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Iowa Department of Human Services

AUTHORIZATION FOR EXAMINATION AND CLAIM FOR PAYMENT

Date

Examinee Name

From:

Address

Case No.

To:

Purpose:
Incapacity Disability

You are hereby authorized to make examination of the named applicant for or recipient of assistance.

You may charge not more than your usual and customary fee for the examination. However, payment for services will be made according to
what an Iowa Medicaid provider would receive. If it is necessary because of the applicant’s health condition to perform the examination in
the home, and travel outside the city limits is involved, mileage at the usual and customary rate, one way, may also be charged.

Charges for diagnostic procedures involved in the examination, based on your usual and customary fee, may be approved when necessary.
The procedure number for each diagnostic procedure performed (CPT or code from optometrist’s manual) must be entered.

Note: Payment for services other than the examination may not be approved until eligibility for assistance has been established.

Please complete the Claim Section and return the first three copies of this form to the County Department of Human Services together with
the completed copy of the attached medical report.

County Director

Claim for payment is hereby made for services rendered:
DATE PROCEDURE CODE BRIEF DESCRIPTION OF SERVICE CHARGES LEAVE BLANK

Total Charges

CLAIMANT’S CERTIFICATION
I certify that the items for which payment is claimed were furnished for state business under the authority of the law and that the charges
are reasonable, proper, and correct, and no part of this claim has been paid.
CLAIMANT’S SIGNATURE TITLE DATE
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