industries shall advise the private employer that the
employer will be given 30 days to become compliant or the department of corrections will terminate
the use of offender labor.

37.5(9) Disputes. Anyone who believes that the private sector work program violates this rule
shall advise the department of workforce development. A written complaint may be filed in accor-
dance with workforce development board rule 877—1.5(84A). The workforce development director
shall consult with the deputy director of prison industries before the workforce development board
makes a final recommendation(s) to resolve any complaint.

The deputy director of prison industries will assist the department of workforce development in
compiling all information necessary to resolve the dispute. The workforce development board shall
notify the deputy director of prison industries and interested parties in writing of the recommended
action to resolve a complaint, which will be binding on all parties.

This rule is intended to implement Iowa Code section 904.809.

201—37.6(904) Utilization of offender Ilabor in construction and maintenance projects.

37.6(1) Definitions.

“Director” means the chief executive officer of the department of corrections.

“Employer” means a contractor or subcontractor providing maintenance or construction services
under contract to the department of corrections or under the department of general services.

“Workforce development director” means the chief executive officer of the department of work-
force development.

37.6(2) Scope. Utilization of offender labor applies only to contractors or subcontractors provid-
ing construction or maintenance services to the department of corrections. The contract authority for
providing construction or maintenance services may be the department of general services.

37.6(3) Employer application. Employers working under contract with the state of lowa may sub-
mit an application to the department of corrections to employ offenders. Requests for such labor shall not
include work release offenders assigned to community-based corrections under Iowa Code chapter 905.

a.  Prior to submitting an application, the employer shall place with the nearest workforce devel-
opment center a job order with a duration of at least 30 days. The job order will contain the prevailing
wage determined by the department of workforce development. The job order shall be listed statewide
in all centers and on the department of workforce development’s jobs Internet site.

The employer’s application shall include:

Scope of work, including type of work and required number of workers;
Proposed wage rate;

Location;

Duration; and

Reason for utilizing offender labor.

¢.  The department of corrections shall verify through the department of workforce development
the employer’s 30-day job listing, the average wage rate for the job(s) the offenders will perform, the
current unemployment rate in the county where the employer is located, and the current employment
level of the employer that will employ the offenders.
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37.6(4) Verification. The director of workforce development shall verify the employment levels
and prevailing wages paid for similar jobs in the area and provide to the director, in writing:
Verification of the employer’s 30-day job listing;

The number of qualified applicant referrals and hires made as a result of the job order;

The average wage rate for the proposed job(s);

The wage range;

The prevailing wage as determined by the U.S. Department of Labor;

The current unemployment rate for the county where the employer is located;

The current cmployment levels of the employer that will employ the offenders based upon the
most recent quarter for which data is available.

37.6(5) Safety training. The employer shall document that all offenders employed in construction
and maintenance projects receive a 10-hour OSHA safety course provided free of charge by the depart-
ment of workforce development.

37.6(6) Prevailing wages. The director will not authorize an employer to employ offenders in hard
labor programs without obtaining from the department of workforce development employment levels
in the locale of the proposed jobs and the prevailing wages for the jobs in question. The average wage
rate and wage range from the department of workforce development will be based on the appropriate
geographic area for which occupational wage information is available. The appropriate geographic
area may be statewide.

To reduce any potential displacement of civilian workers, the director shall advise prospective em-
ployers and eligible offenders of the following requirements:

1. Offenders will not be eligible for unemployment compensation while incarcerated.

2. Before the employer initiates work utilizing offender labor, the director shall provide the base-
line number of jobs as established by the department of workforce development.

3. Ifthe contract to employ offender labor exceeds six months, the director shall request and re-
ceive from the workforce development director the average wage rates and wage ranges for jobs cur-
rently held by offenders and current employment levels of employers employing offenders and shall
compile a side-by-side comparison of each employer.

37.6(7) Disputes. Anyone who believes that the employer’s application violates this rule shall
present concerns in writing to the workforce development board. A written complaint may be filed
with the workforce development board for any dispute arising from the implementation of the employ-
er’s application in accordance with the workforce development board’s rule 877—1.6(84A). The
workforce development board shall consult with the director prior to making recommendations. The
director will assist the workforce development board in compiling all information necessary to resolve
the dispute. The workforce development board shall notify the director and interested parties in writ-
ing of the corrective action plan to resolve the dispute, which will be binding on all parties.

This rule is intended to implement Iowa Code section 904.701.

[Filed 6/25/76, Notice 5/17/76—published 7/12/76, effective 8/16/76]
*[Filed 7/31/78, Notice 5/31/78—published 8/23/78, effective 9/27/78]
[Filed 10/23/81, Notice 8/19/81—published 11/11/81, effective 12/16/81]
*[Filed 1/29/82, Notice 11/11/81—published 2/17/82, effective 3/24/82]
[Filed emergency 8/29/83—published 9/14/83, effective 10/1/83]
[Filed emergency 7/22/88 after Notice 6/15/88—published 8/10/88, effective 7/22/88]
[Filed emergency 2/20/91—published 3/20/91, effective 2/20/91]
[Filed 6/9/00, Notice 4/5/00—published 6/28/00, effective 8/2/00])
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CHAPTER 13
PAROLE DISCHARGE
13.1(906)  Discharge from parole
supervision
13.2(906)  Persons not eligible

CHAPTER 14
EXECUTIVE CLEMENCY
14.1(902) Interviews of inmates serving
life terms
14.2 Reserved
14.3(248A) Executive clemency
applications
14.4(248A,902) Board investigation
14.5(248A,902) Executive clemency
recommendations
14.6(902) Commutation procedure for
class “A” felons

CHAPTER 15

APPEAL OF DECISIONS
15.1(17A)  General
15.2(17A) Grounds
15.3(17A)  Filing an appeal
15.4(17A) Board review and decision
15.5(17A)  Other appearances before the

board

15.6(21) Electronic appearances
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CHAPTER 14

EXECUTIVE CLEMENCY
[615—Ch 14 transferred 10 205—Ch 5, IAB 2/22/89]

205—14.1(902) Interviews of inmates serving life terms. The board shall not grant a parole or work
release to a Class “A” felon serving a life term unless the governor commutes the sentence to a term of
years. Administrative rules relating to the parole and work release consideration of an inmate sen-
tenced to an indeterminate term shall not apply to an inmate sentenced to a life term. The board shall
interview a Class “A” felon serving a life term to determine whether to recommend that the governor
commute the sentence to a term of years. The board shall recommend that the governor commute the
sentence when the board concludes that the inmate should be considered for release on parole or work
release. In making such arecommendation, the board shall also indicate the existence of any registered
victims, and communicate any opinions expressed by those victims regarding release of the inmate.

205—14.2(902) Review of inmates serving life terms. Rescinded IAB 6/28/00, effective 6/8/00.

205—14.3(248A) Executive clemency applications.

14.3(1) Applications to the board.

a. A person convicted of a criminal offense may apply to the board for a recommendation to the
governor for a reprieve, pardon, commutation of sentence, or remission of fines and forfeitures at any
time following the person’s conviction.

b.  An application for a pardon or commutation of sentence shall be on the form provided by the
board. The form may be obtained by contacting the board business office.

c.  An application for a reprieve or remission of fines and forfeitures shall be in writing.

d. The applicant shall submit the executive clemency application to the board business office.

14.3(2) Applications to the governor. Upon the request of the governor, the board shall take charge
of all correspondence in reference to an executive clemency application filed with the governor and
shall provide the governor with the board’s advice and recommendation.

14.3(3) Restoration of citizenship.

a.  Aperson convicted of a criminal offense may apply for a restoration of citizenship at any time
following the discharge of the person’s sentence.

b. A person applying for restoration of citizenship within 60 days of discharge of the person’s
sentence shall submit the short form Application for Restoration of Citizenship, together with an origi-
nal of a progress report from the supervising agent, to the board. This form may be obtained from the
supervising officer. The board shall submit arecommendation to the governor regarding restoration of
citizenship.

c. A person applying for restoration of citizenship more than 60 days after discharge of the per-
son’s sentence shall submit the Executive Clemency Application form to the governor. This form may
be obtained from the governor’s office or from the board. The governor shall obtain a recommendation
regarding restoration of citizenship from the board.

205—14.4(248A,902) Board investigation. The board may investigate an application or district de-
partment recommendation with respect to history, current situation, parole prospects and other perti-
nent matters. The board may consider the application or recommendation, transcripts of judicial pro-
ceedings and all documents submitted with the application, and other documents as the board
determines is appropriate and may interview public officials, victims, and witnesses, and other individ-
uals as the board determines is appropriate.
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205—14.5(248A,902) Executive clemency recommendations.

14.5(1) Decision. Rescinded IAB 6/28/00, effective 6/8/00.

14.5(2) Notice of board recommendation. The board shall give notice of an executive clemency
recommendation to the office of the governor and, if requested, to the inmate or applicant.

14.53) Board consideration following commutation. The board shall consider the parole and
work release prospects of an inmate whose sentence has been commuted by the governor.

14.5(4) Executive clemency reconsiderations.

a. The board may reconsider at any time a board recommendation to grant executive clemency
that the governor has denied and returned to the board. The procedures for reviewing an executive
clemency application shall apply to the reconsideration of a denied recommendation.

b.  The board may refile the recommendation with the governor or withdraw the recommenda-
tion.

205—14.6(902) Commutation procedure for class “A” felons.

14.6(1) Initial review. The board of parole, or its designee, will initially review an application for
commutation to determine whether the inmate is eligible for a commutation pursuant to lowa Code
section 902.2. If the inmate is not eligible to apply for commutation pursuant to lowa Code section
902.2, the board shall return the application to the governor and notify the governor of the reasons.

14.6(2) Parole board commutation investigation process.

a. Ifthe applicant is eligible to apply for commutation pursuant to [owa Code section 902.2, the
board shall conduct an investigation pursuant to that section and subrule 14.6(2).

b.  Theboard may consider any documents the board deems appropriate including, but not limited
to, the application and attached documents, transcripts of judicial proceedings, corrections informa-
tion, and written recommendations, statements, and interviews of public officials, victims, and wit-
nesses.

c.  Theboard shall interview the applicant, pursuant to Iowa Code section 902.2, prior to submit-
ting its recommendation to the governor. The board may interview any other person the board deems
appropriate including, but not limited to, public officials, victims, and witnesses. The board may con-
duct any interview, including the interview of the applicant, through electronic means.

d.  The board shall attempt to provide notice of the commutation investigation to any individual
who would qualify as a victim under lowa’s victim’s notification law. Notice shall be by regular mail to
the last-known address. The notice shall provide a specified amount of time for the victim to provide a
statement to the board regarding the application for commutation.

e.  The board may utilize the resources of the department of public safety for assistance with any
part of its investigation.

. The board may hold a public hearing to receive comments from the general public on an ap-
plication for commutation. The determination to hold a public hearing to receive public comments is
solely at the discretion of the board.

14.6(3) Recommendation and report.

a. Theboard shall vote on a recommendation regarding the application. Any decision to recom-
mend commutation shall be by unanimous vote. The board may continue the matter until such time as
the board may determine by majority vote.

b.  The board may consider any factor it deems appropriate when considering commutation in-
cluding, but not limited to, the nature and circumstances of the crime, the number of years the applicant
has served, the applicant’s previous criminal record, the applicant’s conduct while confined, the im-
pact on the victim, and the public interest.

c.  The board shall prepare a written report of its findings and recommendations and forward its
report to the governor.
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14.6(4) Board consideration following commutation. The board shall consider the parole and
work release prospects of any inmate whose life sentence has been commuted by the governor. The
grant of commutation does not require the board to grant parole or work release. The board shall con-
sider parole or work release pursuant to the standards in 205—Chapter 8.

These rules are intended to implement lowa Code sections 902.2, 902.4, 904A.4(7) and chapter
914,

[Filed 2/6/89, Notice 12/28/88—published 2/22/89, effective 3/29/89]
[Filed 5/14/99, Notice 3/24/99—published 6/2/99, effective 7/7/99]
[Filed emergency 6/8/00—published 6/28/00, effective 6/8/00]
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CHAPTER 14
ISSUANCE OF PRACTITIONERS’
LICENSES

(Effective August 31, 2001)

14.1(272)  Applicants desiring lowa
licensure

14.2(272)  Applicants from recognized lowa
institutions

14.3(272)  Applicants from recognized non-
Towa institutions

14.4(272)  Applicants from foreign institu-
tions

14.5(272)  Issue date on original license

14.6(272)  Adding endorsements to licenses

14.7(272)  Correcting licenses

14.8(272)  Duplicate licenses

14.9(272)  Fraud in procurement or renewal
of licenses

14.10(272) Licenses

14.11(272) Requirements for an initial
license

14.12(272) Requirements for a continuing
license

14.13(272) Requirements for an advanced
teacher’s license

14.14(272) Requirements for a professional
administrator’s license

14.15(272) Requirements for a one-year
conditional license

14.16(272) Requirements for a two-year
conditional license

14.17(272) Conditional special education
license

14.18(272) Conditional occupational and-
postsecondary licenses

14.19(272) Requirements for a substitute
teacher’s license

14.20(272) Two-year exchange license

14.21(272) Licensure and authorization fee

14.22(272) NCATE accredited programs

14.23(272) Requirements for an original
teaching subject arca
endorsement

14.24(272) Human relations requirements for
practitioner licensure

14.25(272) Development of human relations
components

14.26(272) Advisory committee

Educational Examiners[282]
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14.27(272) Standards for approved
components
14.28(272) Evaluation

CHAPTER 15
REQUIREMENTS FOR SPECIAL
EDUCATION ENDORSEMENTS

15.1(272)  Special education teaching
endorsements

Specific requirements

Special education support
personnel

Conditional special education
license

15.2(272)
15.3(272)

15.4(272)

CHAPTER 16
OCCUPATIONAL AND
POSTSECONDARY ENDORSEMENTS
AND LICENSES

Requirements for secondary level
(grades 7-12)

Requirements for provisional
occupational licenses

Renewal requirements—six
renewal units are required

Requirements for occupational
secondary license

Requirements for postsecondary
occupational instructors above
grade twelve

Requirements for postsecondary
arts and science
instructors

Support staff/service personnel
must meet the requirements
for the postsecondary license
with the exception of the
athletic coach

Instructional administration

Learning center administrator
and adjunct or part-time
personnel

Noninstructional administrators,
adult coordinators, occasional
and specialized personnel and
support staff

Conditional occupational and
postsecondary licenses

Definitions

16.1(272)
16.2(272)
16.3(272)
16.4(272)
16.5(272)

16.6(272)

16.7(272)

16.8(272)

16.9(272)

16.10(272)

16.11(272)
16.12(272)
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CHAPTER 17
RENEWAL OF LICENSES

17.1272)  Renewal information

17.2(272)  Renewal application forms

17.3(272)  Issue date on renewed licenses

17.4(272)  Recency of units for renewal

17.5(272)  Renewal requirements for an
educational license

17.6(272)  Renewal requirements for a
professional teacher’s license

17.7(272)  Renewal requirements for a
professional administrator’s
and area education agency
administrator’s license

17.8(272)  Renewal requirements for the
provisional license

17.9(272)  Renewal requirements for a
substitute license

17.10(272) Appeal procedure

17.11(272)  Licensure renewal programs

17.12(272) Staff development programs for
community college staff
license renewal
CHAPTER 18

CONVERSION INFORMATION

18.1(272)  Classes of certificates

18.2(272)  Conversion and renewal of life
certificates

18.3(272)  Conversion of term certificates
issued prior to July 1, 1954
CHAPTER 19

COACHING AUTHORIZATION

19.1(272)  Requirements

19.2(272)  Validity

19.3(272)  Approval of courses

19.4(272)  Application process

19.5(272)  Renewal

19.6(272)  Revocation and suspension
CHAPTER 20

EVALUATOR LICENSE

20.1(272)  Evaluator approval

20.2(272)  Applicants for administrative
licensure

20.3(272)  Renewal or continuation of

administrative licenses or
endorsements

20.4(272)  Out-of-state applicants

Educational Examiners[282]
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20.5(272)  Devclopment of evaluator
approval programs
20.6(272)  Requirements for renewal of
evaluator approval
20.7(272)  Evaluator approval endorsement
20.8(272)  Holder of permanent professional
certificate
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CHAPTER 15

REQUIREMENTS FOR SPECIAL EDUCATION ENDORSEMENTS
[Prior 10 9/7/88, see Education Department[281] Ch 73]
[Prior to 10/3/90, see Education Department[281] Ch 81]

282—15.1(272) Special education teaching endorsements.

15.1(1) Program requirements.

a. Baccalaureate or master’s degree from a regionally accredited institution.

b.  Completion of an approved human relations component.

c.  Professional education core: completed coursework or evidence of competency in:

(1) Structure of American education.

(2) Philosophies of education.

(3) Professional ethics and legal responsibilities.

(4) Psychology of teaching.

(5) Audiovisual/media/computer technology.

(6) Human growth and development related to the grade level endorsement desired.

(7) Completion of pre-student teaching field-based experiences in special education.

d.  Student teaching. Each applicant for an lowa license with a special education instructional
endorsement must file evidence of completing an approved student teaching program in special educa-
tion. This experience must be full-time in an approved special education classroom. An approved
special education classroom is one which is recognized by the state in terms of the respective state rules
for special education.

This special education student teaching experience shall qualify for each special education instruc-
tional endorsement sought on an original application for lowa licensure if at the same grade level.

15.1(2) Adding special education instructional endorsements to Iowa licenses. After the issuance
of a practitioner license, an individual may add other special education instructional endorsements to
that license upon proper application provided current requirements for the endorsement(s) have been
met. However, if an applicant is seeking to add a special education instructional endorsement at the
same level, elementary or secondary, as other endorsements held, the student teaching component set
out in the rules for added endorsement areas is not required.

However, if the applicant seeks to add an endorsement at a different level, that is, from elementary to
secondary or from secondary to elementary, the required student teaching at the other level must be
completed.

282—15.2(272) Specific requirements. For each of the following teaching endorsements in special
education, the applicant must have completed 24 semester hours in special education.

15.2(1) Behavioral disorders.

a.  Prekindergarten-kindergarten behavioral disorders. Meet the requirements for the early
childhood—special education endorsement (refer to 15.2(9)) and complete coursework in:

(1) K-12 introduction/characteristics of behavioral disorders.

(2) A K-6 methods course specific to behavioral disorders.

b.  K-6 behavioral disorders.

(1) K-12 introduction/characteristics of behavioral disorders to include etiology of the disability,
a historical perspective of its treatment, an overview of current trends in the treatment of the disability,
and a study of the impact of the disability on the child and family.

(2) AK-6 methods course specific to behavioral disorders to include an understanding of teaching
materials appropriate to behavioral disorders and skill in curriculum planning and modification.

(3) A course of a general survey nature in the area of exceptional children.
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(4) A course or courses in the collection and use of academic and behavioral data for the educa-
tional diagnosis, assessment, and evaluation of special education pupils which should include:

Norm-referenced instruments (including behavioral rating measures).

Criterion-referenced instruments.

Ecological assessment techniques.

Systematic observation.

Individual trait or personality assessments.

Social functioning data.

Application of assessment results to individualized program development and management.
) Coursework or evidence of competency in:

Individual behavioral management, behavioral change strategies, and classroom management.

Methods and strategies for working with parents, regular classroom teachers, support service
personnel, paraprofessionals, and other individuals involved in the education program.

(6) Student teaching specifically in a behavioral disorders K-6 categorical program.

¢.  7-12 behavioral disorders.

(1) Same as K-6 behavioral disorders except that methods and student teaching must be 7-12
instead of K-6.

(2) A course in career-vocational programming for special education students.

15.2(2) Mental disabilities: mild{imoderate.

a. Prekindergarten-kindergarten mental disabilities. Meet the requirements for early child-
hood—special education. Refer to 15.2(9).

b.  K-6 mental disabilities: mildimoderate.

(1) K-12introduction/characteristics of mental disabilities to include the etiology of the disability,
a historical perspective of its treatment, an overview of current trends in the treatment of the disability,
and a study of the impact of the disability on the child and family.

(2) K-6 curriculum, methods and materials course for students with mild mental disabilities (to
include the concepts of career-vocational education, transition, and integration).

(3) K-12functional, age-appropriate, longitudinal curriculum development (life skills) course for
students with moderate mental disabilities which should include:

1. Assessment and evaluation.

2. Instructional methodology.

3. Integration and social interactions in regular schools and community environments.

4. Transition process from school to community environments.

. Career-vocational programming.

(4) A course of a general survey nature in the area of exceptional children.

(5) A course or courses in the collection and use of academic and behavioral data for the educa-
tional diagnosis, assessment, and evaluation of special education pupils which should include:

Norm-referenced instruments (including behavioral rating measures).

Criterion-referenced instruments.

Ecological assessment techniques.

Systematic observation.

Individual trait or personality assessments.

Social functioning data.

Application of assessment results to individualized program development and management.
) Coursework or evidence of competency in:

Individual behavioral management, behavioral change strategies, and classroom management.

Methods and strategies for working with parents, regular classroom teachers, support services
personnel paraprofessionals, and other individuals involved in the educational program.

(7) K-6 student teaching in a mild or in a moderate mental disabilities categorical program.
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¢.  7-12 mental disabilities: mild/moderate.

(1) Same as K-6 mental disabilities except that the mild methods and the mild or moderate student
teaching must be completed at the 7-12 level instead of K-6.

(2) A course in career-vocational programming for special education students.

15.2(3) Mental disabilities: severe and profound. The holder of this endorsement is authorized to
teach students with severe and profound multiple handicaps from the age of 5 to the age of 21 (and to a
maximum allowable age in accordance with Iowa Code section 256B.8).

a. Prekindergarten-kindergarten mental disabilities. Meet the requirements for early child-
hood—special education. Refer to 15.2(9).

b.  K-12 mental disabilities: severe and profound.

(1) K-12introduction/characteristics of mental disabilities to include the etiology of the disability,
a historical perspective of its treatment, an overview of current trends in the treatment of the disability,
and a study of the impact of the disability on the child and family.

(2) K-12functional, age-appropriate, longitudinal curriculum development (life skills) course for
students with severe and profound multiple handicaps which should include:

1. Assessment and evaluation.

2. Instructional methodology covering adaptations and the concept of partial participation.

3. Integration and social interactions in regular schools and community environments.

4. Transition process from school to community environments.

5.  Career-vocational programming.

(3) A course of a general survey nature in the area of exceptional children.

(4) Coursework or evidence of competency in:

1. Individual behavioral management, behavioral change strategies, and classroom strategies.

2. Methods and strategies for working with parents, regular classroom teachers, support services
personnel, paraprofessionals, and other individuals involved in the educational program.

(5) K-6 or 7-12 student teaching experience with students with severe and profound multiple
handicaps.

15.2(4) Learning disabilities.

a. K-6 learning disabilities.

(1) AXK-12introductory course of learning disabilities that includes a historical perspective to the
field’s development, characteristics and etiology, definitions and identification procedures, conceptu-
al orientations, treatment and intervention, impact of the disability on the individual and family, and
current trends and issues.

(2) AK-6 instructional methods and strategies course specific to learning disabilities that at least
covers the areas of reading, written expression, listening comprehension, oral language, mathematics,
independent student behaviors, social skills, and curriculum development.

(3) At least one of the following courses:

1. Methods in remedial reading.

2. Methods in remedial mathematics.

3. Language and language disorders.

4. Methods in behavioral disorders.

(4) A course of a general survey nature in the area of exceptional children.

(5) A course or courses in the collection and use of academic and behavioral data for the educa-
tional diagnosis, assessment, and evaluation of special education pupils which should include:
Norm-referenced instruments (including behavioral rating measures).

Criterion-referenced instruments.

Ecological assessment techniques.

Systematic observation.

Individual trait or personality assessments.

Social functioning data.

Application of assessment results to individualized program development and management.
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(6) Coursework or evidence of competency in:

1. A course in individual behavioral management, behavioral change strategies, and classroom
management.

2. Amethods and strategies course for working with parents, regular classroom teachers, support
services personnel, paraprofessionals, and other individuals involved in the educational program.

(7) Student teaching specifically in a K-6 learning disabilities categorical program.

b.  7-12 learning disabilities.

(1) Same as K-6 learning disabilities except that instructional methods and strategies course and
student teaching must be 7-12 instead of K-6.

(2) A course in career-vocational programming for special education students.

15.2(5) Physically handicapped.

a.  Prekindergarten-kindergarten physically handicapped. Meet the requirements for early
childhood—special education. Refer to 15.2(9).

b.  K-6 physically handicapped.

(1) K-6 introduction/characteristics of physically handicapped to include the etiology of the dis-
ability, a historical perspective of its treatment, an overview of current trends in the treatment of the
disability, and a study of the impact of the disability on the child and family.

(2) A K-6 methods course specific to physically handicapped to include an understanding of
teaching materials appropriate to the physically handicapped and skill in curriculum planning and
modification.

(3) A course of a general survey nature in the area of exceptional children.

(4) A course or courses in the collection and use of academic and behavioral data for the educa-
tional diagnosis, assessment, and evaluation of special education pupils which should include;

Norm-referenced instruments (including behavioral rating measures).

Criterion-referenced instruments.

Ecological assessment techniques.

Systematic observation.

Individual trait or personality assessments.

Social functioning data.

Application of assessment results to individualized program development and management.
) Coursework or evidence of competency in:

Individual behavioral management, behavioral change strategies, and classroom management.

Methods and strategies for working with parents, regular classroom teachers, support services
personnel paraprofessionals, and other individuals involved in the educational program.

(6) Student teaching specifically in a K-6 physically handicapped categorical program.

¢.  7-12 physically handicapped.

(1) Same as K-6 physically handicapped except that methods and student teaching must be 7-12
instead of K-6.

(2) A course in career-vocational programming for special education.

15.2(6) Hearing impaired.

a.  Prekindergarten-kindergarten hearing impaired. Meet the requirements for the K-6 hearing
impaired endorsement and complete coursework in:

(1) Curriculum development and instructional methods for working with young hearing-impaired
children (birth through age six).

(2) A course specific to using various communication systems with hearing-impaired children.

(3) The education of hearing-impaired infants and their parents to include the parent-infant rela-
tionship, parent training, social/economic issues affecting the family, and development of model par-
ent-infant programs.

(4) A student teaching experience or practicum with hearing-impaired children (birth through age
six).
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b. K-6 hearing impaired.

(1) Anatomy and physiology of the hearing mechanism.

(2) Language development and disorders.

(3) Teaching academic subjects to the hearing impaired.

(4) Teaching language and speech to the deaf/hearing impaired.

(5) A course in the use of sign language for the hearing impaired.

(6) A course of a general survey nature in the area of exceptional children.

(7) A course or courses in the collection and use of academic and behavioral data for the educa-
tional diagnosis, assessment, and evaluation of special education pupils which should include:

Norm-referenced instruments (including behavioral rating measures).

Criterion-referenced instruments.

Ecological assessment techniques.

Systematic observation.

Individual trait or personality assessments.

Social functioning data.

Application of assessment results to individualized program development and management.
) Coursework or evidence of competency in:

Individual behavioral management, behavioral change strategies, and classroom management.

Methods and strategies for working with parents, regu]ar classroom teachers, support services
personnel paraprofessionals, and other individuals involved in the educational program.
3. Understanding the multiply handicapped child.

(9) Student teaching specifically in a hearing-impaired K-6 categorical program.

7-12 hearing impaired.

(1) Same as K-6 hearing impaired except that student teaching must be 7-12 instead of K-6.

(2) A course in career-vocational programming for special education students.

. Itinerant teacher—hearing impaired. The holder of this endorsement is authorized to serve as
an itinerant teacher with children from birth to 21 years (and to a maximum allowable age in accord
with lowa Code section 256B.8). The applicant shall have met the requirements for one of the above
endorsements and in addition thereto the following coursework:

(1) Effective techniques for working with families of preschool handicapped children.

(2) Consultation processes in special education.

15.2(7) Visually impaired.

a.  Prekindergarten-kindergarten visually impaired. Meet the requirements for early child-
hood—special education. Refer to 15.2(9).

b.  K-6 visually impaired.

(1) Anatomy and physiology of the visual mechanism.

(2) Introduction to instruction of the visually impaired.

(3) Braille.

(4) Techniques of instruction for the visually impaired.

(5) A course of a general survey nature in the area of exceptional children.

(6) A course or courses in the collection and use of academic and behavioral data for the educa-
tional diagnosis, assessment, and evaluation of special education pupils which should include:

1. Norm-referenced instruments (including behavioral rating measures).

2. Criterion-referenced instruments.

3. Ecological assessment techniques.
4. Systematic observation.
5
6
7
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(7) Coursework or evidence of competency in:

1.  Individual behavioral management, behavioral change strategies, and classroom management.

2. Methods and strategies for working with parents, regular classroom teachers, support services
personnel, paraprofessionals, and other individuals involved in the educational program.

Understanding the multiply handicapped child.

4. Knowledge of latest technology when working with visually impaired.

(8) Student teaching in K-6 categorical visually impaired program.

. 7-12 visually impaired.

(1) Same as K-6 visually impaired except that student teaching must be 7-12 instead of K-6.

(2) A course in career-vocational programming for special education students.

. Itinerant teacher—visually impaired. The holder of this endorsement is authorized to serve as
an itinerant teacher with children from birth to 21 years (and to a maximum allowable age in accord
with Iowa Code section 256B.8). The applicant shall have met the requirements for one of the above
endorsements and in addition thereto the following coursework:

(1) Effective techniques for working with families of preschool handicapped children.

(2) Consultation processes in special education.

15.2(8) Multicategorical resource teacher—nildly handicapped.

a. Option 1—K-6 multicategorical resource. The holder of this endorsement must meet the re-
quirements to serve as a teacher of the nonhandicapped. See rule 282—14.18(272).

(1) AK-12introductory course for providing educational services to the mildly disabled young-
sters in multicategorical programs which should include current trends and issues for serving these
youngsters, basic theoretical and practical approaches, educational alternatives, implication of federal
and state statutes and related services, and the importance of the multidisciplinary team in providing
more appropriate educational programming.

(2) AK-6 methods and strategies course which includes numerous models for providing curricu-
lar and instructional methodologies utilized in the education of the mildly handicapped.

(3) Two strategy courses chosen from the following list:

A methods course for mental disabilities.

2. A methods course for learning disabilities.

3. A methods course for behavioral disorders.

4. A course in remedial reading.

5. A course in remedial mathematics.

(4) A course of a general survey nature in the area of exceptional children.

(5) A course or courses in the collection and use of academic and behavioral data for the educa-
tional diagnosis, assessment, and evaluation of special education pupils which should include:

Norm-referenced instruments (including behavioral rating measures).

Criterion-referenced instruments.

Ecological assessment techniques.

Systematic observation.

Individual trait or personality assessments.

Social functioning data.

Application of assessment results to individualized program development and management.
) Coursework or evidence of competency in:

Individual behavioral management, behavioral change strategies and classroom management.

Methods and strategies for working with parents, support services personnel, regular class-
room leachers, paraprofessnonals, and other individuals involved in the educational program.

(7) Student teaching in a K-6 multicategorical resource room—mildly handicapped.
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b. Option 1—7-12 multicategorical resource.

(1) The holder of this endorsement must meet the requirements to serve as a teacher of the
nonhandicapped. See rule 282—14.18(272).

(2) Same as K-6 except that student teaching and the instructional strategies course for the multi-
categorical resource room must be 7-12 instead of K-6.

(3) A course in career-vocational programming for special education students.

c.  Option 2—K-6 multicategorical resource. To obtain this endorsement, the applicant must hold
a valid Iowa license with either a K-6 or 7-12 special education instructional endorsement and must
meet the following basic requirements in addition to those set out above in 15.2(8)“a ”(1) through (7).

(1) Child growth and development with emphasis on the emotional, physical, and mental charac-
teristics of elementary age children, unless completed as part of the professional education core. See
282—subrule 14.19(3).

(2) Methods of and materials for teaching elementary language arts.

(3) Remedial reading.

(4) Elementary curriculum methods and materials, unless completed as part of another elementa-
1y level endorsement program (e.g., 282—subrule 14.20(2), 14.20(3), or 14.20(12) or a similar ele-
mentary endorsement program).

(5) Methods of and materials for teaching elementary mathematics.

d.  Option 2—7-12 multicategorical resource. To obtain this endorsement, the applicant must hold
a valid lowa license with either a K-6 or 7-12 special education instructional endorsement and must meet
the following basic requirements in addition to those set out above in 15.2(8)“a (1) through (6).

(1) Adolescent growth and development with emphasis on the emotional, physical, and mental
characteristics of adolescent age children, unless completed as part of the professional education core.
See 282—subrule 14.19(3).

(2) Adolescent literacy or secondary content area reading.

(3) Secondary or adolescent reading diagnosis and remediation.

(4) Methods of and materials for teaching adolescents with mathematics difficulties or mathemat-
ics for the secondary level learning disabilities teacher.

(5) Secondary methods unless completed as part of the professional education core. See
282—subrule 14.19(3).

(6) Studentteaching and the instructional strategies course for the multicategorical resource room
must be 7-12 instead of K-6.

(7) A course in career-vocational programming for special education students.

15.2(9) Early childhood—special education.

a. A course of a general survey nature in the area of exceptional children,

b. Coursework specifically focused on special education children from conception to age three
which should include:

(1) Development.

(2) Screening, assessment, and evaluation.

(3) Service delivery models.

(4) Curriculum, including behavior management.

(5) Working with adult learners.

(6) Pre-student teaching field experience in home instruction programs.

c.  Coursework specifically focused on special education children from age three to six which
should include: /

(1) Development.

(2) Screening, assessment, and evaluation.

(3) Service delivery models.

(4) Curriculum, including behavior and classroom management.

(5) Pre-student teaching field experience to include severely or multiply handicapped.
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d. A course which focuses on specific strategies for working with adult learners and family sys-
tems.

e.  Acourse specific to communication development and information on alternative communica-
tion systems for special education children.

f Acourse specific to methods and materials for working with young children with severe/pro-
found or multiple disabilities to include medical issues, exercises in problem solving specific to
adaptations of materials, equipment and programs, and utilization of human resources.

g Acourse which focuses on working with others which explores in depth the myriad of related
service agencies at the federal, state, and local levels which may be needed to appropriately serve
young children and their families who may be categorized as medically fragile, disadvantaged, handi-
capped, in need of respite services, or from single-parent families.

h. A course in cardiopulmonary resuscitation and first-aid training.

i, Adequate preparation in methods and techniques for working with the medically fragile and
technologically dependent children.

Jj. Astudent teaching experience in an early childhood special education program.

15.2(10) Multicategorical special class with integration.

a. Prekindergarten-kindergarten multicategorical special class with integration. Meet the re-
quirements for the following endorsement: early childhood—special education. Refer to 15.2(9).

b.  K-6 multicategorical special class with integration. Meet the requirements for two of the fol-
lowing endorsements:

(1) K-6 behavioral disorders.

(2) K-6 mental disabilities.

1. Mild/moderate, or

2. Moderate/severe/profound.

(3) K-6 learning disabilities.

(4) One of the endorsements may include:

1. K-6 physically handicapped.

2. K-6 hearing impaired.

3. K-6 visually impaired.

c.  7-12 multicategorical special class with integration. Same as K-6 except the grade level must
be 7-12.

If all of the requirements for two endorsements are met with the exception of the student teaching
experiences, one student teaching experience in a multicategorical special class with integration pro-
gram may be completed.

15.2(11) Speech and language teacher. Reserved.

15.2(12) Instructional endorsement. Applicants for a special education instructional endorsement
may present evidence of three years’ successful teaching experience in the type of assignment autho-
rized by the endorsement to appear on the license sought in lieu of the credits in student teaching re-
quired for the endorsement, provided the following three conditions are met:

a. Thethree years of experience to be substituted for student teaching shall have been gained on a
valid license or certificate other than a temporary or emergency certificate or license.

b. A corresponding number of semester hours of credit is presented in other special education
courses, and

¢.  The institution recommending the applicant for such endorsement agrees to the substitution.
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[Filed 8/6/86, Notice 11/20/85—published 8/27/86, effective 10/1/88]
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{Two ARCs
*Effective date delayed 70 days by the Administrative Rules Review Committee at its meeting held Seplember 9, 1992; delay lifted by the Committce
October 14, 1992, effective October 15, 1992,
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CHAPTER 22
PARAEDUCATOR CERTIFICATES

282—22.1(272) Paraeducator certificates. lowa paraeducator certificates are issued upon applica-
tion filed on a form provided by the board of educational examiners.

282—22.2(272) Approved paraeducator certificate programs. An applicant for an initial paraedu-
cator certificate who completes the paraeducator preparation program from a recognized Iowa para-
educator approved program shall have the recommendation from the designated certifying official at
the recognized area education agency, local education agency, community college, or institution of
higher education where the preparation was completed. A recognized Iowa paraeducator approved
program is one which has its program of preparation approved by the state board of education accord-
ing to standards established by the board.

282—22.3(272) Issue date on original certificate. A certificate is valid only from and after the date
of issuance.

282—22.4(272) Validity. The paraeducator certificate shall be valid for five years.

282—22.5(272) Certificate fee.
22.5(1) Issuance of certificates. The fee for the issuance of the paraeducator certificate shall be $25.
22.5(2) Adding areas of concentration. The fee for the addition of each area of concentration to a
paraeducator certificate, following the issuance of the initial paraeducator certificate and any area(s) of
concentration, shall be $10.

282—22.6(272) Prekindergarten through grade 12 paraeducator generalist certificate,

22.6(1) Applicants must possess a minimum of a high school diploma or a graduate equivalent
diploma.

22 6(2) Appllcants shall be disqualified for any of the following reasons:

The applicant is less than 18 years of age.

The applicant has been convicted of child abuse or sexual abuse of a child.

The applicant has been convicted of a felony.

The applicant’s application is fraudulent.

The applicant’s certification from another state is suspended or revoked.

The applicant fails to meet board standards for application for an initial or renewed certificate.

22 6(3) Qualifications or criteria for the granting or revocation of a certificate or the determination
of an individual’s professional standing shall not include membership or nonmembership in any teach-
er or paraeducator organization.

22.6(4) Applicants shall have successfully completed at least 90 clock hours of training in the
areas of behavior management, exceptional child and at-risk child behavior, collaboration skills, inter-
personal relations skills, child and youth development, technology, and ethical responsibilities and be-
havior.
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22.6(5) Applicants shall have successfully completed the following list of competencies so that,
under the direction and supervision of a qualified classroom teacher, the paraeducator will be able to:

a.  Support asafe, positive teaching and learning environment including the following competen-
cies:

(1) Follow prescribed health, safety, and emergency school and classroom policy and procedures.

(2) Asdirected, prepare and organize materials to support teaching and learning.

(3) Usestrategies and techniques for facilitating the integration of individuals with diverse learn-
ing needs in various settings.

(4) Assist with special health services.

(5) Assist in adapting instructional strategies and materials according to the needs of the learner.

(6) Assist in gathering and recording data about the performance and behavior of individuals.

(7) Assist in maintaining a motivational environment.

(8) Assist in various instructional arrangements (e.g., large group, small group, tutoring).

b.  Assist in the development of physical and intellectual development including the following
competencies:

(1) Assist with the activities and opportunities that encourage curiosity, exploration, and problem
solving that are appropriate to the development levels and needs of all children.

(2) Actively communicate with children and provide opportunities and support for children to un-
derstand, acquire, and use verbal and nonverbal means of communicating thoughts and feelings.

(3) Actively communicate and support high expectations that are shared, clearly defined and ap-
propriate.

(4) Make and document observations appropriate to the individual with specific learning needs.

(5) Use strategies that promote the learner’s independence.

(6) Assist in monitoring progress and providing feedback to the appropriate person.

c.  Support social, emotional, and behavioral development including the following competen-
cies:

(1) Provide a supportive environment in which all children, including children with disabilities
and children at risk of school failure, can begin to learn and practice appropriate and acceptable behav-
iors as individuals and groups.

(2) Assist in developing and teaching specific behaviors and procedures that facilitate safety and
learning in each unique school setting.

(3) Assistin the implementation of individualized behavior management plans, including behav-
ior intervention plans for students with disabilities.

(4) Model and assist in teaching appropriate behaviors as a response to inappropriate behaviors.

(5) Useappropriate strategies and techniques in a variety of settings to assist in the development of
social skills.

(6) Assist in modifying the learning environment to manage behavior.

d. Establish positive and productive relations including the following competencies:

(1) Demonstrate a commitment to a team approach to interventions.

(2) Maintain an open, friendly, and cooperative relationship with each child’s family, sharing in-
formation in a positive and productive manner.

(3) Communicate with colleagues, follow instructions and use problem-solving skills that will fa-
cilitate working as an effective member of the school team.

(4) Foster respectful and beneficial relationships between families and other school and commu-
nity personnel.

(5) Function in a manner that demonstrates a positive regard for the distinctions among roles and
responsibilities of paraprofessionals, professionals, and other support personnel.

‘o’
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e. Integrate effectively the technology to support student learning including the following com-
petencies:

(1) Establish an environment for the successful use of educational technology.

(2) Support and strengthen technology planning and integration.

(3) Improve support systems for technical integration.

(4) Operate computers and use technology effectively.

f Practice ethical and professional standards of conduct on an ongoing basis including the fol-
lowing competencies:

(1) Demonstrate a commitment to share information in a confidential manner.

(2) Demonstrate a willingness to participate in ongoing staff development and self-evaluation,
and apply constructive feedback.

(3) Abide by the criteria of professional practice and rules of the board of educational examiners.

22.6(6) An applicant for a certificate under these rules shall demonstrate that the requirements of
the certificate have been met, and the burden of proof shall be on the applicant.

282—22.7(272) Paraeducator area of concentration. An area of concentration is not required but
optional. Applicants must currently hold or have previously held an Iowa paraeducator generalist cer-
tificate. Applicants may complete one or more areas of concentration but must complete at least 45
clock hours in each area of concentration.

22.7(1) Early childhood—prekindergarten through grade 3. The paraeducator shall successfully
complete the following list of competencies so that under the direction and supervision of a qualified
classroom teacher, the paraeducator will be able to:

a. Reinforce skills, strategies, and activities involving individuals or small groups.

b. Participate as a member of the team responsible for developing service plans and educational
objectives for parents and their children.

c.  Listen to and communicate with parents in order to gather information for the service delivery
team.

d. Demonstrate knowledge of services provided by health care providers, social services, educa-
tion agencies, and other support systems available to support parents and provide them with the strate-
gies required to gain access to these services.

e. Demonstrate effective strategies and techniques to stimulate cognitive, physical, social, and
language development in the student.

f Gather information as instructed by the classroom teacher about the performance of individual
children and their behaviors, including observing, recording, and charting, and share information with
professional colleagues.

g. Communicate and work effectively with parents and other primary caregivers.

22.7(2) Special needs—prekindergarten through grade 12. The paraeducator shall successfully
complete the following list of competencies so that under the direction and supervision of a qualified
classroom teacher, the paraeducator will be able to:

a. Understand and implement the goals and objectives in an individualized education plan (IEP).

b. Demonstrate an understanding of the value of serving children and youth with disabilities and
special needs in inclusive settings.

¢.  Assistin the instruction of students in academic subjects using lesson plans and instructional
strategies developed by teachers and other professional support staff.

d.  Gather and maintain data about the performance and behavior of individual students and con-
fer with special and general education practitioners about student schedules, instructional goals, prog-
ress, and performance.

e.  Use appropriate instructional procedures and reinforcement techniques.

£ Operate computers, use assistive technology and adaptive equipment that will enable students
with special needs to participate more fully in general education.
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22.7(3) English as a second language—prekindergarten through grade 12. The paraeducator
shall successfully complete the following list of competencies so that, under the direction and supervi-
sion of a qualified classroom teacher, the paraeducator will be able to:

a.  Operate computers and use technology that will enable students to participate effectively inthe
classroom.

b.  Work with the classroom teacher as collaborative partners.

¢. Demonstrate knowledge of the role and use of primary language of instruction in accessing
English for academic purposes.

d. Demonstrate knowledge of instructional methodologies for second language acquisition.

e. Communicate and work effectively with parents or guardians of English as a second language
students in their primary language.

f Demonstrate knowledge of appropriate translation and interpretation procedures.

22.7(4) Career andtransitional programs—grades 5 through 12. The paraeducator shall success-
fully complete the following list of competencies so that, under the direction and supervision of a quali-
fied classroom teacher, the paraeducator will be able to:

a.  Assist in the implementation of career and transitional programs.

b.  Assist in the implementation of appropriate behavior management strategies for career and
transitional students and those students who may have special needs.

c.  Assistin the implementation of assigned performance and behavior assessments including ob-
servation, recording, and charting for career and transitional students and those students who may have
special needs.

d. Provide training at job sites using appropriate instructional interventions.

e. Participate in preemployment, employment, or transitional training in classrooms or at off-
campus sites.

f Communicate effectively with employers and employees at work sites and with personnel or
members of the public in other transitional learning environments.

282—22.8 to 22.11 Reserved.

282—22.12(272) Prekindergarten through grade 12 advanced paraeducator certificate. Appli-
cants for the prekindergarten through grade 12 advanced paraeducator certificate shall have met the
following requirements:

22,12(1) Currently hold or have previously held an Iowa paraeducator generalist certificate.

22.12(2) Possess an associate’s degree or have earned 62 semester hours of college coursework
from a regionally accredited institution of higher education.

22,12(3) Complete a minimum of two semester hours of coursework involving at least 100 clock
hours of a supervised practicum with children and youth. These two semester hours of practicum may
be part of an associate degree or part of the earned 62 semester hours of college coursework.

282—22.13(272) Renewal requirements. The paraeducator certificate may be renewed upon ap-
plication, a $25 renewal fee, and verification of successful completion of coursework totaling three
units in any combination listed below.

1. One unit may be earned through a planned staff development renewal course related to para-
educators in accordance with guidelines approved by the board of educational examiners.

2. One unit may be earned for each semester hour of college credit.

These rules are intended to implement Iowa Code sections 272.6 and 272.12.

[Filed 6/9/00, Notice 4/5/00—published 6/28/00, effective 8/2/00]
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TITLE VIII
MEDICAL ASSISTANCE

CHAPTER 75
CONDITIONS OF ELIGIBILITY
DIVISION |

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

Medical assistance lien

Determination of countable
income and resources for
persons in a medical

75.4(249A)
75.5(249A)

institution

75.6 Reserved

75.7(249A) Furnishing of social security
number

75.8(249A) Medical assistance corrective
payments

75.9(249A) Treatment of Medicaid
qualifying trusts

75.10(249A) Residency requirements

75.11(249A) Citizenship or alienage
requirements

75.12(249A) Persons who enter jails or penal
institutions

75.13(249A) Categorical relatedness

75.14(249A) Establishing paternity and
obtaining support

75.15 Reserved

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 Reserved

75.20(249A) Disability requirements for
SSI-related Medicaid

75.21(249A) Health insurance premium
payment program
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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) lowa 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 excluded
from fthe eligible group when
determining elibibility 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
Time limit for decision
Notification of decision
Effective date
Certification for services
Reinvestigation

76.3(249A)
76.4(249A)
76.5(249A)
76.6(249A)
76.7(249A)
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76.8(249A) Investigation by quality control
or the food stamp
investigation section of the
department of inspections and
appeals

76.9(249A) Recipient lock-in

76.10(249A) Applicant and recipient
responsibilities

76.11(249A) Automatic redetermination

76.12(249A) Recovery

76.13(249A) Conversion to the X-PERT
system

CHAPTER 77

CONDITIONS OF PARTICIPATION FOR
PROVIDERS OF MEDICAL AND

REMEDIAL CARE
Physicians
Retail pharmacies
Hospitals
Dentists
Podiatrists
Optometrists
Opticians

77.1(249A)

77.2(249A)

77.3(249A)

77.4(249A)

77.5(249A)

77.6(249A)

77.7(249A)

77.8(249A) Chiropractors

77.9(249A) Home health agencies

77.10(249A) Medical equipment and
appliances, prosthetic devices
and sickroom supplies

77.11(249A) Ambulance service

77.12 Reserved

77.13(249A) Hearing aid dealers

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

71.25 Reserved

77.26(249A) Nurse-midwives

77.27(249A) Birth centers

77.28(249A) Area education agencies

77.29(249A) Case management provider
organizations

77.30(249A) HCBS ill and handicapped
waiver service providers

77.31(249A) Nurse anesthetists

77.32(249A) Hospice providers
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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) Family or pediatric nurse
practitioner

77.37(249A) HCBS MR waiver service
providers

77.38(249A) Rehabilitative treatment service
providers

77.39(249A) HCBS brain injury waiver
service providers

77.40(249A) Lead inspection agency providers

77.41(249A) HCBS physical disability waiver
service providers

CHAPTER 78
AMOUNT, DURATION AND SCOPE OF
MEDICAL AND REMEDIAL SERVICES
78.1(249A) Physicians’ services
78.2(249A) Retail pharmacies
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
sickroom supplies
78.11(249A) Ambulance service

78.12 Reserved
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 Reserved
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CHAPTER 161
IOWA SENIOR LIVING TRUST FUND
161.1(78GA,SF2193) Definitions
161.2(78GA,SF2193) Funding and operation
of trust fund
161.3(78GA,SF2193) Allocations from the
senior living trust
fund
161.4(78GA,SF2193) Participation by
government-owned
nursing facilities

CHAPTER 162
NURSING FACILITY CONVERSION AND
LONG-TERM CARE SERVICES
DEVELOPMENT GRANTS
162.1(78GA,SF2193) Definitions
162.2(78GA,SF2193) Awailability of grants
162.3(78GA,SF2193) Grant eligibility
162.4(78GA,SF2193) Grant application
process
162.5(78GA,SF2193) Grant dispersal stages
162.6(78GA,SF2193) Project contracts
162.7(78GA,SF2193) Grantee responsibilities
162.8(78GA,SF2193) Offset
162.9(78GA,SF2193) Appeals

CHAPTER 163
ADOLESCENT PREGNANCY
PREVENTION AND SERVICES TO
PREGNANT AND PARENTING
ADOLESCENTS PROGRAMS
163.1(234) Definitions
163.2(234) Availability of grants for projects
163.3(234) Project eligibility
163.4(234) Request for proposals for pilot
project grants
Selection of proposals
Project contracts
Records

163.5(234)
163.6(234)
163.7(234)
163.8(234) Evaluation

163.9(234) Termination of contract
163.10(234) Appeals

CHAPTER 164
Reserved

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
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165.5(217)
165.6(217)
165.7(217)

Grant application process
Selection of grantees

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) Awailability 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
167.7 to 167.10 Reserved
DIVISION 11

SEVENTY-TWO HOUR REIMBURSEMENT PROGRAM
RESERVED

CHAPTER 168
CHILD DAY CARE GRANTS PROGRAMS
168.1(234) Definitions
168.2(234)  Awailability of grants
168.3(234) Grant eligibility
168.4(234) Request for proposals for grant
applications
Selection of proposals
Grant contracts
Evaluation
Termination of contract
Appeals

CHAPTER 169
FUNDING FOR EMPOWERMENT AREAS

169.1(71)  Definitions

169.2(71)  Use of funds

169.3(71)  Eligibility for funding

169.4(71)  Funding availability

169.5(7)  Community empowerment areas
responsibilities

lowa empowerment board’s
responsibilities

Department of human services’
responsibilities

Revocation of funding

Appeals

168.5(234)
168.6(234)
168.7(234)
168.8(234)
168.9(234)

’

169.6(71)
169.7(71)

169.8(71)
169.9(71)



Analysis, p.28

TITLE XV
INDIVIDUAL AND FAMILY SUPPORT
AND PROTECTIVE SERVICES

CHAPTER 170

CHILD CARE SERVICES
170.1(234) Definitions
170.2(234) Eligibility
170.3(234) Goals
170.4(234) Elements of service provision
170.5(234)  Adverse service actions
170.6(234) Appeals
170.7 Reserved
170.8(234) Allocation of funds

CHAPTER 171
ADULT DAY CARE
Definitions
Approval
Eligibility
Situations served
Standards
Component services to be
provided
Availability of component day
care services
Termination

CHAPTER 172
SHELTERED WORK/WORK ACTIVITY
SERVICES

Definitions

Approval

Eligibility

Assessment (diagnosis and
evaluation)

Case plan (individual service
plan)

Provider’s individual program
plan

Termination

CHAPTER 173

FAMILY PLANNING SERVICES
173.1(234) Definitions
173.2(234) Eligibility
173.3(234) Choice of provider
173.4(234) Referrals
173.5and 173.6  Reserved
173.7(234) Need

171.1(234)
171.2(234)
171.3(234)
171.4(234)
171.5(234)
171.6(234)

171.7(234)
171.8(234)

172.1(234)
172.2(234)
172.3(234)
172.4(234)
172.5(234)
172.6(234)

172.7(234)
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CHAPTER 174
TRANSPORTATION SERVICES
174.1(234) Eligibility
174.2(234) Services provided
174.3(234) Handicapped individuals
174.4(234) Payment
174.5(234) Termination

CHAPTER 175
ABUSE OF CHILDREN
DIVISION 1
CHILD ABUSE
Reserved
DIVISION 11

CHILD ABUSE ASSESSMENT
PILOT PROJECTS

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

175.1t0 175.20

175.36(235A) Multidisciplinary teams
175.37(232) Community education
175.38(235) Written authorizations
175.39(232) Founded child abuse
175.40(235A) Retroactive reviews
175.41(235A) Access to child abuse
information
175.42(235A) Person conducting research
175.43(235A) Child protection services

citizen review panels

-/
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ac. Payments received from the comprehensive child development program, funded by the Ad-
ministration for Children, Youth, and Families, provided the payments are considered complimentary
assistance by federal regulation.

ad. Incentive allowance payments received from the work force investment project, provided the
payments are considered complimentary assistance by federal regulation.

ae. Interest and dividend income.

af. Rescinded IAB 12/3/97, effective 2/1/98.

ag. Terminated income of recipient households who are subject to retrospective budgeting begin-
ning with the calendar month the source of the income is absent, provided the absence of the income is
timely reported as described at 441—subrule 40.24(1) and 441—subparagraph 40.27(4)“f”(1).

EXCEPTION: Income that terminated in one of the two initial months occurring at time of an initial
application that was not used prospectively shall be considered retrospectively as required by
41.27(9)“b”(1). If income terminated and is timely reported but a grant adjustment cannot be made
effective the first of the next month, a payment adjustment shall be made. This subrule shall not apply
to nonrecurring lump sum income defined at 41.27(9)“c”(2).



Ch 41, p.34 Human Services[441] IAC 6/28/00

ah. Welfare reform and regular household honorarium income. All moneys paid to a FIP house-
hold in connection with the welfare reform demonstration longitudinal study or focus groups shall be
exempted.

ai. Diversion or self-sufficiency grants assistance as described at 441—Chapter 47.

aj. Payments from property sold under an installment contract as specified in paragraphs
41.26(4)“b” and 41.27(1)“f.”

ak. All census earnings received by temporary workers from the Bureau of the Census for Census
2000 during the period of April 1, 2000, through January 31, 2001.

41.27(8) Treatment of income in excluded parent cases, stepparent cases, and underage parent
cases.

a. Treatment of income in excluded parent cases.

(1) Treatment of income when the parent is a citizen or an alien other than those described in
41.23(4)“a”(3). A parent who is living in the home with the eligible child(ren) but whose needs are
excluded from the eligible group is eligible for the 20 percent earned income deduction, the 50 percent
work incentive deduction described at 41.27(2)“a” and “c, ” and diversions described at 41.27(4), and
shall be permitted to retain that part of the parent’s income to meet the parent’s needs as determined by
the difference between the needs of the eligible group with the parent included and the needs of the
eligible group with the parent excluded except as described at 41.27(11). All remaining nonexempt
income of the parent shall be applied against the needs of the eligible group.

(2) Treatment of income of a parent who is ineligible because of lawful temporary or permanent
resident status. The income of a parent who is ineligible as described in 41.23(4) “a ”(3) shall be attrib-
utable to the eligible group in the same manner as the income of a stepparent is determined pursuant to
41.27(8)“b”(1) to (7), (9) and (10). Nonrecurring lump sum income received by the parent shall be
treated in accordance with 41.27(9)“c”(2).

b.  Treatment of income in stepparent cases. The income of a stepparent who is not included in the
eligible group, but is living with the parent in the home of the eligible child(ren), shall be given the
same consideration and treatment as that of a natural parent subject to the limitations of subparagraphs
(1) to (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) Rescinded IAB 6/30/99, effective 7/1/99.

(3) Any amounts actually paid by the stepparent to individuals not living in the home, who are
claimed or could be claimed by the stepparent as dependents for federal income tax purposes, shall be
deducted from nonexempt monthly earned and unearned income of the stepparent.

(4) The stepparent shall also be allowed a deduction from nonexempt monthly earned and un-
earned income for alimony and child support payments made to individuals not living in the home with
the stepparent.

(5) Except as described at 41.27(11), the nonexempt monthly earned and unearned income of the
stepparent remaining after application of the deductions in 41.27(8) “b (1) to (4) above shall be used to
meet the needs of the stepparent and the stepparent’s dependents living in the home, when the depen-
dents’ needs are not included in the eligible group and the stepparent claims or could claim the depen-
dents for federal income tax purposes. These needs shall be determined in accordance with the family
investment program standard of need for a family group of the same composition.
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[Filed emergency 3/14/91—published 4/3/91, effective 3/14/91]
[Filed without Notice 4/11/91—published 5/1/91, effective 7/1/91]
[Filed 5/17/91, Notice 3/20/91—published 6/12/91, effective 8/1/91]
[Filed emergency 6/14/91—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 9/18/91, Notice 7/10/91)—published 10/16/91, effective 12/1/91]
[Filed emergency 10/10/91 after Notice 9/4/91—published 10/30/91, effective 11/1/91]
[Filed 11/15/91, Notice 9/18/91—published 12/11/91, effective 2/1/92]
*[Filed 12/11/91, Notice 10/16/91—published 1/8/92, effective 3/1/92]0
[Filed 1/16/92, Notice 9/18/91—published 2/5/92, effective 4/1/92]
[Filed emergency 4/15/92—published 5/13/92, effective 4/16/92]
o’ [Filed emergency 6/11/93 after Notice 4/28/93—published 7/7/93, effective 7/1/93]
[Filed emergency 9/17/93—published 10/13/93, effective 10/1/93]
[Filed emergency 11/12/93—published 12/8/93, effective 1/1/94]
[Filed 12/16/93, Notice 10/13/93—published 1/5/94, effective 3/1/94]
[Filed 2/10/94, Notice 12/8/93—published 3/2/94, effective 5/1/94]
[Filed 8/12/94, Notice 7/6/94—published 8/31/94, effective 11/1/94]
[Filed emergency 1/11/95 after Notice 11/23/94—published 2/1/95, effective 2/1/95]
[Filed 2/16/95, Notice 11/23/94—published 3/15/95, effective 5/1/95]
[Filed 7/12/95, Notice 5/10/95—published 8/2/95, effective 10/1/95]
[Filed without Notice 9/25/95—published 10/11/95, effective 12/1/95]
[Filed emergency 11/16/95—published 12/6/95, effective 12/1/95]
[Filed emergency 1/10/96 after Notice 10/11/95—published 1/31/96, effective 2/1/96]
-’ [Filed 1/10/96, Notice 10/11/95—published 1/31/96, effective 4/1/96]
[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 9/19/96]
[Filed emergency 12/12/96—published 1/1/97, effective 1/1/97)]
[Filed 12/12/96, Notice 10/9/96—published 1/1/97, effective 3/1/97]
[Filed emergency 1/15/97—published 2/12/97, effective 3/1/97)
[Filed 3/12/97, Notice 1/1/97—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 6/12/97—published 7/2/97, effective 7/1/97]
[Filed emergency 9/16/97—published 10/8/97, 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 11/12/97, Notice 9/10/97—published 12/3/97, effective 3/1/98}
[Filed 12/10/97, Notice 10/8/97—published 12/31/97, effective 3/1/98]

(Two ARCs
\v/ *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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[Filed emergency 1/14/98 after Notice 11/19/97—published 2/11/98, effective 2/1/98]
[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 9/1/98)
[Filed 8/12/98, Notice 7/1/98—published 9/9/98, effective 11/1/98]
[Filed 3/10/99, Notice 11/18/98—published 4/7/99, effective 5/31/99]
[Filed 3/10/99, Notice 11/18/98—published 4/7/99, effective 6/1/99]
[Filed 4/15/99, Notice 2/10/99—published 5/5/99, effective 7/1/99]
{Filed emergency 6/10/99—published 6/30/99, effective 7/1/99)]
[Filed 6/10/99, Notice 4/21/99—published 6/30/99, effective 9/1/99]
[Filed 8/11/99, Notice 6/30/99—published 9/8/99, effective 11/1/99)]
[Filed 12/8/99, Notice 11/3/99—published 12/29/99, effective 3/1/00]
[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 6/8/00, Notice 4/5/00—published 6/28/00, effective 9/1/00]
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65.29(3) Exclusion of income from 2000 census employment. All earnings received by temporary
workers from the Bureau of the Census for Census 2000 during the period of April 1, 2000, through
January 31, 2001, shall be excluded from income.

65.29(4) Interest income for retrospectively budgeted cases. 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. Notwithstanding anything to the contrary in these rules or regulations,
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, transporta-
tion and miscellaneous personal expenses (other than living expenses). If the institution, school, pro-
gram, or other grantor does not earmark amounts made available for the allowable costs involved, stu-
dents 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.
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. Notwithstanding anything to the contrary in
these rules or regulations, the earnings of elementary or high school students who are members of the
household and are 17 years of age or younger shall be excluded.

65.29(8) Vendor payments. General assistance vendor payments provided for energy or utility-
cost assistance shall also be excluded.

65.29(9) HUD or FmHA utility reimbursement. HUD or FMHA utility reimbursement payments
shall be excluded from income.

65.29(10) Welfare reform and regular household honorarium income. All moneys paid to a food
stamp household in connection with the welfare reform demonstration longitudinal study or focus
groups shall be exempted.

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) Exclusion from resource limits. The value of vehicles necessary to carry fuel for heating
or water for home use when the transported fuel or water is the primary source of fuel or water for the
household shall be excluded.

65.30(3) Resources of SSI and FIP household members. Notwithstanding anything to the contrary
in these rules or regulations, all resources of SSI or FIP recipients are excluded. For food stamp pur-
poses, those members’ resources, if identified, cannot be included when a household’s total resources
are calculated.

65.30(4) Earnedincome tax credits. Notwithstanding anything to the contrary in these rules or regu-
lations, earned income tax credits (EITC) shall be excluded from consideration as a resource for 12
months from the date of receipt if the person receiving the EITC was participating in the food stamp pro-
gram at the time the credits were received, and participated continuously during the 12-month period.
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65.30(5) Vehicles not otherwise excluded. Notwithstanding anything to the contrary in these rules
or regulations, all licensed vehicles not excluded as a resource shall individually be evaluated for fair
market value and that portion of the value which exceeds $4,650 shall be attributed in full toward the
household’s resource level, regardless of any encumbrances on the vehicles.

441—65.31(234) Homeless meal providers. When an office of the department is notified that an es-
tablishment or shelter in its administrative area has applied to be able to accept food stamps for homeless
persons, staff shall obtain a written statement from the establishment or shelter. The statement must con-
tain 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.

441—65.32(234) Basis for food stamp allotments. Notwithstanding anything to the contrary in
these rules or regulations, the annual adjustment to the maximum allotment shall be based on 100 per-
cent of the Thrifty Food Plan. Allotments shall not fall below the federal fiscal year 1996 level.

441—65.33(234) Maximum monthly dependent care deduction. Notwithstanding anything to the
contrary in these rules or regulations, the maximum monthly dependent care deduction households
shall be granted is $200 for each child under two years of age and $175 for each other dependent.

441—65.34(234) Exclusion of advance earned income tax credit payments from income. Re-
scinded IAB 10/30/91, effective 1/1/92.

441—65.35(234) Migrant and seasonal farm worker households. Rescinded IAB 10/30/91, effec-
tive 1/1/92.

441—65.36(234) Electronic benefit transfer (EBT) of food stamp benefits.

65.36(1) Liability for unauthorized use of food stamp EBT benefits. The department shall not re-
place EBT benefits that are lost or stolen after being credited to that household’s food stamp account un-
less the loss occurs after the time the household reports the loss, theft, or compromise of their EBT card or
PIN to the department or the electronic funds transfer (EFT) network. The food stamp household is liable
for unauthorized use of its EBT card that occurs prior to the time the household reports the loss.

65.36(2) EBT state guarantee. In the event that the EBT point of sale (POS) system is inoperable,
and the household has incurred an expense using a manual voucher against its food stamp account for
eligible food items exceeding the balance in their food stamp account, the state shall pay the retailer the
balance in that account. In addition, if the balance of the household’s food stamp account is less than
$40, the state will pay the retailer the difference between $40 and the balance in the account, up to the
amount of the purchase, so that the total payment from food stamp benefits and state guarantee does not
exceed $40. Payment will not be made for more than one manual voucher transaction for a cardholder
at the same retail establishment in one day.

-’/
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[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]
[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]
o’ [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]
o’ [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]

\v/ (Two ARCs
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[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] \w’
[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]
[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] \a’
[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]*
[Filed without Notice 9/19/96—published 10/9/96, effective 11/22/96]**
[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]

* Amendments 1o subrules 65.30(5) and 65.130(7) and rules 65.32(234) and 65.132(234) effective 10/1/96. \.’
** Subrules 65.8(11) and 65.108(11) effective 1/1/97.
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73.4(3) Income eligibility. All earned and unearned income of the household shall be counted in
determining eligibility.

a. Income defined. Income means all income received by an individual from sources identified
by the U.S. Census Bureau in computing median income and includes money wages or salary, net in-
come from nonfarm self-employment, net income from farm self-employment, dividends, interest, in-
come from estates or trusts, net rental income and royalties, public assistance or welfare payments,
pensions and annuities, workers’ compensation, alimony, child support, veterans’ pensions, social se-
curity, railroad retirement, supplemental security income, state or federal assistance, veterans’ bene-
fits, black lung benefits, all disability pensions, state supplementary assistance, unemployment com-
pensation benefits, and income from minors under 16 years of age.

b.  Determination of income. Earned or unearned income shall be the gross annual, monthly, or
weekly income. Biweekly income is to be multiplied by 2.15 to determine monthly income. Adjusted
gross self-employment income is to be averaged over a 12-month period. Income received from inter-
est and dividends shall be averaged over a 12-month period. The amount of income which stops or
starts during the month shall be estimated on the basis of the best information available.

¢.  Income exclusions. Income from the following programs shall not be counted when figuring
total household income for this program:

(1) Uniform Relocation Assistance and Real Property Acquisition Act of 1970 (Public Law
91-646, Section 216).

(2) Domestic Volunteers Services Act of 1973 (Public Law 93-113) as amended.

(3) Vista, University Year for Action.

(4) Payments derived from certain submarginal land of the United States which is held in trust for
certain Indian Tribes (Public Law 94-114, Section 6).

(5) Payments from Crisis Intervention Program.

(6) CETA Youth Programs (Public Law 95-524) which include:

Youth Incentive Entitlement Pilot Project.

Youth Community Conservation and Improvement Project.

Youth Employment and Training Program.

(7) Indian Claims Commission Payments (Public Law 95-433).

(8) Job Training Partnership Act (Public Law 97-300) including salaries paid by employers to
JTPA participants in an on-the-job training component.

(9) Income derived from the disposition of funds to the Grand River Band of Ottawa Indians (Pub-
lic Law 94-540).

(10) Alaska Native Claims Settlement Act (Public Law 92-203).

(11) Low Income Home Energy Assistance Program.

(12) Financial assistance received from any program funded under Title IV of the Higher Education
Act for students attending an institution of postsecondary education at least half-time which is used by
the students for tuition and mandatory fees or as an allowance for books, supplies, transportation and
miscellaneous personal expenses.

d. Income guidelines. Persons are financially eligible for this program when they are in one of the
following categories:

(1) Income maintenance status. All members of the household are recipients of the family invest-
ment program, recipients of supplemental security income, or recipients of the food stamp program.
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(2) Income eligible status. The gross income according to family size is no more than the follow-
ing amounts:

Household Yearly Monthly Weekly
Size Income Income Income
1 $15,448 $1,288 $298
2 20,813 1,735 401
3 26,178 2,182 504
4 31,543 2,629 607
5 36,908 3,076 710
6 42,273 3,523 813
7 47,638 3,970 917
8 53,003 4,417 1,020

For each additional
household member
add: $ 5,365 . $ 448 $104

441—73.5(234) Notification of available food. The public shall be informed of the availability of
food, the type of food available and the location and times of distribution by announcements through
local media.

441—73.6(234) Household certification procedure. A responsible member of the household or des-
ignated proxy shall complete and sign a Declaratory Statement of Eligibility, FP-1102-0, prior to re-
ceiving food. The Declaratory Statement of Eligibility declares household residency, size, and in-
come; that the household is not receiving food under this program as part of another household or at
another distribution site; acknowledges an understanding of possible prosecution, under current law,
for accepting food for which the household may not be eligible; agrees to cooperate with a quality con-
trol review; and indicates an understanding that the food received through this program is not to be sold
orexchanged. The household member or proxy may be asked to show some official identification be-
fore receiving the food.

73.6(1) Proxy designation. When a member of the household cannot be present to complete the
Declaratory Statement of Eligibility due to disability, employment, or lack of transportation, the mem-
ber may authorize a proxy to act on behalf of the household by completing an application in advance
and having a proxy pick up the food at the distribution site, or by sending a signed note of authorization
with the person acting as a proxy.

73.6(2) Reserved.

441—73.7(234) Distribution to households. The amount and type of federal surplus food distributed
to each needy household shall be based upon the amount and type of food timely available and the
individual household size. The schedule of distribution shall also be based upon the amount and type
of food timely available and upon the availability of distribution and storage resources. A household
may request less than the amount of food it is entitled to receive.
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441—73.61(234) Disaster feeding. Any donated food received in the institution food distribution
program may be used for group disaster feeding purposes with approval from the food distribution
unit.

441—73.62(234) Food losses. All food losses regardless of the dollar amount shall be reported to the
food distribution unit by the entity (recipient institution, warehouse, or food processor) responsible for
the food. The food distribution unit shall log in each loss by entity. Losses shall accumulate by entity
from October 1 to September 30 of each year.

73.62(1) Definition of lost foods. Lost foods means those foods which, for any reason, cannot be
demonstrated by appropriate records or other satisfactory evidence to have been delivered to, or to be
available in good condition for delivery to eligible recipient agencies or eligible recipients for whom
they were intended. Commodities may be lost through one or more of the following means:

a. Theft, damage, spoilage, or infestation in transit or in storage.

b. Improper distribution to institutions, families or individuals, distributing above authorized
rates, and in the case of charitable institutions, on the basis of a greater population than the number of
needy persons served.

c.  Sale or exchange of commodities or diversion to an improper use.

d. Failure to deliver end products according to contracted yields under a processing agreement.

e.  Other similar causes.

73.62(2) Determination of fault. The food distribution unit shall investigate the food loss and de-
termine who is at fault.

73.62(3) Claim action. If the entity is at fault a claim action shall be initiated if the value of the
accumulated food loss exceeds $100 unless there is evidence of violation of a federal or state statute. A
claim action must be initiated regardless of the value of the food losses if the food losses occur when in
transit for delivery.

73.62(4) Processing of claims.

a.  Up to three demand letters will be sent to the entity determined responsible for the loss.

b. Interest (late charge) shall be assessed against an entity beginning on the thirty-first day fol-
lowing the date of the first demand letter at the rate determined by the U.S. Treasury Department at the
beginning of each fiscal quarter.

c.  Failure to make restitution when requested is cause for cancellation of the agreement.

d.  When an entity accumulates losses totaling $2,500 in a federal fiscal year, the bureau of food
distribution shall refer the loss to the USDA Food and Nutrition Service regional office.

73.62(5) Claim payment.

a. The claim shall be paid to the food distribution unit.

b.  Replacement-in-kind with generically like items in lieu of cash payment may be used for
losses with the approval of the food distribution unit if the replacement-in-kind would not result in fur-
ther losses and the inventory is not already in excess.

¢.  If replacement-in-kind is not practicable, similar replacement may be used in lieu of cash pay-
ment with the approval of the food distribution unit and the Food and Nutrition Service regional office.
Similar replacement means replacement of lost foods with a like quantity of similar domestically pro-
duced foods from the same food group.

d.  The loss of bonus items may not be paid with replacement-in-kind or similar replacement
items. Bonus items arc those so designated by USDA and offered by USDA to the states as a one-time
offer.
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73.62(6) Administrative review of claim. An entity may request an administrative review of its
claim in writing within 20 days of receipt of its first demand letter. The procedures outlined in rule
441—73.54(234) shall be used.

These rules are intended to implement lowa Code sections 234.6 and 234.12.

[Filed 11/5/82, Notice 9/15/82—published 11/24/82, effective 1/1/83]
[Filed emergency 6/17/83—published 7/6/83, effective 7/1/83)
[Filed emergency 6/15/84—published 7/4/84, effective 6/14/84]
[Filed 6/15/84, Notice 4/25/84—published 7/4/84, effective 9/1/84]
[Filed 7/13/84, Notice 6/6/84—published 8/1/84, effective 10/1/84]
[Filed emergency after Notice 6/14/85, Notice 5/8/85—published 7/3/85, effective 7/1/85]
(Filed 11/15/85, Notice 9/25/85—published 12/4/85, effective 2/1/86)
[Filed emergency 5/28/86—published 6/18/86, effective 7/1/86] \aws’/
[Filed 10/17/86, Notice 8/27/86—published 11/5/86, effective 1/1/87]
[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]
[Filed emergency 6/19/87—published 7/15/87, effective 7/1/87)
[Filed emergency 6/10/88—published 6/29/88, effective 7/1/88]
[Filed 4/13/89, Notice 2/22/89—published 5/3/89, effective 7/1/89]
[Filed emergency 5/10/89—published 5/31/89, effective 7/1/89]
[Filed emergency 6/14/90—published 7/11/90, effective 7/1/90]
[Filed 12/13/90, Notice 10/31/90—published 1/9/91, effective 3/1/91]
[Filed emergency 6/14/91—published 7/10/91, effective 7/1/91)
[Filed emergency after Notice 6/11/92—published 7/8/92, effective 7/1/92]
[Filed emergency 6/11/93 after Notice 4/28/93—published 7/7/93, effective 7/1/93]
[Filed emergency 6/16/94 after Notice 4/27/94—published 7/6/94, effective 7/1/94] .’/
[Filed 7/15/94, Notice 6/8/94—published 8/3/94, effective 10/1/94]
[Filed emergency 6/7/95 after Notice 4/26/95—published 7/5/95, effective 7/1/95]
[Filed emergency 6/12/97 after Notice 5/7/97—published 7/2/97, effective 7/1/97]
[Filed emergency 6/10/98 after Notice 5/6/98—published 7/1/98, effective 7/1/98]
[Filed emergency 6/10/99 after Notice 5/5/99—published 6/30/99, effective 7/1/99]
[Filed emergency 6/8/00 after Notice 4/19/00—published 6/28/00, effective 7/1/00]

CHAPTER 74
Transferred to Chapter 73 as rules 441—73.41 to 441—73.62, 1AB 5/3/89
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75.1(21) Persons and families ineligible for the family medical assistance program (FMAP) in
whole or in part because of child or spousal support. Medicaid shall be available for an additional four
months to persons and families who become ineligible for FMAP because of income from child sup-
port, 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
FMARP eligibility.

b.  When ineligibility is determined to occur retroactively, the extended Medicaid coverage be-
gins with the first month in which FMAP eligibility was erroneously granted.

c¢. Rescinded 1AB 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 so-
cial 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 se-
curity income or state supplementary assistance for January of 1984.

¢.  Became ineligible for supplemental security income or state supplementary assistance be-
cause 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.

£ Submit an application prior to July 1, 1988, on Form PA-1107, Application for Medical Assis-
tance 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 re-
maining 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 cover-
age 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 Medi-
caid 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 assis-
tance shall be available to persons who receive supplemental security income (SSI) or state supple-
mentary assistance (SSA) after their eighteenth birthday because of a disability or blindness which be-
gan 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.
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75.1(26) Rescinded IAB 10/8/97, effective 12/1/197.

75.1(27) Widows and widowers who are no longer eligible for supplemental security income or
state supplementary assistance because of the receipt of social security benefits. Medicaid shall be
available to widows and widowers who meet the following conditions:

a. They have applied for and received or were considered recipients of supplemental security in-
come or state supplementary assistance.

b.  They apply for and receive Title Il 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.

¢. Rescinded IAB 5/1/91, effective 4/11/91.

d. They were notentitled 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 assis-
tance solely because of the receipt of their social security benefits.

75.1(28) Pregnantwomen, 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 re-
maining 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 pov-
erty level shall be applied to the family’s income.

(2) Moneys received as a nonrecurring 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 this subparagraph.
Nonrecurring lump sum income shall be considered as income in the budget month and considered in
the eligibility determination for the benefit month, unless the income is exempt. Nonrecurring lump
sum unearned income is defined as 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. The
Iump sum shall be prorated and considered in the eligibility determination by dividing the nonrecur-
ring lump sum plus other countable income received in the month the lump sum was received by the
standard of need in effect for the household size in accordance with subrule 75.58(1). The resulting
number of months shall be called the “proration period.” Any income remaining after this calculation
shall be applied as income to the first month following the proration period and disregarded as income
thereafter. /

The proration period shall be shortened in accordance with the provisions of subparagraph
75.57(9) “c”(2) unless otherwise specified.

‘s’
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b.  Atimely and adequate notice as defined in 441—subrule 7.7(1) shall be provided to the recipi-
ent 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 provid-
ing information to establish eligibility.

75.22(10) Confidentiality. The department shall protect the confidentiality of persons participat-
ing in the program in accordance with lowa Code chapter 141. When it is necessary for the department
to contact a third party to obtain information in order to determine initial or ongoing eligibility, a Con-
sent to Release or Obtain Information, Form 470-0429, shall be signed by the recipient authorizing the
department to make the contact.

This rule is intended to implement Iowa Code section 249A.4.

441—75.23(249A) Disposal of assets for less than fair market value after August 10, 1993. In
determining Medicaid eligibility for persons described in 441—Chapters 75, 83, and 86, 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.

a. Ifaninstitutionalized individual or the spouse of the individual disposed of assets for less than
fair market value on or after the look-back date specified in 75.23(2), the institutionalized individual is
ineligible for medical assistance for nursing facility services, a level of care in any institution equiva-
lent to that of nursing facility services, and home- and community-based waiver services during the
period beginning on the first day of the first month during or after which assets were transferred for less
than fair market value and which does not occur in any other periods of ineligibility under this rule and
equal to the number of months specified in 75.23(3).

b.  If 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 specified in 75.23(2), the individual is ineligible
for medical assistance for home health care services, home and community care for functionally dis-
abled elderly individuals, personal care services, and other long-term care services during the period
beginning on the first day of the first month during or after which assets have been transferred for less
than fair market value and which does not occur in any other periods of ineligibility under this rule and
equal to the number of months specified in 75.23(3).

75.23(2) Look-back date. The look-back date is the date that is 36 months (or, in the case of pay-
ments from a trust or portion of a trust that are treated as assets disposed of by the individual, 60
months) before the date an institutionalized individual is both an institutionalized individual and has
applied for medical assistance or the date the noninstitutionalized individual applies for medical assis-
tance.

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 average statewide cost to a private pay resi-
dent shall be determined by the department and updated annually for nursing facilities. For the period
from July 1, 2000, through June 30, 2001, this average statewide cost shall be $2,933 per month or
$96.43 per day.

75.23(4) Reduction of period of ineligibility. The number of months of ineligibility otherwise de-
termined with respect to the disposal of an asset shall be reduced by the months of ineligibility applica-
ble to the individual prior to a change in institutional status.
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75.23(5) Exceptions. Anindividual 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) Achild whoisunder the age of 21 or is blind or permanently and totally disabled as defined in
42 U.S.C. Section 1382c.

(3) Asibling 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 institu-
tionalized.

(4) Ason 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 indi-
vidual 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 dis-
abled as defined in 42 U.S.C. Section 1382c.

c. A satisfactory showing is made that:

(1) Theindividual 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 assis-
tance.

(3) All assets transferred for less than fair market value have been returned to the individual.

d. Thedenial 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 food, clothing,
shelter, medical care, or other necessities of life, such that the individual’s health or life would be en-
dangered.

(2) The person who transferred the resource or the person’s spouse has exhausted all means in-
cluding legal remedies and consultation with an attorney to recover the resource.

(3) The person’s remaining available resources (after the attribution for the community spouse)
are less than the monthly statewide average cost of nursing facility services to a private pay resident,
counting the value of all resources except for:

1. The home if occupied by a dependent relative or if a licensed physician verifies that the person
is expected to return home.

2. Household goods.

3. A vehicle required by the client for transportation.

4. Funds for burial of $4,000 or less.

Hardship will not be found if the resource was transferred to a person who was handling the finan-
cial 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 han-
dled the financial affairs to pay for nursing facility services.

-’/
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2. Aperson, 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 re-
quest 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 institu-
tionalized individual) to the exclusion of the home and land appertaining thereto.

This rule is intended to implement lowa Code section 249A.4.

441—75.24(249A) Treatment of trusts established after August 10, 1993. For purposes of deter-
mining an individual’s eligibility for, or the amount of, medical assistance benefits, trusts established
after August 10, 1993, (except for trusts specified in 75.24(3)) shall be treated in accordance with
75.24(2).

75.24(1) Establishment of trust.

a.  For the purposes of this rule, an individual shall be considered to have established a trust if
assets of the individual were used to form all or part of the principal of the trust and if any of the follow-
ing 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 indi-
vidual 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 indi-
vidual 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 individ-
ual’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.

¢.  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 fromthe 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.
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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 indi-
vidual and payments from that principal or income to or for the benefit of the individual shall be consid-
ered 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 estab-
lishment of the trust (or, if later, the date on which payment to the individual was foreclosed) to be as-
sets 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.  Atrust 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 assis-
tance paid on behalf of the individual.

b. A trust established for the benefit of an individual if the trust is composed only of pension,
social security, and other income to the individual (and accumulated income of the trust), and the state
will receive all amounts remaining in the trust upon the death of the individual up to the amount equal to
the total medical assistance paid on behalf of the individual.

For disposition of trust amounts pursuant to lowa Code sections 633.707 to 633.711, the average
statewide charges and Medicaid rates for the period from July 1, 2000, to June 30, 2001, shall be as
follows:

(1) Theaverage statewide charge to a private pay resident of a nursing facility is $2,758 per month.

(2) Theaverage statewide charge to a private pay resident of a hospital-based skilled nursing facil-
ity is $9,836 per month.

(3) The average statewide charge to a private pay resident of a non-hospital-based skilled nursing
facility is $4,523 per month.

(4) The average statewide Medicaid rate for a resident of an intermediate care facility for the men-
tally retarded is $8,510 per month.

(5) The average statewide charge to a resident of a mental health institute is $9,962 per month.

(6) The average statewide charge to a private pay resident of a psychiatric medical institution for
children is $4,359 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.

¢. 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 invest-
ment and management of funds, the trust pools these accounts.

\aws’/



IAC 6/28/00 Human Services[441] Ch 75, p.78a

(2) To qualify for this disregard, the person shall not have earned more than $1,200 in the 12 calen-
dar months prior to the month in which the new job begins, the income must be reported timely in ac-
cordance 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) Ifanother new job orself-employment enterprise starts while a WTP is in progress, the exemp-
tion 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) Anindividual 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 for Census
2000 during the period of April 1, 2000, through January 31, 2001.

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 whose needs are excluded from the eligible group is eligible for the 20 percent
earned income deduction, child care expenses for children in the eligible group, the 50 percent work
incentive deduction described at paragraphs 75.57(2)“a,” “b,” and “c,” and diversions described at
subrule 75.57(4), and shall be permitted to retain that part of the parent’s income to meet the parent’s
needs as determined by the difference between the needs of the eligible group with the parent included
and the needs of the eligible group with the parent excluded except as described at subrule 75.57(10).
All remaining nonexempt income of the parent shall be applied against the needs of the eligible group.
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[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 1/1/9710
[Filed 12/12/96, Notices 9/11/96, 10/9/96—published 1/1/97, effective 3/1/97]
[Filed 2/12/97, Notice 1/1/97—published 3/12/97, effective 5/1/97]
[Filed 3/12/97, Notice 1/1/97—published 4/9/97, effective 6/1/97]
[Filed 4/11/97, Notice 2/26/97—published 5/7/97, effective 7/1/97]
[Filed emergency 9/16/97—published 10/8/97, effective 10/1/97]
[Filed 9/16/97, Notice 7/16/97—published 10/8/97, effective 12/1/97]
\’/ [Filed emergency 12/10/97—published 12/31/97, effective 1/1/98]
[Filed emergency 12/10/97 after Notices 10/22/97, 11/5/97—published 12/31/97, effective 1/1/98}
[Filed emergency 1/14/98 after Notice 11/19/97—published 2/11/98, effective 2/1/98]
[Filed 2/11/98, Notice 12/31/97—published 3/11/98, effective 5/1/98)0
[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]

\ /  OTwo or morc ARCs
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[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]

{ Two ARCs



-’/

IAC 6/28/00 Human Services[441] Ch77,p.3

441—77.18(249A) Orthopedic shoe dealers and repair shops. Establishments eligible to partici-
pate 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 po-
diatrists.

This rule is intended to implement Iowa Code section 249A.4.

441—77.19(249A) Rehabilitation agencies. Rehabilitation agencies are eligible to participate pro-
viding 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 in the Medicare program (Title XVIII of the Social Security
Act).

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 edi-
tion, 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 fowa Code section 249A 4.

441—77.24(249A) Ambulatory surgical centers. Ambulatory surgical centers which 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).

441—77.25(249A) Genetic consultation clinics. Rescinded IAB 6/28/00, effective 8/2/00.
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441—77.26(249A) Nurse-midwives. Advanced registered nurse practitioners are eligible to partici-
pate in the Medicaid program if they are duly licensed by the state of Iowa and if they possess evidence
of certification as a nurse-midwife as set forth in board of nursing rules 655—Chapter 7. Advanced
registered nurse practitioners in other states shall be eligible to participate if they are duly licensed in
that state and they possess evidence of certification to practice as a nurse-midwife according to the
standards imposed by that state.

This rule is intended to implement Iowa Code section 249A 4.

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 department of education.

This rule is intended to implement Iowa Code section 249A 4.

441—77.29(249A) Case management provider organizations. Case management provider organi-
zations are eligible to participate in the Medicaid 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 an agency or provider under subcontract to the department or a county or consortium of counties.

441—77.30(249A) HCBS ill and handicapped waiver service providers. The following HCBS ill
and handicapped waiver service providers shall be eligible to participate in the Medicaid program pro-
vided that 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—380.7(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) Adultday care providers. Adult day care providers shall meet one of the following condi-
tions:

a. The providershall have a contract with the Veterans Administration to provide adult day health
care.

b.  The provider shall meet one of the following conditions individually or as an integral service
provided by an organization:

(1) Accreditation by the Joint Commission on Accreditation of Health Care Organizations.

-’
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(2) Accreditation by the Commission on Accreditation of Rehabilitation Agencies.

(3) Rescinded IAB 3/10/99, effective 5/1/99.

(4) Existence of a contract with or receipt of a point-in-time letter of certification from the depart-
ment of elder affairs or an area agency on aging pursuant to standards set forth in department of elder
affairs rules 321—24.1(231) to 321—24.8(231).

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 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 (RCF/PMR) licensed by the de-
partment 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 nonprescription medications administered. Home health agencies must follow Medi-
care 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 con-
sumers 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 dur-
ing respite provision. A parent’s, guardian’s, or primary caregiver’s signature is required to verify re-
ceipt of notification.

2. Requiring the parent, guardian, or primary caregiver to notify the respite provider of any inju-
ries 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, and flood and bomb threats.
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¢.  Afacility 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, certifi-
cation, 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 pub-
lic. 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 44 1—Chapter 24, Divi-
sions 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 stan-
dards under the Medicare program for hospice programs.

¢.  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, Divi-
sions I and IV.

77.30(7) Consumer-directed attendant care service providers. The following providers may pro-
vide consumer-directed attendant care service:

a. Anindividual who contracts with the consumer to provide attendant care service and who is:

(1) Atleast 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 re-
quirements set forth in department of public health rules 641—80.5(135), 641—80.6(135), and
641—80.7(135).

¢. 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 Jowa 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 pro-
viders as specified at 441—subrule 77.30(3), 77.33(1), 77.34(7), or 77.39(27) and which have pro-
vided 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 and has submitted a detailed cost account. The cost account shall provide a
methodology for determining the cost of consumer-directed attendant care.

77.30(8) Interim medical monitoring and treatment providers.

a. The following providers may provide interim medical monitoring and treatment services:

(1) Licensed child care centers.

(2) Registered group child care homes.

(3) Registered family child care homes.

(4) Home health agencies certified to participate in the Medicare program.

\’/
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b. Staff requirements. Staff members providing interim medical monitoring and treatment ser-
vices 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 con-
sumer’s plan of care.

This rule is intended to implement Iowa Code section 249A.4.

441—77.31(249A) Nurse anesthetists. Nurse anesthetists are eligible to participate in the Medicaid
program if they are duly licensed by the state of lowa and (1) they possess evidence of certification asa
certified registered nurse anesthetist as set forth in board of nursing rules 655—Chapter 7 or (2) within
the past 18 months, they have graduated from a nurse anesthesia program meeting the standards set
forth by a national association of nurse anesthetists and are awaiting initial certification by a national
association of nurse anesthetists approved by the board of nursing. Nurse anesthetists in other states
shall be eligible to participate if they are duly licensed in that state and meet requirements (1) or (2)
above. Nurse anesthetists who have been certified eligible to participate in Medicare will be consid-
ered as having met the above-stated guidelines.
This rule is intended to implement Iowa Code section 249A 4.

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.

441—77.33(249A) HCBS elderly waiver service providers. The following HCBS elderly waiver
service providers shall be eligible to participate in the Medicaid program provided that they meet the
standards set forth below:

77.33(1) Adultday care providers. Adult day care providers shall meet one of the following condi-
tions:

a. Contract with the Veterans Administration to provide adult day health care.

b.  Meet one of the following conditions individually or as an integral service provided by an or-
ganization:

L (1) Accreditation by the Joint Commission on Accreditation of Health Care Organizations.

(2) Accreditation by the Commission on Accreditation of Rehabilitation Agencies.

(3) Rescinded IAB 3/10/99, effective 5/1/99.

(4) Existence of a contract with or receipt of a point-in-time letter of certification from the depart-
ment of elder affairs or an area agency on aging pursuant to standards set forth in department of elder
affairs rules 321—24.1(231) to 321—24.8(231).

77.33(2) Emergency response system providers. Emergency response system providers must meet
the following standards:

a. Theagency shall provide an electronic component to transmit a coded signal via digital equip-
ment 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 emer-

\o’ Ecncy resources to be dispatched to the person in need.
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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 dele-
gated.

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.

71.33(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 lowa 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).

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. Anemergency medical care release.

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 nonprescription medications administered. Home health agencies must follow Medi-
care 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 con-
sumers 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 dur-
ing 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 inju-
ries or illnesses that occurred prior to respite provision.

-/
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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, and flood and bomb threats.

¢.  Afacility 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, certifi-
cation, 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 pub-
lic. Respite in these locations shall not exceed 72 continuous hours.

77.33(7) Chore providers. The following providers may provide chore services:

a.  Areaagencies 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 organiza-
tion is qualified to provide chore services may also provide chore services.

b. Community action agencies as designated in Iowa Code section 216A.93.

¢.  Home health aide providers meeting the standards set forth in subrule 77.33(3). Home heaith
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.

Community action agencies as designated in Iowa Code section 216A.93.

Nursing facilities licensed pursuant to Iowa Code chapter 135C.

Restaurants licensed and inspected under lowa Code chapter 137B.

Hospitals enrolled as Medicaid providers.

Home health aide providers meeting the standards set forth in subrule 77.33(3).
Medical equipment and supply dealers certified to participate in the Medicaid program.
Home care providers meeting the standards set forth in subrule 77.33(4).

77 33(9) Home and vehicle modification providers. The following providers may provide home
and vehicle modification:

a. Areaagencies on aging as designated in 321—4.4(231). Home and vehicle modification pro-
viders 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 and vehicle modification services may also
provide home and vehicle modification services.

b. Community action agencies as designated in Iowa Code section 216A.93.

¢. Home and vehicle modification providers certified under the HCBS MR waiver.

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 subcon-
tracting 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 ser-
vices.

SR T AN T
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Community action agencies as designated in Iowa Code section 216A.93.
Regional transit agencies as recognized by the lowa department of transportation.
Rescinded IAB 3/10/99, effective 5/1/99.

. Nursing facilities licensed pursuant to lowa Code chapter 135C.

77.33(12) Nutritional counseling. The following providers may provide nutritional counseling

by a licensed dietitian:

Hospitals enrolled as Medicaid providers.

Community action agencies as designated in Iowa Code section 216A.93.
Nursing facilities licensed pursuant to lowa Code chapter 135C.

Home health agencies certified by Medicare.

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).

¢.  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 de-
vices.

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) Notthe 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 re-
quirements set forth in department of public health rules 641—80.5(135), 641—80.6(135), and
641—80.7(135).

¢. 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 lowa Code section 216A.93.

£ 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 pro-
viders as specified at 441—subrule 77.30(3), 77.33(1), 77.34(7), or 77.39(27) and which have pro-
vided 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 and has submitted a detailed cost account. The cost account shall provide a
methodology for determining the cost of consumer-directed attendant care.

This rule is intended to implement lowa Code section 249A.4.
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441—77.34(249A) HCBS AIDS/HIV waiver service providers. The following HCBS AIDS/HIV
waiver service providers shall be eligible to participate in the Medicaid program provided that 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, Divi-
sions 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 stan-
dards under the Medicare program for hospice programs.

¢ 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, Divi-
sions I and I'V.

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 lowa Medicaid program.

(3) Respite providers certified under the HCBS MR waiver.

(4) Group living foster care facilities for children licensed by the department according to
441—Chapters 112 and 1114 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) Adultday care providers that meet the conditions of participation set forth in subrule 77.34(7).

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 nonprescription medications administered. Home health agencies must follow Medi-
care 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 con-
sumers 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.
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(3) Policies shall be developed for:

1. Notifying the parent, guardian, or primary caregiver of any injuries or illnesses that occur dur-
ing respite provision. A parent’s, guardian’s, or primary caregiver’s signature is required to verify re-
ceipt of notification.

2. Requiring the parent, guardian, or primary caregiver to notify the respite provider of any inju-
ries 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, and flood and bomb threats.

¢.  Afacility 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, certifi-
cation, 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 pub-
lic. Respite in these locations shall not exceed 72 continuous hours.

77.34(6) Home-delivered meals. The following providers may provide home-delivered meals:
Home health aide providers meeting the standards set forth in subrule 77.34(2).

Home care providers meeting the standards set forth in subrule 77.34(3).

Hospitals enrolled as Medicaid providers.

Nursing facilities licensed pursuant to Iowa Code chapter 135C.

Restaurants licensed and inspected under Iowa Code chapter 137B.

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-delivered meals ser-
vices 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) Adultday care providers. Adult day care providers shall meet one of the following condi-
tions:

a. Theprovider shall have acontract with the Veterans Administration to provide adult day health
care.

b.  The provider shall meet one of the following conditions individually or as an integral service
provided by an organization:

(1) Accreditation by the Joint Commission on Accreditation of Health Care Organizations.

(2) Accreditation by the Commission on Accreditation of Rehabilitation Agencies.

(3) Rescinded IAB 3/10/99, effective 5/1/99.

(4) Existence of a contract with or receipt of a point-in-time letter of certification from the depart-
ment of elder affairs or an area agency on aging pursuant to standards set forth in department of elder
affairs rules 321—24.1(231) to 321—24.8(231).

77.34(8) Consumer-directed attendant care service providers. The following providers may pro-
vide consumer-directed attendant care service:

a.  Anindividual 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.
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(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 re-
quirements 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 pro-
viders as specified at 441—subrule 77.30(3), 77.33(1), 77.34(7), or 77.39(27) and which have pro-
vided 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 and has submitted a detailed cost account. The cost account shall provide a
methodology for determining the cost of consumer-directed attendant care.

This rule is intended to implement Iowa Code section 249A.4.

441—77.35(249A) Federally qualified health centers. Federally qualified health centers are eligi-

ble to participate in the Medicaid program when the Health Care Financing Administration 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 lowa Code section 249A.4.

441—77.36(249A) Family or pediatric nurse practitioner. Advanced registered nurse practitioners
are eligible to participate in the Medicaid program if they are duly licensed by the state of lowa and they
possess evidence of certification as a certified family nurse practitioner or certified pediatric nurse
practitioner as set forth in board of nursing rules 655—Chapter 7. Advanced registered nurse practi-
tioners in other states shall be eligible to participate if they are duly licensed in that state and are certi-
fied as a family nurse practitioner or a pediatric nurse practitioner. Family or pediatric nurse practition-
ers who have been certified eligible to participate in Medicare shall be considered as having met the
above-stated guidelines.
This rule is intended to implement Towa Code section 249A 4.

441—77.37(249A) HCBS MR waiver service providers. Supported community living and sup-
ported employment providers shall be eligible to participate as approved HCBS MR service providers
in the Medicaid program based on the outcome-based standards set forth below in subrules 77.37(1)
and 77.37(2) evaluated according to subrules 77.37(10) to 77.37(12), the requirements of subrules
77.37(3) to 77.37(9), and the applicable subrules pertaining to the individual service. Respite provid-
ers shall meet the conditions set forth in subrules 77.37(1) and 77.37(15). Home and vehicle modifica-
tion shall meet the conditions set forth in subrule 77.37(17). Personal emergency response system pro-
viders shall meet the conditions set forth in subrule 77.37(18). Nursing providers shall meet the
conditions set forth in subrule 77.37(19). Home health aide providers shall meet the conditions set
forth in subrule 77.37(20). Consumer-directed attendant care providers shall meet the conditions set
forth in subrule 77.37(21). Interim medical monitoring and treatment providers shall meet the condi-
tions set forth in subrule 77.37(22).
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71.37(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 ser-
vices to consumers.

b. The organization demonstrates a defined mission commensurate with consumer’s needs, de-
sires, and abilities.

c.  The organization establishes and maintains fiscal accountability.

d.  Theorganization 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 ata
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 demonstrates methods of evaluation.

(1) Past performance is reviewed.

(2) Current functioning is evaluated.

(3) Plans are made for the future based on the evaluation and review.

Consumers and their legal representatives have the right to appeal the provider’s implementa-
tion of the 20 outcomes, or staff or contractual person’s action which affects the consumer. The provid-
er 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 sup-
ports and services to consumers.

77.37(2) Rights and dignity. Outcome-based standards for rights and dignity are as follows:
(Outcome 2) Consumers are valued.

(Outcome 3) Consumers live in positive environments.

(Outcome 4) Consumers work in positive environments.

(Outcome 5) Consumers exercise their rights and responsibilities.

(Outcome 6) Consumers have privacy.

(Outcome 7) When there is a need, consumers have support to exercise and safeguard their
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(Outcome 8) Consumers decide which personal information is shared and with whom.
(Outcome 9) Consumers make informed choices about where they work.

(Outcome 10) Consumers make informed choices on how they spend their free time.
(Outcome 11) Consumers make informed choices about where and with whom they live.
(Outcome 12) Consumers choose their daily routine.

(Outcome 13) Consumers are a part of community life and perform varied social roles.
(Outcome 14) Consumers have a social network and varied relationships.

(Outcome 15) Consumers develop and accomplish personal goals.

(Outcome 16) Management of consumers’ money is addressed on an individualized basis.
(Outcome 17) Consumers maintain good health.
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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) Therighttoappeal. 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 af-
fects 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, dis-
penses or administers prescription or over-the-counter medications, the provider shall develop proce-
dures for the storage, handling, prescribing, dispensing or administration of medication. For con-
trolled 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) Minimizing barriers to services. Services shall be delivered in amanner which minimizes
barriers to the receipt of services.

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 ser-
vices 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’ division of mental health
and developmental disabilities quality assurance staff. Certification carries no assurance that the ap-
proved provider will receive funding.

a. The provider shall request an application from CONSULTEC.

b.  The provider shall submit an application to CONSULTEC using Form 470-2917, HCBS Ap-
plication for Certification. The application shall be submitted to Provider Enrollment, CONSULTEC,
Inc., P.O. Box 14422, Des Moines, lowa 50306-3422.

¢.  The applicant shall submit the completed application to CONSULTEC at least 90 days before
the planned service implementation date. CONSULTEC shall forward the application to the depart-
ment for processing.

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 agen-
cies and associations.
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(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) Adetermination 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.

¢.  Providers applying for initial certification shall be offered technical assistance.

77.37(12)  Period of certification. Provider certification shall become effective on the date iden-
tified 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 Council on Accreditation 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 consum-
ers 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 sur-
veys.

Once the outcomes and processes have been determined for all the consumers in the sample, a re-
view 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 certifica-
tion 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.
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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 com-
pliance with certification requirements.

¢. The department may issue four categories of recertification:

(1) Three-year certification with excellence. An organization is eligible for certification with ex-
cellence if the number of processes present is 18 or higher and the number of outcomes and corre-
sponding 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 improve-
ments, an on-site review, or the provision of technical assistance.

(2) Three-year certification with follow-up monitoring. Anorganization is eligible for this type of
certification if the number of processes present is 17 or higher and the number of outcomes and corre-
sponding 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. Anorganization is eligible for this type of certification when the num-
ber of processes present is 14 or higher and the number of outcomes and processes together is 9 or high-
er. 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 imple-
mented or completed. Corrective actions are required which may be monitored through the assign-
ment 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 team member encounters a situation which places a con-
sumer 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 safe-
ty of a consumer will be severely jeopardized if the circumstances are not immediately corrected. The
situation shall be corrected by the provider within 24 to 48 hours. If the situation is not corrected within
the prescribed time frame, that portion of the provider’s services which were the subject of the notifica-
tion shall not be certified. The department, the county of residence, and the central point of coordina-
tion 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 as a result of the provider’s inaction.

e.  Asamandatory 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.
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(2) Arequest foran extension from a provider to permit the provider to prepare and obtain depart-
ment approval of corrective actions. The department shall establish the length of extensions on a case-
by-case basis.

g The department may 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 77.37(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 infor-
mation submitted on the application.

h.  Anapproved provider shall immediately notify the department, applicable county, the applica-
ble mental health and developmental disabilities planning council, and other interested parties of a de-
cision 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 defi-
ciencies 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.

Jj- Appeals. Any adverse action can be appealed by the provider under 441—Chapter 7.

7737(13)  Review of providers. Reviews of compliance with standards as indicated in this chap-
ter shall be conducted by designated members of the HCBS staff.

a. This review may include on-site case record audits; review of administrative procedures, clini-
cal practices, personnel records, performance improvement systems and documentation; and inter-
views with staff, consumers, the board of directors, or others deemed appropriate, consistent with the
confidentiality safeguards of state and federal laws.

b.  Areview 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 Division of Mental Health and Developmental Disabilities, Sth
Floor, Hoover State Office Building, Des Moines, lowa 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 Thedepartment 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.
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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 show-
ing how the provider will come into compliance with rules 441—77.37(249A), 441—78.41(249A),
and 441—83.60(249A) to 441—83.70(249A) and 441—subrule 79.1(15) within one year of certifica-
tion. 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 recipients shall be
approved only as follows:

(1) Living units designed to serve four recipients shall be approved subject to all of the following
conditions:

1. Only existing residential facility structures owned or operated by the provider as of November 4,
1994, shall be used.

2. The provider shall provide justification of the need for the service to be provided in a four-
person living unit instead of a living unit for three persons or less.

3. The requirements of lowa Code paragraph 135C.6(8) “b” shall be met.

(2) The department shall approve a total of 20 living units for five persons or fewer which are li-
censed as residential care facilities for persons with mental retardation. The residential care facility
shall surrender the facility license and continue to operate under the medical assistance home- and
community-based services waiver for persons with mental retardation. Applications from providers
for conversion shall be submitted to the Division of Mental Health and Developmental Disabilities,
Hoover State Office Building, Fifth Floor, Des Moines, Iowa 50319-0114,

1. There shall be four conversions in each of the department’s five service regions. The depart-
ment may reallocate any unused conversion authorization to another region.

2. Recommendations for conversions will be made to the department by an advisory committee
set up for each of the five regions. For each region the members shall include all of the central point of
coordination administrators, with an advisory representative from the department. Each region shall
submit its recommendation for the allocation of its four facilities currently licensed as residential care
facilities for persons with mental retardation that will convert to home- and community-based waiver
services for persons with mental retardation.

3. Approval of providers shall be made by the department’s mental health and developmental
disabilities division. Approval of providers shall be based on the advisory committee’s recommenda-
tion, the geographical distribution of providers, and the counties’ written assurance that they will re-
quest sufficient slots for the consumers to be served and agree to provide necessary funding.

(3) Subjectto federal approval, aresidential 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 per-
sons with mental retardation if the department has approved the timelines submitted by the residential
program pursuant to subparagraph 77.37(14)“d”(1).
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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 (RCF/PMR) licensed by the de-
partment 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 health services accredited by the Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) or the Commission on Accreditation of Rehabilitation Facilities (CARF).

(7) Home care agencies that meet the home care standards and requirements set forth in depart-
ment 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).

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 shail be developed for the dispensing, storage, authorization, and recording of all
prescription and nonprescription medications administered. Home health agencies must follow Medi-
care 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 con-
sumers 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 dur-
ing respite provision. A parent’s, guardian’s, or primary caregiver’s signature is required to verify re-
ceipt of notification.

2. Requiring the parent, guardian, or primary caregiver to notify the respite provider of any inju-
ries 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 ata minimum address threat of
fire, tornado, and flood and bomb threats.

¢.  Afacility 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, certifi-
cation, 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 pub-
lic. Respite in these locations shall not exceed 72 continuous hours.
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71.37(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 em-
ployment services. The department does not recognize individuals as service providers under the sup-
ported employment program.

77.37(17) Home and vehicle modification providers. A home and vehicle modification provider
shall be an approved HCBS MR supported community living service provider and shall meet the fol-
lowing standards:

a. The provider shall obtain a binding contract with community business(es) to perform the work
at the reimbursement provided by the department without additional charge. The contract shall in-
clude, at a minimum, the company or individual’s work to be performed, cost, time frame for work
completion, employer’s liability coverage, and workers’ compensation coverage.

b.  Thebusiness shall provide physical or structural modifications to homes or vehicles according
to service descriptions listed in 441—subrule 78.41(4).

¢.  The business, or the business’s parent company or corporation, shall have the necessary legal
authority to operate in conformity with federal, state and local laws and regulations.

d.  Thebusiness, or the business’s parent company or corporation, shall be in compliance with all
legislation relating to prohibition of discriminatory practices.

77.37(18)  Personal emergency response system providers. Personal emergency response sys-
tem 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. The following nursing providers may provide HCBS MR nursing
services:

a. Providers which are certified to participate in the Medicare program as home health agencies
and which have an HCBS agreement with the department.

b. Individuals who meet the standards and requirements set forth in nursing board rules
655—Chapter 3, work under the direct orders of the HCBS MR consumer’s physician, and have an
HCBS agreement with the department.

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. Anindividual 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 re-
quirements set forth in department of public health rules 641—80.5(135), 641—80.6(135), and
641—80.7(135).
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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 pro-
viders as specified at 441—subrule 77.30(3), 77.33(1), 77.34(7), or 77.39(20) and which have pro-
vided 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 and has submitted a detailed cost account. The cost account shall provide a
methodology for determining the cost of consumer-directed attendant care.

77.37(22) Interim medical monitoring and treatment providers.

a. The following providers may provide interim medical monitoring and treatment services:

(1) Licensed child care centers.

(2) Registered group child care homes.

(3) Registered family child care homes.

(4) Home health agencies certified to participate in the Medicare program.

b.  Staff requirements. Staff members providing interim medical monitoring and treatment ser-
vices 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 decumented in the service plan, to
provide medical intervention or intervention in a medical emergency necessary to carry out the con-
sumer’s plan of care.

This rule is intended to implement Iowa Code section 249A.4.

441—77.38(249A) Rehabilitative treatment service providers. Rehabilitative treatment service
providers are eligible to participate in the Medicaid program if they are certified to be providers pur-
suant to rules 441—185.9(234) to 441—185.11(234).

This rule is intended to implement Iowa Code section 249A.4.

441—77.39(249A) HCBS brain injury waiver service providers. Adult day care, behavioral pro-
gramming, case management, consumer-directed attendant care, family counseling and training,
home and vehicle modification, interim medical monitoring and treatment, personal emergency re-
sponse, prevocational service, respite, specialized medical equipment, supported community living,
supported employment, and transportation providers shall be eligible to participate as approved brain
injury waiver service providers in the Medicaid program based on the applicable subrules pertaining to
the individual service and provided that they and each of their staff involved in direct consumer service
have training regarding or experience with consumers who have a brain injury. 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 provid-
ers shall also meet the standards in subrule 77.39(1).

-’/



-’

IAC 12/3/97, 6/28/00 Human Services[441] Ch 77,p.23

77.39(1) Organizational standards (Outcome I). Organizational outcome-based standards for
HCBS BI providers are as follows:

a. The organization demonstrates the provision and oversight of high-quality supports and ser-
vices to consumers.

b.  The organization demonstrates a defined mission commensurate with consumers’ needs, de-
sires, and abilities.

c.  The organization establishes and maintains fiscal accountability.

d.  Theorganization 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 ata
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 demonstrates methods of evaluation.

(1) Past performance is reviewed.

(2) Current functioning is evaluated.

(3) Plans are made for the future based on the evaluation and review.

g Consumers and their legal representatives have the right to appeal the provider’s implementa-
tion of the 20 outcomes, or staff or contractual person’s action which affects the consumer. The provid-
er 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 sup-
ports 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.

¢.  (Outcome 4) Consumers work in positive environments.

d. (Outcome 5) Consumers exercise their rights and responsibilities.

e.  (Outcome 6) Consumers have privacy.

£ (Outcome 7) When there is a need, consumers have support to exercise and safeguard their

(Outcome 8) Consumers decide which personal information is shared and with whom.

h.  (Outcome 9) Consumers make informed choices about where they work.

. (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.

I (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.

0. (Outcome 16) Management of consumers’ money is addressed on an individualized basis.
p-  (Outcome 17) Consumers maintain good health.
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g. (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) Therighttoappeal. 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 af-
fects 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, dis-
penses or administers prescription or over-the-counter medications, the provider shall develop proce-
dures for the storage, handling, prescribing, dispensing or administration of medication. For con-
trolled 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) 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.

77.397) 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’ division of mental health and
developmental disabilities quality assurance staff. Certification carries no assurance that the approved
provider will receive funding.

a. The provider shall request an application from CONSULTEC.

b.  The provider shall submit an application to CONSULTEC using Form 470-2917, HCBS Ap-
plication for Certification. The application shall be submitted to Provider Enrollment, CONSULTEC,
Inc., P.O. Box 14422, Des Moines, Iowa 50306-3422.

c.  The applicant shall submit the completed application to CONSULTEC at least 90 days before
the planned service implementation date. CONSULTEC shall forward the application to the depart-
ment for processing.

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 agen-
cies 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 in-
formation 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.

-’
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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) Adetermination 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.

¢.  Providers applying for initial certification shall be offered technical assistance.

71.39(10)  Period of certification. Provider certification shall become effective on the date iden-
tified 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 Ac-
creditation of Healthcare Organizations (JCAHO), the Council on Accreditation of Rehabilitation Facili-
ties (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 re-
views 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 out-
comes set forth in subrules 77.39(1) and 77.39(2) and corresponding processes are present for the con-
sumer. 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 re-
view 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 certifica-
tion 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
monthofissue. The renewal of certification shall be contingent upon demonstration of continued com-
pliance with certification requirements.

¢.  The department may issue four categories of recertification:

(1) Three-year certification with excellence. An organization is eligible for certification with ex-
cellence if the number of processes present is 18 or higher and the number of outcomes and corre-
sponding 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 improve-
ments, an on-site review, or the provision of technical assistance.
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(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 corre-
sponding 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 num-
ber 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 as-
signment of follow-up monitoring either by written report, a plan of corrective actions and improve-
ments, 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 team member encounters a situation which places a con-
sumer 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 safe-
ty of a consumer will be severely jeopardized if the circumstances are not immediately corrected. The
situation shall be corrected by the provider within 24 to 48 hours. If the situation is not corrected within
the prescribed time frame, that portion of the provider’s services which were the subject of the notifica-
tion shall not be certified. The department, the county of residence, and the central point of coordina-
tion 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 as a result of the provider’s inaction.

e.  Asamandatory 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) Adelay in the department’s approval decision which is beyond the control of the provider or
department.

(2) Arequest for an extension from a provider to permit the provider to prepare and obtain depart-
ment approval of corrective actions. The department shall establish the length of extensions on a case-
by-case basis.

g The department may revoke the provider’s approval at any time for any of the following rea-
sons:

(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)“%.”

(4) There are instances of noncompliance with the standards which were not identified from infor-
mation submitted on the application.
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h.  Anapproved provider shallimmediately notify the department, applicable county, the applica-
ble mental health and developmental disabilities planning council, and other interested parties of a de-
cision 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 defi-
ciencies 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.

7739(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 as-
surance 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 con-
fidentiality safeguards of state and federal laws.

a. Reviewsshall 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 de-
termined survey report to the service provider, noting service deficiencies and strengths.

¢.  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 Develop-
mental Disabilities, 5th Floor, Hoover State Office Building, Des Moines, lowa 50319-0114, and in-
clude a statement dated and signed, if applicable, by the chief administrative officer and president or
chairperson of the governing body that all information submitted to the department is accurate and
complete.

e.  Thedepartment 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 commu-
nity living service. The department does not recognize individuals as service providers under the sup-
ported 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.  Thedepartment shall approve living units designed to serve not more than four supported com-
munity living consumers meeting criteria listed below:

(1) The department shall approve the four-person or less HCBS brain injury waiver living units on
a statewide basis. Approval shall be according to the provider’s ability to meet the criteria in rule
441—77.39(249A). New four-person structures not owned or operated as of November 9, 1994, shall
not be approved. Use of existing residential facility structures owned or operated by the provider as of
November 9, 1994, must be justified by the need for the service to be provided in a four-person living
unit instead of a three- or less person living unit. The geographic location of the program must be such
so as to avoid an overconcentration of programs in an area.
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(2) Providers of service may seek approval to provide supported community living services to not
more than four HCBS brain injury waiver consumers per living unit according to subrule 77.39(8) if all
consumersresiding in the living unit receive on-site staff supervision during the entire time period con-
sumers are present in the living unit and if each consumer’s individual comprehensive plan identifies
and reflects the need for this amount of supervision.

77.39(14)  Respite service providers. Respite providers are eligible to be providers of respite ser-
vice 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 health service providers accredited by the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) or the Commission on Accreditation of Rehabilitation Facilities
(CARF).

(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 (RCF/PMR) licensed by the de-
partment 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).

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. Anemergency 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 nonprescription medications administered. Home health agencies must follow Medi-
care 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 con-
sumers 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 dur-
ing respite provision. A parent’s, guardian’s, or primary caregiver’s signature is required to verify re-
ceipt of notification.

2. Requiring the parent, guardian, or primary caregiver to notify the respite provider of any inju-
ries or illnesses that occurred prior to respite provision.

-’/
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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, and flood and bomb threats.

¢ Afacility 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, certifi-
cation, 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 pub-
lic. 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 em-
ployment program.

77.39(16) Home and vehicle modification providers. A home and vehicle modification provider
shall be an approved HCBS brain injury waiver supported community living service provider and shall
meet the following standards:

a. The providershall obtain a binding contract with community businesses to perform the work at
the reimbursement provided by the department without additional charge. The contract shall include,
ata minimum, cost, time frame for work completion, employer’s liability coverage, and workers’ com-
pensation coverage.

b.  The business shall provide physical or structural modifications to homes or vehicles according
to service descriptions listed in 441—subrule 78.43(5).

c.  The business, or the business’s parent company or corporation, shall have the necessary legal
authority to operate in conformity with federal, state and local laws and regulations.

77.39(17)  Personal emergency response system providers. Personal emergency response sys-
tem 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 lowa Code section 216A.93.

¢.  Regional transit agencies as recognized by the lowa 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.
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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 meet one of the following
conditions.

a. Theprovider shall have a contract with the Veterans Administration to provide adult day health
care.

b.  The provider shall meet one of the following sets of standards individually or as an integral
service provided by an organization:

(1) Standards of the Joint Commission on Accreditation of Health Care Organizations.

(2) Standards set forth in rule 441—171.5(234).

(3) Standards set forth in department of elder affairs rules 321—24.1(231) to 321—24.8(231).

77.39(21) Family counseling and training providers. Family counseling and training providers
shall be one of the following:

a.  Providers 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, Divi-
sions I and IIL.

b.  Providers 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 stan-
dards under the Medicare program for hospice programs.

¢.  Providers 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.

d.  Providers which are qualified brain injury professionals. A qualified brain injury professional
shall be one of the following who meets the educational and licensure or certification requirements for
the profession as required in the state of lowa and who has two years’ experience working with people
living with a brain injury: a psychologist; psychiatrist; physician; registered nurse; certified teacher;
social worker; mental health counselor; physical, occupational, recreational, or speech therapist; or a
person with a bachelor of arts or science degree in psychology, sociology, or public health.

77.39(22) Prevocational services providers. Providers of prevocational services must meet the
Commission on Accreditation of Rehabilitation Facilities standards for work adjustment service pro-
viders.

77.39(23) Behavioral programming providers. Behavioral programming providers shall be re-
quired 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 reas-
sessment of the plan, and training of staff who shall implement the plan must be done by a qualified
brain injury professional. Formal assessment of the consumers’ intellectual and behavioral function-
ing must be done by alicensed psychologist or a psychiatrist who is certified by the American Board of
Psychiatry.

A qualified brain injury professional is defined in paragraph 77.39(21)“d.”

b. Implementation of the plan and training and supervision of caregivers, including family mem-
bers, must be done by behavioral aides who have been trained by a qualified brain injury professional
with the qualifications described in paragraph 77.39(21) “d” and who are employees of one of the fol-
lowing:

(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, Divi-
sions I and III.

e’/
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(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 stan-
dards 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, sct 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) Supported community living providers certified under rules 441—77.39(13).

77.39(24) Consumer-directed attendant care service providers. The following providers may pro-
vide 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 re-
quirements set forth in department of public health rules 641—80.5(135), 641—80.6(135), and
641—80.7(135).

¢. 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.

£ 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 pro-
viders as specified at 441—subrule 77.30(3), 77.33(1), 77.34(7), or 77.39(20) and which have pro-
vided 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 and has submitted a detailed cost account. The cost account shall provide a
methodology for determining the cost of consumer-directed attendant care.

77.39(25) Interim medical monitoring and treatment providers.

a. The following providers may provide interim medical monitoring and treatment services:

(1) Licensed child care centers.

(2) Registered group child care homes.

(3) Registered family child care homes.

(4) Home health agencies certified to participate in the Medicare program.

b.  Staff requirements. Staff members providing interim medical monitoring and treatment ser-
vices 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 con-
sumer’s plan of care.
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441—77.40(249A) Lead inspection agency providers. Lead inspection agency providers are eligi-
ble to participate in the Medicaid program if they are certified pursuant to 641—subrule 70.5(4), de-
partment of public health.

This rule is intended to implement Iowa Code section 249A 4.

441—77.41(249A) HCBS physical disability waiver service providers. Consumer-directed atten-
dant care, home and vehicle modification, personal emergency response system, specialized medical
equipment, and transportation service providers shall be eligible to participate as approved physical
disability waiver service providers in the Medicaid program based on the applicable subrules pertain-
ing to the individual service. Enrolled providers shall maintain the certification listed in the applicable
subrules in order to remain eligible providers.

77.41(1) Enrolimentprocess. Reviews of compliance with standards for initial enrollment shall be
conducted by the department’s division of medical services quality assurance staff. Enrollment carries
no assurance that the approved provider will receive funding.

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 licens-
ing 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 be-
half 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).

¢. 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 lowa 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 pro-
viders as specified at 441—subrule 77.30(3), 77.33(1), 77.34(7), or 77.39(27) and which have pro-
vided 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.
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77.41(3) Home and vehicle modification providers. A home and vehicle modification provider
shall be cither:

a.  An approved HCBS brain injury or mental retardation supported community living service
provider that meets all the following standards:

(1) The provider shall obtain a binding contract with a community business to perform the work at
the reimbursement provided by the department without additional charge. The contract shall include,
at a minimum, cost, time frame for work completion, employer’s liability coverage, and workers’ com-
pensation coverage.

(2) Thebusiness shall provide physical or structural modifications to homes or vehicles according
to service descriptions listed in 441—subrule 78.46(2).

(3) The business, or the business’s parent company or corporation, shall have the necessary legal
authority to operate in conformity with federal, state and local laws and regulations.

b. A community business that performs the work and meets all the following standards:

(1) The community business shall enter into binding contracts with consumers to perform the
work at the reimbursement provided by the department without additional charge. The contract shall
include, at a minimum, cost, time frame for work completion, employer’s liability coverage, and work-
ers’ compensation coverage.

(2) The business shall provide physical or structural modifications to homes or vehicles according
to service descriptions listed in 441—subrule 78.46(2).

(3) The business, or the business’s parent company or corporation, shall have the necessary legal
authority to operate in conformity with federal, state and local laws and regulations.

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 special-
ized 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:

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 lowa 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.

This rule is intended to implement Iowa Code section 249A 4.
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ICD-9 CATEGORY I ICD-9 CATEGORY II ICD-9 CATEGORY HI

846.0 Sprains and strains of sa-
croiliac region, lumbosa-
cral (joint; ligament)

846.1 Sprains and strains of sa-
croiliac region, sacroiliac
ligament

846.2 Sprains and strains of sa-
croiliac region, sacrospina-
tus (ligament)

846.3 Sprains and strains of sa-
croiliac region, sacrotuber-
ous (ligament)

846.8 Sprains and strains of sa-
croiliac region, other speci-
fied sites of sacroiliac re-
gion

847.0 Sprains and strains, neck

847.1 Sprains and strains, thorac-
ic

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 gen-
erally 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 medi-
cal necessity of additional CMT must be submitted with the Medicaid claim form or the claim will be
denied for failure to provide information.

¢. 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 CMT would result in improve-
ment of the patient’s condition.

(3) The CMT seeks to prevent disease, promote health and prolong and enhance the quality of life.
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78.8(3) Documenting X-ray. An X-ray must document the primary regions of subluxation being
treated by CMT.

a. Thedocumenting 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 priortoor 3
months following the initiation of CMT. X-rays nced 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 para-
graph “c” of this subrule. No X-ray is required for pregnant women and for children aged 18 and un-
der.

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 orleft. 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 diagno-
sis, 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 pay-
able X-ray CPT codes may include, but are not limited to, the X-ray CPT codes for which major com-
mercial payors reimburse chiropractors. The Iowa Medicaid fiscal agent shall publish in the Chiro-
practic 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 re-
lated to the onset of a new condition is only payable if the X-ray is reasonably proximate to the initia-
tion 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
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 resi-
dence 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 resi-
dence 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 sub-
rules 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.

o’/
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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, train-
ing, 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.

¢.  Frequency of the services.

d. Assistance devices to be used.

e.  Date home health services were initiated.

S 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.

(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.

I 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 amonth 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.
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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. Situa-
tions when a service can be safely performed by the recipient or other nonskilled person who has re-
ceived 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 intermit-
tent 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 forup to three weeks. Coverage of additional daily visits beyond the initial anticipated
time frame may 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 physi-
cian’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 physi-
cian and included in the plan of care. Other daily skilled nursing visits which are ordered for an indefi-
nite period of time and designated as daily skilled nursing care do not meet the intermittent definition
and shall be denied.

\aw’/
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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 neces-
sary 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 treat-
ment, 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 ser-
vices relate directly to an active written treatment plan, follow a treatment plan established by the phy-
sician, 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), para-
graphs “a” and “d.”

For speech therapy services, the treatment plan shall additionally reflect goals, modalities of treat-
ment, date of onset of conditions being treated, restorative potential, and progress notes.

78.9(7) Home health aide services. Payment shall be made for unskilled services provided by a
home health aide if the following conditions are met:

a. Theservice as well as the frequency and duration are stated in a written plan of treatment estab-
lished 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 treat-
ment.

b.  The recipient requires personal care services as determined by a registered nurse or other ap-
propriate 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. In-
creased services provided when medically necessary due to unusual circumstances on a short-term ba-
sis 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 dis-
abling conditions require the persons to be assisted with morning and evening activities of daily living
in order to support their independent living.



Ch 78, p.34 Human Services[441] 1AC 2/2/94, 7/2/97

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 physi-
cian, 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 recipi-
ent’s institutionalization when the primary need of the recipient for home health aide services fur-
nished 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 house-
keeping 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 recipients are
unable to receive the care outside of their home and require home health care due to a high-risk factor.
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.

Treatment plans for maternity patients and children shall identify the potential risk factors, the med-
ical factor or symptom which verifies the child is at risk, the reason the recipient is unable to obtain care
outside of the home, and the medically related task of the home health agency. If the home health
agency is assisting the family to cope with socioeconomic and medical problems, the plan of care shall
indicate the involvement of the department’s county office and document that the department and the
home health agency have agreed that services are in the best interest of the child and are needed to
supplement the intervention of the department social worker.

The plan of treatment shall document along with the high-risk factors, the diagnosis, specific ser-
vices and goals, and the medical necessity for the services to be rendered. A single high-risk factor
does not provide sufficient documentation of the need for services.

a. Thefollowing 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.

-’
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¢.  Nutrition services shall be provided by a licensed dietitian. Nutrition assessment and counsel-
ing 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 services shall be provided by a person with at least a bachelor’s degree in social
work, counseling, sociology or psychology. Psychosocial assessment and counseling shall include:

(1) A psychosocial assessment including: needs assessment, profile of client demographic fac-
tors, 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.

(3) An assessment-based plan of care, risk tracking, counseling and anticipatory guidance as ap-
propriate, and referral and follow-up services.

e. A postpartum home visit within two weeks of the child’s discharge from the hospital shall be
provided by a registered nurse and 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 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 proce-
dure.

The covered services provided by an ambulatory surgical center shall be those services covered by
the Medicare program and those services which can be safely performed in an outpatient setting as
determined by the department upon advice from the lowa Foundation for Medical Care. Covered sur-
gical procedures shall be those medically necessary procedures that are eligible for payment and under
the same circumstances as physicians’ services specified in 78.1(249A) performed on an eligible re-
cipient.

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 lowa Foundation for Medical Care (IFMC) is required if am-
bulatory 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, lTowa 50265, or in local hospital utilization review offices. (Cross-reference
78.28(6))

This rule is intended to implement lowa Code section 249A.4.
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441—78.27(249A) Genetic consultation clinics. Rescinded IAB 6/28/00, effective 8/2/00.

441—78.28(249A) List of medical services and equipment requiring prior approval, preproce-
dure 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:

a.  Prior approval is required for amphetamines and combinations of amphetamines with other
therapeutic agents and amphetamine-like sympathomimetic compounds used for obesity control, in-
cluding any combination of these compounds with other therapeutic agents. Payment for these medi-
cations will be provided when there is a diagnosis of narcolepsy, hyperkinesis in children, or senile
depression and not for obesity control. (Cross-reference 78.1(2)“a”(3))

b.  Prior approval is required for multiple vitamins, tonic preparations and combinations with
minerals, hormones, stimulants, or other compounds which are available as separate entities for treat-
ment of specific conditions. Payment for these vitamins, preparations, or compounds will be approved
when there is a specifically diagnosed vitamin deficiency disease or for recipients aged 20 or under if
there is a diagnosed disease which inhibits the nutrition absorption process secondary to the disease.
(Prior approval is not required for products principally marketed as prenatal vitamin-mineral supple-
ments.) (Cross-reference 78.1(2) “a(3))

c.  Enteral products and enteral pumps and supplies require prior approval. (Cross-reference
78.10(3)“c”(2))

(1) Arequest for prior approval shall include a physician’s written order or prescription and docu-
mentation to establish the medical necessity for enteral products and enteral pumps and supplies which
includes:

1. Astatement of the recipient’s total medical condition that includes a description of the recipi-
ent’s metabolic or digestive disorder.

2. Documentation of the medical necessity for commercially prepared products. The informa-
tion 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.
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441—78.29(249A) Nurse-midwives. Payment will be made for services provided by nurse-
midwives contingent upon the following criteria being met:

78.29(1) The services provided are within the scope of the practice of nurse midwifery, including
advanced nursing and physician-delegated functions under a protocol with a collaborating physician.

78.29(2) The women served by a nurse-midwife must be examined by a physician on at least two
occasions during the pregnancy: an initial screening review of the women to determine the appropri-
ateness for nurse-midwife care and during the last month of the pregnancy. A joint determination must
be made by the nurse-midwife and the physician that the women are obstetrically low-risk and eligible
for care by a nurse-midwife.

Risk assessments, using Form 470-2942, Medicaid Prenatal Risk Assessment, shall be completed
twice during a Medicaid recipient’s 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).)

78.29(3) The nurse-midwife shall provide for referral for the infant’s neonatal examination.

78.29(4) The nurse-midwife shall have promptly available the necessary equipment and personnel
to handle emergencies.

78.29(5) The services of the nurse-midwife are provided in birth centers, hospitals, or clinics.

78.29(6) The nurse-midwife providing services in other than a hospital shall negotiate a written
agreement with one or more hospitals for the prompt transfer of patients requiring care. The patient
record information shall be transmitted with the patient at the time of transfer.

78.29(7) The nurse-midwife shall maintain a current and complete medical record for each patient
and shall have the record available for reference.

The record shall have at least the following: admitting diagnosis, physical examination, report of
medical history, record of medical consultation where indicated, laboratory tests, X-rays, delivery re-
ports, anesthesia record and discharge summary.

78.29(8) Payment will be made to nurse-midwives directly only if they are not auxiliary personnel
as defined in subrule 78.1(13) or if they are not hospital employees.

78.29(9) Nurse-midwives who wish to administer vaccines which are available through the vac-
cines 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. Nurse-midwives shall receive reimbursement
for the administration of vaccines to Medicaid recipients.

This rule is intended to implement Iowa Code section 249A.4 and 1992 lowa Acts, Second Extraor-
dinary Session, chapter 1001, section 413,

441—78.30(249A) Birth centers. Payment will be made for prenatal, delivery, and postnatal ser-
vices. Risk assessments, using Form 470-2942, Medicaid Prenatal Risk Assessment, shall be com-
pleted twice during a Medicaid recipient’s pregnancy. If the risk assessment reflects a high-risk preg-
nancy, referral shall be made for enhanced services. (See description of enhanced services at subrule
78.25(3).)

Birth centers which wish to administer vaccines which are available through the vaccines for chil-
dren program to Medicaid eligibles shall enroll in the vaccines for children program. In lieu of pay-
ment, vaccines available through the vaccines for children program shall be accessed from the depart-
ment of public health for Medicaid eligibles. Birth centers shall receive reimbursement for the
administration of vaccines to Medicaid recipients.

This rule is intended to implement Iowa Code section 249A 4.
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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 hospi-
tal or pursuant to subrule 78.31(5). Hospitals with alternate sites approved by the department of in-
spections 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 lowa 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.

Emergency service.

Qutpatient surgery.

Laboratory, X-ray and other diagnostic services.
General or family medicine.

Follow-up or after-care specialty clinics.
Physical medicine and rehabilitation.
Alcoholism and substance abuse.

Eating disorders.

Cardiac rehabilitation.

Mental health.

Pain management.

Diabetic education.

Pulmonary rehabilitation.

Nutritional counseling for persons aged 20 and under.

78.31(2) Requirements for all outpatient services.

a. Need forservice. 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 organiza-
tions 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 un-
der 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.

¢.  Goals and objectives. The goals and objectives of the program must be clearly stated. Para-
graphs “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 pro-
fessional 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.

SIFTSRTORN TR
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(3) Programstaff. Each person who provides services shall be determined to be competent to pro-
vide 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.0.), aregistered nurse, a registered dietitian and a licensed phar-
macist. 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 devel-
oped 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, multidisciplina-
ry 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 pa-
tient 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 expe-
rience.

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 (doc-
tor 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 ail-
ment, appropriate pulmonary function studies, a chest radiograph, an electrocardiogram and, when in-
dicated, arterial blood gas measurements at rest and during exercise, sputum analysis and blood theo-
phylline 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 re-
sources, 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 pa-
tient. 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 tech-
niques, 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 physi-
cian. Periodic reassessment will be conducted to evaluate progress and allow for educational rein-
forcement.

(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 nutri-
tional 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 family or pediatric nurse practitioners employed by a hospital.
Hospitals may be reimbursed for services rendered by family or pediatric nurse practitioners who are
employed by the hospital and providing services in a facility or other location that is owned by the hos-
pital, but is not on or part of the hospital’s licensed premises, if reimbursement is not otherwise avail-
able for the services rendered by these employed nurse practitioners. As a condition of reimbursement,
employed family and pediatric nurse practitioners rendering these services must enroll with the Medic-
aid program, receive a provider number, and designate the employing hospital to receive payment.
Claims for services shall be submitted by the employed family or pediatric nurse practitioner. Payment
shall be at the same fee-schedule rates as those in effect for independently practicing family or pediatric
nurse practitioners under 441—subrule 79.1(2).

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, occupa-
tional therapy, psychological evaluations and counseling, psychotherapy, speech-language therapy,
and audiological, nursing, and vision services provided by an area education agency (AEA). These
services shall be provided by personnel who meet standards as set forth in department of education
rules 281—41.8(256B,34CFR300) to 281—41.10(256B) to the extent that their certification or license
allows them to provide these services. Services shall be provided directly by the AEA or through con-
tractual arrangement with the AEA.
This rule is intended to implement lowa 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 24.

78.33(1) Payment will be approved for case management services to:

a. Recipients 18 years of age or over with a primary diagnosis of mental retardation, develop-
mental disabilities, or chronic mental illness as defined in rule 441—22.1(225C). Persons with mental
disorders resulting from Alzheimer’s disease or substance abuse shall not be considered chronically
mentally ill.
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b.  Recipients under 18 years of age with a primary diagnosis of mental retardation or develop-
mental disabilities as defined in rule 441-—22.1(225C) and with residence in a child welfare decatego-
rization county, under the conditions stated in subrule 78.33(2).

¢.  Recipients under 18 years of age receiving HCBS MR services.

78.33(2) Payment for services to recipients under age 18 residing in a child welfare decategoriza-
tion 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.

¢.  The child welfare decategorization county has certified that the funds remitted for the nonfed-
eral share of the cost of case management services are not federal funds.

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.

¢. 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 under Medicaid 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) Assisting with oral medications ordered by the physician which 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. Insome 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.

¢.  Skilled nursing care is not covered.
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78.34(3) Adult day care services. Adult day care services provide an organized program of sup-
portive 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 unitof 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.

b.  Staff-to-consumer ratios shall be appropriate to the individual needs of the consumer as deter-
mined by the consumer’s interdisciplinary team.

¢. 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 provider is a camp.

e.  The interdisciplinary team shall determine if the consumer will receive basic individual re-
spite, 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.

8. Respite services provided for a period exceeding 24 consecutive hours to three or more indi-
viduals who require nursing care because of a mental or physical condition must be provided by a
health care facility licensed as described in lowa Code chapter 135C.

78.34(6) Counseling services. Counseling services are face-to-face mental health services pro-
vided 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, assis-
tance with the grief process, alleviation of psychosocial isolation and support in coping with a disabili-
ty 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 ser-
vices 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 consum-
er 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 transfer-
ring. Certification for this is available through the area community colleges.
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(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. Certifica-
tion 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 qual-
ified 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. Assistance while the con-
sumer is on the job site and the cost of transportation for the consumer 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 de-
vices for communication.

(12) Assisting or accompanying a consumer in using transportation essential to the health and wel-
fare 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 ser-
vices 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 mo-
tion exercises, ambulation training, restorative nursing services, reteaching the activities of daily liv-
ing, 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 psy-
chological 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 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, or guardian 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, or guardian shall determine the components of the attendant care ser-
vices to be provided with the person who is providing the services to the consumer.

£ Theservice activities may not include parenting or child care for or on behalf of the consumer.

g The consumer and provider shall complete and sign Form 470-3372, HCBS Consumer-
Directed Attendant Care Agreement. A copy of the completed agreement shall be attached to the ser-
vice plan which is signed by the service worker prior to the initiation of services, and kept in the con-
sumer’s and department’s records.

h.  If the consumer has a guardian, the care plan shall address how consumer-directed attendant
care services will be monitored to ensure the consumer’s needs are being adequately met.

i.  Ifthe consumer has a guardian, the guardian 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.

I Consumer-directed attendant care services may be provided to a recipient of in-home health-
related care services, but not at the same time.

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 care-
givers 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 voca-
tional 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 devel-
opment;

(2) Include comprehensive developmental care and any special services for a consumer with spe-
cial needs; and

(3) Include medical assessment, medical monitoring, and medical intervention as needed on a reg-
ular or emergency basis.

b. Interim medical 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.

This rule is intended to implement Iowa Code section 249A 4.
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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.

b.  Staff-to-consumer ratios shall be appropriate to the individual needs of the consumer as deter-
mined by the consumer’s interdisciplinary team.

¢ A unit of service is one hour.

d.  The interdisciplinary team shall determine if the consumer will receive basic individual res-
pite, 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 un-
der the waiver is precluded.

£ A maximum of 14 consecutive days of 24-hour respite care may be reimbursed.

8. Respite services provided for a period exceeding 24 consecutive hours to three or more indi-
viduals who require nursing care because of a mental or physical condition must be provided by a
health care facility licensed as described in lowa 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 provider is a camp.

78.37(7) Choreservices. Chore services include the following services: window and door mainte-
nance, 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 at-
tics 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 de-
livered 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 pro-
vides the home-delivered meal, the recipient is required to have a nutritional consultation. The nutri-
tional 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 set
forth in subrule 78.41(4), paragraphs “a” to “d.”
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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 Case Management Program for the Frail Elderly
(CMPFE) interdisciplinary team. 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 unitof service is per mile, per trip or rate established by
area agency on aging. When paying the rate established by an area agency on aging, the monthly pay-
ment shall not exceed $200 per month for wheelchair or other handicapped transportation, or $100 per
month for nonhandicapped transportation.

78.37(12)  Nutritional counseling. Nutritional counseling services may be provided for a nutri-
tional problem or condition of such a degree of severity that nutritional counseling beyond that normal-
ly 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 per-
sons 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 ser-
vices 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. Itis
recommended that the provider receive certification of training and return demonstration for transfer-
ring. Certification for this is available through the area community colleges.

(4) Toiletassistance, including bowel, bladder, and catheter assistance. It isrecommended that the
provider receive certification of training and return demonstration for catheter assistance. Certifica-
tion 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 qual-
ified health care provider. It is recommended the provider successfully complete a medication aide
course administered by an area community college.

\us/
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(8) Wound care.

(9) Assistance needed to go to or return from a place of employment. Assistance while the con-
sumer is on the job site and the cost of transportation for the consumer 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 de-
vices for communication.

(12) Assisting or accompanying a consumer in using transportation essential to the health and wel-
fare 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 ser-
vices under the supervision of a licensed nurse or licensed therapist working under the direction of a phy-
sician. The licensed nurse or therapist shall retain accountability for actions that are delegated. The li-
censed 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 mo-
tion exercises, ambulation training, restorative nursing services, reteaching the activities of daily liv-
ing, 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 psy-
chological 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.  Aunitof 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, aunit 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 pro-
vided. Except for services provided by an assisted living program, each service shall be billed in whole
units.

d.  The consumer, parent, or guardian 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, or guardian shall determine the components of the attendant care ser-
vices to be provided with the person who is providing the services to the consumer.

£ Theservice activities may not include parenting or child care for or on behalf of the consumer.
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g The consumer and provider shall complete and sign Form 470-3372, HCBS Consumer-
Directed Attendant Care Agreement. A copy of the completed agreement shall be attached to the ser-
vice plan which is signed by the service worker prior to the initiation of services, and kept in the con-
sumer’s and department’s records.

h.  If the consumer has a guardian, the care plan shall address how consumer-directed attendant
care services will be monitored to ensure the consumer’s needs are being adequately met.

i.  Ifthe consumer has a guardian, the guardian shall sign the claim form in place of the consumer,
indicating that the service has been provided as presented on the claim.

Jj. 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.

I Consumer-directed attendant care services may be provided to a recipient of in-home health-
related care services, but not at the same time.

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 pro-
vided 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, assis-
tance with the grief process, alleviation of psychosocial isolation and support in coping with a disabili-
ty 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 ser-
vices 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:

Observation and reporting of physical or emotional needs.

Helping a client with bath, shampoo, or oral hygiene.

Helping a client with toileting.

Helping a client in and out of bed and with ambulation.

Helping a client reestablish activities of daily living.

Assisting with oral medications ordinarily self-administered and ordered by a physician.
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.
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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 person-
nel of changes in the patient’s conditions and needs. A unit of service is a visit.

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 deter-
mined 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 res-
pite, 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 un-
der the waiver is precluded.

f A maximum of 14 consecutive days of 24-hour respite care may be reimbursed.

8. Respite services provided for a period exceeding 24 consecutive hours to three or more indi-
viduals 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 provider is a camp.

78.38(6) Home-delivered meals. Home-delivered meals means meals prepared elsewhere and de-
livered 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 sup-
portive 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 consum-
er 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.
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(3) Accesstoand from bed or a wheelchair, transferring, ambulation, and mobility in general. Itis
recommended that the provider receive certification of training and return demonstration for transfer-
ring. Certification for this is available through the area community colleges.

(4) Toiletassistance, including bowel, bladder, and catheter assistance. It isrecommended that the
provider receive certification of training and return demonstration for catheter assistance. Certifica-
tion 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 qual-
ified 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. Assistance while the con-
sumer is on the job site and the cost of transportation for the consumer 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 de-
vices for communication.

(12) Assisting or accompanying a consumer in using transportation essential to the health and wel-
fare of the consumer. The cost of the transportation is not included.

b.  Theservice activities may include helping the consumer with any of the following skilled ser-
vices 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 mo-
tion exercises, ambulation training, restorative nursing services, reteaching the activities of daily liv-
ing, 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.
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f. Provider budgets shall reflect all staff-to-consumer ratios. A unit of service is:

(1) One full calendar day when a consumer residing in the living unit receives on-site staff super-
vision 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.

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 shail 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 deter-
mined by the consumer’s interdisciplinary team.

¢. 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.

. Respite services shall not be simultaneously reimbursed with other residential or respite ser-
vices, 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 provider is a camp.

h.  The interdisciplinary team shall determine if the consumer will receive basic individual res-
pite, 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 indi-
viduals 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 sta-
tion. 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.
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(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.

¢. 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) Vehicle and home modifications. Covered vehicle and home modifications are those
physical modifications to the consumer’s home environment and vehicle which are necessary to pro-
vide for the health, welfare and safety of the consumer, and which enable the consumer to function with
greater independence in the home or vehicle.

a. Services shall be included in the consumer’s individual comprehensive plan or service plan
and shall exceed the Medicaid state plan services.

b.  These services may include the purchase, installation or modification of:

(1) Kitchen counters, sink space, cabinets, special adaptations to refrigerators, stoves and ovens,
grab bars and handrails.

(2) Bathtubs and toilets to accommodate wheelchair transfer, shower and bathtub seats, grab bars,
special handles and hoses for shower heads, water faucet controls, wheelchair-accessible showers and
sink areas, and turnaround space adaptations.

(3) Entrance ramps and rails, lifts for porches or stairs, door, hall, and window widening, fire safe-
ty alarm equipment specific for hearing and visually disabled, voice-activated, light-activated,
motion-activated, and electronic devices, air filtering, and heating and cooling adaptations.

(4) Vehicle floor or wall bracing, lifts, and driver-specific adaptations.

¢. 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. Home and vehicle modifications shall be provided by community businesses. Services shall
be performed following department approval of a binding contract between the supported community
living service provider and the community business.

f. Service payment shall be made to the supported community living service provider to forward
to the applicable community business following completion of the approved modifications.

78.41(5) Nursing services. Nursing services are individualized in-home medical services pro-
vided 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.

¢. A maximum of 14 units are available per week.

-’/
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78.41(7) Supported employment services. Supported employment services are those services of
instruction, supervision and assistance associated with attaining and maintaining paid employment.

a. The components of the service are instructional activities to obtain a job, initial instructional
activities on the job, enclave settings as defined in paragraph “i, ” and follow-along. The service con-
sists of:

(1) Paid employment for persons for whom competitive employment at or above the minimum
wage is unlikely, and who, because of their disabilities, need intensive ongoing support to perform ina
work setting.

(2) Employment-related adaptations required to assist the consumer within the employment set-
ting.

(3) Transportation, when provided between the consumer’s place of residence and the supported
employment site or between sites (in situations where the consumer receives the services in more than
one place). Ordinary forms of community transportation (car pools, coworkers, self or public trans-
portation) should be attempted before the service provider provides transportation.

b.  Individualized or dispersed placements are the preferred service model.

¢.  The majority of coworkers within the employment site which has more than two employees
shall be persons without disabilities. Daily contact shall be provided in the immediate worksite with
other employees or the general public who do not have disabilities.

d.  The individual and dispersed placement services shall provide individualized and indefinite
follow-along support contacts at regular intervals with the consumer to promote successful job reten-
tion. A minimum of two contacts per month is required. As appropriate, contact at regular intervals
shall be made with the employer and significant others. Contacts shall be documented.

e. Documentation shall be maintained in the file of each supported employment consumer that
this service is not available under a program funded under the Rehabilitation Act of 1973 or P. L.
94-142.

f Services shall be identified in the consumer’s individual comprehensive plan.

g Instructional activities to obtain a job. Reimbursement is available for instructional activities
provided to the consumer and supported employment development activities associated with obtain-
ing supported employment for the consumer.

(1) A unit is one day.

(2) A maximum of five units per week are available for a maximum of 16 weeks (80 units).

h.  Initial instructional activities on job. Reimbursement is available for instructional activities
associated with initial job training needs for consumers within individual, dispersed supported em-
ployment settings.

(1) A unit is one hour.

(2) A maximum of 40 units are available per week.

i.  Enclave settings. Reimbursement is available for activities associated with sustaining con-
sumers within an enclave supported employment setting of two to eight persons with disabilities.

(1) A unit is one hour.

(2) A maximum of 40 units are available per week.

j. Follow-along. Reimbursement is available for maintenance and follow-along activities which
include individualized ongoing support activities required to sustain the consumer in the supported
employment setting.

(1) A unit is one calendar month.

(2) A maximum of 12 units are available per state fiscal year.

k. Changes in the consumer’s supported employment service or support needs shall be reflected
in the individual comprehensive plan. Changes in the supported employment service model will result
in changes in reimbursement on a quarterly basis.
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. Supported employment services shall not be simultaneously reimbursed with other supported
employment, work activity, or sheltered work services, or with Medicaid or HCBS MR respite, nursing
or home health aide services.

m. Rescinded IAB 3/2/94, effective 3/1/94.

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 consum-
er 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. Itis
recommended that the provider receive certification of training and return demonstration for transfer-
ring. Certification for this is available through the area community colleges.

(4) Toiletassistance, including bowel, bladder, and catheter assistance. It is recommended that the
provider receive certification of training and return demonstration for catheter assistance. Certifica-
tion 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 qual-
ified 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. Assistance while the con-
sumer is on the job site and the cost of transportation for the consumer 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 de-
vices for communication.

(12) Assisting or accompanying a consumer in using transportation essential to the health and wel-
fare of the consumer. The cost of the transportation is not included.

b.  Theservice activities may include helping the consumer with any of the following skilled ser-
vices 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.

-’/
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(7) Rehabilitation services including, but not limited to, bowel and bladder training, range of mo-
tion exercises, ambulation training, restorative nursing services, reteaching the activities of daily liv-
ing, 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 psy-
chological 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.

¢. 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, or guardian 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, or guardian shall determine the components of the attendant care ser-
vices to be provided with the person who is providing the services to the consumer.

f Theservice activities may not include parenting or child care for or on behalf of the consumer.

8 The consumer and provider shall complete and sign Form 470-3372, HCBS Consumer-
Directed Attendant Care Agreement. A copy of the completed agreement shall be attached to the ser-
vice plan which is signed by the service worker prior to the initiation of services, and kept in the con-
sumer’s and department’s records.

h.  If the consumer has a guardian, the care plan shall address how consumer-directed attendant
care services will be monitored to ensure the consumer’s needs are being adequately met.

i.  Ifthe consumer has a guardian, the guardian 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.

I Consumer-directed attendant care services may be provided to a recipient of in-home health-
related care services, but not at the same time.

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 care-
givers 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 voca-
tional 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 devel-
opment;

(2) Include comprehensive developmental care and any special services for a consumer with spe-
cial needs; and

(3) Include medical assessment, medical monitoring, and medical intervention as needed on a reg-
ular or emergency basis.

b.  Interim medical monitoring and treatment services may include supervision to and from school.
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¢.  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.

441—78.42(249A) Rehabilitative treatment services. Payment will be made for rehabilitative
treatment services as described in 441—Chapter 185, Divisions I to V, when the rehabilitative treat-
ment services have been authorized by the review organization under the provisions set forth in rule
441—185.4(234) and the services are provided by providers certified as described in rules
441—185.10(234) and 441—185.11(234).

These rules are intended to implement Iowa Code section 249A.4.

441—78.43(249A) HCBS brain injury waiver services. Payment shall be approved for the follow-
ing services to consumers eligible for the HCBS brain injury services as established in 441—Chapter
83 and asidentified in the participant’s individual comprehensive plan (ICP). Allservices shallinclude
the applicable and necessary instructions, supervision, assistance and support as required by the con-
sumer in achieving the goals written specifically in the ICP. The services, amount and supports pro-
vided under the HCBS brain injury waiver shall be delivered in the least restrictive environment and in
conformity with the consumer’s individual comprehensive plan.

Reimbursement shall not be available under the waiver for any services that the consumer can ob-
tain through regular Medicaid.

All services shall be billed in whole units.

78.43(1) Case management services. Individual case management services means activities pro-
vided, 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 fami-
lies 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 relation-
ship 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 re-
sponsive 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 an individual comprehensive plan (ICP) is developed which addresses the con-
sumer’s total needs for services and living arrangements.

c.  Assistance to the consumer in obtaining the services and living arrangements identified in the
ICP.

-’/
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d.  Living units shall be located throughout the community at scattered sites. Settings larger than
four units require the majority of living units to be occupied by individuals who are not disabled.

e.  Provider budgets shall reflect all staff-to-consumer ratios. A unit of service is:

(1) One full calendar day when a consumer residing in the living unit receives on-site staff super-
vision for 19 or more hours during a 24-hour calendar day and the consumer’s individual comprehen-
sive 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 excepta lcap year, when 8,418 hourly units
are available.

8 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, or Medicaid
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.
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b.  Staff-to-consumer ratios shall be appropriate to the individual needs of the consumer as deter-
mined by the consumer’s interdisciplinary team.

¢. 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 provider is a camp.

e.  Respite services shall not be simultaneously reimbursed with other residential or respite ser-
vices, 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 res-
pite, 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 indi-
viduals 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 those services of
instruction, supervision and assistance associated with attaining and maintaining paid employment.

a. The components of the service are instructional activities to obtain a job, initial instructional
activities on the job, enclave settings as defined in paragraph 78.43(4)“i, ” and follow-along. The ser-
vice consists of:

(1) Paid employment for persons for whom competitive employment at or above the minimum
wage is unlikely and who, because of their disabilities, need intensive ongoing support to performin a
work setting.

(2) Employment-related adaptations required to assist the consumer within the employment set-
ting.

(3) Transportation, when provided between the consumer’s place of residence and the supported
employment site or between sites (in situations where the consumer receives the services in more than
one place). Ordinary forms of community transportation (carpools, coworkers, self or public trans-
portation) should be attempted before the service provider provides transportation.

b. Individualized or dispersed placements are the preferred service model.

c.  The majority of coworkers within the employment site which has more than two employees
shall be persons without disabilities. Daily contact shall be provided in the immediate work site with
other employees or the general public who do not have disabilities.

d. The individual and dispersed placement services shall provide individualized and indefinite
follow-along support contacts at regular intervals with the consumer to promote successful job reten-
tion. A minimum of two contacts per month is required. As appropriate, contact at regular intervals
shall be made with the employer and significant others. Contacts shall be documented.

e. Documentation shall be maintained in the file of each supported employment consumer that
this service is not available under a program funded under the Rehabilitation Act of 1973 or Public Law
94-142.

f. Services shall be identified in the consumer’s individual comprehensive plan.



e’

TAC 3/10/99, 6/28/00 Human Services[441] Ch 78, p.119

g Reimbursement is available for instructional activities provided to the consumer and sup-
ported employment development activities associated with obtaining supported employment for the
consumer.

(1) A unit is one day.

(2) A maximum of five units per week are available.

h. Reimbursement is available for instructional activities associated with initial job training
needs for consumers within individual, dispersed supported employment settings.

(1) A unit is one hour.

(2) A maximum of 40 units are available per week for 16 weeks (640 units).

i.  Reimbursement is available for activities associated with sustaining consumers within an en-
clave supported employment setting of two to eight persons with disabilities.

(1) A unit is one hour.

(2) A maximum of 40 units are available per week.

J. Reimbursement is available for maintenance and follow-along activities which include indi-
vidualized ongoing support activities required to sustain the consumer in the supported employment
setting.

(1) A unit is one calendar month.

(2) A maximum of 12 units are available per state fiscal year.

k. Changes in the consumer’s supported employment service or support needs shall be reflected
in the individual comprehensive plan. Changes in the supported employment service shall result in
changes in reimbursement on a quarterly basis.

i Supported employment services shall not be simultaneously reimbursed with other supported
employment, work activity, or sheltered work services, or with Medicaid or HCBS brain injury waiver
respite or personal assistance services.

m. Consumers residing in residential care facilities may receive supported employment services.

78.43(5) Home and vehicle modifications. Covered home and vehicle modifications are those
physical modifications to the consumer’s home environment and vehicle which are necessary to pro-
vide for the health, welfare and safety of the consumer, and which enable the consumer to function with
greater independence in the home or vehicle.

a.  Services shall be included in the consumer’s individual comprehensive plan or service plan
and shall exceed the regular Medicaid services.

b.  These services may include the purchase, installation, or modification of:

(1) Kitchen counters, sink space, cabinelts, special adaptations to refrigerators, stoves and ovens,
grab bars and handrails.

(2) Bathtubs and toilets to accommodate wheelchair transfer, shower and bathtub seats, grab bars,
special handles and hoses for shower heads, water faucet controls, wheelchair-accessible showers and
sink areas, and turnaround space adaptations.

(3) Entrance ramps and rails; lifts for porches or stairs; door, hall and window widening; motion-
activated, and electronic devices; air filtering, and heating and cooling adaptations.

(4) Vehicle floor or wall bracing, lifts, and driver-specific adaptations.

¢. A unit of service is the completion of needed modifications or adaptations.

d.  All modifications and adaptations shall be in accordance with applicable federal, state, and
local building and vehicle codes.

e. Home and vehicle modifications shall be provided by community businesses. Services shall
be performed following department approval of a contract between the supported community living
provider and the community business.

f Service payment shall be made to the supported community living service provider to forward
to the applicable community business following completion of the approved modifications.
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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
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.

¢. A central monitoring station with backup systems staffed by trained attendants 24 hours per
day, seven days per week.

d.  Current datafiles 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.

S 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 busi-
ness errands, essential shopping, to receive medical services not reimbursed through medical trans-
portation, to and from work or day programs, and to reduce social isolation. A unit of service is either
per mile or per trip. 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 pur-
chased through the waiver in addition to the initial purchase cost.

a. Consumers may receive specialized medical equipment once per month until a maximum
yearly usage of $6000 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 compre-
hensive plan.

78.43(9) Adult day care services. Adult day care services provide an organized program of sup-
portive 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 unitofservice is a full day (4 to 8 hours) ora 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, man-
agement 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 up-
dates 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.
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78.43(11)  Prevocational services. Prevocational services are services aimed at preparing a con-
sumer 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 mo-
bility 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.

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 de-
signed strategies to increase the consumer’s appropriate behaviors and decrease the consumer’s mal-
adaptive 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 ser-
vices 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. Itis
recommended that the provider receive certification of training and return demonstration for transfer-
ring. Certification for this is available through the area community colleges.

(4) Toiletassistance, including bowel, bladder, and catheter assistance. It is recommended that the
provider receive certification of training and return demonstration for catheter assistance. Certifica-
tion 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 qual-
ified 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. Assistance while the con-
sumer is on the job site and the cost of transportation for the consumer are not included in consumer-
directed attendant care services.

(10) Cognitive assistance with tasks such as handling money and scheduling.
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(11) Fostering communication through interpreting and reading services as well as assistive de-
vices for communication.

(12) Assisting or accompanying a consumer in using transportation essential to the health and wel-
fare 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 ser-
vices under the supervision of a licensed nurse or licensed therapist working under the direction of a phy-
sician. The licensed nurse or therapist shall retain accountability for actions that are delegated. The li-
censed 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 mo-
tion exercises, ambulation training, restorative nursing services, reteaching the activities of daily liv-
ing, 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 psy-
chological 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, or guardian 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, or guardian shall determine the components of the attendant care ser-
vices to be provided with the person who is providing the services to the consumer.

f Theservice activities may not include parenting or child care for or on behalf of the consumer.

g The consumer and provider shall complete and sign Form 470-3372, HCBS Consumer-
Directed Attendant Care Agreement. A copy of the completed agreement shall be attached to the ser-
vice plan which is signed by the service worker prior to the initiation of services, and kept in the con-
sumer’s and department’s records.

h.  If the consumer has a guardian, the care plan shall address how consumer-directed attendant
care services will be monitored to ensure the consumer’s needs are being adequately met.

i, Ifthe consumer has a guardian, the guardian shall sign the claim form in place of the consumer,
indicating that the service has been provided as presented on the claim.

-’/
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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.

I Consumer-directed attendant care services may be provided to a recipient of in-home health-
related care services, but not at the same time.

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 care-
givers 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 voca-
tional 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 cach consumer’s social, emotional, intellectual, and physical devel-
opment;

(2) Include comprehensive developmental care and any special services for a consumer with spe-
cial needs; and

(3) Include medical assessment, medical monitoring, and medical intervention as needed on areg-
ular or emergency basis.

b.  Interim medical monitoring and treatment services may include supervision to and from school.

¢. 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.

441—78.44(249A) Lead inspection services. Payment shall be approved for lead inspection ser-
vices. 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 ex-
amination 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.

78.45(1) Covered services. Payment for consultations on covered services done through the elec-
tronic transfer of medical information by interactive audiovisuals is available pursuant to Medicare-
funded telemedicine waiver program guidelines to those Medicaid providers participating in a federal-
ly funded telemedicine waiver program who have entered into a billing instruction and data collection
agreement with the department.

78.45(2) Expensesand associated costs. Payment for telecommunication expenses and associated
costs for teleconsultive services covered under subrule 78.45(1) is available to medical institutions
participating in Medicaid and in a federally funded telemedicine waiver program who have entered
into a billing instruction and data collection agreement with the department.
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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 ob-
tain 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 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 but not assistance to the
consumer while the consumer is on the job site.

(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.

e’
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[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)

( Two ARCs
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[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]
[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] \auo’
[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] \aws/
[Filed 6/8/00, Notices 1/26/00, 4/19/00—published 6/28/00, effective 9/1/00]
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CHAPTER 79
OTHER POLICIES RELATING TO PROVIDERS OF

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

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

79.1(1) Types of reimbursement.

a. Prospective cost-related. Providers are reimbursed on the basis of a per diem rate calculated
prospectively for each participating provider based on reasonable and proper costs of operation. The
rate is determined by establishing a base year per diem rate to which an annual index is applied.

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

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

(1) The actual charge made by the provider of service.

(2) The maximum allowance under the fee schedule for the item of service in question.

Payment levels for fee schedule providers of service will be increased on an annual basis by an eco-
nomic index reflecting overall inflation as well as inflation in office practice expenses of the particular
provider category involved to the extent data is available. Annual increases will be made beginning
July 1, 1988.

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

Copies of fee schedules in effect for the providers covered by fee schedules can be obtained by con-
tacting the department’s fiscal agent at the following address: Consultec, Inc., P.O. Box 14422, Des
Moines, Iowa 50306-3422.

d.  * Monthly fee for service. Providers are reimbursed on the basis of a payment for a month’s
provision of service for each client enrolled in a case management program for any portion of the
month based on reasonable and proper costs for service provision. The fee will be determined by the
department with advice and consultation from the appropriate professional group and will reflect the
amount of resources involved in services provision.

*Effective 1/1/89, IAB 12/14/88
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e.  Retrospectively limited prospective rates. Providers are reimbursed on the basis of a rate fora
unit of service calculated prospectively for ecach participating provider (and, for supported community
living daily rates, for each consumer or site) based on projected or historical costs of operation, subject
to the maximums listed in subrule 79.1(2) and to retrospective adjustment based on actual, current
costs of operation so as not to exceed reasonable and proper costs by more than 2.5 percent.

The prospective rates for new providers who have not submitted six months of cost reports will be
based on a projection of the provider’s reasonable and proper costs of operation until the provider has
submitted an annual cost report that includes a minimum of six months of actual costs. The prospective
rates paid established providers who have submitted an annual report with a minimum of a six-month
history are based on reasonable and proper costs in a base period and are adjusted annually for infla-
tion. The prospective rates paid to both new and established providers are subject to the maximums
listed in subrule 79.1(2) and to retrospective adjustment based on the provider’s actual, current costs of
operation as shown by financial and statistical reports submitted by the provider, so as not to exceed
reasonable and proper costs actually incurred by more than 2.5 percent.

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

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

Basis of

Provider category reimbursement Upper limit

Ambulance Fee schedule Ground ambulance: Fee
schedule in effect 6/30/00
plus 0.7%.
Air ambulance: A base rate of
$209.54 plus $7.85 per mile
for each mile the patient is
carried.

Ambulatory surgical centers Base rate fee schedule Rate determined by Medicare

as determined by Medicare.
See 79.1(3)

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

Audiologists Fee schedule Fee schedule in effect 6/30/99
plus 2%

Birth centers Fee schedule Fee schedule in effect 6/30/00
plus 0.7%

Case management providers Retrospective cost-related Retrospective rate

Certified registered Fee schedule Fee schedule in effect 6/30/00

nurse anesthetists plus 0.7%

Chiropractors Fee schedule Fee schedule in effect 6/30/99
plus 2%

Clinics Fee schedule Maximum physician
reimbursement rate

Community mental health Fee schedule Reimbursement rate for center

centers in effect 6/30/00 plus 17.33%

Dentists Fee schedule 75% of usual and customary

rate

-/
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Provider category

Durable medical equipment,
prosthetic devices and
medical supply dealers

Family planning clinics

Family or pediatric nurse
practitioner

Federally qualified health
centers (FQHC)

HCBS AIDS/HIV waiver

service providers, including:

1. Counseling

Individual:
Group:
2. Home health aide
3. Homemaker

4. Nursing care

Human Services[441]

Basis of
reimbursement

Fee schedule.
See 79.1(4)

Fee schedule
Fee schedule

Retrospective cost-related

Fee schedule
Fee schedule

Retrospective cost-related
Fee schedule

Agency’s financial and
statistical cost report

and Medicare percentage
rate per visit

Ch 79, p.3

Upper limijt
Fee schedule in effect 6/30/00
plus 0.7%

Fees in effect 6/30/00 plus
0.7%

Fee schedule in effect 6/30/99
plus 2%

1. Reasonable cost as
determined by Medicare cost
reimbursement principles

2. In the case of services
provided pursuant to a contract
between an FQHC and a
managed care organization
(MCO), reimbursement from
the MCO shall be
supplemented to achieve “1”
above

$10.07 per unit
$40.26 per hour

Maximum Medicare rate
$18.49 per hour

Cannot exceed $74.77
per visit



Ch79,p.4

Provider category
5. Respite care providers,
including:

Home health agency:
Specialized respite

Basic individual respite

Group respite

Home care agency:
Specialized respite

Basic individual respite

Group respite

Nonfacility care:
Specialized respite

Basic individual respite

Group respite

Facility care:
Hospital or nursing facility
providing skilled care

Nursing facility

Intermediate care facility
for the mentally retarded

Human Services[441]

Basis of
reimbursement

Rate for nursing services
provided by a home health
agency (encounter services-
intermittent services)

Rate for home health aide
services provided by a home
health agency (encounter
services-intermittent
services)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
propsective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectivly limited
prospective rates. See
79.1(15)

$12.24 per hour

$12.24 per hour

$12.24 per hour

IAC 6/28/00
Upper limit

Maximum Medicare rate
converted to an hourly
rate not to exceed $294
per day

Maximum Medicare rate
converted to an hourly
rate not to exceed $294
per day

$12.24 per hour not to
exceed $294 per day

$31.50 per hour not to
exceed g294 per day

$16.80 per hour not to
exceed $294 per day

$12.24 per hour not to
exceed $294 per day

$31.50 gcr hour not to
exceed $294 per day

$16.80 per hour not to
exceed 2294 per day

$12.24 per hour not to ex-
ceed $294 per day

$12.24 per hour not to
exceed daily per diem for
skilled nursing facility
level of care

$12.24 per hour not to
exceed daily per diem for
nursing facility level of
care

$12.24 per hour not to
exceed daily per diem for
ICF/MR level of care
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Provider category

Foster group care

Camps

Adult day care

Child care facilities

6. Home-delivered meal
providers

7. Adult day care

‘-’

8. Consumer-directed
attendant care:
Agency provider

Individual provider

HCBS brain injury waiver

service providers, including:

1. Supported community
living
2. Respite care providers,
-’/ including:
Home health agency:
Specialized respite

Basic individual respite

Human Services[441]

Basis of
reimbursement

$12.24 per hour

Retrospectively limited
prospective rates. See
79.1(15)

$12.24 per hour

$12.24 per hour

Fee schedule

Fee schedule

Fee agreed upon by
consumer and provider
Fee agreed upon by
consumer and provider

Retrospectively limited
prospective rates.
See 79.1(15)

Rate for nursing services
provided by a home health
agency (encounter
services-intermittent
services)

Rate for home health aide
services provided by a home
health agency (encounter
services-intermittent
services)

Ch79,p.5
U imit
$12.24 per hour not to

exceed daily per diem rate
for rehabilitative treatment
and supportive services

$12.24 per hour not to
exceed §294 per day

$12.24 per hour not to
exceed rate for regular
adult day care services

$12.24 per hour not to
exceed contractual daily
per diem

$7.19 per meal. Maximum
of 14 meals per week

Veterans administration
contract rate or $20.54 per
half day, $41.09 per full
day, or $61.63 per
extended day if no
veterans administration
contract.

$18.49 per hour
$106.82 per day
$12.33 per hour
$71.90 per day

$32.64 per hour, $73.61
per day

Maximum Medicare rate
converted to an hourly
rate not to exceed $294
per day

Maximum Medicare rate
converted to an hourly
rate not to exceed $294
per day
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Provider category

Group respite

Home care agency:
Specialized respite

Basic individual respite

Group respite

Nonfacility care:
Specialized respite

Basic individual respite

Group respite

Facility care:

Hospital or nursing facility
providing skilled care

Nursing facility

Intermediate care facility
for the mentally retarded

Residential care facilities for
persons with mental
retardation

Foster group care

Camps

Human Services[441]

Basis of
reimbursement

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
propsective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
propsective rates. See
79.1(15)

$12.24 per hour

$12.24 per hour

$12.24 per hour

$12.24 per hour

$12.24 per hour

Retrospectively limited
prospective rates. See
79.1(15)

IAC 6/28/00

Upper limit
$12.24 per hour not to
exceed $294 per day

$31.50 per hour not to
exceed $294 per day

$16.80 per hour not to
exceed $294 per day

$12.24 per hour not to
exceed $294 per day

$31.50 per hour not to
exceed 5294 per day

$16.80 §er hour not to
exceed $294 per day

$12.24 per hour not to
exceed $294 per day

$12.24 per hour not to
exceed daily per diem for
skilled nursing facility
level of care

$12.24 per hour not to
exceed daily per diem for
nursing facility level of
care

$12.24 per hour not to
exceed daily per diem for
ICF/MR level of care

$12.24 per hour not to
exceed contractual daily
per diem

$12.24 per hour not to
exceed daily per diem rate
for rehabilitative treatment
and supportive services

$12.24 per hour not to
exceed 5294 per day
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Provider category
Adult day care

Child care facilities

3. Personal emergency
response system

4. Case management

5. Supported employment:
a. Instructional activities
to obtain a job

b. Initial instructional
activities on the job

c. Enclave

d. Follow-along

6. Transportation
7. Adult day care

8. Consumer-directed
attendant care:
Agency provider

Individual provider

9. Home and vehicle
modification

10. Specialized medical
equipment

11. Behavioral programming

12. Family counseling and
training

13. Prevocational services

Human Services{441]

Basis of
reimbursement
$12.24 per hour

$12.24 per hour

Fee schedule

Fee schedule
Fee schedule

Retrospectively limited
prospective rates.
See 79.1(15)

Retrospectively limited
prospective rates.
See 79.1(15)

Fee schedule.
See 79.1(15)

Fee schedule
Fee schedule

Fee agreed upon by
consumer and provider
Fee agreed upon by
consumer and provider

Fee schedule

Fee schedule

Fee schedule
Fee schedule

Fee schedule.
See 79.1(17)

Ch79,p.7

Upper limit
$12.24 per hour not to
exceed rate for regular
adult day care services

$12.24 per hour not to
exceed contractual daily
per diem

Initial one-time fee of
$46.22.

Ongoing monthly fee
of $35.95.

$575.49 per month
$34.70 per day

$15.77 per hour

$5.78 per hour

$262.91 per month

State per mile rate

$20.54 per half day,
$41.09 per full day, or
$61.63 per extended day

$18.49 per hour
$106.82 per day
$12.33 per hour
$71.90 per day

$500 per month, not to
exceed $6,000 per year

$500 per month, not to
exceed $6,000 per year

$10.07 per 15 minutes
$40.26 per hour

$34.94 per day
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Provider category

14. Interim medical monitoring and
treatment:

Home health agency:
Provided by home health aide

Provided by nurse

Provided by a registered group
child care home, registered
family child care home, or li-
censed child care center

HCBS elderly waiver service
providers, including:

1. Adult day care

2. Emergency response system

3. Home health aides
4. Homemakers

S. Nursing care

6. Respite care providers,
including:

Home health agency:
Specialized respite

Human Services[441]

Basis of

reimbursement

Rate for home health aide
services provided by a home
health agency (encounter
services-intermittent
services)

Rate for nursing services
provided by a home health
agency (encounter
services-intermittent
services)

Contractual rate. See
441—subrule 170.4(7)

Fee schedule

Fee schedule

Retrospective cost-related
Fee schedule

Fee schedule as determined
by Medicare

Rate for nursing services
provided by a home health
agency (encounter
services-intermittent
services)

IAC 6/28/00

Upper limit

Maximum Medicare rate
converted to an hourly
rate

Maximum Medicare rate
converted to an hourly
rate

$12.24 per hour

Veterans administration
contract rate or $20.54 per
half day, $41.09 per full
day, or $61.63 per
extended day if no
veterans administration
contract.

Initial one-time fee $46.22.

Ongoing monthly fee
$35.95.

Maximum Medicare rate

Maximum of $18.49 per
hour

$74.77 per visit

Maximum Medicare rate
converted to an hourly
rate not to exceed $294
per day
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Provider category

Basic individual respite

Group respite

Home care agency:
o’ Specialized respite

Basic individual respite

Group respite

Nonfacility care:
Specialized respite

Basic individual respite

Group respite

Facility care:

Hospital or nursing facility

providing skilled care

\-’ Nursing facility

Camps
Adult day care

7. Chore providers
8. Home-delivered meal

v providers

Human Services[441]

Basis of
reimbursement
Rate for home health aide
services provided by a home
health agency (encounter
services-intermittent
services)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
propsective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
propsective rates. See
79.1(15)

$12.24 per hour

$12.24 per hour

Retrospectively limited
prospective rates. See
79.1(15)

$12.24 per hour

Fee schedule
Fee schedule

Ch79,p.9

Upper limit
Maximum Medicare rate
converted to an hourly
rate not to exceed $294
per day

$12.24 per hour not to
exceed $294 per day

$31.50 per hour not to
exceed $294 per day

$16.80 per hour not to
exceed 2294 per day

$12.24 per hour not to
exceed $294 per day

$31.50 per hour not to
exceed $294 per day

$16.80 per hour not to
exceed $294 per day

$12.24 ger hour not to
exceed $294 per day

$12.24 per hour not to
exceed daily per diem for
skilled nursing facility
level of care

$12.24 per hour not to
exceed daily per diem for
nursing facility level of
care

$12.24 per hour not to
exceed g294 per day

$12.24 per hour not to
exceed rate for regular
adult day care services

$7.19 per half hour

$7.19 per meal. Maximum
of 14 meals per week.
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Provider category
9. Home and vehicle
modification providers

10. Mental health outreach
providers

11. Transportation providers

12. Nutritional counseling
13. Assistive devices
14. Senior companion

15. Consumer-directed
attendant care:

Agency provider other than an
assisted living program

Assisted living provider

Individual provider

HCBS ill and handicapped waiver
service providers, including:

1. Homemakers

2. Home health aides
3. Adult day care

4. Respite care providers,
including:
Home health agency:
Specialized respite

Human Services[441]

Basis of
reimbursement
Fee schedule

Fee schedule

Fee schedule

Fee schedule
Fee schedule
Fee schedule

Fee agreed upon by
consumer and provider

Fee agreed upon by
consumer and provider

Fee agreed upon by
consumer and provider

Fee schedule

Retrospective cost-related
Fee schedule

Rate for nursing services
provided by a home health
agency (encounter
services-intermittent
services)

1AC 6/28/00

Upper limi

$1000 lifetime maximum

On-site Medicaid
reimbursement rate

for center or provider.
Maximum of 1440

units per year

State per mile rate for
regional transit providers
or rate established by area
agency on aging.

$7.70 per quarter hour
$102.71 per unit

$6.16 per hour

$18.49 per hour
$106.82 per day

$1,052 per calendar
month. Rate must be
prorated per day for a
partial month, at a rate not
to exceed $34.60 per day

$12.33 per hour
$71.90 per day

Maximum of $18.49 per
hour

Maximum Medicare rate

Veterans administration
contract rate or $20.54 per
half day, $41.09 per full
day, or $61.63 per
extended day if no
veterans administration
contract

Maximum Medicare rate
converted to an hourly
rate not to exceed $294
per day
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Provider category

Basic individual respite

Group respite

Home care agency:
Specialized respite

Basic individual respite
Group respite

Nonfacility care:
Specialized respite

Basic individual respite
Group respite

Facility care:
Hospital or nursing facility
providing skilled care

Nursing facility

Intermediate care facility
for the mentally retarded

Residential care facilities for

persons with mental
retardation

Foster group care

Human Services[441]

Basis of
reimbursement
Rate for home health aide
services provided by a home
health agency (encounter
services-intermittent
services)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
propsective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
propsective rates. See
79.1(15)

$12.24 per hour

$12.24 per hour

$12.24 per hour

$12.24 per hour

$12.24 per hour
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Upper limit
Maximum Medicare rate
converted to an hourly
rate not to exceed $294
per day

$12.24 per hour not to
exceed $294 per day

$31.50 per hour not to
exceed $294 per day

$16.80 ger hour not to
exceed $294 per day

$12.24 ger hour not to
exceed $294 per day

$31.50 get hour not to
exceed 3294 per day

$16.80 per hour not to
exceed $294 per day

$12.24 ger hour not to
exceed $294 per day

$12.24 per hour not to
exceed daily per diem for
skilled nursing facility
level of care

$12.24 per hour not to
exceed daily per diem for
nursing facility level of
care

$12.24 per hour not to
exceed daily per diem for
ICF/MR level of care

$12.24 per hour not to
exceed contractual daily
per diem

$12.24 per hour not to
exceed daily per diem rate
for rehabilitative treatment
and supportive services
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ovider cat
Camps

Adult day care

Child care facilities

. Nursing care

. Counseling
Individual:
Group:

. Consumer-directed
attendant care:
Agency provider

Individual provider

. Interim medical monitoring and
treatment:

Home health agency:
Provided by home health aide

Provided by nurse

Provided by a registered group
child care home, registered
family child care home, or li-
censed child care center

Human Services[441]

Basis of
rei nt

Retrospectively limited
prospective rates. See
79.1(15)

$12.24 per hour

$12.24 pet hour

Agency’s financial and
statistical cost report and
Medicare percentage
rate per visit

Fee schedule
Fee schedule

Fee agreed upon by
consumer and provider
Fee agreed upon by
consumer and provider

Rate for home health aide
services provided by a home
health agency (encounter
services-intermittent
services)

Rate for nursing services
provided by a home health
agency (encounter
services-intermittent
services)

Contractual rate. See
441—subrule 170.4(7)

IAC 6/28/00

U limi
$12.24 per hour not to
exceed 5294 per day

$12.24 per hour not to
exceed rate for regular
adult day care services

$12.24 per hour not to
exceed contractual daily
per diem

Cannot exceed
$74.77 per visit

$10.07 per unit
$40.26 per hour

$18.49 per hour
$106.82 per day
$12.33 per hour
$71.90 per day

Maximum Medicare rate
converted to an hourly
rate

Maximum Medicare rate
converted to an hourly
rate

$12.24 per hour
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Provider category
HCBS MR waiver service
providers, including:

1. Supported community
living

2. Respite care providers, including:

Home health agency:
Specialized respite

Basic individual respite

Group respite

Home care agency:
Specialized respite

Basic individual respite

Group respite

Nonfacility care:
Specialized respite

Basic individual respite

Human Services[441]

Basis of
reimbursement

Retrospectively limited
prospective rates.
See 79.1(15)

Rate for nursing services
provided by a home health
agency (encounter
services-intermittent
services)

Rate for home health aide
services provided by a home
health agency (encounter
services-intermittent
services)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
propsective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Retrospectively limited
prospective rates. See
79.1(15)

Ch 79, p.10c

Upper limit

$32.64 per hour, not to
exceed a total per month of
$73.61 times the number of
days in the month. $73.61
per day. Variations to the
upper limit may be granted
by the division of medical
services when cost-
effective and in accordance
with the service plan as
long as the statewide
average remains

at or below $73.61 per day.

Maximum Medicare rate
converted to an hourly
rate not to exceed $294
per day

Maximum Medicare rate
converted to an hourly
rate not to exceed $294
per day

$12.24 per hour not to
exceed $294 per day
$31.50 per hour not to
exceed $294 per day

$16.80 per hour not to
exceed $294 per day

$12.24 per hour not to
exceed §294 per day
$31.50 per hour not to
exceed $294 per day

$16.80 ger hour not to
exceed $294 per day
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Basis of
Provider category reimbursement Upper limit

Group respite Retrospectively limited $12.24 ger hour not to
propsective rates. See exceed $294 per day
79.1(15)

Facility care:
Hospital or nursing facility $12.24 per hour $12.24 per hour not to
providing skilled care exceed daily per diem for

skilled nursing facility
level of care

Nursing facility $12.24 per hour $12.24 per hour not to
exceed daily per diem for
nursing facility level of

care

Intermediate care facility $12.24 per hour $12.24 per hour not to
for the mentally retarded exceed daily per diem for

ICF/MR level of care

Residential care facilities for ~ $12.24 per hour $12.24 per hour not to
persons with mental exceed contractual daily
retardation per diem

Foster group care $12.24 per hour $12.24 per hour not to

exceed daily per diem rate
for rehabilitative treatment
and supportive services

Camps Retrospectively limited $12.24 per hour not to
prospective rates. See exceed $294 per day
79.1(15)

Adult day care $12.24 per hour $12.24 per hour not to

exceed rate for regular
adult day care services

Child care facilities $12.24 per hour $12.24 per hour not to
exceed contractual daily
per diem

3. Supponed employment:
Instructional activities to Fee schedule $34.70 per day.
obtain a job Maximum of 80 units,
5 per week, limit 16 weeks
b. Initial instructional activities Retrospectively limited $15.77 per hour.
on the job prospective rates. Maximum of 40 units
See 79.1(15) per week
c. Enclave Retrospectively limited $5.78 per hour.
prospective rates. Maximum of 40 units
See 79.1(15) per week
d. Follow-along Fee schedule. $262.91 per month.
See 79.1(15) Maximum of 12 units per

fiscal year or $8.62 per day
for a partial month.
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Provider category
4. Nursing

5. Home health aides

6. Personal emergency
response system

N

Home and vehicle
modifications

8. Consumer-directed
attendant care:
Agency provider

Individual provider

v

Interim medical monitoring and
treatment:

Home health agency:
Provided by home health aide

Provided by nurse

Provided by a registered group
child care home, registered
family child care home, or li-
censed child care center

HCBS physical disability waiver

service providers, including:

1. Consumer-directed attendant
care:

Agency provider

Individual provider

2. Home and vehicle modification
providers

Human Services[441]

Basis of
reimbursement
Fee schedule as determined
by Medicare

Retrospective cost-related

Fee schedule

Contractual rate.
See 79.1(15)

Fee agreed upon by
consumer and provider
Fee agreed upon by
consumer and provider

Rate for home health aide
services provided by a home
health agency (encounter
services-intermittent
services)

Rate for nursing services
provided by a home health
agency (encounter
services-intermittent
services)

Contractual rate. See
441—subrule 170.4(7)

Fee agreed upon by
consumer and provider
Fee agreed upon by
consumer and provider

Fee schedule

Ch 79, p.10e

limj
Maximum Medicare rate
converted to an hourly rate

Maximum Medicare rate
converted to an hourly rate

Initial one-time fee
of $38.42

Ongoing monthly
fee of $26.19

Maximum amount of
$5,000 per consumer
lifetime

$18.49 per hour
$106.82 per day
$12.33 per hour
$71.90 per day

Maximum Medicare rate
converted to an hourly
rate not to exceed the
maximum daily per diem
for ICF/MR level of care
Maximum Medicare rate
converted to an hourly
rate not to exceed the

maximum daily per diem
for ICF/MR level of care

$12.24 per hour not to
exceed the maximum daily
per diem for ICE/MR level
of care

$18.49 per hour
$106.82 per day
$12.33 per hour
$71.90 per day

$500 per month, not to
exceed $6000 per year
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3. Personal emergency response
system

4. Specialized medical equipment

5. Transportation

Hearing aid dealers

Home health agencies
(Encounter services-
intermittent services)

(Private duty nursing or
personal care and VFC
vaccine administration for
persons aged 20 and under)

Hospices

Human Services[441]

Basis of
reimbursement
Fee schedule

Fee schedule

Fee schedule

Fee schedule plus product
acquisition cost

Retrospective cost-related

Interim fee schedule with
retrospective cost settling
based on Medicare
methodology

Fee schedule as determined
by Medicare

IAC 6/28/00

limit
Initial one-time fee of

$46.22. Ongoing monthly
fee of $35.95.

$500 per month, not to
exceed $6000 per year

State per mile rate for
regional transit providers,
or rate established by area
agency on aging.
Reimbursement shall be at
the lowest cost service rate
consistent with the
consumer’s needs.

Fee schedule in effect
6/30/00 plus 0.7%

Maximum Medicare rate

Retrospective cost settling
according to Medicare

methodology

Medicare cap
(See 79.1(14)“d”)
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IAC 6/28/00

vider cat
Hospitals (Inpatient)

Hospitals (Outpatient)

Independent laboratories

Intermediate care facilities
for the mentally retarded

Lead inspection agency

Maternal health centers

Nurse-midwives

Nursing facilities:
1. Nursing facility care

2. Skilled nursing care
provided in:
Hospital-based facilities

Human Services[441]

Basis of
[eimbursement

Prospective reimbursement.

See 79.1(5)

Prospective reimbursement
for providers listed at
441—paragraphs
78.31(1)“a” to “f.”

See 79.1(16)

Fee schedule for providers
listed at 441—paragraphs
78.31(1)“g” to “n.”

See 79.1(16)

Fee schedule.

See 79.1(6)

Prospective reimbursement.

See 441—82.5(249A)
Fee schedule

Reasonable cost per
procedure on a prospective
basis as determined by the
department based on
financial and statistical
data submitted annually
by the provider group

Fee schedule

Prospective reimbursement.

See 441—subrule 81.10(1)
and 441—81.6(249A)

Prospective reimbursement.

See 79.1(9)
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U limi
Reimbursement rate in
effect 6/30/00 increased
by 3%

Ambulatory patient group
rate (plus an evaluation
rate) and assessment

payment rate in effect on
6/30/00 increased by 3%

Rates in effect on 6/30/00
increased by 3%

Medicare fee schedule.
See 79.1(6)

Eightieth percentile of
facility costs as calculated
from 12/31/99 cost reports

Fee schedule in effect
6/30/00 plus 0.7%

Fee schedule in effect
6/30/00 plus 0.7%

Fee schedule in effect
6/30/99 plus 2%

Seventieth percentile
of facility costs as
calculated from all
6/30/00 cost reports

Facility base rate per
diems used on 6/30/99
inflated by 2% subject to a
maximum allowable pay-
ment rate of $346.20 per
day for hospital-based
skilled facilities
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Provider category.

Freestanding facilities

Opticians

Optometrists

Orthopedic shoe dealers

Physical therapists
Physicians (doctors of medicine
or osteopathy)

Podiatrists

Prescribed drugs

Human Services[441]

Basis of
reimbursement

Prospective reimbursement.
See 79.1(9)

Fee schedule. Fixed fee
for lenses and frames;
other optical materials at
product acquisition cost

Fee schedule. Fixed fee
for lenses and frames;
other optical materials at
product acquisition cost

Fee schedule

Fee schedule

Fee schedule.
See 79.1(7)

Fee schedule

See 79.1(8)

1AC 6/28/00

Upper limit
Facility base rate per
diems used on 6/30/99
inflated by 2% subject to a
maximum allowable pay-
ment rate of $163.41 per
day for freestanding
skilled facilities

Reimbursement rate for
provider in effect 6/30/00
plus 0.7%

Reimbursement rate for
provider in effect 6/30/99
plus 2%

Reimbursement rate for
provider in effect 6/30/00
plus 0.7%

Fee schedule in effect
6/30/99 plus 2%

Fee schedule in effect
6/30/99 plus 2%

Fee schedule in effect
6/30/99 plus 2%

$4.13 or $6.42
dispensing fee

(See 79.1(8)“a” and “e™)
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Provider category
Psychiatric medical institutions
for children
(Inpatient)

(Outpatient day treatment)

Psychologists

Rehabilitation agencies

Rehabilitative treatment services

Rural health clinics (RHC)

Screening centers

State-operated institutions

-’/

Human Services[441]

Basis of
reimbursement

Prospective reimbursement

Fee schedule

Fee schedule

Retrospective cost-related

Reasonable and necessary
costs per unit of service
based on data included on

the Rehabilitative Treatment

and Supportive Services
Financial and Statistical
Report, Form 470-3049.
See 441-—185.101(234) to
441—185.107(234). A

provider who is an individual

may choose between the
fee schedule in effect
November 1, 1993

(See 441—subrule
185.103(7)) and reasonable
and necessary costs.

Retrospective cost-related

Fee schedule

Retrospective cost-related

Ch 79, p.13

Upper limit

Reimbursement rate for
provider based on per
diem rates for actual costs
on 6/30/00, not to exceed a
maximum of $147.20 per
day

Fee schedule in effect
6/30/00 plus 0.7%
Reimbursement rate

for provider in effect
6/30/99 plus 2%

Reimbursement rate
for agency in effect
6/30/00 plus 0.7%

No cap

1. Reasonable cost as
determined by Medicare
cost reimbursement
principles

2. In the case of services
provided pursuant to a
contract between an RHC
and a managed care
organization (MCO),
reimbursement from the
MCO shall be
supplemented to achieve
“1” above

Reimbursement rate

for center in effect
6/30/00 plus 0.7%
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79.13) Ambulatory surgical centers. Payment is made for facility services on a fee schedule
which is determined by Medicare. These fees are grouped into eight categories corresponding to the
difficulty or complexity of the surgical procedure involved. Procedures not classified by Medicare
shall be included in the category with comparable procedures.

Services of the physician are reimbursed on the basis of a fee schedule (see subrule 79.1(1)“c”
This payment is made directly to the physician.

79.1(4) Durable medical equipment, prosthetic devices, medical supply dealers. Fees for durable
medical appliances, prosthetic devices and medical supplies are developed from several pricing
sources and are based on pricing appropriate to the date of service; prices are developed using prior
calendar year price information. The average wholesale price from all available sources is averaged to
determine the fee for each item. Payment for used equipment will be no more than 80 percent of the
purchase allowance. For supplies, equipment, and servicing of standard wheelchairs, standard hospi-
tal beds, enteral nutrients, and enteral and parenteral supplies and equipment, the fee for payment shall
be the lowest price for which the devices are widely and consistently available in a locality.

79.1(5) Reimbursement for hospitals.

a. Definitions.

“Adolescent” shall mean a Medicaid patient 17 years or younger.

“Adult” shall mean a Medicaid patient 18 years or older.

“Average daily rate” shall mean the hospital’s final payment rate multiplied by the DRG weight and
divided by the statewide average length of stay for a DRG.

“Base year cost report” shall mean the hospital’s cost report with fiscal-year-end on or after Janu-
ary 1, 1998, and prior to January 1, 1999, except as noted in 79.1(5) “x. ” Cost reports shall be reviewed
using Medicare’s cost reporting regulations for cost reporting periods ending on or after January 1,
1998, and prior to January 1, 1999.

“Blended base amount” shall mean the case-mix adjusted, hospital-specific operating cost per dis-
charge associated with treating Medicaid patients, plus the statewide average case-mix adjusted oper-
ating cost per Medicaid discharge, divided by two. This base amount is the value to which add-on pay-
ments for inflation, capital costs, direct medical education costs, and costs associated with treating a
disproportionate share of poor patients and indirect medical education are added to form a final pay-
ment rate.

“Capital costs” shall mean an add-on to the blended base amount which shall compensate for Med-
icaid’s portion of capital costs. Capital costs for buildings, fixtures and movable equipment are defined
in the hospital’s base year cost report, are case-mix adjusted, are adjusted to reflect 80 percent of allow-
able costs, and are adjusted to be no greater than one standard deviation off the mean Medicaid blended
capital rate.

“Case-mix adjusted” shall mean the division of the hospital-specific base amount or other applica-
ble components of the final payment rate by the hospital-specific case-mix index.

“Case-mix index” shall mean an arithmetical index measuring the relative average costliness of
cases treated in a hospital compared to the statewide average.

“Cost outlier” shall mean cases which have an extraordinarily high cost as established in
79.1(5)“f,” so as to be eligible for additional payments above and beyond the initial DRG payment.

“Diagnosis-related group (DRG)” shall mean a group of similar diagnoses combined based on pa-
tient age, procedure coding, comorbidity, and complications.

-
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(5) Allocation for disproportionate share. To determine the total amount of funding that shall be
allocated to the graduate medical education and disproportionate share fund for disproportionate share
payments, the department shall:

1. Sumall routine disproportionate share payments using paid claims to qualifying providers on
or after July 1, 1998, and through June 30, 1999.

2. Sum all routine disproportionate share payments from claims made to qualifying providers
when those claims have been used as a basis for the calculation of capitation rates and reimbursement
with either an HMO or other prepaid health plan with which the department has entered into a contract
effective on or after July 1, 1997.

For each prepaid health plan, divide the total dollar reimbursement from claims by the number of
member months applicable to the rate-setting methodology for the per member per month (PMPM)
allocation to calculate the amount of reimbursement to be allocated to the fund that represents capita-
tion rate reimbursement allocation for routine disproportionate share. The disproportionate share
PMPM allocation shall then be multiplied by the total number of members enrolled in the plan for state
fiscal year 1997, allocating that amount of money to the fund.

3. Trend the total allocation for routine disproportionate share (which includes money for both
the fee for service population and the capitated risk-based population, calculated under numbers “1”
and “2” above) forward using annually appropriated legislative update factors and determine the total
amount of money that shall be allocated to the graduate medical education and disproportionate share
fund for disproportionate share Medicaid reimbursement. No adjustments shall be made to this fund
beyond appropriated updates. The total amount of disproportionate share reimbursement cannot ex-
ceed the cap that was implemented under Public Law 102-234.

(6) Distribution of disproportionate share fund. Distribution of the fund for disproportionate
share shall be on a monthly basis beginning October 1, 1997, and shall be calculated by taking the pre-
vious fiscal year’s percentage allocation of direct medical education reimbursement (based upon paid
claims to qualifying hospitals) and dividing the total amount of money allocated to the graduate medi-
cal education and disproportionate share fund for disproportionate share by each respective hospital’s
percentage.

If a hospital fails to qualify for reimbursement for disproportionate share under Iowa Medicaid reg-
ulations, the amount of money that would otherwise be allocated for that hospital shall be removed
from the total fund.

2. Adjustments to the graduate medical education and disproportionate share fund for changes
in utilization. Money shall be added to or subtracted from the graduate medical education and dispro-
portionate share fund when the average monthly Medicaid population deviates from the previous
year’s averages by greater than 5 percent. The average annual population (expressed in a monthly
total) shall be determined on June 30 for both the previous and current years by adding the total en-
rolled population for all respective months from both years’ B-1 MARS report and dividing each
year’s totals by 12. If the average monthly number of enrolled persons for the current year is found to
vary more than 5 percent from the previous year, a per member per month (PMPM) amount shall be
calculated for each component (using the average number of eligibles for the previous year calculated
above) and an annualized PMPM adjustment shall be made for each eligible person that isbeyond the 5
percent variance.
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79.1(6) Independent laboratories. The maximum payment for clinical diagnostic laboratory tests
performed by an independent laboratory will be the areawide fee schedule established by the Health
Care Financing Administration (HCFA). The fee schedule is based on the definition of laboratory pro-
cedures from the Physician’s Current Procedural Terminology (CPT) published by the American Med-
ical Association. The fee schedules are adjusted annually by HCFA to reflect changes in the Consumer
Price Index for All Urban Consumers.

79.1(7) Physicians. The fee schedule is based on the definitions of medical and surgical proce-
dures given in the most recent edition of Physician’s Current Procedural Terminology (CPT). Referto
441—paragraph 78.1(2)“e” for the guidelines for immunization replacement.

79.1(8) Prescribed drugs. The amount of payment shall be based on several factors in accordance
with 42 CFR 447.331—333 as amended to October 28, 1987:

a. “Estimated acquisition cost (EAC)” is defined as the average wholesale price as published by
First Data Bank less 10 percent.

“Maximum allowable cost (MAC)” is defined as the upper limit for multiple source drugs estab-
lished in accordance with the methodology of the Health Care Financing Administration (HCFA) as
described in 42 CFR 447.332(a)(i) and (ii).

The basis of payment for prescribed drugs for which the MAC has been established shall be the
lesser of the MAC plus a professional dispensing fee of $4.13 or the pharmacist’s usual and customary
charge to the general public.

The basis of payment for drugs for which the MAC has not been established shall be the lesser of the
EAC plus a professional dispensing fee of $6.42 or the pharmacist’s usual and customary charge to the
general public.

If a physician certifies in the physician’s handwriting that, in the physician’s medical judgment, a
specific brand is medically necessary for a particular recipient, the MAC does not apply and the pay-
ment equals the average wholesale price of the brand name product less 10 percent. If a physician does
not so certify, and a lower cost equivalent product is not substituted by the pharmacist, the payment for
the product equals the established MAC.

Equivalent products shall be defined as those products which meet therapeutic equivalent standards
as published in the federal Food and Drug Administration document, “Approved Prescription Drug
Products With Therapeutic Equivalence Evaluations.”

b.  The determination of the unit cost component of the drug shall be based on the package size of
drugs most frequently purchased by providers.

¢.  No payment shall be made for sales tax.

d. Al hospitals 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 de-
partment of public health for Medicaid recipients. Hospitals receive reimbursement for the adminis-
tration of vaccines to Medicaid recipients through the DRG reimbursement for inpatients and APG
reimbursement for outpatients.

e.  Thebasis of payment for nonprescription drugs shall be the same as specified in paragraph “a”
except that a maximum allowable reimbursable cost for these drugs shall be established by the depart-
ment at the median of the average wholesale prices of the chemically equivalent products available.
No exceptions for reimbursement for higher cost products will be approved.

\~’
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/  Anadditional reimbursement amount of one cent per dose shall be added to the allowable in-
gredient cost of a prescription for an oral solid if the drug is dispensed to a patient in a nursing home in
unit dose packaging prepared by the pharmacist.

79.1(9) Nursing facility reimbursement for skilled nursing care. Reimbursement shall be prospec-
tive based on a per diem rate calculated for each facility by establishing a base year per diem to which
an annual index is applied.

a. Thebase year per diem rate shall be the Medicaid cost per diem as determined using the facili-
ty’s 1998 fiscal year-end Medicare cost report. The base per diem rate for facilities enrolled since 1998
will be determined using the facility’s first finalized Medicare cost report. Determination of allowable
costs for the base year will be made using Medicare methods in place on December 31, 1998. For facil-
ities that have elected to receive the low Medicare volume prospective payment rate for 1998, the
Medicare 1998 prospective payment rate plus ancillary costs attributable to skilled patient days and not
payable by Medicare shall be used to determine the facility’s Medicaid costs per patient day.

A new skilled facility shall be reimbursed at an interim rate determined by Medicare or, for facilities
not participating in Medicare, at an interim rate determined using Medicare methodology. The initial
interim rate shall be either the rate used by Medicare or a per diem (using Medicare methodology) de-
veloped using a projected cost statement from the facility. When the facility submits the first cost re-
port to Medicare, the facility shall send a copy to the Medicaid fiscal agent. A new prospective rate
shall be established based on this cost report effective the first day of the month in which the cost report
is received. Interim and final rates may not exceed the maximum allowable costs established in para-
graph “d” below unless the facility meets the requirements in paragraph “e” below.

b. In-state facilities serving Medicaid eligible patients who require a ventilator at least six hours
every day, are inappropriate for home care, have a failed attempt at weaning or are inappropriate for
weaning, and have medical needs that require skilled care as determined by the Iowa Foundation for
Medical Care shall receive reimbursement for the care of these patients equal to the maximum allow-
able cost for the type of facility (or, for disproportionate share facilities, the rate paid pursuant to para-
graph “e”) plus a $100 per day incentive factor. Facilities may continue to receive reimbursement at
these rates for 30 days for any person weaned from a respirator who continues to reside in the facility
and continues to meet skilled criteria for those 30 days.

¢ Nursing facilities providing skilled nursing care shall be classified as either hospital-based or
free-standing (non-hospital-based). A hospital-based facility is under the management and adminis-
tration of a hospital regardless of where the skilled beds are physically located.

d. Effective February 1, 2000, the maximum allowable cost for skilled care shall be $346.20 per
day for hospital-based facilities and $163.41 per day for freestanding facilities.

e.  Nursing facilities enrolled in the Iowa Medicaid program on May 31, 1993, providing skilled
nursing care and serving a disproportionate share of Medicaid recipients shall be exempt from the pay-
ment ceiling. Nursing facilities which enroll in the lowa Medicaid program on or after June 1, 1993,
provide skilled care, and serve a disproportionate share of Medicaid recipients shall have an upper lim-
it on their rate not to exceed 150 percent of the ceiling for the class of skilled nursing facility.

For nursing facilities providing skilled nursing care, a disproportionate share of Medicaid recipients
shall exist when the total cost of skilled services rendered to Medicaid recipients in any one provider
fiscal year is greater than or equal to 51 percent of the facility’s total allowable cost for skilled services
for the same fiscal year except as provided in subparagraphs (1) and (2). The department shall deter-
mine which providers qualify for this exemption.
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(1) Nursing facilities enrolled in the lowa Medicaid program on May 31, 1993, and meeting dis-
proportionate share requirements on that date shall continue to be exempted from the payment ceiling
if the total cost of services rendered to Medicaid recipients in any one provider fiscal year drops below
51 percent, but the total cost of services to Medicaid recipients is greater than 35 percent of the facility
skilled nursing allowable cost for the same fiscal year.

For facilities meeting this condition, a 10 percent reduction in the Medicaid payment rate shall be
made. For each percentage point in the facility’s overall utilization rate (rounded to the nearest whole
number) below 75 percent, a further 1 percent reduction shall be made in the Medicaid payment rate, in
addition to any occupancy adjustment already made by the Medicare program.

(2) A facility meeting the conditions of subparagraph (1) as of July 1, 1996, or at a subsequent
time, shall be subject to the following conditions and requirements:

A census report shall be submitted to the department which verifies the Medicaid and overall
occupancy of the facility for the entire year immediately preceding application by a facility to be reim-
bursed according to the conditions of this subrule.

* The initial rate for a facility approved for reimbursement under provisions of subparagraph (1)
shall be the allowable Medicaid rate on the effective date less 10 percent and any further applicable
percentage reduction.

Subsequent rate calculations shall be based on the annual cost report prepared by a facility subject to
the limitations of this subparagraph and subject to an allowable rate of increase approved by the lowa
general assembly. These adjustments shall be effective July 1 of each year.

f The current method for submitting billings and cost reports shall be maintained. All cost re-
ports will be subject to desk review audit and, if necessary, a field audit.

g Out-of-state nursing facilities providing skilled nursing services shall be reimbursed at the
same level as in their state of residence.

h. Payment for outpatient services by certified skilled nursing facilities shall be made at the
Medicare rate of reimbursement.

i Rates for skilled nursing facilities shall be rebased every three years.

j. Freestanding skilled facilities with a case-mix index above the statewide average for the pre-
vious reporting period shall receive a case-mix adjustment of $5.20 added to their daily rate for a six-
month period. The case-mix index of each facility and the statewide average case-mix index are calcu-
lated by the United States Health Care Financing Administration from the minimum data set (MDS)
report submitted by each facility pursuant to 441—subrule 81.13(9).

79.1(10) Prohibition against reassignment of claims. No payment under the medical assistance
program for any care or service provided to a patient by any health care provider shall be made to any-
one other than the providers. However with respect to physicians, dentists or other individual practi-
tioners direct payment may be made to the employer of the practitioner if the practitioner is required as
acondition of employment to turn over fees to the employer; or where the care or service was provided
in a facility, to the facility in which the care or service was provided if there is a contractual arrangement
between the practitioner and the facility whereby the facility submits the claim for reimbursement; or
to a foundation, plan or similar organization including a health maintenance organization which fur-
nishes health care through an organized health care delivery system if there is a contractual agreement
between organization and the person furnishing the service under which the organization bills or re-
ceives payment for the person’s services. Payment may be made in accordance with an assignment
from the provider to a government agency or an assignment made pursuant to a court order. Payment
may be made to a business agent, such as a billing service or accounting firm, which renders statements
and receives payment in the name of the provider when the agent’s compensation for this service is (1)
reasonably related to the cost or processing the billing; (2) not related on a percentage or other basis to
the dollar amounts to be billed or collected; and (3) not dependent upon the actual collection of pay-
ment. Nothing in this rule shall preclude making payment to the estate of a deceased practitioner.

\/
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For individuals who have client participation amounts attributable to their cost of care, the adjust-
ment to the hospice will be reduced by the amount of client participation as determined by the depart-
ment. The hospice will be responsible for collecting the client participation amount due the hospice
unless the hospice and the nursing facility jointly determine the nursing facility is to collect the client
participation.

c.  Payment for day of discharge. For the day of discharge from an inpatient unit, the appropriate
home care rate is to be paid unless the recipient dies as an inpatient. When the recipient is discharged as
deceased, the inpatient rate (general or respite) is to be paid for the discharge date.

d.  Hospice cap. Overall aggregate payments made to a hospice during a hospice cap period are
limited or capped. The hospice cap year begins November 1 and ends October 31 of the next year. The
cap amount for each hospice is calculated by multiplying the number of beneficiaries electing hospice
care from that hospice during the cap period by the base statutory amount, adjusted to reflect the per-
centage increase or decrease in the medical care expenditure category of the Consumer Price Index for
all urban consumers published by the Bureau of Labor Statistics. Payments made to a hospice but not
included in the cap include room and board payment to a nursing home. Any payment in excess of the
cap must be refunded to the department by the hospice.

e.  Limitation of payments for inpatient care. Payments to a hospice for inpatient care shall be
limited according to the number of days of inpatient care furnished to Medicaid patients. During the
12-month period beginning November 1 of each year and ending October 31, the aggregate number of
inpatient days (both for general inpatient care and inpatient respite care) shall not exceed 20 percent of
the aggregate total number of days of hospice care provided to all Medicaid recipients during that same
period. Medicaid recipients afflicted with acquired immunodeficiency syndrome (AIDS) are ex-
cluded in calculating this inpatient care limitation. This limitation is applied once each year, at the end
of the hospices’ “cap period” (November 1 to October 31). For purposes of this computation, if it is
determined that the inpatient rate should not be paid, any days for which the hospice receives payment
at a home care rate will not be counted as inpatient days. The limitation is calculated as follows:

(1) The maximum allowable number of inpatient days will be calculated by multiplying the total
number of days of Medicaid hospice care by 0.2.

(2) [Ifthe total number of days of inpatient care furnished to Medicaid hospice patients is less than
or equal to the maximum, no adjustment will be necessary.

(3) If the total number of days of inpatient care exceeded the maximum allowable number, the
limitation will be determined by:

1. Calculating a ratio of the maximum allowable days to the number of actual days of inpatient
care, and multiplying this ratio by the total reimbursement for inpatient care (general inpatient and in-
patient respite reimbursement) that was made.

2. Multiplying excess inpatient care days by the routine home care rate.

3. Adding together the amounts calculated in “1” and “2.”

4. Comparing the amount in “3” with interim payments made to the hospxce for inpatient care
during the “cap period.”

Any excess reimbursement shall be refunded by the hospice.

f Location of services. Claims must identify the geographic location where the service is pro-
vided (as distinct from the location of the hospice).
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79.1(15) Reimbursement for HCBS MR and Bl supported community living and supported employ-
ment and HCBS AIDS/HIV, B, elderly, ill and handicapped, and MR respite when basis of reimburse-
ment is retrospectively limited prospective rate. This includes home health agencies providing group
respite; nonfacility providers of specialized, basic individual, and group respite; camps; and home care
agencies providing specialized, basic individual, and group respite.

a. Reporting requirements.

(1) Providers shall submit cost reports for each waiver service provided using Form SS-1703-0,
Financial and Statistical Report for Purchase of Service, and Form 470-3449, Supplemental Schedule.
The cost reporting period is from July 1 to June 30. The completed cost reports shall be submitted to the
department, division of medical services, by September 30 of each ycar.

(2) If a provider chooses to leave the HCBS program or terminates a service, a final cost report
shall be submitted within 60 days of termination for retrospective adjustment.

(3) Costs reported under the waiver shall not be reported as reimbursable costs under any other
funding source. Costs incurred for other services shall not be reported as reimbursable costs under the
waiver.

(4) Financial information shall be based on the agency’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to con-
vert the information to an accrual basis for reporting. Providers which are multiple program agencies
shall submit a cost allocation schedule, prepared in accordance with generally accepted accounting
principles.

(5) Failure to maintain records to support the cost reports may result in termination of the provid-
er’s HCBS certification.

(6) The department may require that an opinion of a certified public accountant or public accoun-
tant accompany the report when adjustments made to prior reports indicate noncompliance with re-
porting instructions.

(7) A 30-day extension for submitting the cost reports due by September 30 may be obtained by
submitting a letter to the division of medical services by September 30. No extensions will be granted
beyond 30 days.

(8) Failure to submit a report that meets the requirements of this paragraph by September 30 or an
extended deadline granted per subparagraph (7) shall reduce payment to 76 percent of the current rate.
The reduced rate shall be paid for not longer than three months, after which time no further payments
will be made.

b. Home- and community-based general rate criteria.

(1) To receive reimbursement for services, a certified provider shall enter into an agreement with
the department on Form 470-2918, HCBS Waiver Agreement, and have an approved individual com-
prehensive plan for the consumer.

(2) The rates a provider may charge are subject to limits established in subrule 79.1(2).

(3) Indirect administrative costs shall be limited to 20 percent of other costs.

(4) Mileage costs shall be reimbursed according to state employee rate.

(5) Consumer travel and transportation, consumer consulting, consumer instruction, consumer
environmental modification and repairs and consumer environmental furnishings shall not exceed
$1,570 per consumer per year.

(6) For respite care provided in the consumer’s home, only the cost of care is reimbursed.

(7) Forrespite care provided outside the consumer’s home, charges may include room and board.

¢.  Prospective rates for new providers other than respite.

(1) Providers who have not submitted an annual report including at least 6 months of actual, his-
torical costs shall be paid prospective rates based on projected reasonable and proper costs of operation
for a 12-month period reported in Form SS-1703-0, Financial and Statistical Report, and Form
470-3449, Supplemental Schedule.
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(2) Prospective rates shall be subject to retrospective adjustment as provided in paragraph “e.”

(3) Afteraprovider has submitted an annual report including at least six months of actual, histori-
cal costs, prospective rates shall be determined as provided in paragraph “d.”

d.  Prospective rates for established providers other than respite.

(1) Providers who have submitted an annual report including at least six months of actual, histori-
cal costs shall be paid prospective rates based on reasonable and proper costs in a base period, as ad-
justed for inflation.

(2) Thebase period shall be the period covered by the first Form SS-1703-0, Financial and Statisti-
cal Report, and Form 470-3449, Supplemental Schedule, submitted to the department after 1997 that
includes at least six months of actual, historical costs.

(3) Reasonable and proper costs in the base period shall be inflated by a percentage of the increase
in the consumer price index for all urban consumers for the preceding 12-month period ending June 30,
based on the months included in the base period, to establish the initial prospective rate for an estab-
lished provider.

(4) After establishment of the initial prospective rate for an established provider, the rate will be
adjusted annually, effective for the third month after the month during which the annual cost report is
submitted to the department. The annual adjustment shall be equal to the increase in the consumer
price index for all urban consumers for the preceding 12-month period ending June 30.

(5) Prospective rates for services other than respite shall be subject to retrospective adjustment as
provided in paragraph “f.”

e.  Prospective rates for respite. Prospective rates for respite shall be agreed upon between the
consumer, interdisciplinary team and the provider up to the maximum, subject to retrospective adjust-
ment as provided in paragraph “f.”

f Retrospective adjustments.

(1) Retrospective adjustments shall be made based on reconciliation of provider’s reasonable and
proper actual service costs with the revenues received for those services as reported on Form
470-3449, Supplemental Schedule, accompanying Form SS-1703-0, Financial and Statistical Report
for Purchase of Service.

(2) Revenues exceeding adjusted actual costs by more than 2.5 percent shall be remitted to the
division of medical services. Payment will be due upon notice of the new rates and retrospective ad-
justment.

(3) Providers who do not reimburse revenues exceeding 2.5 percent of actual costs 30 days after
notice is given by the department will have the revenues over 2.5 percent of the actual costs deducted
from future payments.

g Supported community living daily rate. For purposes of determining the daily rate for sup-
ported community living services, providers are treated as new providers until they have submitted an
annual report including at least six months of actual costs for the same consumers at the same site with
no significant change in any consumer’s needs, or if there is a subsequent change in the consumers at a
site or in any consumer’s needs. Individual prospective daily rates are determined for each consumer.
These rates may be adjusted no more than once every three months if there is a vacancy at the site for
over 30 days or the consumer’s needs have significantly changed. Rates adjusted on this basis will
become effective the month a new cost report is submitted. Retrospective adjustments of the prospec-
tive daily rates are based on each site’s average costs.
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(10) Early and periodic screening centers.

(11) Family or pediatric nurse practitioners.

(12) Family planning clinics.

(13) Federally qualified health centers. Federally qualified health centers shall also complete Form
470-2969, Federally Qualified Health Professionals Listing, and submit a copy of their federal grant.

(14) Rescinded IAB 6/28/00, effective 8/2/00.

(15) Hearing aid dealers.

(16) Independent laboratories.

(17) Maternal health centers. Maternal health centers shall also complete Form 470-2970, Group
Practice Information.

(18) Nurse midwives.

(19) Orthopedic shoe dealers.

(20) Opticians.

(21) Optometrists.

(22) Physical therapists.

(23) Physicians.

(24) Podiatrists.

(25) Providers of prescribed drugs.

(26) Psychologists. Psychologists not on the National Register of Health Service Providers shall
also complete Form 470-2968, Equivalency Form.

(27) Rural health clinics.

c.  Hospices, health maintenance providers (HMOs), case management providers, and enhanced
service providers shall submit Form 470-2976, Medicaid Provider Application for Hospices, HMOs,
and Enhanced Service Providers.

d. Certified registered nurse anesthetists shall submit Form 470-2972, Medicaid Provider Ap-
plication for Certified Registered Nurse Anesthetists.

e.  All HCBS waiver providers shall submit Form 470-2917, Medicaid HCBS Provider Applica-
tion, at least 90 days before the planned service implementation date. Consultec shall forward the ap-
plication to the department for processing.

f. and g. Rescinded IAB 12/3/97, effective 2/1/98.

h.  Rehabilitative treatment service providers shall complete Form 470-3052, Rehabilitative
Treatment and Support Services Contract.

79.14(2) Submittal of application. The provider shall submit the appropriate application forms to
the fiscal agent.

79.14(3) Notification. Providers shall be notified of the decision on their application by the fiscal
agent within 30 calendar days.

79.14(4) Providers not approved as the type of Medicaid provider requested shall have the right to
appeal under 441—Chapter 7.

79.14(5) Effective date of approval. Applications shall be approved retroactive to the date re-
quested by the provider or the date the provider meets the applicable participation criteria, whichever is
later, not to exceed 12 months retroactive from the receipt of the application forms by the fiscal agent.

79.14(6) Providers approved for certification as a Medicaid provider shall complete Form
470-2965, Medicaid Provider Agreement.
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79.14(7) No payment shall be made to a provider for care or services provided prior to the effective
date of the department’s approval of an application, unless the provider was enrolled and participating
in the lowa Medicaid program as of April 1, 1993.

79.14(8) Payment rates dependent on the nature of the provider or the nature of the care or services
provided shall be based on information on the application form, together with information on claim
forms, or on rates paid the provider prior to April 1, 1993.

79.14(9) Amendments to application forms shall be submitted to the department’s fiscal agent and
shall be approved or denied within 30 calendar days. Approval of an amendment shall be retroactive to
the date requested by the provider or the date the provider meets all applicable criteria, whichever is
later, not to exceed 30 days prior to the receipt of the amendment by the fiscal agent. Denial of an
amendment may be appealed under 441—Chapter 7.

79.14(10) Providers who have not submitted claims in the last 24 months will be sent a notice
asking if they wish to continue participation. Providers failing to reply to the notice within 30 calendar
days of the date on the notice will be terminated as providers. Providers who do not submit any claims
in 48 months will be terminated as providers without further notification.

This rule is intended to implement Iowa Code section 249A.4.

\a’
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[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****]
[Filed 2/13/92, Notice 1/8/92—published 3/4/92, effective 4/8/92]
[Filed emergency 4/15/92—published 5/13/92, effective 4/16/92]
[Filed emergency 5/13/92 after Notice 4/1/92—published 6/10/92, effective 5/14/92]
[Filed emergency 6/12/92—published 7/8/92, effective 7/1/92]
[Filed 6/11/92, Notices 3/18/92, 4/29/92—published 7/8/92, effective 9/1/92]
[Filed without Notice 6/11/92—published 7/8/92, effective 9/1/92]
[Filed 8/14/92, Notice 7/8/92—published 9/2/92, effective 11/1/92]
-’ [Filed emergency 9/11/92—published 9/30/92, effective 10/1/92]
[Filed 9/11/92, Notice 7/8/92—published 9/30/92, effective 12/1/92)
[Filed 10/15/92, Notice 8/19/92—published 11/11/92, effective 1/1/93]
{Filed 11/10/92, Notice 9/30/92—published 12/9/92, effective 2/1/93]
[Filed emergency 12/30/92 after Notice 11/25/92—published 1/20/93, effective 1/1/93]
[Filed 1/14/93, Notice 11/11/92—published 2/3/93, effective 4/1/93]
[Filed 3/11/93, Notice 1/20/93—published 3/31/93, effective 6/1/93]
[Filed 4/15/93, Notice 3/3/93—published 5/12/93, effective 7/1/93]
[Filed emergency 5/14/93 after Notice 3/31/93—published 6/9/93, effective 6/1/93]
[Filed 5/14/93, Notice 3/31/93—published 6/9/93, effective 8/1/93]
[Filed emergency 6/11/93—published 7/7/93, effective 7/1/93]
[Filed 6/11/93, Notice 4/28/93—published 7/7/93, effective 9/1/93]
‘-’ [Filed emergency 6/25/93—published 7/21/93, effective 7/1/93]
[Filed emergency 7/13/93 after Notice 5/12/93—published 8/4/93, effective 8/1/93]
[Filed without Notice 8/12/93—published 9/1/93, effective 11/1/93]
[Filed 8/12/93, Notices 4/28/93, 7/7/93—published 9/1/93, effective 11/1/93]
[Filed 9/17/93, Notice 7/21/93—published 10/13/93, effective 12/1/93]
[Filed 10/14/93, Notice 8/18/93—published 11/10/93, effective 1/1/94]
{Filed 11/12/93, Notice 9/29/93—published 12/8/93, effective 2/1/94]
[Filed 12/16/93, Notice 9/1/93—published 1/5/94, effective 3/1/94]
[Filed 1/12/94, Notice 11/10/93—published 2/2/94, effective 4/1/94]
[Filed 3/10/94, Notices 1/19/94, 2/2/940)—published 3/30/94, effective 6/1/94]
[Filed emergency 6/16/94—published 7/6/94, effective 7/1/94]
[Filed 9/15/94, Notice 7/6/94—published 10/12/94, effective 12/1/94]
.’ [Filed 11/9/94, Notice 9/14/94—published 12/7/94, effective 2/1/95]
[Filed 12/15/94, Notices 10/12/94, 11/9/94—published 1/4/95, effective 3/1/95]
{Filed 3/20/95, Notice 2/1/95—published 4/12/95, effective 6/1/95]
[Filed 5/11/95, Notice 3/29/95—published 6/7/95, effective 8/1/95]
[Filed emergency 6/7/95—published 7/5/95, effective 7/1/95]
[Filed 8/10/95, Notice 7/5/95—published 8/30/95, effective 11/1/95]
[Filed 11/16/95, Notices 8/2/95, 9/27/95¢—published 12/6/95, effective 2/1/96]
[Filed 5/15/96, Notice 2/14/96—published 6/5/96, effective 8/1/96]
[Filed emergency 6/13/96—published 7/3/96, effective 7/1/96]
[Filed 7/10/96, Notice 6/5/96—published 7/31/96, effective 10/1/96]

****Effective date of 3/1/92 delayed until adjournment of the 1992 Generat A bly by the Administrative Rules Review Committee at its meeting held
February 3, 1992,

-’/ { Two ARCs
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[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
P
{Filed 11/13/96, Notice 9/11/96—published 12/4/96, effective 2/1/97]
[Filed 2/12/97, Notice 12/18/96—published 3/12/97, effective 5/1/97]
[Filed 3/12/97, Notices 1/1/97, 1/29/97—published 4/9/97, effective 6/1/97]

[Filed 4/11/97, Notice 2/12/97—published 5/7/97, effective 7/1/97]

[Filed emergency 5/14/97 after Notice 3/12/97—published 6/4/97, effective 7/1/97]
[Filed emergency 6/12/97—published 7/2/97, effective 7/1/97)

[Filed 6/12/97, Notice 4/23/97—published 7/2/97, effective 9/1/97]
[Filed 9/16/97, Notice 7/2/97—published 10/8/97, effective 12/1/97]

[Filed emergency 11/12/97—published 12/3/97, effective 11/12/97)
[Filed 11/12/97, Notice 9/10/97—published 12/3/97, effective 2/1/98] \e’

[Filed 1/14/98, Notices 11/19/97, 12/3/97—published 2/11/98, effective 4/1/98]

[Filed 3/11/98, Notice 1/14/98—published 4/8/98, effective 6/1/98]

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

{Filed 8/12/98, Notice 7/1/98—published 9/9/98, effective 11/1/98]
[Filed 9/15/98, Notice 7/15/98—published 10/7/98, effective 12/1/98]
[Filed 11/10/98, Notice 9/23/98—published 12/2/98, effective 2/1/99]

Filed 1/13/99, Notice 11/4/98—published 2/10/99, effective 4/1/99

[ p
[Filed 2/10/99, Notice 12/16/98—published 3/10/99, effective 5/1/99]

[Filed 4/15/99, Notice 2/10/99—published 5/5/99, effective 7/1/99]

[Filed emergency 6/10/99—published 6/30/99, effective 7/1/99]

[Filed 6/10/99, Notice 5/5/99—published 6/30/99, effective 9/1/99] -’
[Filed 7/15/99, Notice 5/19/99—published 8/11/99, effective 10/1/99}

[Filed 8/12/99, Notice 6/30/99—published 9/8/99, effective 11/1/99]
[Filed 11/10/99, Notice 9/22/99—published 12/1/99, effective 2/1/00]

[Filed 4/12/00, Notice 2/9/00—published 5/3/00, effective 7/1/00]

[Filed emergency 6/8/00—published 6/28/00, effective 7/1/00]

[Filed 6/8/00, Notice 4/19/00—published 6/28/00, effective 8/2/00]



-’/

IAC 6/28/00 Human Services[441] Ch 80, p.3

w. Ambulatory surgical centers shall submit claims on Form HCFA-1500, Health Insurance
Claim Form.

x.  Independently practicing psychologists shall submit claims on Form HCFA-1500, Health In-
surance Claim Form,

y.  Rescinded 1AB 6/28/00, effective 8/2/00.

z.  Nurse-midwives shall submit claims on Form HCFA-1500, Health Insurance Claim Form.

aa. Birth centers shall submit claims on Form HCFA-1500, Health Insurance Claim Form.

ab. Area education agencies shall submit claims on Form HCFA-1500, Health Insurance Claim
Form.

ac. Psychiatric medical institutions for children shall submit claims on Form UB-82-HCFA-1450.

ad. Case management providers shall submit claims on Form 470-2486, Claim for Targeted Medi-
cal Care.

ae. All HCBS waiver service providers shall submit claims for a calendar month or less of service
on Form 470-2486, Claim for Targeted Medical Care.

af. Certified registered nurse anesthetist providers shall submit claims on Form HCFA-1500,
Health Insurance Claim Form.

ag. Hospice providers shall submit claims on Form UB-82-HCFA-1450.

ah. Rescinded IAB 6/4/97, effective 7/1/97.

ai. Rescinded IAB 6/4/97, effective 7/1/97.

aj. Federally qualified health centers shall submit claims on Form HCFA-1500, Health Insurance
Claim Form.

ak. Independently practicing family or pediatric nurse practitioners shall submit claims on Form
HCFA-1500, Health Insurance Claim Form.

al. Rescinded IAB 6/4/97, effective 7/1/97.

am. Nursing facilities for persons with mental illness shall submit claims on Form
UB-82-HCFA-1450.

an. Rehabilitative treatment providers shall submit claims on Form AA-2241-0, Purchase of Ser-
vice Provider Invoice.

ao. Lead inspection agencies shall submit claims on Form HCFA-1500, Health Insurance Claim
Form.

80.2(3) Providers shall purchase or copy their supplies of forms HCFA-1450 and HCFA-1500 for
use in billing.

This rule is intended to implement lowa Code section 249A.4.

441—80.3(249A) Amounts paid provider from other sources. The amount of any payment made
directly to the provider of care by the recipient, relatives, or any source shall be deducted from the es-
tablished cost standard for the service provided to establish the amount of payment to be made by the
carrier.
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441—80.4(249A) Time limit for submission of claims and claim adjustments.

80.4(1) Submission of claims. Payment will not be made on any claim where the amount of time
that has elapsed between the date the service was rendered and the date the initial claim is received by
the fiscal agent exceeds 365 days except that payment for claims submitted beyond the 365-day limit
shall be considered if retroactive eligibility on newly approved cases is made which exceeds 365 days
or if attempts to collect from a third-party payer delay the submission of a claim.

EXCEPTION: Rehabilitative treatment service providers shall submit claims pursuant to rule
441—185.121(234).

80.4(2) Claim adjustments. A provider’s request for an adjustment to a paid claim must be re-
ceived by the fiscal agent within one year from the date the claim was paid in order to have the adjust-
ment considered.

EXCEPTION: Rehabilitative treatment service providers shall have claim adjustments processed
pursuant to rule 441—185.121(234).

This rule is intended to implement lowa Code sections 249A.3, 249A .4 and 249A.12.

441—80.5(249A) Authorization process.

80.5(1) Identification cards. A medical identification card shall be issued to recipients for use in
securing medical and health services available under the program. The cards are issued by the depart-
ment on a monthly basis and are valid only for the month of issuance. Payment will be made for ser-
vices provided an ineligible recipient when verification establishes that the recipient was issued a med-
ical identification card for the month in which the service was provided.

80.5(2) Third-party liability. When a third-party liability for medical expenses exists, this re-
source shall be utilized before payment is made by the Medicaid program unless the pay and chase
provisions defined in rule 441—75.25(249A) are applicable or when otherwise authorized by the de-
partment.

441—80.6(249A) Payment to provider—exception. Payments for medical services may be made
only to the provider of the services except as provided below:

80.6(1) Medical assistance corrective payments. Payment may be made to the client or county
relief agency in accordance with rule 441—75.8(249A).

80.6(2) Assignment. Payment may be made in accordance with an assignment to a county for med-
ical services received while the recipient was receiving interim assistance or while an appeal of a denial
of medical assistance was pending.

80.6(3) Business agent of provider. Payment may be made to a business agent that furnishes state-
ments and receives payments in the name of the provider if the agent’s compensation is:

a. Related to the cost of processing the billing.

b. Not related on a percentage or other basis to the amount that is billed or collected.

¢.  Not dependent upon the collection of the payment.

These rules are intended to implement Iowa Code section 249A.4.

-’
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[Filed March 11, 1970; amended September 5, 1973]
[Filed 6/25/76, Notice 5/17/76—published 7/12/76, effective 8/16/76]
[Filed 12/9/76, Notice 11/3/76—published 12/29/76, effective 2/2/77]
[Filed 8/2/79, Notice 5/30/79—published 8/22/79, effective 9/26/79]
(Filed 1/28/82, Notice 11/11/81—published 2/17/82, effective 4/1/82]
[Filed 4/29/82, Notice 12/9/81—published 5/26/82, effective 7/1/82]
[Filed emergency 5/20/83—published 6/8/83, effective 6/1/83]
[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 emergency 5/31/84 after Notice 4/11/84—published 6/20/84, effective 7/1/84]
-’ [Filed 1/22/86, Notice 12/4/85—published 2/12/86, effective 4/1/86]
[Filed 4/28/86, Notice 2/26/86—published 5/21/86, effective 7/1/86)
[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]
[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 emergency 12/8/88 after Notices 10/19/88, 11/2/88—
published 12/28/88, effective 1/1/89]
[Filed 7/14/89, Notices 4/19/89, 5/31/89—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 5/30/90—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 3/14/91, Notice 2/6/91—published 4/3/91, effective 6/1/91]
[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 emergency 1/16/92 after Notice 11/29/91—published 2/5/92, effective 3/1/92]
[Filed 3/12/92, Notice 2/5/92—published 4/1/92, effective 7/1/92]
[Filed 1/14/93, Notice 11/11/92—published 2/3/93, effective 4/1/93]
[Filed without Notice 8/12/93—published 9/1/93, effective 11/1/93]
[Filed 12/16/93, Notice 9/1/93—published 1/5/94, effective 3/1/94]
[Filed 4/14/94, Notice 2/16/94—published 5/11/94, effective 7/1/94]
-’ [Filed 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 6/12/97, Notice 4/23/97—published 7/2/97, effective 9/1/97]
[Filed 6/8/00, Notice 4/19/00—published 6/28/00, effective 8/2/00]
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CHAPTER 81

NURSING FACILITIES
[Prior to 7/1/83 Social Services[770] Ch 81]
[Prior to 2/11/87, Human Services[498]]

DIVISION |
GENERAL POLICIES

441—81.1(249A) Definitions.

“Abuse” means any of the following which occurs as a result of the willful or negligent acts or omis-
sions of a nursing facility employee:

1. Physical injury to, or injury which is at a variance with the history given of the injury, or unrea-
sonable confinement or unreasonable punishment or assault as defined in lowa Code section 708.1 of a
resident.

2. The commission of a sexual offense under lowa Code chapter 709 or lowa Code section 726.2
or 728.12, subsection 1, or sexual exploitation under Iowa Code chapter 235B, as a result of the acts or
omissions of the facility employee responsible for the care of the resident with or against a resident.

3.  Exploitation of a resident which means the act or process of taking unfair advantage of a resi-
dent or the resident’s physical or financial resources for one’s own personal or pecuniary profit without
the informed consent of the resident, including theft, by the use of undue influence, harassment, duress,
deception, false representation or false pretenses.

4. Thedeprivation of the minimum food, shelter, clothing, supervision, physical or mental health
care, or other care necessary to maintain a resident’s life or health.

“Advance directive” means a written instruction, such as a living will or durable power of attorney
for health care, recognized under state law and related to the provision of health care when the resident
is incapacitated.

“Beginning eligibility date” means date of an individual’s admission to the facility or date of eligi-
bility for medical assistance, whichever is the later date.

“Case-mix add-on” means additional Medicaid reimbursement based on the acuity and care need
level of residents of a nursing facility.

“Civil penalty” shall mean a civil money penalty not to exceed the amount authorized under lowa
Code section 135C.36 for health care facility violations.

“Clinical experience” means application or learned skills for direct resident care in a nursing facili-
ty.

“Denial of critical care” is a pattern of care in which the resident’s basic needs are denied or ignored
to such an extent that there isimminent or potential danger of the resident suffering injury or death, oris
a denial of, or a failure to provide the mental health care necessary to adequately treat the resident’s
serious social maladjustment, or is a gross failure of the facility employee to meet the emotional needs
of the resident necessary for normal functioning, or is a failure of the facility employee to provide for
the proper supervision of the resident.

“Department” means the lowa department of human services.

“Department’s accounting firm” means the firm on contract with the department to calculate nurs-
ing facility rates and provide other accounting services as requested. The current accounting firm is
Ryun, Givens, Wenthe & Company, 1601 48th Street, Suite 150, West Des Moines, lowa 50266-6756.

“Department’s fiscal agent” means the firm on contract with the department to enroll providers,
process Medicaid claims, calculate skilled nursing facility rates, and perform other related functions.
The current fiscal agent is Consultec, 7755 Office Park Drive, West Des Moines, lowa 50266.



Ch 81, p.2 Human Services[441] IAC 6/28/00

“Discharged resident” means a resident whose accounts and records have been closed out and
whose personal effects have been taken from the facility. When a resident is discharged, the facility
shall notify the department via Form 470-0042, Case Activity Report.

“Facility” means a licensed nursing facility certified in accordance with the provisions of 42 CFR
Part 483, as amended to September 23, 1992, to provide health services and includes skilled nursing
facilities and swing-bed hospitals providing care unless stated otherwise.

“Facility-based” means a nurse aide training program which is offered by a nursing facility and
taught by facility employees or under the control of the licensee.

“Informed consent” means a resident’s agreement to allow something to happen that is based on a
full disclosure of known facts and circumstances needed to make the decision intelligently, i.e., with
knowledge of the risks involved or alternatives.

“Jowa Foundation for Medical Care (IFMC)” is the peer review organization on contract with the
department to provide level of care determinations. The address of IFMC is 6000 Westown Parkway,
West Des Moines, Iowa 50266.

“Laboratory experience” means practicing care-giving skills prior to contact in the clinical setting.

“Minimumdata set” or “MDS” refers to a federally required resident assessment tool. Information
from the MDS is used by the federal Health Care Financing Administration to determine the facility’s
case-mix index for purposes of the case-mix add-on provided by paragraph 81.6(16)“f.” MDS is de-
scribed in subrule 81.13(9).

“Minimum food, shelter, clothing, supervision, physical or mental health care, or other care”
means that food, shelter, clothing, supervision, physical or mental health care, or other care which, if
not provided, would constitute denial of critical care.

“Mistreatment” means any intentional act, or threat of an act, coupled with the apparent ability to
execute the act, which causes or puts another person in fear of mental anguish, humiliation, deprivation
or physical contact which is or will be painful, insulting or offensive. Actions utilized in providing
necessary treatment or care in accordance with accepted standards of practice are not considered mis-
treatment.

“Non-facility-based” means a nurse aide training program which is offered by an organization
which is not licensed to provide nursing facility services.

“Nurse aide” means any individual who is not a licensed health professional or volunteer providing
nursing or nursing-related services to residents in a nursing facility.

“Nurse aide registry” means Nurse Aide Registry, Department of Inspections and Appeals, Third
Floor, Lucas State Office Building, Des Moines, Iowa 50319.

“Nurse aide training and competency evaluation programs (NATCEP)” are educational programs
approved by the department of inspections and appeals for nurse aide training as designated in subrule
81.16(3).

“Physical abuse” means any nonaccidental physical injury, or injury which is at variance with the
history given of it, suffered by a resident as the result of the acts or omissions of a person responsible for
the care of the resident.

“Physical injury” means damage to any bodily tissue to the extent that the tissue must undergo a
healing process in order to be restored to a sound and healthy condition, or damage to any bodily tissue
to the extent that the tissue cannot be restored to a sound and healthy condition, or damage to any bodily
tissue which results in the death of the person who has sustained the damage.

\-’/
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n.  Depreciation, interest and other capital costs attributable to construction of new facilities, ex-
panding existing facilities, or the purchase of an existing facility, are allowable expenses only if prior
approval has been gained through the health planning process specified in rules of the public health
department, 641—Chapter 201.

o. Reasonable legal fees are an allowable cost when directly related to patient care. Legal fees
related to defense against threatened state license revocation or Medicaid decertification are allowable
costs only up to the date a final appeal decision is issued. However, in no case will legal fees related to
Medicaid decertification be allowable costs following the decertification date.

81.6(12) Termination or change of owner.

a. A participating facility contemplating termination of participation or negotiating a change of
ownership shall provide the department of human services with at least 60 days’ prior notice. A trans-
fer of ownership or operation terminates the participation agreement. A new owner or operator shall
establish that the facility meets the conditions for participation and enter into a new agreement. The
person responsible for transfer of ownership or for termination is responsible for submission of a final
financial and statistical report through the date of the transfer. No payment to the new owner will be
made until formal notification isreceived. The following situations are defined as a transfer of owner-
ship:

(1) Inthe case of a partnership which is a party to an agreement to participate in the medical assis-
tance program, the removal, addition, or substitution of an individual for a partner in the association in
the absence of an express statement to the contrary, dissolves the old partnership and creates a new
partnership which is not a party to the previously executed agreement and a transfer of ownership has
occurred.

(2) When a participating nursing facility is a sole proprietorship, a transfer of title and property to
another party constitutes a change of ownership.

(3) When the facility is a corporation, neither a transfer of corporate stock nor a merger of one or
more corporations with the participating corporation surviving is a transfer of ownership. A consolida-
tion of two or more corporations resulting in the creation of a new corporate entity constitutes a change
of ownership.

(4) When a participating facility is leased, a transfer of ownership is considered to have taken
place. When the entire facility is leased, the total agreement with the lessor terminates. When only part
of the facility is leased, the agreement remains in effect with respect to the unleased portion, but termi-
nates with respect to the leased portion.

b.  No increase in the value of property shall be allowed in determining the Medicaid rate for the
new owner with any change of ownership (including lease agreements). When filing the first cost re-
port, the new owner shall cither continue the schedule of depreciation and interest established by the
previous owner, or the new owner may choose to claim the actual rate of interest expense. The results
of the actual rate of interest expense shall not be higher than would be allowed under the Medicare
principles of reimbursement and shall be applied to the allowed depreciable value established by the
previous owner, less any down payment made by the new owner.

¢.  Other acquisition costs of the new owner such as legal fees, accounting and administrative
costs, travel costs and the costs of feasibility studies attributable to the negotiation or settlement of the
sale or purchase of the property shall not be allowed.
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d.  In general, the provisions of Section 1861(v)(1)(0) of the Social Security Act regarding pay-
ment allowed under Medicare principles of reimbursement at the time of a change of ownership shall
be followed, except that no return on equity or recapture of depreciation provisions shall be employed.

e.  Anewownerorlessee wishing to claim a new rate of interest expense must submit documenta-
tion which verifies the amount of down payment made, the actual rate of interest, and the number of
years required for repayment with the next semiannual cost report. In the absence of the necessary
supportive documentation, interest and other property costs for all facilities which have changed or
will change ownership shall continue at the rate allowed the previous owner.

81.6(13) Facility-requested rate adjustment. A facility may request a rate adjustment for a period
of time no more than 18 months prior to the facility’s rate effective date. The request for adjustment
shall be made to the department’s accounting firm.

81.6(14) Payment to new facility. A new facility for which cost has not been established shall re-
ceive the prevailing maximum allowable cost ceiling. At the end of three months’ operation, a finan-
cial and statistical report shall be submitted and the cost established. Subsequent reports shall be sub-
mitted from the beginning day of operation to the end of the fiscal year or six months’ interim period,
whichever comes first, and each six months thereafter.

81.6(15) Payment to new owner. An existing facility with a new owner shall continue with the
previous owner’s per diem rate until a new financial and statistical report has been submitted and a new
rate established, not to exceed private pay charges. The facility may submit a report for the period from
beginning of actual operation to the end of the fiscal year or may submit two cost reports within the
fiscal year provided the second report covers a period of six months ending on the last day of the fiscal
year. The facility shall notify the department’s accounting firm of the date its fiscal year will end and of
the reporting option selected.

81.6(16) Establishment of ceiling and reimbursement rate.

a. Aninflation factor will be considered in determining the facility’s prospective payment rate.
The rate will be determined by using the change in the weighted average cost per diem of the compila-
tion of various costs and statistical data as found in the two most recent reports of “unaudited compila-
tion of various cost and statistical data.” The percentage increase of this weighted average will be the
basis for the next semiannual inflation factor. The inflation factor shall not exceed the amount by
which the consumer price index for all urban consumers increased during the preceding calendar year
ending December 31, on an annual basis.

b.  Anincentive factor shall be determined at the beginning of the state’s fiscal year based upon
the latest June 30 report of “unaudited compilation of various costs and statistical data.” The incentive
factor shall be equal to one-half the difference between the forty-sixth percentile of allowable costs and
the seventy-fourth percentile of allowable costs. Notwithstanding the foregoing, under no circum-
stances shall the incentive factor be less than $1 per patient day or more than $1.75 per patient day.

¢.  For non-state-owned nursing facilities, the reimbursement rate shall be established by deter-
mining, on a per diem basis, the allowable cost plus the established inflation factor and the established
incentive factor, subject to the maximum allowable cost ceiling, plus any applicable case-mix add-on.

d. For non-state-owned nursing facilities, an additional factor in determining the reimbursement
rate shall be arrived at by dividing total reported patient expenses by total patient days during the re-
porting period. Patient days for purposes of the computation of patient care service expenses shall be
inpatient days as determined by subrule 81.6(7). Patient days for purposes of the computation of all
other expenses shall be inpatient days as determined in subrule 81.6(7) or 80 percent of the licensed
capacity of the facility, whichever is greater.
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e. Effective July 1, 2000, the basis for establishing the maximum reimbursement rate for
non-state-owned nursing facilities shall be the seventieth percentile of participating facilities’ per diem
rates as calculated from the June 30, 2000, report of “unaudited compilation of various costs and statis-
tical data.”

f Notwithstanding paragraph “e, ” a semiannual case-mix factor shall be calculated and applied
to the payment rates for certain facilities as follows:

(1) A case-mix index for each facility and the statewide average case-mix index are calculated by
the United States Health Care Financing Administration from the minimum data set (MDS) report sub-
mitted by each facility pursuant to 441—subrule 81.13(9). A patient care cost per patient day is calcu-
lated by the department from the facility’s most recent financial and statistical cost report by dividing
the facility’s patient care costs by patient days. This is compared to the statewide average for patient
care costs computed as of every June 30 and December 31.

(2) Facilities with a case-mix index derived from MDS reports that exceeds the lowa nursing facil-
ity average and with a patient care service cost that exceeds the average for all participating nursing
facilities for the previous reporting period shall receive an addition of $5.20 to their payment rate for a
six-month period.

(3) Facilities with a case-mix index that exceeds the Iowa nursing facility average and with a pa-
tient care service cost that is less than the average for all participating facilities for the previous report-
ing period shall receive an addition of $2.60 to their payment rate for a six-month period.

g Theperdiem rate paid for skilled nursing care provided by a nursing facility certified under the
Medicare program shall be established according to guidelines in 441—subrule 79.1(9).

h.  Facilities, both hospital-based distinct units and freestanding, which have beds certified as
Medicare-skilled beds may participate in both the skilled care program and the nursing facility pro-
gram. These facilities shall submit Form 470-0030. The facility’s costs shall be used to calculate the
maximum nursing facility rate.

81.6(17) Cost report documentation. All nursing facilities shall submit semiannual cost reports
based on the closing date of the facility’s fiscal year and the midpoint of the facility’s fiscal year, that
incorporate documentation as set forth below. The documentation incorporated in the cost reports
shall include all of the following information:

a. Information on staffing costs, including the number of hours of the following provided per res-
ident per day by all the following: nursing services provided by registered nurses, licensed practical
nurses, certified nurse aides, restorative aides, certified medication aides, and contracted nursing ser-
vices; other care services; administrative functions; housekeeping and maintenance; and dietary ser-
vices.

b. The starting and average hourly wage for each class of employees for the period of the report.

¢.  Anitemization of expenses attributable to the home or principal office or headquarters of the
nursing facility included in the administrative cost line item.

This rule is intended to implement Iowa Code sections 249A.2(6), 249A.3(2)“a,” 249A.4, and
249A.16. :

441—81.7(249A) Continued review. The lowa Foundation for Medical Care shall review Medicaid
recipients’ need of continued care in nursing facilities, pursuant to the standards and subject to the re-
consideration and appeals processes in subrule 81.3(1).

This rule is intended to implement Iowa Code sections 249A.2(6) and 249A.3(2) “a.”
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441—81.8(249A) Quality of care review. Rescinded IAB 8/8/90, effective 10/1/90.

441—81.9(249A) Records.

81.9(1) Content. The facility shall as a minimum maintain the following records:

a.  Allrecords required by the department of public health and the department of inspections and
appeals.

b.  Records of all treatments, drugs, and services for which vendors’ payments have been made or
are to be made under the medical assistance program, including the authority for and the date of admin-
istration of the treatment, drugs, or services.

¢.  Documentation in each resident’s records which will enable the department to verify that each
charge is due and proper prior to payment.

d.  Financial records maintained in the standard, specified form including the facility’s most re-
cent audited cost report.

e.  All other records as may be found necessary by the department in determining compliance
with any federal or state law or rule or regulation promulgated by the United States Department of
Health and Human Services or by the department.

f Census records to include the date, number of residents at the beginning of each day, names of
residents admitted, and names of residents discharged.

(1) Census information shall be provided for all residents of the facility.

(2) Census figures for each type of care shall be totaled monthly to indicate the number admitted,
the number discharged, and the number of patient days.

(3) Failure to maintain acceptable census records shall result in the per diem rate being computed
on the basis of 100 percent occupancy and a request for refunds covering indicated recipients of nurs-
ing care which have not been properly accounted for.

g Resident accounts.

h.  In-service education program records.

i.  Inspection reports pertaining to conformity with federal, state and local laws.
J.  Residents’ personal records.

k. Residents’ medical records.

I Disaster preparedness reports.

81.9(2) Retention. Records identified in subrule 81.9(1) shall be retained in the facility for a mini-
mum of five years or until an audit is performed on those records, whichever is longer.

81.9(3) Change of owner. All records shall be retained within the facility upon change of owner-
ship.

This rule is intended to implement Iowa Code sections 249A.2(6) and 249A.3(2)“a.”

441—81.10(249A) Payment procedures.

81.10(1) Method of payment. Facilities shall be reimbursed under a cost-related vendor payment
program. A per diem rate shall be established based on information submitted according to rule
441—81.6(249A). The per diem rate shall be no greater than the maximum reasonable cost deter-
mined by the department.

81.10(2) Authorization of payment. The department shall authorize payment for care in a facility.
The authorization shall be obtained prior to admission of the resident, whenever possible.

81.10(3) Rescinded IAB 8/9/89, effective 10/1/89.
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d.  Comprehensive care plans.

(1) The facility shall develop a comprehensive care plan for each resident that includes measur-
able objectives and timetables to meet a resident’s medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive assessment.

The care plan shall describe the following:

1. The services that are to be furnished to attain or maintain the resident’s highest practicable
physical, mental, and psychosocial well-being as required under subrule 81.13(10).

2. Any services that would otherwise be required under subrule 81.13(10), but are not provided
due to the resident’s exercise of rights under subrule 81.13(5), including the right to refuse treatment
under subrule 81.13(5), paragraph “b,” subparagraph (4).

(2) A comprehensive care plan shall be developed within seven days after completion of the com-
prehensive assessment by an interdisciplinary team and with the participation of the resident, the resi-
dent’s family or legal representative to the extent practicable, and shall be periodically reviewed and
revised by a team of qualified persons after each assessment.

The interdisciplinary team shall include the attending physician, a registered nurse with responsi-
bility for the resident, and other appropriate staff in disciplines as determined by the resident’s needs.

(3) The services provided or arranged by the facility shall meet professional standards of quality
and be provided by qualified persons in accordance with each resident’s written plan of care.

e.  Discharge summary. When the facility anticipates discharges, a resident shall have a dis-
charge summary that includes:

(1) A recapitulation of the resident’s stay.

(2) A final summary of the resident’s status to include items in paragraph “b, ” subparagraph (2)
above, at the time of the discharge that is available for release to authorized persons and agencies, with
the consent of the resident or legal representative.

(3) A postdischarge plan of care developed with the participation of the resident and resident’s
family which will assist the resident to adjust to a new living environment.

f. Preadmission screening for mentally ill individuals and individuals with mental retardation.

(1) A nursing facility shall not admit a new resident with mental illness or mental retardation un-
less the division of mental health, mental retardation, and developmental disabilities has approved the
admission, based on an independent physical and mental health evaluation. This evaluation shall be
reviewed by the Iowa Foundation for Medical Care prior to admission to determine whether the indi-
vidual requires the level of services provided by the facility because of the physical and mental condi-
tion of the individual. If the individual requires nursing facility level of services, the individual shall
receive specialized services for mental illness or mental retardation.

(2) Definition. For purposes of this rule:

1. Anindividual is considered to have “mental illness” if the individual has a primary or second-
ary diagnosis of mental disorder (as defined in the Diagnostic and Statistical Manual of Mental Disor-
ders, 3rd edition) and does not have a primary diagnosis of dementia (including Alzheimer’s disease or
a related disorder).

2. Anindividual is considered to be “mentally retarded” if the individual is mentally retarded or a
person with a related condition as described in 42 CFR 435.1009.

8 Preadmission resident assessment. The facility shall conduct prior to admission a resident as-
sessment of all persons seeking nursing facility placement. The assessment information gathered shall
be similar to the data in the minimum data set (MDS) resident assessment tool.

81.13(10)  Quality of care. Each resident shall receive and the facility shall provide the necessary
care and services to attain or maintain the highest practicable physical, mental and psychosocial well-
being, in accordance with the comprehensive assessment and plan of care.
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a. Activities of daily living. Based on the comprehensive assessment of a resident, the facility
shall ensure that:

(1) A resident’s abilities in activities of daily living do not diminish unless circumstances of the
individual’s clinical condition demonstrate that diminution was unavoidable. This includes the resi-
dent’s ability to bathe, dress and groom; transfer and ambulate; toilet; eat, and to use speech, language
or other functional communication systems.

(2) Aresidentis given the appropriate treatment and services to maintain or improve the resident’s
abilities specified in subparagraph (1) above.

(3) Aresident who is unable to carry out activities of daily living receives the necessary services to
maintain good nutrition, grooming, and personal and oral hygiene.

b.  Vision and hearing. To ensure that residents receive proper treatment and assistive devices to
maintain vision and hearing abilities, the facility shall, if necessary, assist the resident:

(1) In making appointments.

(2) By arranging for transportation to and from the office of a medical practitioner specializing in
the treatment of vision or hearing impairment or the office of a professional specializing in the provi-
sion of vision or hearing assistive devices.

c.  Pressure sores. Based on the comprehensive assessment of a resident, the facility shall ensure
that:

(1) A resident who enters the facility without pressure sores does not develop pressure sores un-
less the individual’s clinical condition demonstrates that they were unavoidable.

(2) A resident having pressure sores receives necessary treatment and services to promote heal-
ing, prevent infection and prevent new sores from developing.

d.  Urinary incontinence. Based on the resident’s comprehensive assessment, the facility shall
ensure that:

(1) A resident who enters the facility without an indwelling catheter is not catheterized unless the
resident’s clinical condition demonstrates that catheterization was necessary.

(2) Aresident who is incontinent of bladder receives appropriate treatment and services to prevent
urinary tract infections and to restore as much normal bladder function as possible.

e. Range of motion. Based on the comprehensive assessment of a resident, the facility shall en-
sure that:

(1) Aresident who enters the facility without a limited range of motion does not experience reduc-
tion in range of motion unless the resident’s clinical condition demonstrates that a reduction in range of
motion is unavoidable.

(2) A resident with a limited range of motion receives appropriate treatment and services to in-
crease range of motion to prevent further decrease in range of motion.

f Mental and psychosocial functioning. Based on the comprehensive assessment of a resident,
the facility shall ensure that:

(1) A resident who displays mental or psychosocial adjustment difficulty receives appropriate
treatment and services to correct the assessed problem.

(2) A resident whose assessment did not reveal a mental or psychosocial adjustment difficulty
does not display a pattern of decreased social interaction or increased withdrawn, angry or depressive
behaviors, unless the resident’s clinical condition demonstrates that such a pattern was unavoidable.

‘.~
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[Filed 9/28/90, Notices 7/11/90, 8/8/90—published 10/17/90, effective 12/1/90**]
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CHAPTER 83
MEDICAID WAIVER SERVICES
PREAMBLE

Medicaid waiver services are services provided to maintain persons in their own homes or commu-
nities who would otherwise require care in medical institutions. Provision of these services must be
cost-effective. Services are limited to certain targeted client groups for whom a federal waiver has
been requested and approved. Services provided through the waivers are not available to other Medi-
caid recipients as the services are beyond the scope of the Medicaid state plan.

DIVISION I—HCBS ILL AND HANDICAPPED WAIVER SERVICES

441—83.1(249A) Definitions.

“Basic individual respite” means respite provided on a staff-to-consumer ratio of one to one or
higher to individuals without specialized needs requiring the care of a licensed registered nurse or li-
censed practical nurse.

“Blind individual” means an individual who has a central visual acuity of 20/200 or less in the better
eye with the use of corrective lens or visual field restriction to 20 degrees or less.

“Client participation” means the amount of the recipient income that the person must contribute to
the cost of ill and handicapped waiver services exclusive of medical vendor payments before Medicaid
will participate.

“Deeming” means the specified amount of parental or spousal income and resources considered in
determining eligibility for a child or spouse according to current supplemental security income guide-
lines.

“Disabled person” means an individual 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 ex-
pected to last for a continuous period of not less than 12 months. A child under the age of 18 is consid-
ered disabled if the child suffers a medically determinable physical or mental impairment of compara-
ble severity.

“Financial participation” means client participation and medical payments from a third party in-
cluding veterans’ aid and attendance.

“Group respite” is respite provided on a staff-to-consumer ratio of less than one to one.

“Intermittent homemaker service” means homemaker service provided from one to three hours a
day for not more than four days per week.

“Intermittent respite service” means respite service provided from one to three times a week.

“Medical assessment” means a visual and physical inspection of the consumer, noting deviations
from the norm, and a statement of the consumer’s mental and physical condition that can be amendable
to or resolved by appropriate actions of the provider.

“Medical institution” means a nursing facility or an intermediate care facility for the mentally re-
tarded which has been approved as a Medicaid vendor.

“Medical intervention” means consumer care in the areas of hygiene, mental and physical comfort,
assistance in feeding and elimination, and control of the consumer’s care and treatment to meet the
physical and mental needs of the consumer in compliance with the plan of care in areas of health, pre-
vention, restoration, and maintenance.

“Medical monitoring” means observation for the purpose of assessing, preventing, maintaining,
and treating disease or illness based on the consumer’s plan of care.

“Specialized respite” means respite provided on a staff-to-consumer ratio of one to one or higher to
individuals with specialized medical needs requiring the care, monitoring or supervision of a licensed
registered nurse or licensed practical nurse.
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“Substantial gainful activity” means productive activities which add to the economic wealth, or
produce goods or services to which the public attaches a monetary value.

“Third-party payments” means payments from an attorney, individual, institution, corporation, or
public or private agency which is 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 or a past or present recipient of medical
assistance.

“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.

441—83.2(249A) Eligibility. To be eligible for ill and handicapped waiver services a person must
meet certain eligibility criteria and be determined to need a service(s) allowable under the program.

83.2(1) Eligibility criteria.

a. The person must be determined to be one of the following:

(1) Blind ordisabled asdetermined by the receipt of social security disability benefits, or a disabil-
ity determination made through the division of medical services. Disability determinations are made
according to supplemental security income guidelines as per Title XVI of the Social Security Act.

(2) Aged 65 or over and residing in a county that is not served by the HCBS elderly waiver.

b.  The person must be ineligible for medical assistance under other Medicaid programs or cover-
age groups with the exception of: the medically needy program, the in-home, health-related program
when the person chooses the ill and handicapped waiver instead of the in-home, health-related pro-
gram, the HCBS MR waiver when the person is a child under the age of 18 with mental retardation and
meets the skilled nursing level of care, cases approved by the intradepartmental board for supplemental
security income deeming determinations between 1982 and 1987, and children eligible for supplemen-
tal security income under Section 8010 of Public Law 101-239.

c.  Persons shall meet the eligibility requirements of the supplemental security income program
except for the following:

(1) Thepersonisunder 18 years of age, unmarried and not the head of a household and is ineligible
for supplemental security income because of the deeming of the parent’s(s’) income.

(2) The person is married and is ineligible for supplemental security income because of the deem-
ing of the spouse’s income or resources.

(3) The person is ineligible for supplemental security income due to excess income and the per-
son’s income does not exceed 300 percent of the maximum monthly payment for one person under
supplemental security income.

(4) The person is under 18 years of age and is ineligible for supplemental security income because
of excess resources.

d.  The person must be certified as being in need of nursing facility or skilled nursing facility level
of care or as being in need of care in an intermediate care facility for the mentally retarded. The lowa
Foundation for Medical Care shall be responsible for approval of the certification of the level of care.

Ill and handicapped waiver services will not be provided when the individual is an inpatient in a
medical institution.

e. To be eligible for interim medical monitoring and treatment services the consumer must be:

(1) Under the age of 21;

(2) Currently receiving home health agency services under rule 441—78.9(249A) and require
medical assessment, medical monitoring, and regular medical intervention or intervention in a medical
emergency during those services. (The home health aide services for which the consumer is eligible
must be maximized before the consumer accesses interim medical monitoring and treatment.);

(3) Residing in the consumer’s family home or foster family home; and

(4) In need of interim medical monitoring and treatment as ordered by a physician.

.-’
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f. The person must meet income and resource guidelines for Medicaid as if in a medical institu-
tion pursuant to 441—Chapter 75. When a husband and wife who are living together both apply for the
waiver, income and resource guidelines as specified at paragraphs 441—75.5(2)“b” and
441—75.5(4)“c” shall be applied.

g The person must have service needs that can be met by this waiver program. Ata minimum a
person must receive a unit of adult day care, consumer-directed attendant care, counseling, home
health aid, homemaker, nursing, or respite service per quarter.

83.2(2) Need for services.

a. The consumer shall have a service plan approved by the department which is developed by the
county social worker as identified by the county of residence. This service plan must be completed
prior to services provision and annually thereafter.

The social worker shall establish the interdisciplinary team for the consumer and, with the team,
identify the consumer’s need for service based on the consumer’s needs and desires as well as the avail -
ability and appropriateness of services using the following criteria:

(1) This service plan shall be based, in part, on information in the completed Home- and
Community-Based Services Assessment or Reassessment, Form 470-0659. Form 470-0659 is com-
pleted annually, or more frequently upon request or when there are changes in the client’s condition.

(2) Service plans for persons aged 20 or under shall be developed or reviewed after the child’s
individual education plan and EPSDT plan, if applicable, are developed so as not to replace or dupli-
cate services covered by those plans.

(3) Those service plans for persons aged 20 or under which include home health, homemaker,
nursing, or respite services shall not be approved until a home health agency has made a request to
cover the consumer’s service needs through EPSDT.

b.  The total monthly cost of the ill and handicapped waiver services shall not exceed the estab-
lished aggregate monthly cost for level of care as follows:

Skilled level of care Nursing level of care ICF/MR
$2,480 $852 $3,019

¢.  Interim medical monitoring and treatment services must be needed because all usual caregiv-
ers are unavailable to provide care due to one of the following circumstances:

(1) Employment. Interim medical monitoring and treatment services are to be received only dur-
ing hours of employment.

(2) Academicor vocational training. Interim medical monitoring and treatment services provided
while a usual caregiver participates in postsecondary education or vocational training shall be limited
to 24 periods of no more than 30 days each per caregiver as documented by the service worker. Time
spent in high school completion, adult basic education, GED, or English as a second language does not
count toward the limit.

(3) Absence from the home due to hospitalization, treatment for physical or mental illness, or
death of the usual caregiver. Interim medical monitoring and treatment services under this subpara-
graph are limited to a maximum of 30 days.

(4) Search for employment.

1. Care during job search shall be limited to only those hours the usual caregiver is actually look-
ing for employment, including travel time.

2. Interim medical monitoring and treatment services may be provided under this paragraph only
during the execution of one job search plan of up to 30 working days in a 12-month period, approved by
the department service worker or targeted case manager pursuant to 441—subparagraph
170.2(2)“b™(5).

3. Documentation of job search contacts shall be furnished to the department service worker or
targeted case manager.
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441—83.3(249A) Application.

83.3(1) Application for HCBS ill and handicapped waiver services. The application process as
specified in rules 441—76.1(249A) to 441—76.6(249A) shall be followed.

83.3(2) Application and services program limit. The number of persons who may be approved for
the HCBS ill and handicapped waiver shall be subject to the number of clients to be served as set forth
in the federally approved HCBS ill and handicapped waiver. The number of clients to be served are set
forth at the time of each five-year renewal of the waiver or in amendments to the waiver. When the
number of applicants exceeds the number of clients specified in the approved waiver, the applicant’s
name shall be placed on a waiting list maintained by the division of medical services.

a.  Thecounty office shall contact the division of medical services for all applicants for the waiver
to determine if a payment slot is available.

(1) For persons not currently receiving Medicaid, the county office shall contact the division of
medical services by the end of the second working day after receipt of a completed Form PA-1107-0,
Application for Medical Assistance or State Supplementary Assistance.

(2) For current recipients, the county office shall contact the division of medical services by the
end of the second working day after receipt of Form 470-0660, Home- and Community-Based Service
Report, signed and dated by the recipient or a written request, signed and dated by the recipient.

b. By the end of the third day after the receipt of the completed Form PA-1107-0 or 470-0660, if
no payment slot is available, persons shall be entered on a waiting list by the division of medical ser-
vices according to the following:

(1) Persons not currently eligible for Medicaid shall be entered on the waiting list on the basis of
the date a completed Form PA-1107-0, Application for Medical Assistance or State Supplementary
Assistance, is signed or date-stamped in the county office, whichever is later. Clients currently eligible
for Medicaid shall be added to the waiting list on the basis of the date Form 470-0660, or a written
request, is signed and dated or date-stamped in the county office, whichever is later. In the event that
more than one application is received at one time, persons shall be entered on the waiting list on the
basis of the month of birth, January being month one and the lowest number.

(2) Persons who do not fall within the available slots shall have their application rejected and their
names shall be maintained on the waiting list. They shall be contacted to reapply as slots become avail-
able based on their order on the waiting list so that the number of approved persons on the program is
maintained.

(3) Onceapaymentslot is assigned, written notice shall be given to the applicant, and the payment
slot shall be held for 180 days to arrange services unless the person has been determined ineligible for
the program. If services are not initiated within 180 days of the written notice to the applicant, the slot
reverts for use by the next applicant on the waiting list, if applicable. The applicant must reapply fora
new slot.

83.3(3) Approval of application.

a.  Applications for the HCBS ill and handicapped waiver program shall be processed in 30 days
unless one or more of the following conditions exist:

(1) An application has been filed and is pending for federal supplemental security income bene-
fits.

(2) The application is pending because the department has not received information which is be-
yond the control of the client or the department.

(3) The application is pending due to the disability determination process performed through the
department.

(4) The application is pending because a level of care determination has not been made although
the completed assessment, Form SS-1644, has been submitted to the lowa Foundation for Medical
Care.

\’/
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(5) The application is pending because the assessment, Form SS-1644, or the case plan has not
been completed. When a determination is not completed 90 days from the date of application due to the
lack of a completed assessment, Form $S-1644, or case plan, the application shall be denied. The client
shall have the right to appeal.

b. Decisions shall be mailed or given to the applicant on the date when income maintenance eligi-
bility and level of care determinations and the client case plan are completed.

¢.  Aclient must be given the choice between HCBS ill and handicapped waiver services and in-
stitutional care. The income maintenance or service worker shall have the client or guardian complete
and sign Form 470-0660, Home- and Community-Based Service Report, indicating the client’s choice
of home- and community-based services or institutional care.

d.  Waiver services provided prior to approval of eligibility for the waiver cannot be paid.

e. A consumer may be enrolled in only one waiver program at a time. Costs for waiver services
are not reimbursable while the consumer is in a medical institution (hospital or nursing facility) or resi-
dential facility. Services may not be simultaneously reimbursed for the same time period as Medicaid
or other Medicaid waiver services.

83.3(4) Effective date of eligibility.

a. Deeming of parental or spousal income and resources ceases and eligibility shall be effective
on the date the income and resource eligibility and level of care determinations and the case plan are
completed, but shall not be earlier than the first of the month following the date of application.

b. The effective date of eligibility for the ill and handicapped waiver for persons who qualify for
Medicaid due to eligibility for the waiver services and to whom paragraphs “a” and “c” of this subrule
do not apply is the date on which the income eligibility and level of care determinations and the case
plan are completed.

¢.  Eligibility for persons covered under subrule 83.2(1) “c ”(3) shall exist on the date the income
and resource eligibility and level of care determinations and case plan are completed, but shall not be
earlier than the first of the month following the date of application.

d.  Eligibility continues until the recipient has been in a medical institution for 30 consecutive
days for other than respite care. Recipients who are inpatients in a medical institution for 30 or more
consecutive days for other than respite care shall be terminated from ill and handicapped waiver ser-
vices and reviewed for eligibility for other Medicaid coverage groups. The recipient will be notified of
that decision through Form SS-1104-0, Notice of Decision. If the client returns home before the effec-
tive date of the notice of decision and the person’s condition has not substantially changed, the denial
may be rescinded and eligibility may continue.

83.3(5) Auribution of resources. For the purposes of attributing resources as provided in rule
441—75.5(249A), the date on which the waiver applicant met the level of care criteria in a medical
institution as established by the peer review organization shall be used as the date of entry to the medi-
cal institution. Only one attribution of resources shall be completed per person. Attributions com-
pleted for prior institutionalizations shall be applied to the waiver application.

441—83.4(249A) Financial participation. Persons must contribute their predetermined financial
participation to the cost of ill and handicapped waiver services or other Medicaid services, as applica-
ble.

83.4(1) Maintenance needs of the individual. The maintenance needs of the individual shall be
computed by deducting an amount which is 300 percent of the maximum monthly payment for one
person under supplemental security income (SSI) from the client’s total income.

83.4(2) Limitation on payment. If the sum of the third-party payment and client participation
equals or exceeds the reimbursement established by the service worker for ill and handicapped waiver
services, Medicaid shall make no payments to ill and handicapped waiver service providers. However,
Medicaid shall make payments to other medical vendors, as applicable.
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83.4(3) Maintenance needs of spouse and other dependents. Rescinded IAB 4/9/97, effective
6/1/97.

441—83.5(249A) Redetermination. A complete redetermination of eligibility for the ill and handi-
capped waiver shall be completed at least once every 12 months or when there is significant change in
the person’s situation or condition.

A redetermination of continuing eligibility factors shall be made in accordance with rules
441—76.7(249A) and 441—83.2(249A). A redetermination shall include verification of the exis-
tence of a current case plan meeting the requirements listed in rule 441—83.7(249A).

441—83.6(249A) Allowable services. Services allowable under the ill and handicapped waiver are
homemaker services, home health services, adult day care services, respite care services, nursing ser-
vices, counseling services, consumer-directed attendant care services, and interim medical monitoring
and treatment services as set forth in rule 441—78.34(249A).

441—83.7(249A) Case plan. A case plan shall be prepared for ill and handicapped waiver clients in
accordance with rule 441—130.7(234) except that case plans for both children and adults shall be com-
pleted every 12 months or when there is significant change in the person’s situation or condition. In
addition, the case plan shall include the frequency of the ill and handicapped waiver services and the
types of providers who will deliver the services.

441—83.8(249A) Adverse service actions.

83.8(1) Denial. An application for services shall be denied when it is determined by the depart-
ment that:

a. The client is not eligible for or in need of services.

b. Needed services are not available or received from qualified providers.

¢.  Service needs exceed the aggregate monthly costs established in 83.2(2) “b, ” or are not met by
the services provided.

d. Needed services are not available or received from qualifying providers.

83.8(2) Termination. A particular service may be terminated when the department determines
that:

a. The provisions of 130.5(2)“a,” “b,” “c,” “g,” or “h” apply.

b.  Thecostsofthe ill and handicapped waiver service for the person exceed the aggregate month-
ly costs established in 83.2(2)“b.”

¢.  Theclient receives care in a hospital, nursing facility, or intermediate care facility for the men-
tally retarded for 30 days in any one stay for purposes other than respite care.

d. Theclientreceives ill and handicapped waiver services and the physical or mental condition of
the client requires more care than can be provided in the client’s own home as determined by the service
worker.

e.  Service providers are not available.

83.8(3) Reduction of services shall apply as in subrule 130.5(3), paragraphs “a” and “b.”

441—83.9(249A) Appealrights. Notice of adverse action and right to appeal shall be given in accor-
dance with 441—Chapter 7 and rule 441—130.5(234). The applicant or recipient is entitled to have a
review of the level of care determination by the lowa Foundation for Medical Care by sending a letter
requesting a review to the foundation. If dissatisfied with that decision, the applicant or recipient may
file an appeal with the department.

e’/
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441—83.10(249A) County reimbursement. Rescinded IAB 4/9/97, effective 6/1/97.

441—83.11(249A) Conversion to the X-PERT system. For conversion to the X-PERT system at a
time other than review, the recipient may be required to provide additional information. To obtain this
information, a recipient may be required to have an interview. Failure to respond for this interview
when so requested, or failure to provide requested information, shall result in cancellation.

These rules are intended to implement lowa Code sections 249A.3 and 249A 4.

441—83.12 to 83.20 Reserved.

DIVISION II—HCBS ELDERLY WAIVER SERVICES

441—83.21(249A) Definitions.

“Basic individual respsite” means respite provided on a staff-to-consumer ratio of one to one or
higher to individuals without specialized needs requiring the care of a licensed registered nurse or li-
censed practical nurse.

“Client participation” means the amount of the recipient income that the person must contribute to
the cost of elderly waiver services exclusive of medical vendor payments before Medicaid will partici-
pate.

“Group respite” is respite provided on a staff-to-consumer ratio of less than one to one.

“Interdisciplinary team” means a collection of persons with varied professional backgrounds who
develop one plan of care to meet a client’s need for services.

“lowa Foundation for Medical Care” means the entity designated by the federal government to be
the peer review organization for the state of lowa.

“Long-term care coordinating unit designated case management project for frail elderly” means
the case management system which conducts interdisciplinary team meetings to develop and update
care plans for persons aged 65 and older.

“Medical institution” means a nursing facility which has been approved as a Medicaid vendor.

“Project coordinator” means the person designated by the administrative entity to oversee the
long-term care coordinating unit’s designated case management project for the frail elderly.

“Specialized respite” means respite provided on a staff-to-consumer ratio of one to one or higher to
individuals with specialized medical needs requiring the care, monitoring or supervision of a licensed
registered nurse or licensed practical nurse.

“Third-party payments” means payments from an individual, institution, corporation, or public or
private agency which is 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 or a past or present recipient of medical assistance.

“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.

441—83.22(249A) Eligibility. To be cligible for elderly waiver services a person must meet certain
eligibility criteria and be determined to need a service(s) allowable under the program.

83.22(1) Eligibility criteria. All of the following criteria must be met. The person must be:

a. Sixty-five years of age or older.

b. A resident of the state of lowa.

c.  Eligible for Medicaid as if in a medical institution pursuant to 441—Chapter 75. When a hus-
band and wife who are living together both apply for the waiver, income and resource guidelines as
specified at 441—paragraphs 75.5(2)“b” and 75.5(4) “c” shall be applied.
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d.  Certified as being in need of the intermediate or skilled level of care. The lowa Foundation for
Medical Care shall be responsible for approval of the certification of the level of care.

Elderly waiver services will not be provided when the person is an inpatient in a medical institution.

e. Determined to need services as described in subrule 83.22(2).

£ Under the case management of a member of the long-term care coordinating unit designated
case management project for the frail elderly.

83.22(2) Need for services.

a. Applicants for elderly waiver services shall have an assessment of the need for service and the
availability and appropriateness of service. The tool used to complete the assessment shall be the as-
sessment tool designated by the long-term care coordinating unit established at Iowa Code section
231.58. The assessment shall be completed by the designated case management project for the frail
elderly in the community or the local service worker. The Iowa Foundation for Medical Care shall be
responsible for determining the level of care based on the completed assessment tool and supporting
documentation as needed.

b.  The total monthly cost of the elderly waiver services shall not exceed the established monthly
cost of the level of care. Aggregate monthly costs are limited as follows:

itl v I Nursing level of care
$2,480 $1,052

83.22(3) Providers—standards. Participants in the waiver shall be case managed by providers
who meet all the following standards:

a. Be amember of the long-term care coordinating unit designated case management project for
the frail elderly.

b. Have a bachelor’s degree in a human services field or be currently licensed as a registered
nurse. Up to two years, relevant experience may be substituted for two years of the educational re-
quirement.

c¢. Have formal training in completion of the assessment tool.

d. Receive formal case management training as specified by the long-term care coordinating
unit.

441—83.23(249A) Application.
83.23(1) Application for HCBS elderly waiver. The application process as specified in rules
441—76.1(249A) to 441—76.6(249A) shall be followed.

\’
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441—83.31(249A) Conversion to the X-PERT system. For conversion to the X-PERT system at a
time other than review, the recipient may be required to provide additional information. To obtain this
information, a recipient may be required to have an interview. Failure to respond for this interview
when so requested, or failure to provide requested information, shall result in cancellation.

These rules are intended to implement Iowa Code sections 249A.3 and 249A.4.

441—83.32 to 83.40 Reserved.
DIVISION III—HCBS AIDS/HIV WAIVER SERVICES

441—83.41(249A) Definitions.

“AIDS” means a medical diagnosis of acquired immunodeficiency syndrome based on the Centers
for Disease Control “Revision of the CDC Surveillance Case Definition for Acquired Immunodeficiency
Syndrome,” August 14, 1987, Vol. 36, No. 1S issue of “Morbidity and Mortality Weekly Report.”

“Basic individual respite” means respite provided on a staff-to-consumer ratio of one to one or
higher to individuals without specialized needs requiring the care of a licensed registered nurse or li-
censed practical nurse.

“Client participation” means the amount of the recipient’s income that the person must contribute
to the cost of AIDS/HIV waiver services exclusive of medical vendor payments before Medicaid will
participate.

“Deeming” means the specified amount of parental or spousal income and resources considered in
determining eligibility for a child or spouse according to current supplemental security income guide-
lines.

“Financial participation” means client participation and medical payments from a third party in-
cluding veterans’ aid and attendance.

“Group respite” is respite provided on a staff-to-consumer ratio of less than one to one.

“HIV” means a medical diagnosis of human immunodeficiency virus infection based on a positive
HIV-related test.

“lowa Foundation for Medical Care” means the entity designated by the federal government to be
the peer review organization for the state of Iowa.

“Medical institution” means a nursing facility or hospital which has been approved as a Medicaid
vendor.

“Specialized respite” means respite provided on a staff-to-consumer ratio of one to one or higher to
individuals with specialized medical needs requiring the care, monitoring or supervision of a licensed
registered nurse or licensed practical nurse.

“Third-party payments” means payments from an attorney, individual, institution, corporation, or
public or private agency which is 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 or a past or present recipient of medical
assistance.

“Usual caregiver” means a person or persons who reside with the consumer and are available on a
24-hour-per-day basis to assume resonsibility for the care of the consumer.

441—83.42(249A) Eligibility. To be eligible for AIDS/HIV waiver services a person must meet cer-
tain eligibility criteria and be determined to need a service(s) allowable under the program.

83.42(1) Eligibility criteria. All of the following criteria must be met. The person must:

a. Be diagnosed by a physician as having AIDS or HIV infection.

b.  Becertified in need of the level of care that, but for the waiver, would otherwise be provided in
a nursing facility or hospital. The Iowa Foundation for Medical Care shall be responsible for approval
of the certification of the level of care. AIDS/HIV waiver services shall not be provided when the per-
son is an inpatient in a medical institution.
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c.  Be eligible for medical assistance under SSI, SSl-related, ADC, or ADC-related coverage
groups; medically needy at hospital level of care; eligible under a special income level (300 percent
group); or become eligible through application of the institutional deeming rules.

d.  Require, and use at least quarterly, one service available under the waiver as determined
through an evaluation of need described in subrule 83.42(2).

e.  Have service needs such that the costs of the waiver services are not likely to exceed the costs
of care that would otherwise be provided in a medical institution.

J Have income which does not exceed 300 percent of the maximum monthly payment for one
person under supplemental security income.

83.42(2) Need for services.

a.  The county social worker shall perform an assessment of the person’s need for waiver services
and determine the availability and appropriateness of services. This assessment shall be based, in part,
on information in the completed Home- and Community-Based Services Assessment or Reassess-
ment, Form SS-1644. Form SS-1644 shall be completed annually.

b.  The total monthly cost of the AIDS/HIV waiver services shall not exceed the established ag-
gregate monthly cost for level of care. The monthly cost of AIDS/HIV waiver services cannot exceed
the established limit of $1650.

441—83.43(249A) Application.

83.43(1) Application for HCBS AIDS/HIV waiver services. The application process as specified in
rules 441—76.1(249A) to 441—76.6(249A) shall be followed.

83.43(2) Application for services. Rescinded IAB 12/6/95, effective 2/1/96.

83.43(3) Approval of application.

a.  Applications for the HCBS AIDS/HIV waiver program shall be processed in 30 days unless
one or more of the following conditions exist:

(1) The application is pending because the department has not received information, which is be-
yond the control of the client or the department.

(2) The application is pending because a level of care determination has not been made or pended
although the completed assessment, Form SS-1644, has been submitted to the lowa Foundation for
Medical Care.

(3) The application is pending because the assessment, Form SS-1644, or the case plan has not
been completed. When adetermination is not completed 90 days from the date of application due to the
lack of a completed assessment, Form SS-1644, or case plan, the application shall be denied. The client
shall have the right to appeal.
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441—83.50(249A) Conversion to the X-PERT system. For conversion to the X-PERT system at a
time other than review, the recipient may be required to provide additional information. To obtain this
information, a recipient may be required to have an interview. Failure to respond for this interview
when so requested, or failure to provide requested information, shall result in cancellation.

These rules are intended to implement Iowa Code section 249A.4.

441—83.51 to 83.59 Reserved.
DIVISION IV—HCBS MR WAIVER SERVICES

441—83.60(249A) Definitions.

“Adaptive” means age-appropriate skills related to taking care of one’s self and one’s ability to re-
late to others in daily living situations. These skills include limitations that occur in the areas of com-
munication, self-care, home-living, social skills, community use, self-direction, safety, functional ac-
tivities of daily living, leisure or work.

“Adult” means a person with mental retardation aged 18 or over.

“Appropriate” means that the services or supports or activities provided or undertaken by the orga-
nization are relevant to the consumer’s needs, situation, problems, or desires.

“Assessment” means the review of the consumer’s current functioning in regard to the consumer’s
situation, needs, strengths, abilities, desires and goals.

“Basic individual respite” means respite provided on a staff-to-consumer ratio of one to one or
higher to individuals without specialized needs requiring the care of a licensed registered nurse or li-
censed practical nurse.

“Behavior” means skills related to regulating one’s own behavior including coping with demands
from others, making choices, controlling impulses, conforming conduct to laws, and displaying ap-
propriate sociosexual behavior.

“Case management services” means those services established pursuant to Iowa Code chapter
225C.

“Child” means a person with mental retardation aged 17 or under.

“Client participation” means the posteligibility amount of the consumer’s income that persons eli-
gible through a special income level must contribute to the cost of the home and community-based
waiver service.

“Deemed status” means acceptance of certification or licensure of a program or service by another
certifying body in place of certification based on review and evaluation.

“Department” means the Iowa department of human services.

“Direct service” means services involving face-to-face assistance to a consumer such as transport-
ing a consumer or providing therapy.

“Fiscal accountability” means the development and maintenance of budgets and independent fis-
cal review.

“Group respite” is respite provided on a staff-to-consumer ratio of less than one to one.

“Health” means skills related to the maintenance of one’s health including eating; illness identifi-
cation, treatment and prevention; basic first aid; physical fitness; regular physical checkups and per-
sonal habits.

“Immediate jeopardy” means circumstances where the life, health, or safety of a person will be se-
verely jeopardized if the circumstances are not immediately corrected.

“Individual comprehensive plan (ICP)” (also known as individual program plan) means a written
consumer-centered outcome-based plan of services developed using an interdisciplinary process
which addresses all relevant services and supports being provided. It involves more than one agency.
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“Individual treatment plan (ITP)” (also known as an individual service plan, individual education
plan, and individual habilitation plan) means a written goal-oriented plan of services developed for a
consumer by the consumer and the provider agency.

“Intermediate care facility for the mentally retarded (ICF/MR) " means an institution that is primar-
ily for the diagnosis, treatment, or rehabilitation of persons who are mentally retarded and provides, in
a protected residential setting, ongoing evaluation, planning, 24-hour supervision, coordination and
integration of health or related services to help each individual function at the greatest ability and is an
approved Medicaid vendor.

“Intermittent supported community living service” means supported community living service
provided not more than 52 hours per month.

“Maintenance needs” means costs associated with rent or mortgage, utilities, telephone, food and
household supplies.

“Managed care” means a system that provides the coordinated delivery of services and supports
that are necessary and appropriate, delivered in the least restrictive settings and in the least intrusive
manner. Managed care seeks to balance three factors:

1. Achieving high-quality outcomes for participants.

2. Coordinating access.

3. Containing costs.

“Medical assessment” means a visual and physical inspection of the consumer, noting deviations
from the norm, and a statement of the consumer’s mental and physical condition that can be amendable
to or resolved by appropriate actions of the provider.

“Medical intervention” means consumer care in the areas of hygiene, mental and physical comfort,
assistance in feeding and elimination, and control of the consumer’s care and treatment to meet the
physical and mental needs of the consumer in compliance with the plan of care in areas of health, pre-
vention, restoration, and maintenance.

“Medical monitoring” means observation for the purpose of assessing, preventing, maintaining,
and treating disease or illness based on the consumer’s plan of care.

“Mental retardation” means a diagnosis of mental retardation under this division which shall be
made only when the onset of the person’s condition was prior to the age of 18 years and shall be based on
an assessment of the person’s intellectual functioning and level of adaptive skills. The diagnosis shall be
made by a person who is a psychologist or psychiatrist who is professionally trained to administer the
tests required to assess intellectual functioning and to evaluate a person’s adaptive skills. A diagnosis of
mental retardation shall be made in accordance with the criteria provided in the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition, published by the American Psychiatric Association.

“Natural supports” means services and supports identified as wanted or needed by the consumer
and provider by persons not for pay (family, friends, neighbors, coworkers, and others in the communi-
ty) and organizations or entities that serve the general public.

“Organization” means the entity being certified.

“Organizational outcome” means a demonstration by the organization of actions taken by the orga-
nization to provide for services or supports to consumers.

“Outcome” means an action or event that follows as a result or consequence of the provision of a
service or support.

“Procedures” means the steps to be taken to implement a policy.

“Process” means service or support provided by an agency to a consumer that will allow the con-
sumer to achieve an outcome. This can include a written, formal, consistent trackable method or an
informal process that is not written but is trackable.

“Program” means a set of related resources and services directed to the accomplishment of a fixed
set of goals and objectives for the population of a specified geographic area or for special target popula-
tions. It can mean an agency, organization, or unit of an agency, organization or institution.

-/
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“Qualified mental retardation professional” means a person who has at least one year of experience
working directly with persons with mental retardation or other developmental disabilities and who is
one of the following:

1. A doctor of medicine or osteopathy.

2. Aregistered nurse.

3. Anoccupational therapist eligible for certification as an occupational therapist by the Ameri-
can Occupational Therapy Association or another comparable body.

4. A physical therapist eligible for certification as a physical therapist by the American Physical
Therapy Association or another comparable body.

5. Aspeech-language pathologist or audiologist eligible for certification of Clinical Competence
in Speech-Language Pathology or Audiology by the American Speech-Language Hearing Associa-
tion or another comparable body or who meets the educational requirements for certification and who
is in the process of accumulating the supervised experience required for certification.

6. A psychologist with a master’s degree in psychology from an accredited school.

7. Asocial worker with a graduate degree from a schoo! of social work, accredited or approved
by the Council on Social Work Education or another comparable body or who holds a bachelor of so-
cial work degree from a college or university accredited or approved by the Council of Social Work
Education or another comparable body.

8. A professional recreation staff member with a bachelor’s degree in recreation or in a specialty
area such as art, dance, music or physical education.

9. A professional dietitian who is eligible for registration by the American Dietetics Association.

10. A human services professional who must have at least a bachelor’s degree in a human services
field including, but not limited to, sociology, special education, rehabilitation counseling and psychol-
ogy.

“Specialized respite” means respite provided on a staff-to-consumer ratio of one to one or higher to
individuals with specialized medical needs requiring the care, monitoring or supervision of a licensed
registered nurse or licened practical nurse.

“Staff” means a person under the direction of the organization to perform duties and responsibilities
of the organization.

“Third-party payments” means payments from an attorney, individual, institution, corporation, in-
surance company, or public or private agency which is liable to pay part or all of the medical costs in-
curred as a result of injury, disease or disability by or on behalf of an applicant or a past or present recip-
ient of Medicaid.

“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.
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441—83.61(249A) Eligibility. To be eligible for HCBS MR waiver services a person must meet cer-

tain eligibility criteria and be determined to need a service(s) available under the program.
83.61(1) Eligibility criteria. All of the following criteria must be met. The person must:

a. Have aprimary diagnosis of mental retardation which shall be updated based on the following

time lines:

Age

Initial application to HCBS
MR waiver program

Recertification for persons
with an 1Q range of 54 or
below, moderate range of MR
or below

Recertification for persons
with an IQ range of 55 or
above, diagnosis of mild or
unspecified range of MR

0 through 17
years

Psychological documentation
within three years of the
application date substantiating
a diagnosis of mental
retardation or mental disability
equivalent to mental
retardation

After the initial psychological
evaluation which listed the
consumer in this range,
substantiate a diagnosis of
mental retardation or a
diagnosis of mental disability
equivalent to mental
retardation every six years
and when a significant change
occurs

After the initial psychological
evaluation which listed the
consumer in this range,
substantiate a diagnosis of
mental retardation or mental
disability equivalent to mental
retardation every three years
and when a significant change
occurs

18 through
21 years

¢ Psychological
documentation substantiating
diagnosis of mental retardation
or a diagnosis of mental
disability equivalent to mental
retardation within three years
prior to age 18, or

 Diagnosis of mental
retardation or mental disability
equivalent to mental
retardation made before age 18
and current psychological
documentation substantiating a
diagnosis of mental retardation
or a diagnosis of mental
disability equivalent to mental
retardation

Psychological documentation
substantiating a diagnosis of
mental retardation or a
diagnosis of mental disability
equivalent to mental
retardation every ten years and
whenever a significant change
occurs

Psychological documentation
substantiating a diagnosis of
mental retardation or a
diagnosis of mental disability
equivalent to mental
retardation every five years
and whenever a significant
change occurs

22 years and
above

Diagnosis made before age 18
and current psychological
documentation substantiating a
diagnosis of mental retardation
or a diagnosis of mental
disability equivalent to mental
retardation, if the last testing
date was (1) more than five
years ago for consumers with
an IQ range of 55 or above or
with a diagnosis of mild
mental retardation, or (2) more
than ten years ago for
consumers with an IQ range of
54 or below or with a
diagnosis of moderate MR or
below

Psychological documentation
substantiating a diagnosis of
mental retardation or a
diagnosis of mental disability
equivalent to mental
retardation every ten years and
whenever a significant change
occurs

Psychological documentation
substantiating a diagnosis of
mental retardation or a
diagnosis of mental disability
equivalent to mental
retardation every five years
and whenever a significant
change occurs
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b.  Be eligible for Medicaid under SSI, SSI-related, FMAP, or FMAP-related coverage groups;
eligible under the special income level (300 percent) coverage group; or become eligible through ap-
plication of the institutional deeming rules or would be eligible for Medicaid if in a medical institution.

c.  Be certified as being in need for long-term care that, but for the waiver, would otherwise be
provided in an ICF/MR. The Iowa Foundation for Medical Care shall be responsible for annual ap-
proval of the certification of the level of care based on the data collected by the case manager and inter-
disciplinary team on a tool designated by the department.

(1) Persons shall have their names placed on the HCBS MR waiver referral list with the division of
medical services, or

(2) Currently reside in a residential care facility for the mentally retarded or foster care group
home for the mentally retarded, or

(3) Currently reside in an ICF/MR or nursing facility.

d.  Bearecipient of the Medicaid case management services or be identificd to receive Medicaid
case management services immediately following program enroliment.

e.  Have service needs that can be met by this waiver program. At a minimum, an adult must re-
ceive one unit of either consumer-directed attendant care, supported community living, respite, or sup-
ported employment service per calendar quarter. Children shall, at a minimum, receive one unit of
either consumer-directed attendant care, respite service or supported community living service per cal-
endar quarter under this program.

£ Have an individual comprehensive plan completed annually.

g For supported employment services:

(1) Be at least age 18.

(2) Rescinded IAB 7/1/98, effective 7/1/98.

(3) Notbe eligible for supported employment service funding under Public Law 94-142 or for the
Rehabilitation Act of 1973.

(4) Not reside in a medical institution.

h.  Have an individual comprehensive plan or service plan approved by the department.

i.  To be eligible for interim medical monitoring and treatment services the consumer must be:

(1) Under the age of 21;

(2) Currently receiving home health agency services under rule 441—78.9(249A) and require
medical assessment, medical monitoring, and regular medical intervention or intervention in a medical
emergency during those services. (The home health aide services for which the consumer is eligible
must be maximized before the consumer accesses interim medical monitoring and treatment.);

(3) Residing in the consumer’s family home or foster family home; and

(4) In need of interim medical monitoring and treatment as ordered by a physician.

83.61(2) Need for services.

a. Consumers currently receiving Medicaid case management or services of a department-
qualified mental retardation professional (QMRP) shall have the applicable coordinating staff and
other interdisciplinary team members complete the Functional Assessment Tool, Form 470-3073, and
identify the consumer’s needs and desires as well as the availability and appropriateness of the ser-
vices.

b.  Consumers not receiving services as set forth in paragraph “a” who are applying for the HCBS
MR waiver service shall have a department service worker or a case manager paid by the county with-
out Medicaid funds complete the Functional Assessment Tool, Form 470-3073, for the initial level of
care determination; establish an initial interdisciplinary team for HCBS MR services; and, with the
initial interdisciplinary team, identify the consumer’s needs and desires as well as the availability and
appropriateness of services.

¢.  Persons meeting other eligibility criteria who do not have a Medicaid case manager shall be
referred to a Medicaid case manager.

d.  Services shall not exceed the number of maximum units established for each service.
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e. The cost of services shall not exceed unit expense maximums. Requests shall only be re-
viewed for funding needs exceeding the supported community living service unit cost maximum. Re-
quests require special review by the department and may be denied as not cost-effective.

. The service worker, department QMRP, or Medicaid case manager shall complete the Func-
tional Assessment Tool, Form 470-3073, for the initial level of care determination within 30 days from
the date of the HCBS application unless the worker can document difficulty in locating information
necessary for completion of Form 470-3073 or other circumstances beyond the worker’s control.

g Atinitial enrollment the service worker, department QMRP, case manager paid by the county
without Medicaid funds, or Medicaid case manager shall establish an HCBS MR interdisciplinary
team for each consumer and, with the team, identify the consumer’s need for service based on the con-
sumer’s needs and desires as well as the availability and appropriateness of services. The Medicaid
case manager shall complete an annual review thereafter. The following criteria shall be used for the
initial and ongoing assessments:

(1) The assessment shall be based, in part, on information on the completed Functional Assess-
ment Tool, Form 470-3073.

(2) Service plans or individual comprehensive plans (ICPs) for consumers aged 20 or under must
be developed or reviewed after the individual education plan (IEP) and early periodic screening, diag-
nosis and treatment (EPSDT) plan, if applicable, are developed so as not to replace or duplicate ser-
vices covered by those plans.

(3) Service plans or ICPs for consumers aged 20 or under which include supported community liv-
ing services beyond intermittent shall not be approved until a home health provider has made a request to
cover the service through EPSDT and receives a determination of whether EPSDT is appropriate.

(4) Service plans or ICPs for consumers aged 20 or under which include supported community
living services beyond intermittent shall be approved (signed and dated) by the division of medical
services, designee or the county board of supervisors’ designee. The service worker, department
QMRP, or Medicaid case manager shall attach a written request for a variance from the maximum for
intermittent supported community living with a summary of services and service costs. The written
request for the variance shall provide a rationale for requesting supported community living beyond
intermittent. The rationale shall contain sufficient information for the division of medical services’
designee or the county board of supervisors’ designee to make a decision regarding the need for sup-
ported community living beyond intermittent.

h.  Interim medical monitoring and treatment services must be needed because all usual caregiv-
ers are unavailable to provide care due to one of the following circumstances:

(1) Employment. Interim medical monitoring and treatment services are to be received only dur-
ing hours of employment.

(2) Academicorvocational training. Interim medical monitoring and treatment services provided
while a usual caregiver participates in postsecondary education or vocational training shall be limited
to 24 periods of no more than 30 days each per caregiver as documented by the service worker. Time
spent in high school completion, adult basic education, GED, or English as a second language does not
count toward the limit.

(3) Absence from the home due to hospitalization, treatment for physical or mental illness, or
death of the usual caregiver. Interim medical monitoring and treatment services under this subpara-
graph are limited to a maximum of 30 days.

(4) Search for employment.

1. Care during job search shall be limited to only those hours the usual caregiver is actually look-
ing for employment, including travel time.

2. Interim medical monitoring and treatment services may be provided under this paragraph only
during the execution of one job search plan of up to 30 working days in a 12-month period, approved by
the department service worker or targeted case manager pursuant to 441—subparagraph 170.2(2)
“b”(5).
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3. Documentation of job search contacts shall be furnished to the department service worker or
targeted case manager.

83.61(3) HCBS MR program limit. The number of persons served shall be subject to a limit based
on the number of payment slots set forth in the HCBS MR waiver amendment. The department shall
make a request to the Health Care Financing Administration (HCFA) to adjust the program limit annu-
ally to be effective each July 1 based upon the county management plans submitted by the state and
counties. The department shall also submit a request to HCFA for changes to the program limit to be
effective January 1 if requested by a county during the month of September.

a. The payment slots are on a county basis for adults with legal settlement in a county and areon a
statewide basis for children and adults without a county of legal settlement.

b.  When services are denied because the limit is reached, a notice of decision denying service
based on the limit and stating that the person’s name will be put on a waiting list shall be sent to the
person by the department.

83.61(4) Securing a payment slot.

a. The county department office shall contact the division of medical services for state cases and
children or the central point of coordination administrator for the county of legal settlement for adults
to determine if a payment slot is available for all new applications for the HCBS MR program.

(1) For persons not currently receiving Medicaid, the county department office shall contact the
division of medical services or the county by the end of the second working day after receipt of a com-
pleted Form PA-1107-0, Application for Medical Assistance or State Supplementary Assistance, or
after disability determination, whichever is later.

(2) For current Medicaid recipients, the county department office shall contact the division of
medical services or the county by the end of the second working day after receipt of a signed and dated
Form §S-1645-0, Home- and Community-Based Service Report.

(3) A payment slot is assigned to the applicant upon confirmation of an available slot.

(4) Once assigned, written notice shall be given to the applicant, and the payment slot shall be held
for the applicant for 180 days to arrange services unless the person has been determined ineligible for
the program. Ifservices are not initiated within 180 days of the date on the county department’s written
notice to the applicant, the slot reverts for use by the next applicant on the waiting list, if applicable.
The applicant must reapply for a new slot.

b.  On the third day after the receipt of the completed Form PA-1107-0 or SS-1645-0, if no pay-
ment slot is available, persons shall be entered on a waiting list by the division of medical services or
county according to the following:

(1) Persons not currently eligible for Medicaid shall be entered on the waiting list on the basis of
the date a completed Form PA-1107-0, Application for Medical Assistance or State Supplementary
Assistance, is date-stamped in the county department office. Consumers currently eligible for Medi-
caid shall be added to the waiting list on the basis of the date the consumer requests HCBS MR program
services as documented by the date of the consumer’s signature on Form SS-1645-0. In the event that
more than one application is received at one time, persons shall be entered on the waiting list on the
basis of the month of birth, January being month one and the lowest number.

(2) Persons who do not fall within the available slots shall have their application rejected, but their
names shall be maintained on the waiting list. As slots become available, persons shall be selected
from the waiting list to maintain the number of approved persons on the program based on their order
on the waiting list. The county central point of coordination administrator for adults and the division of
medical services for children and adults with state case status shall contact the county department when
aslot becomes available. If services are not initiated within 180 days of the date on the county depart-
ment’s written notice to the consumer, the slot reverts for use by the next applicant on the waiting list, if
applicable.

\’
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441—83.62(249A) Application.

83.62(1) Application for HCBS MR waiver services. The application process as specified in rules
441—76.1(249A) to 441—76.6(249A) shall be followed.

83.62(2) Rescinded IAB 6/5/96, effective 8/1/96.

83.62(3) Approval of application.

a.  Applications for the HCBS MR waiver program shall be processed in 30 days unless the case
manager or worker can document difficulty in locating and arranging services or other circumstance
beyond the worker’s control. In these cases a decision shall be made as soon as possible.

b.  Decisions shall be mailed or given to the applicant on the date when both service and income
maintenance eligibility determinations are completed.

¢ An applicant shall be given the choice between HCBS waiver services and ICF/MR care. The
case manager or worker shall have the consumer or legal representative complete and sign Part E of Form
SS-1645, Home and Community Based Service Report, indicating the consumer’s choice of care.

d. HCBS MR waiver services provided before eligibility for the waiver is approved shall not be
reimbursed by the HCBS waiver program.

e.  Services provided when the person is a consumer of group foster care services oris an inpatient
in a medical institution shall not be reimbursed.

f. HCBS MR waiver services are not available in conjunction with other Medicaid waiver ser-
vices or group foster care services.

83.62(4) Effective date of eligibility.

a. Deeming of parental income and resources ceases the month following the month in which a
person requires care in a medical institution.

b.  The effective date of eligibility for the waiver for persons who are already determined eligible
for Medicaid is the date on which the person is determined to meet the criteria set forth in rule
441—83.61(249A).

c¢.  Theeffective date of eligibility for the waiver for persons who qualify for Medicaid due to eli-
gibility for the waiver services is the date on which the person is determined to meet criteria set forth in
rule 441—83.61(249A) and when the eligibility factor set forth in 441—subrule 75.1(7) and for mar-
ried persons, in rule 441—75.5(249A) have been satisfied.

d. Eligibility continues until the consumer fails to meet eligibility criteria listed in rule
441—83.61(249A). Consumers who are inpatients in a medical institution for 30 consecutive days
shall receive areview by the interdisciplinary team to determine additional inpatient needs for possible
termination from the HCBS program. Consumers shall be reviewed for eligibility under other Medi-
caid coverage groups. The consumer or legal representative shall participate in the review and receive
formal notification of that decision through Form SS-1104-0, Notice of Decision.

1f the consumer returns home before the effective date of the notice of decision and the consumer’s
needs can still be met by the HCBS waiver services, the denial may be rescinded and eligibility may
continue.

e.  Eligibility and service reimbursement are effective through the last day of the month of the
previous annual ICP staffing meeting and the corresponding long-term care need determination.

83.62(5) Atutribution of resources. For the purposes of attributing resources as provided in rule
441—75.5(249A), the date on which the waiver applicant met the level of care criteria in a medical
institution as established by the peer review organization shall be used as the date of entry to the medi-
cal institution. Only one attribution of resources shall be completed per person. Attributions com-
pleted for prior institutionalizations shall be applied to the waiver application.
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441—83.63(249A) Client participation. Persons who are eligible under the 300 percent group must
contribute a predetermined client participation amount to the costs of the services.

83.63(1) Computation of client participation. Client participation shall be computed by deducting
an amount for the maintenance needs of the individual which is 300 percent of the maximum SSI grant
for an individual from the client’s total income.

83.63(2) Limitation on payment. If the sum of the third-party payment and client participation
equals or exceeds the reimbursement for the specific HCBS waiver service, Medicaid will make no
payments for the HCBS waiver service. However, Medicaid will make payments to other medical ven-
dors.

441—83.64(249A) Redetermination. A redetermination of eligibility for HCBS MR waiver ser-
vices shall be completed at least once every 12 months.

A redetermination of continuing eligibility factors shall be made when a change in circumstances
occurs that affects eligibility in accordance with rule 441—83.61(249A).

441—83.65(249A) Rescinded IAB 6/5/96, effective 8/1/96.

441—83.66(249A) Allowable services. Services allowable under the HCBS MR waiver are sup-
ported community living, respite, personal emergency response system, nursing, home health aide,
home and vehicle modifications, supported employment, consumer-directed attendant care services,
and interim medical monitoring and treatment services as set forth in rule 441—78.41(249A).

441—83.67(249A) Individual comprehensive plan or service plan. An individual comprehensive
plan (ICP) or service plan shall be prepared and utilized for each HCBS MR waiver consumer. The ICP
or service plan shall be developed by the interdisciplinary team which includes the consumer and, if
appropriate, the legal representative, consumer’s family, case manager or service worker, service pro-
viders, and others directly involved. The ICP shall be stored by the case manager for a minimum of
three years. The ICP staffing shall be conducted before the current ICP expires. The service plan or
ICP shall incorporate the concept of managed care. The plan shall be in accordance with rule
441—24.44(225C) and shall additionally include the following information to assist in evaluating the
program:

83.67(1) Alisting of all services received by a consumer at the time of waiver program enrollment.

83.67(2) For supported community living consumers the plan shall include identification of:

a. The consumers’ living environment at the time of waiver enrollment.

b.  The number of hours per day of on-site staff supervision needed by the consumer.

¢.  The number of other waiver consumers who will live with the consumer in the living unit.

83.67(3) Rescinded IAB 1/4/95, effective 3/1/95.

83.67(4) Anidentification and justification of any restriction of a consumer’s rights including, but
not limited to:

a. Maintenance of personal funds.

b.  Self-administration of medications.

83.67(5) The name of the service provider responsible for providing the service.

83.67(6) The service funding source.

83.67(7) The amount of the service to be received by the consumer.
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DIVISION V—BRAIN INJURY WAIVER SERVICES

441—83.81(249A) Definitions.

“Adaptive” means age appropriate skills related to taking care of one’s self and the ability to relate
to others in daily living situations. These skills include limitations that occur in the areas of commu-
nication, self-care, home living, social skills, community use, self-direction, safety, functional aca-
demics, leisure and work.

“Adult” means a person with a brain injury aged 18 years or over.

“Appropriate” means that the services or supports or activities provided or undertaken by the orga-
nization are relevant to the consumer’s needs, situation, problems, or desires.

“Assessment” means the review of the consumer’s current functioning in regard to the consumer’s
situation, needs, strengths, abilities, desires and goals.

“Basic individual respite” means respite provided on a staff-to-consumer ratio of one to one or
higher to individuals without specialized needs requiring the care of a licensed registered nurse or li-
censed practical nurse.

“Behavior” means skills related to regulating one’s own behavior including coping with demands
from others, making choices, conforming conduct to laws, and displaying appropriate sociosexual be-
havior.

“Brain injury” means clinically evident damage to the brain resulting directly or indirectly from
trauma, infection, anoxia, vascular lesions or tumor of the brain, not primarily related to degenerative
or aging processes, which temporarily or permanently impairs a person’s physical, cognitive, or be-
havioral functions. The person must have a diagnosis from the following list:

Malignant neoplasms of brain, cerebrum.

Malignant neoplasms of brain, frontal lobe.

Malignant neoplasms of brain, temporal lobe.

Malignant neoplasms of brain, parietal lobe.

Malignant neoplasms of brain, occipital lobe.

Malignant neoplasms of brain, ventricles.

Malignant neoplasms of brain, cerebellum.

Malignant neoplasms of brain, brain stem.

Malignant neoplasms of brain, other part of brain, includes midbrain, peduncle, and medulla
oblongata.

Malignant neoplasms of brain, cerebral meninges.

Malignant neoplasms of brain, cranial nerves.

Secondary malignant neoplasm of brain.

Secondary malignant neoplasm of other parts of the nervous system, includes cerebral meninges.

Benign neoplasm of brain and other parts of the nervous system, brain.

Benign neoplasm of brain and other parts of the nervous system, cranial nerves.

Benign neoplasm of brain and other parts of the nervous system, cerebral meninges.

Encephalitis, myelitis and encephalomyelitis.

Intracranial and intraspinal abscess.

Anoxic brain damage.

Subarachnoid hemorrhage.

Intracerebral hemorrhage.

Other and unspecified intracranial hemorrhage.

Occlusion and stenosis of precerebral arteries.

Occlusion of cerebral arteries.

Transient cerebral ischemia.

Acute, but ill-defined, cerebrovascular disease.
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Other and ill-defined cerebrovascular diseases.

Fracture of vault of skull.

Fracture of base of skull.

Other and unqualified skull fractures.

Multiple fractures involving skull or face with other bones.

Concussion.

Cerebral laceration and contusion.

Subarachnoid, subdural, and extradural hemorrhage following injury.

Other and unspecified intracranial hemorrhage following injury.

Intracranial injury of other and unspecified nature.

Poisoning by drugs, medicinal and biological substances.

Toxic effects of substances.

Effects of external causes.

Drowning and nonfatal submersion.

Asphyxiation and strangulation.

Child maltreatment syndrome.

Adult maltreatment syndrome.

“Case management services” means those services established pursuant to Iowa Code chapter
225C.

“Child” means a person with a brain injury aged 17 years or under.

“Client participation” means the amount of the consumer’s income that the person must contribute
to the cost of brain injury waiver services, exclusive of medical vendor payments, before Medicaid will
provide additional reimbursement.

“Deemed status” means acceptance of certification or licensure of a program or service by another
certifying body in place of certification based on review and evaluation.

“Department” means the lowa department of human services.

“Direct service” means services involving face-to-face assistance to a consumer such as transport-
ing a consumer or providing therapy.

“Fiscal accountability” means the development and maintenance of budgets and independent fis-
cal review.

“Group respite” is respite provided on a staff-to-consumer ratio of less than one to one.

“Health” means skills related to the maintenance of one’s health including eating; illness identifi-
cation, treatment and prevention; basic first aid; physical fitness; regular physical checkups and per-
sonal habits.

“Immediate jeopardy” means circumstances where the life, health, or safety of a person will be se-
verely jeopardized if the circumstances are not immediately corrected.

“Individual comprehensive plan (ICP)” (also known as individual program plan) means a written
consumer-centered, outcome-based plan of services developed using an interdisciplinary process
which addresses all relevant services and supports being provided. It involves more than one provider.

“Individual treatment plan (ITP)” (also known as an individual service plan, individual education
plan, and individual habilitation plan) means a written, goal-oriented plan of services developed fora
consumer by the consumer and the provider.

“Intermittent supported community living service” means supported community living service
provided from one to three hours a day for not more than four days a week.

“Iowa Foundation for Medical Care” is the entity designated by the federal government to be the
peer review organization for the state of lowa.
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“Medical assessment” means a visual and physical inspection of the consumer, noting deviations
from the norm, and a statement of the consumer’s mental and physical condition that can be amendable
to or resolved by appropriate actions of the provider.

“Medical institution” means a nursing facility, a skilled nursing facility, intermediate care facility
for the mentally retarded, or hospital which has been approved as a Medicaid vendor.

“Medical intervention” means consumer care in the areas of hygiene, mental and physical comfort,
assistance in feeding and elimination, and control of the consumer’s care and treatment to meet the
physical and mental needs of the consumer in compliance with the plan of care in areas of health, pre-
vention, restoration, and maintenance.

“Medical monitoring” means observation for the purpose of assessing, preventing, maintaining,
and treating disease or illness based on the consumer’s plan of care.

“Natural supports” means services and supports identified as wanted or needed by the consumer
and provider by persons not for pay (family, friends, neighbors, coworkers, and others in the communi-
ty) and organizations or entities that serve the general public.

“Organization” means the entity being certified.

“Organizational outcome” means a demonstration by the organization of actions taken by the orga-
nization to provide for services or supports to consumers.

“Outcome” means an action or event that follows as a result or consequence of the provision of a
service or support.

“Procedures” means the steps to be taken to implement a policy.

“Process” means service or support provided by an agency to a consumer that will allow the con-
sumer to achieve an outcome. This can include a written, formal, consistent trackable method or an
informal process that is not written but is trackable.

“Program” means a set of related resources and services directed to the accomplishment of a fixed
set of goals and objectives for the population of a specified geographic area or for special target popula-
tions. It can mean an agency, organization, or unit of an agency, organization or institution.

“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.

“Specialized respite” means respite provided on a staff-to-consumer ratio of one to one or higher to
individuals with specialized medical needs requiring the care, monitoring or supervision of a licensed
registered nurse or licensed practical nurse.

“Staff” means a person under the direction of the organization to perform duties and responsibilities
of the organization.

“Third-party payments” means payments from an individual, institution, corporation, or public or
private provider which is liable to pay part or all of the medical costs incurred as a result of injury or
disease on behalf of a consumer of medical assistance.

“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.

441—83.82(249A) Eligibility. To be eligible for brain injury waiver services a consumer must meet
eligibility criteria and be determined to need a service allowable under the program.

83.82(1) Eligibility criteria. All of the following criteria must be met. The person must:

a. Have a diagnosis of brain injury.

b.  Be eligible for Medicaid under SSI, SSI-related, FMAP, or FMAP-related coverage groups;
eligible under the special income level (300 percent) coverage group consistent with alevel of care ina
medical institution; or be eligible for medically needy.

¢. Be aged 1 month to 64 years.

d. BeaU.S. citizen and Iowa resident.
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e.  Becurrently aresident of a medical institution and have been for at least 30 consecutive days at
the time of initial application for the brain injury waiver.

f Bedetermined by the lowa Foundation for Medical Care as in need of intermediate care facili-
ty for the mentally retarded (ICF/MR), skilled nursing, or ICF level of care.

g. Beassessed by the [owa Foundation for Medical Care as able to live in a home- or community-
based setting where all medically necessary service needs can be met within the scope of this waiver.

h. At a minimum, receive a waiver service each quarter.

i.  Choose HCBS.

J. Tobe eligible for interim medical monitoring and treatment services the consumer must be:

(1) Under the age of 21;

(2) Currently receiving home health agency services under rule 441—78.9(249A) and require
medical assessment, medical monitoring, and regular medical intervention or intervention in a medical
emergency during those services. (The home health aide services for which the consumer is eligible
must be maximized before the consumer accesses interim medical monitoring and treatment.);

(3) Residing in the consumer’s family home or foster family home; and

(4) In need of interim medical monitoring and treatment as ordered by a physician.

83.82(2) Need for services.

a. The consumer shall have an individual comprehensive plan approved by the department which
is developed by the certified case manager for this waiver as identified by the county of residence. This
must be completed prior to services provision and annually thereafter.

The case manager shall establish the interdisciplinary team for the consumer, and with the team,
identify the consumer’s “need for service” based on the consumer’s needs and desires as well as the
availability and appropriateness of services using the following criteria:

(1) The assessment shall be based, in part, on information provided to the lowa Foundation for
Medical Care.

(2) Individual comprehensive plans (ICPs) for consumers aged 20 or under must be developed or
reviewed after the child’s individual education plan (IEP) and early periodic screening, diagnosis and
treatment (EPSDT) plan, if applicable, are developed so as not to replace or duplicate services covered
by those plans.

(3) ICPs for consumers aged 20 or under which include supported community living services be-
yond intermittent shall not be approved until a home health provider has made a request to cover the
service through EPSDT and receives a determination of whether EPSDT is appropriate.

(4) ICPs for consumers aged 20 or under which include supported community living services be-
yond intermittent must be approved (signed and dated) by the division of medical services designee.
The Medicaid case manager must request in writing more than intermittent supported community liv-
ing with a summary of services and service costs, and submit a written justification with the ICP. The
rationale must contain sufficient information for the division of medical services designee, or for an
ICF/MR level of care consumer, the designee of the county of legal settlements board of supervisors, to
make a decision regarding the need for supported community living beyond intermittent.

b. Interim medical monitoring and treatment services must be needed because all usual caregiv-
ers are unavailable to provide care due to one of the following circumstances:

(1) Employment. Interim medical monitoring and treatment services are to be received only dur-
ing hours of employment.

(2) Academicor vocational training. Interim medical monitoring and treatment services provided
while a usual caregiver participates in postsecondary education or vocational training shall be limited
to 24 periods of no more than 30 days each per caregiver as documented by the service worker. Time
spent in high school completion, adult basic education, GED, or English as a second language does not
count toward the limit.
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(3) Absence from the home due to hospitalization, treatment for physical or mental illness, or
death of the usual caregiver. Interim medical monitoring and treatment services under this subpara-
graph are limited to a maximum of 30 days.

(4) Search for employment.

1. Care during job search shall be limited to only those hours the usual caregiver is actually look-
ing for employment, including travel time.

2. Interim medical monitoring and treatment services may be provided under this paragraph only
during the execution of one job search plan of up to 30 working days in a 12-month period, approved by
the department service worker or targeted case manager pursuant to 441—subparagraph
170.2(2) “b”(5).

3. Documentation of job search contacts shall be furnished to the department service worker or
targeted case manager.

¢.  The consumer shall access, if a child, all other services for which the person is eligible and which
are appropriate to meet the person’s needs as a precondition of eligibility for the HCBS BI waiver.

d.  The total monthly cost of brain injury waiver services shall not exceed $2,650 per month.

83.82(3) HCBS brain injury (BI) waiver program limit for persons requiring the ICF/MR level of
care. Access to HCBS BI waiver services for adult persons meeting the ICF/MR level of care shall be
limited to persons who are residing in an ICF/MR and who have resided there for at least 30 days imme-
diately preceding waiver application. In addition, waiver slots for these persons shall be identified in
the county management plan submitted to the department pursuant to 441—Chapter 25. Each county
shall inform the department regarding the number of payment slots desired by April 1 and October 1 of
each year. A county may choose to establish no payment slots under the HCBS BI waiver.

a. The payment slots shall be on a county basis for adults with legal settlement in a county and on
a statewide basis for children and adults without a county of legal settlement.

b.  When services are denied because the limit is reached, a notice of decision denying service
based on the limit and stating that the person’s name shall be put on a waiting list shall be sent to the
person by the department.

83.82(4) Securing a payment slot.

a. The county department office shall contact the division of medical services for state cases and
children or the county of legal settlement for adults to determine if a payment slot is available for all
new applications for the HCBS BI waiver program which require the ICF/MR level of care.

(1) For persons not currently receiving Medicaid, the county department office shall contact the
division of medical services or the county by the end of the second working day after receipt of acom-
pleted Form PA-1107-0, Application for Medical Assistance or State Supplementary Assistance.

(2) For current Medicaid recipients, the county department office shall contact the division of
medical services or the county by the end of the second working day after receipt of a signed and dated
Form S$S-1645-0, Home- and Community-Based Service Report.

b.  On the third day after the receipt of the completed Form PA-1107-0 or SS-1645-0, if no pay-
ment slot is available, persons shall be entered on a waiting list by the division of medical services or
county according to the following:

(1) Persons not currently eligible for Medicaid shall be entered on the waiting list on the basis of
the date a completed Form PA-1107-0, Application for Medical Assistance or State Supplementary
Assistance, is date-stamped in the county department office. Consumers currently eligible for Medi-
caid shall be added to the waiting list on the basis of the date the consumer requests HCBS BI program
services as documented by the date of the consumer’s signature on Form SS-1645-0. In the event that
more than one application is received at one time, persons shall be entered on the waiting list on the
basis of the month of birth, January being month one and the lowest number.
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(2) Persons who do not fall within the available slots shall have their applications rejected but their
names shall be maintained on the waiting list. As slots become available, persons shall be selected
from the waiting list to maintain the number of approved persons on the program based on their order
on the waiting list.

The county shall have financial responsibility for the state share of the costs of services for these
consumers as stated in rule 83.90(249A). The county shall include these ICF/MR level of care brain-
injured consumers in their annual county management plan which is approved by the state.

441—83.83(249A) Application.

83.83(1) Application for financial eligibility. The application process as specified in rules
441—76.1(249A) to 441—76.6(249A) shall be followed.

83.83(2) Approval of application for eligibility.

a.  Applications for the determination of ability of the consumer to have all medically necessary
service needs met within the scope of this waiver shall be initiated on behalf of the consumer and with
the consumer’s consent or with the consent of the consumer’s legal representative by the discharge
planner of the medical facility where the consumer resides at the time of application. The discharge
planner shall provide to the Iowa Foundation for Medical Care (IFMC) review coordinator all ap-
propriate information needed regarding all the medically necessary service needs of the consumer.
After completing the determination of ability to have all medically necessary service needs met within
the scope of this waiver, the IFMC review coordinator shall inform the discharge planner on behalf of
the consumer or the consumer’s legal representative and send to the income maintenance worker a
copy of the decision as to whether all of the consumer’s service needs can be met in a home- or
community-based setting.

b.  Eligibility for the HCBS BI waiver shall be effective as of the date when both the service eligi-
bility and financial eligibility have been completed. Decisions shall be mailed or given to the consum-
er or the consumer’s legal representative on the date when each eligibility determination is completed.

c.  Aconsumer shallbe given the choice between waiver services and institutional care. The con-
sumer or legal representative shall complete and sign Form 470-0660, Home- and Community-Based
Service Report, indicating the consumer’s choice of caregiver. This shall be arranged by the medical
facility discharge planner.

d.  The medical facility discharge planner shall contact the appropriate case manager for the con-
sumer’s county of residence to initiate development of the consumer’s ICP and initiation of waiver
services.

e. HCBS Bl waiver services provided prior to both approvals of eligibility for the waiver cannot
be paid.

f HCBS Bl waiver services are not available in conjunction with other HCBS waiver programs
or group foster care services.

g The Medicaid case manager shall establish an HCBS BI waiver interdisciplinary team for each
consumer and, with the team, identify the consumer’s “need for service” based on the consumer’s
needs and desires as well as the availability and appropriateness of services.

83.83(3) Effective date of eligibility.

a. Theeffective date of eligibility for the waiver for persons who are already determined eligible
for Medicaid is the date on which the person is determined to meet all of the criteria set forth in rule
441—83.82(249A).

b. The effective date of eligibility for the waiver for persons who qualify for Medicaid due to eli-
gibility for the waiver services is the date on which the person is determined to meet all of the criteria
set forth in rule 441—83.82(249A) and when the eligibility factors set forth in 441—subrule 75.1(7)
and for married persons, in rule 441—75.5(249A), have been satisfied.



g

IAC 6/28/00 Human Services[441] Ch 83, p.31

¢.  Eligibility for the waiver continues until the consumer fails to meet eligibility criteria listed in
rule 441—83.82(249A). Consumers who return to inpatient status in a medical institution for more
than 30 consecutive days shall be reviewed by IFMC to determine additional inpatient needs for pos-
sible termination from the brain injury waiver. The consumer shall be reviewed for eligibility under
other Medicaid coverage groups in accordance with rule 441—76.11(249A). The consumer shall be
notified of that decision through Form SS-1104-0, Notice of Decision.

If the consumer returns home before the effective date of the notice of decision and the consumer’s
condition has not substantially changed, the denial may be rescinded and eligibility may continue.

83.83(4) Attribution of resources. For the purposes of attributing resources as provided in rule
441—75.5(249A), the date on which the waiver consumer meets the level of care criteria in a medical
institution as established by the peer review organization shall be used as the date of entry to the medi-
cal institution. Only one attribution of resources shall be completed per person. Attributions com-
pleted for prior institutionalizations shall be applied to the waiver application.

441—83.84(249A) Client participation. Consumers who are financially eligible under 441—
subrule 75.1(7) (the 300 percent group) must contribute a predetermined participation amount to the
cost of brain injury waiver services.

83.84(1) Computation of client participation. Client participation shall be computed by deducting
an amount for the maintenance needs of the consumer which is 300 percent of the maximum SSI grant
for an individual from the consumer’s total income. For a couple, client participation is determined as
if each person were an individual.

83.84(2) Limitation on payment. If the sum of the third-party payment and client participation
equals or exceeds the reimbursement for the specific brain injury waiver service, Medicaid shall make no
payments for the waiver service. However, Medicaid shall make payments to other medical providers.

441—83.85(249A) Redetermination. A complete financial redetermination of eligibility for brain
injury waiver shall be completed at least once every 12 months. A redetermination of continuing eligi-
bility factors shall be made when a change in circumstances occurs that affects eligibility in accordance
with rule 441—83.82(249A). A redetermination shall contain the components listed in rule
441—83.82(249A).

441—83.86(249A) Allowable services. Services allowable under the brain injury waiver are case
management, respite, personal emergency response, supported community living, behavioral pro-
gramming, family counseling and training, home and vehicle modification, specialized medical equip-
ment, prevocational services, transportation, supported employment services, adult day care,
consumer-directed attendant care services, and interim medical monitoring and treatment services as
set forth in rule 441—78.43(249A).

441—83.87(249A) Individual comprehensive plan. An individualized comprehensive plan (ICP)
shall be prepared and utilized for each HCBS BI waiver consumer. The ICP shall be developed by an
interdisciplinary team which includes the consumer and, if appropriate, the legal representative, con-
sumer’s family, case manager, providers, and others directly involved. The ICP shall be stored by the
case manager for aminimum of three years. The ICP staffing shall be conducted before the current ICP
expires.
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83.87(1) Information in plan. The plan shall be in accordance with rule 441—24.44(225C) and
shall additionally include the following information to assist in evaluating the program:

a. A listing of all services received by a consumer at the time of waiver program enrollment.

b.  For supported community living consumers the plan shall include identification of:

(1) The consumers’ living environment at the time of waiver enrollment.

(2) The number of hours per day of on-site staff supervision needed by the consumer.

(3) The number of other waiver consumers who will live with the consumer in the living unit.

¢.  Anidentification and justification of any restriction of a consumer’s rights including, but not
limited to:

(1) Maintenance of personal funds.

(2) Self-administration of medications.

d.  The names of all providers responsible for providing all services.

e.  All service funding sources.

£ The amount of the service to be received by the consumer.

83.87(2) Case plans for consumers aged 20 or under. Case plans or individual comprehensive
plans (ICPs) for consumers aged 20 or under must be developed or reviewed after the child’s individual
education plan (IEP) and early periodic screening, diagnosis and treatment plans (EPSDT) plan, if ap-
plicable, are developed so as not to replace or duplicate services covered by those programs,

Case plans or ICPs for consumers aged 20 or under which include supported community living ser-
vices beyond intermittent must be approved (signed and dated) by the division of medical services des-
ignee, or when a county voluntarily chooses to participate, by the county board of supervisors, desig-
nee or the division of medical services designee. The Medicaid case manager shall attach a written
request for a variance from the limitation on supported community living to intermittent.

83.87(3) Annual assessment. The Iowa Foundation for Medical Care shall assess the consumer
annually and certify the consumer’s need for long-term care services. The lowa Foundation for Medi-
cal Care shall be responsible for determining the level of care based on the completed Brain Injury
Waiver Functional Assessment, Form 470-3283, and supporting documentation as needed.

83.87(4) Case file. The Medicaid case manager must ensure that the consumer case file contains
the consumer’s ICP and, if the county is voluntarily participating, the county’s final approval of service
costs and the following completed forms:

a. Eligibility for Medicaid Waiver, Form 470-0563.

b. Home- and Community-Based Service Report, Form 470-0660.
¢.  Medicaid Home- and Community-Based Payment Agreement, Form 470-0379.
d. Consumer Data Entry, Form 470-3280.

441—83.88(249A) Adverse service actions.

83.88(1) Denial. An application for services shall be denied when it is determined by the depart-
ment that:

a. The consumer is not eligible for the services because all of the medically necessary service
needs cannot be met in a home- or community-based setting.

b.  Service needs exceed the service unit or reimbursement maximums.

¢.  Service needs are not met by the services provided.

d.  Needed services are not available or received from qualifying providers.

e.  The brain injury waiver service is not identified in the consumer’s individual comprehensive
plan (ICP).
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c.  Services that do not require authorization from the managed health care provider.

Providers of medical service shall examine the card at the time of service in order to establish that
the patient is Medicaid eligible and whether the services being provided require the authorization of the
patient manager.

88.46(6) Enrollment limits. Unless one or more of the following special situations exist, enroll-
ment shall be limited to 1500 enrollees per full-time patient manager with an additional 300 enrollees
allowed for each full-time nurse practitioner or physician’s assistant employed by the physician or
clinic:

a. The physician treats a disproportionate share of Medicaid patients in the physician’s current
practice.

b. A special group practice arrangement exists with a demonstrated ability to manage a large
number of enrollees.

Other exceptional situations may be considered as special demonstration projects on a case-by-case
basis. Patient managers wishing to receive consideration for one of these special situations must make
a request for consideration in writing to the division of medical services and provide sufficient docu-
mentation that they fit one or more of the special situations.

A physician or clinic may set a lower self-imposed maximum number of enrollees at the time they
sign the initial contract and may revise that number by notifying the division of medical services or its
designee in writing. If the patient manager decreases the patient manager’s own maximum to a number
below which the patient manager currently has enrolled, the patient manager must continue to serve
those recipients until normal disenrollments put the physician below the physician’s new maximum.
No minimum number of enrollees shall be required.

88.46(7) Reinstatement of patient management status. When an enrolled recipient loses Medicaid
eligibility and is subsequently reinstated before the effective date of cancellation, the enrollment in
paticnt management will also be reinstated.

441—88.47(249A) Disenrollment.

88.47(1) Disenrollment request. An enrolled recipient may be disenrolled from a patient manager
in one of three ways:

a. The enrolled recipient may request disenrollment by completing a choice form designated by
the department, in writing, or by telephone call to the toll-free recipient managed health care telephone
line maintained by the department at any time prior to enrollment with a managed health care entity and
within the 90 days from the date of the enrollment notice. After this time period, a recipient may be
disenrolled for good cause when the recipient can demonstrate that services were untimely, inaccessi-
ble, of insufficient quality, or inadequately provided. If the recipient is a covered eligible specified in
subrule 88.42(1) as a mandatory participant, the recipient’s disenrollment request shall not be ap-
proved until another patient manager or managed health care option is chosen.

b.  The patient manager may request that an enrolled recipient be disenrolled by completing Form
470-2169, Managed Health Care Provider Request for Recipient Disenrollment. Disenroliment may
be approved for good cause reasons such as, but not limited to, inability after reasonable effort to estab-
lish or maintain a satisfactory physician-patient relationship with the recipient. Documentation of the
good cause reason for disenrollment will be included with or attached to the disenrollment request.
The division shall respond as to whether the disenrollment request is approved within 30 days. If the
request is approved, the patient manager shall continue to serve a mandatory recipient until the recipi-
ent can be enrolled with another patient manager or another managed health care option. In no case
shall that time exceed 60 days from the date of receipt of the form.

¢.  The department may disenroll an enrolled recipient in the following situations:

(1) The contract with the patient manager is terminated.

(2) The patient manager dies, retires or leaves the medical service area.
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(3) Therecipient loses Medicaid eligibility. If the recipient regains eligibility as specified in sub-
rule 88.46(7), the enrollment to patient management will be automatically reinstated.

(4) The recipient moves to a nonproject county.

(5) The recipient’s eligibility changes to a category of assistance as specified in subrule 88.42(2)
that is excluded from participation in patient management.

(6) The department has determined that participation in the HIPP (Health Insurance Premium
Payment) program as described in rule 441—75.21(249A) is more cost-effective than enrollment in
managed health care.

(7) The department has determined that the recipient’s enrollment in the recipient lock-in pro-
gram, as defined in 441—Chapter 76, would be more cost-effective for the department.

The department shall request that recipients whose participation is mandatory as specified in sub-
rule 88.42(1) select a new patient manager or other managed health care option if disenrollment is for
reasons listed in 88.47(1) “c” (1) or (2). If the recipient does not make the selection the recipient will be
assigned a new patient manager by the department.

88.47(2) Effective date. Disenrollment shall always be effective on the first day of a month. The
effective date of disenroliment shall be no later than the first day of the second month subsequent to the
date the department or its designee receives an enrollment change request as specified in subrule
88.47(1) or the date the department approves a disenrollment request from a physician or the date the
department becomes aware of an event which causes the department to disenroll an enrolled recipient,
whichever is applicable. The effective date shall be earlier whenever possible.

441—88.48(249A) Services.

88.48(1) Managed services. Provision of the following services by any provider other than the
patient manager requires authorization from the patient manager in order to be payable by Medicaid
except that mental health and substance abuse services for all managed health care recipients are
provided under the MHAP and MSACP programs and do not require authorization (see rules
441—88.61(249A) and 88.81(249A)):

a. Inpatient hospital.

b.  Outpatient hospital.

¢. Home health.

d. Physician (except services provided by an ophthalmologist).

e.  Clinic(rural health clinic, federally qualified health center, maternal health center, ambulatory
surgical center, birthing center).

f.  Laboratory, X-ray.

g- Medical supplies.

h.  Other practitioners (physical therapy, audiology, rehabilitation agency, nurse midwife, certi-
fied registered nurse anesthetists).

i.  Rescinded IAB 11/5/97, effective 1/1/98.

j.  Podiatric.

These services require authorization even if the need for the service is considered urgent. However,
in case of urgent medical conditions, the patient manager shall arrange for necessary care within 24
hours by either providing it or referring to and authorizing another appropriate provider to provide
care.

88.48(2) Nonmanaged services. Provision of any services not listed in subrule 88.48(1) does not
require authorization from the patient manager in order to be payable by Medicaid.

\’
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TITLE X
SUPPORT RECOVERY

CHAPTER 95

COLLECTIONS
[Prior to 7/1/83, Social Services|770] Ch 95]
[Prior to 2/11/87, Human Services[498))

441—95.1(252B) Definitions.

“Bureau chief” shall mean the chief of the bureau of collections of the department of human ser-
vices or the bureau chief’s designee.

“Caretaker” shall mean a custodial parent, relative or guardian whose needs are included in an as-
sistance grant paid according to lowa Code chapter 239B, or who is receiving this assistance on behalf
of a dependent child, or who is a recipient of nonassistance child support services.

“Child support recovery unit” shall mean any person, unit, or other agency which is charged with
the responsibility for providing or assisting in the provision of child support enforcement services pur-
suant to Title IV-D of the Social Security Act.

“Consumer reporting agency” shall mean any person or organization which, for monetary fees,
dues or on a cooperative nonprofit basis, regularly engages in whole or in part in the practice of assem-
bling or evaluating consumer credit information or other information on consumers for the purpose of
furnishing consumer reports to third parties, and which uses any means or facility of interstate com-
merce for the purpose of preparing or furnishing consumer reports.

“Current support” shall mean those payments received in the amount, manner and frequency as
specified by an order for support and which are paid to the clerk of the district court, the public agency
designated as the distributor of support payments as in interstate cases, or another designated agency.
Payments to persons other than the clerk of the district court or other designated agency do not satisfy
the definition of support pursuant to Iowa Code section 598.22. In addition, current support shall in-
clude assessments received as specified pursuant to rule 441—156.1(234).

“Date of collection” shall mean the date that a support payment is received by the department or the
legal entity of any state or political subdivision actually making the collection, or the date that a support
payment is withheld from the income of a responsible person by an employer or other income provider,
whichever is earlier.

“Delinquent support” shall mean a payment, or portion of a payment, including interest, not received
by the clerk of the district court or other designated agency at the time it was due. In addition, delinquent
support shall also include assessments not received as specified pursuant to rule 441—156.1(234).

“Department” shall mean the department of human services.

“Dependent child” shall mean a person who meets the eligibility criteria established in lowa Code
chapter 234 or 239B, and whose support is required by Iowa Code chapter 234, 239B, 252A, 252C,
252F, 252H, 252K, 598 or 600B, and any other comparable chapter.

“Federal nontax payment” shall mean an amount payable by the federal government which is sub-
ject to administrative offset for support under the federal Debt Collection Improvement Act, Public
Law 104-134.

“Obligee” shall mean any person or entity entitled to child support or medical support for a child.

“Obligor” shall mean a parent, relative or guardian, or any other designated person who is legally
liable for the support of a child or a child’s caretaker.

“Payor of income” shall have the same meaning provided this term in Iowa Code section 252D.16.

“Prepayment” shall mean payment toward an ongoing support obligation when the payment ex-
ceeds the current support obligation and amounts due for past months are fully paid.
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“Public assistance” shall mean assistance provided according to Iowa Code chapter 239B or 249A,
the cost of foster care provided by the department according to chapter 234, or assistance provided
under comparable laws of other states.

“Responsible person” shall mean a parent, relative or guardian, or any other designated person who
is or may be declared to be legally liable for the support of a child or a child’s caretaker. For the pur-
poses of calculating a support obligation pursuant to the mandatory child support guidelines prescribed
by the lowa Supreme Court in accordance with lowa Code section 598.21, subsection 4, this shall mean
the person from whom support is sought.

“Support” shall mean child support or medical support or both for purposes of establishing, modi-
fying or enforcing orders, and spousal support for purposes of enforcing an order.

This rule is intended to implement Iowa Code chapters 252B, 252C and 252D.

441—95.2(252B) Child support recovery eligibility and services.

95.2(1) Publicassistance cases. The child support recovery unit shall provide paternity establish-
ment and support establishment, modification and enforcement services, as appropriate, under federal
and state laws and rules for children and families referred to the unit who have applied for or are receiv-
ing public assistance. Referrals under this subrule may be made by the family investment program, the
Medicaid program, the foster care program or agencies of other states providing child support services
under Title IV-D of the Social Security Act for recipients of public assistance.

95.2(2) Nonpublic assistance cases. The same services provided by the child support recovery
unit for public assistance cases shall also be made available to any person not otherwise eligible for
public assistance. The services shall be made available to persons upon the completion and filing of an
application with the child support recovery unit except that an application shall not be required to pro-
vide services to the following persons:

a. Persons not receiving public assistance for whom an agency of another state providing Title
IV-D child support recovery services has requested services.

b.  Persons for whom aforeign reciprocating country or a foreign country with which this state has
an arrangement as provided in 42 U.S.C. §659 has requested services.

¢.  Persons who are eligible for continued services upon termination of assistance under the fami-
ly investment program or Medicaid.

95.2(3) Services available. Except as provided by separate rule, the child support recovery unit
shall provide the same services as the unit provides for public assistance recipients to persons not
otherwise eligible for services as public assistance recipients. The child support recovery unit shall
determine the appropriate enforcement procedure to be used. The services are limited to the establish-
ment of paternity, the establishment and enforcement of child support obligations and medical support
obligations, and the enforcement of spousal support orders if the spouse is the custodial parent of a
child for whom the department is enforcing a child support or medical support order.

95.2(4) Application for services.

a. A person who is not on public assistance requesting services under this chapter, except for
those persons eligible to receive support services under paragraphs 95.2(2)“a,” “b,” and “c, ” shall
complete and return Form 470-0188, Application for Nonassistance Support Services, to the child sup-
port recovery unit serving the county where the person resides. If the person does not live in the state,
the application form shall be returned to the county in which the support order is entered or in which the
other parent or putative father resides.

b.  Anindividual who is required to complete Form 470-0188, Application for Nonassistance Sup-
port Services, shall be charged an application fee in the amount set by statute. The fee shall be charged at
the time of initial application and any subsequent application for services. The application fee shall be
paid to the local child support recovery unit by the individual prior to services being provided.

This rule is intended to implement Iowa Code sections 252B.3 and 252B.4.
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441—95.3(252B) Crediting of current and delinquent support. The amounts received as support
from the obligor shall be credited as the required support obligation for the month in which they are
collected. Any excess shall be credited as delinquent payments and shall be applied to the immediately
preceding month, and then to the next immediately preceding month until all excess has been applied.
Funds received as a result of federal tax offsets shall be credited according to rule 441—95.7(252B).

The date of collection shall be determined as follows:

95.3(1) Payments from income withholding. Payments collected as the result of income withhold-
ing are considered collected in the month in which the income was withheld by the income provider.
The date of collection shall be the date on which the income was withheld.

a.  Forthe purpose of reporting the date the income was withheld, the department shall notify in-
come providers of the requirement to report the date income was withheld and shall provide Form
470-3221, “Income Withholding Return Document,” to those income providers who manually remit
payments. When reported on this form or through other electronic means or multiple account listings,
the date of collection shall be used to determine support distributions. When the date of collection is
not reported, support distributions shall initially be issued based on the date of the check. If proof of the
date of collection is subsequently provided, any additional payments due the recipient shall be issued.

b.  When the collection services center (CSC) is notified or otherwise becomes aware that a pay-
ment received from an income provider pursuant to 441—Chapter 98, Division II, includes payment
amounts such as vacation pay or severance pay, these amounts are considered irrevocably withheld in
the months documented by the income provider.

95.3(2) Payments from state or political subdivisions. Payments collected from any state or politi-
cal subdivision are considered collected in the same month the payments were actually received by that
legal entity or the month withheld by an income provider, whichever is earlier. Any state or political
subdivision transmitting payments to the department shall be responsible for reporting the date the
payments were collected. When the date of collection is not reported, support distributions shall be
initially issued based on the date of the state’s or political subdivision’s check. If proof of the date of
collection is subsequently provided, any additional payments due the recipient shall be issued.

95.3(3) Additional payments. An additional payment in the month which is received within five
calendar days prior to the end of the month shall be considered collected in the next month if:

a. CSC is notified or otherwise becomes aware that the payment is for the next month, and

b.  Support for the current month is fully paid.

This rule is intended to implement Iowa Code section 252B.15 and section 252D.17 as amended by
2000 lowa Acts, House File 2135, section 2.

441—95.4(252B) Prepayment of support. Prepayment which is due to the child support obligee
shall be sent to the obligee upon receipt by the department, and shall be credited as payment of future
months’ support. Prepayment which is due the state shall be distributed as if it were received in the
month when due. Support is prepaid when amounts have been collected which fully satisfy the ongo-
ing support obligation for the current month and all past months.

441—95.5(252B) Lump sum settlement.

95.5(1) Any lump sum settlement of child support involving an assignment of child support pay-
ments shall be negotiated in conjunction with the child support recovery unit. The child support recov-
ery unit shall be responsible for the determination of the amount due the department, including any
accrued interest on the support debt computed in accordance with Iowa Code section 535.3 for court
judgments. This determination of the amount due shall be made in accordance with Section 302.51,
Code of Federal Regulations, Title 45 as amended to August 4, 1989. The bureau chief may waive
collection of the accrued interest when negotiating a lump sum settlement of a support debt, if the waiv-
er will facilitate the collection of the support debt.
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95.5(2) The child support recovery unit shall be responsible for the determination of the depart-
ment’s entitlement to all or any of the lump sum payment in a paternity action.
This rule is intended to implement Iowa Code chapter 252C.

441—95.6(252B) Setoff against state income tax refund or rebate. A claim against a responsible
person’s state income tax refund or rebate will be made by the department when a support payment is
delinquent as set forth in Iowa Code section 421.17(21). A claim against a responsible person’s state
income tax refund or rebate shall apply to support which the department is attempting to collect.

95.6(1) The department shall submit to the department of revenue and finance by the first day of
each month, a list of responsible persons who are delinquent at least $50 in support payments.

95.6(2) The department shall mail a pre-setoff notice, to a responsible person when:

a. The department is notified by the department of revenue and finance that the responsible per-
son is entitled to a state income tax refund or rebate; and

b.  The department makes claim to the responsible person’s state income tax refund or rebate. The
presetoff notice will inform the responsible person of the amount the department intends to claim and
apply to support.

95.6(3) When the responsible person wishes to contest a claim, a written request shall be submitted
to the department within 15 days after the pre-setoff notice is mailed. When the request is received
within the 15-day limit, a hearing shall be granted pursuant to rules in 441—Chapter 7.

95.6(4) The spouse’s proportionate share of a joint return filed with a responsible person, as deter-
mined by the department of revenue and finance, shall be released by the department of revenue and
finance unless other claims are made on that portion of the joint income tax refund. The request for
release of a spouse’s proportionate share shall be in writing and received by the department within 15
days after the mailing date of the pre-setoff notice.

95.6(5) Support recovery will make claim to a responsible person’s state income tax refund or rebate
when all current support payments or regular payments on the delinquent support were not paid for 12
months preceding the month in which the pre-setoff notice was mailed. A regular payment toward delin-
quent support is defined as making a monthly payment. The state income tax refund of a responsible
person may be claimed by the office of the department of inspections and appeals or the college aid pro-
gram even if no claim for payment of delinquent support has been made by support recovery.

95.6(6) The department shall notify a responsible person of the final decision regarding the claim
against the tax refund or rebate by mailing a final disposition of support recovery claim notice to the
responsible person.

95.6(7) Application of setoff. Setoffs shall be applied as provided in rule 441—95.3(252B).

This rule is intended to implement lowa Code sections 252B.3 and 252B.4.

441—95.7(252B) Offset against federal income tax refund and federal nontax payment. A claim
against a responsible person’s federal income tax refund or federal nontax payment will be made by the
department when delinquent support is owed.

95.7(1) Amount of assigned support. If the delinquent support is assigned to the department, the
amount of delinquent support shall be at least $150 and the support shall have been delinquent for three
months.

95.7(2) Amount of nonassigned support. If delinquent support is not assigned to the department,
the claim shall be made if the amount of delinquent support is at least $500.

a. The amount distributed to an obligee shall be the amount remaining following payment of a
support delinquency assigned to the department. Prior to receipt of the amount to be distributed, the
obligee shall sign Form 470-2084, Repayment Agreement for Federal Tax Refund Offset, agreeing to
repay any amount of the offset the Department of the Treasury later requires the department to return.
The department shall distribute to an obligee the amount collected from an offset according to subrule
95.7(9) within the following time frames:
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(1) Within six months from the date the department applies an offset amount from a joint income
tax refund to the child support account of the responsible person, or within 15 days of the date of resolu-
tion of an appeal under subrule 95.7(8), whichever is later, or

(2) Within 30 days from the date the department applies an offset amount from a single income tax
refund to the child support account of the responsible person, or within 15 days of the date of resolution
of an appeal under subrule 95.7(8), whichever is later.

(3) However, the department is not required to distribute until it has received the amount collected
from an offset from the federal Department of the Treasury.

b.  Federal nontax payment offset distribution. Federal nontax payment offsets shall be applied as
provided in rule 441—95.3(252B).

95.7(3) Notification to federal agency. The department shall, by October 1 of each year or at times
as permitted or specified by federal regulations, submit a notification(s) of liability for delinquent sup-
port to the federal office of child support enforcement.

95.7(4) Preoffset notice and review. Each obligor who does not have an existing support debt on
record with the federal office of child support enforcement will receive a preoffset notice in writing,
using address information available from the Department of the Treasury, stating the amount of the
delinquent support certified for offset.

a. Individuals who wish to dispute the offset must notify the department within the time period
specified in the preoffset notice.

b.  Upon receipt of a complaint disputing the offset, the department shall conduct a review to de-
termine if there is a mistake of fact and respond to the obligor in writing within ten days. For purposes
of this rule, “mistake of fact” means a mistake in the identity of the obligor or whether the delinquency
meets the criteria for referral.

95.7(5) Recalculation of delinquency. When the records of the department differ with those of the
obligor for determining the amount of the delinquent support, the obligor may provide and the depart-
ment will accept documents verifying modifications of the order, and records of payments made pur-
suant to state law, and will recalculate the delinquency.

95.7(6) The department shall notify the federal office of child support enforcement, within time
frames established by it, of any decrease in, or elimination of, an amount referred for setoff.

95.7(7) When an individual does not respond to the pre-setoff notice within the specified time even
though the department later agrees a certification error was made, the person must wait for corrective
action as specified in subrule 95.7(8).

95.7(8) Offset notice, appeal, and refund. The federal Department of the Treasury will send notice
that a federal income tax refund or federal nontax payment owed to the obligor has been intercepted.

a.  The obligor shall have 15 days from the date of the notice to the obligor under this subrule to
contest the offset by initiating an administrative appeal pursuant to 441—subrules 7.8(1) and 7.8(2).
The obligor shall provide the department with a copy of the Department of the Treasury notice. Except
as specifically provided in this rule, administrative appeals will be governed by 441—Chapter 7. The
issue on appeal shall be limited to a mistake of fact as specified at paragraph 95.7(4)“b.”

b.  The department shall refund the incorrect portion of a federal income tax offset or federal non-
tax payment offset within 30 days following verification of the offset amount. Verification shall mean
a listing from the federal office of child support enforcement containing the obligor’s name and the
amount of tax refund or nontax payment to which the obligor is entitled. The date the department re-
ceives