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ABAWD Letter, Form 470-3967 or 470-3967(S)

Purpose The purpose of form 470-3967, ABAWD Letter, is to notify each
able-bodied adult without dependent (ABAWD) of the ABAWD
work requirement and the consequences of failure to comply
with the requirements.

Source Complete the English version of this form on line using the
template on the DHS Intranet eForms web page.

Print or photocopy the Spanish version of the form from the
sample in the manual.

Completion The IM worker issues this form to every ABAWD when:
¢ The ABAWD is identified at the application review.

¢ The ABAWD is identified when a case is approved for
recertification.

¢ A client loses exempt status from the ABAWD work
requirement due to a change in circumstances.

¢ A new household member is an ABAWD.

Distribution Give or mail a copy of the form to the client. At the application
or recertification interview, give the household representative a
copy of this form for each ABAWD in the household.

Data Enter the ABAWD’s name in the space provided.
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Absent Parent Information, Form 470-3773 or 470-3773(S)

Purpose Form 470-3773, Absent Parent Information, may be used to
collect information for the Family Investment Program regarding
the parent of a child for whom benefits are being sought when
the parent is not living with that child.

Source Complete the English or Spanish version of the form on line
using the template available on the DHS Intranet eForms web
page.

Completion If the household has not provided information about the absent

parent in another way, the household may be asked to
complete the form when it reports that:

¢ A parent will leave home.
¢ A parent has left home.

¢ A child or newborn has entered the home and the child has
an absent parent.

Certain areas of the form populate and a due date is calculated
for return of the completed form.

Give the household assistance in completing this form if
needed.

Distribution Print two copies of the form. Give one copy to the client and
file one copy in the case record. The client completes the form
and returns it to the assigned imaging center.

Enter information regarding the absent parent on the ICAR
system.

Data The form requests identifying information and employment
information about the absent parent and information about the
parents’ marriage and support obligations.
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Accident Injury Request, Form 470-0398

Purpose Form 470-0398, Accident Injury Request, is used by the lowa
Medicaid Enterprise (IME) to collect information from Medicaid
members or their representative when claims show they may
have been involved in an accident or injury.

The information returned on the form is used to identify claims
with potential third-party liability (TPL). This form allows the

IME to recover some or all of the Medicaid expenditures made
on the member’s behalf in connection to an accident or injury.

Source The form is computer-generated by the IME OnBase system.

Completion The form is prepared automatically when a Medicaid claim code
indicates an accident or injury.

| The IME also generates the form when field staff, a member, a
provider, an insurance company, or an attorney reports that the
member has been involved in an accident and the possibility of
third-party liability exists.

| Distribution The form is sent to the member, who returns it to the IME on
completion.

Once completed by the member or the member’s
representative, the form may be returned in one of the
following ways:

Mail: lowa Medicaid Enterprise
PO Box 36446
Des Moines, IA 50315

Phone: Member Services
1-800-338-8366 or locally in the Des Moines area at
515-256-4606 (Monday through Friday, 8:00 am to

5:00 pm)
Email: RevColl Lien@dhs.state.ia.us
Fax: 515-725-1352
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Data The form requests information from the member concerning:

¢ When and how the injury occurred.

¢ Whether the recipient has filed an insurance claim or
retained an attorney in connection with the injury.

¢ The name and address of any involved insurance companies
or attorneys.
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Account Transfer Error
470-5437

Account Transfer Error, Form 470-5437

Purpose

Source

Completion

Distribution

Form 470-5437, Account Transfer Error, is a letter used to
notify applicants who are ineligible for Medicaid or hawk-i that
the state was unable to successfully transfer their application
for health care coverage to the Marketplace.

The letter informs the applicant that they need to complete a
Marketplace application to see if they qualify for coverage and
help paying for it. The letter also provides instructions.

The letter is created in Central Office from a batch file that
identifies applications that were not successfully transferred to
the Marketplace.

The date, primary applicant’s name, and mailing address are
auto-filled on the letter through a mail merge process in Central
Office.

The form is sent to the primary applicant.
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Appendix Addendum to Application and Review Forms for...
Revised October 7, 2011 470-4670 or 470-4670(S)

Addendum to Application and Review Forms for Release of Information, Form
470-4670 or 470-4670(S)

Purpose If sighed, form 470-4670 or 470-4670(S) may be used to
request information (other than protected health information)
about any household member. The client is not required to sign
this form.

Source Print or photocopy the addendum from the samples in the
manual or from the DHS Intranet eForms web page.

Completion The client may use this form to authorize the Department to
contact other people or organizations for information needed to
determine eligibility and benefits without specific contacts with
the client for each request. Instead of signing this form, the
client may:

¢ Choose to provide necessary information, or

¢ Sign another form that is specific to the source and type of
information, such as an Employer’s Statement of Earnings.

If the client chooses to use this form to authorize release of
information:

1. Make entries in the Online Narrative to document the date
this form was signed.

2. Use this form to request from other people or
organizations any information that is needed to determine
eligibility and benefits.

3. If the source of the information will not respond based on
the client having signed this form, request the needed
information from the client in writing. Help the client get
information if the client asks for help.

Distribution If the client signs form 470-4670 or 470-4670(S):

¢ Send a copy to other caseworkers that have an active file for
the client.

¢ File the original or copy in the case file.
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This form is intended to collect information specified on a
separate sheet. When using it to request information from

other people or organizations in order to determine eligibility or
benefits:

1. Fold form 470-4670 or 470-4670(S) in half and copy the
“Release of Information” section of the form.

2. Fax or mail the copy to the source of information along
with a form requesting specific information, such as form
470-2844, Employer’s Statement of Earnings, or form
470-0461, Authorization for Release of Information.

When a signed release is in the file, requests for information
may also be made by telephone.

Data If the client chooses to use the form to authorize release of
information, the client shall:

¢ Print the client’s name, and
¢ Sign and date the form.
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Revised October 7, 2011 470-4167

Addendum to Application for Help with Medicare Prescription Drug Plan Costs,
Form 470-4167

Purpose Form 470-4167, Addendum to Application for Help with
Medicare Prescription Drug Plan Costs, is used in conjunction
with the Social Security Administration application entitled,
Application for Help with Medicare Prescription Drug Plan Costs,
form SSA-1020B-OCR-SM.

Source Print or photocopy form 470-4167 from the manual or the DHS
Intranet eForms web page.

Completion When an applicant demands that DHS process the application
for extra help with Medicare prescription drug plan costs instead
of the Social Security Administration, the applicant must sign
and date this form.

Distribution File the addendum and the Application for Help with Medicare
Prescription Drug Plan Costs in the case file.

Data The form advises the applicant of terms for DHS process.
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Adding an EBT Cardholder, Form 470-3983 or 470-3983(S)

Purpose Form 470-3983, Adding an EBT Cardholder, is used by
households who want a second lowa EBT card for another
member or for an authorized representative to use for shopping
for the household.

The form is also used as proof that the Department did not
issue an additional lowa EBT card on an account without
permission of the household’s primary cardholder.

This form is not to be used for drug and alcohol treatment
center or group living arrangement authorized representatives.

Source Complete the English version of this form on line using the
template on the DHS Intranet eForms web page.

Print or photocopy the Spanish version of the form from the
sample in the manual.

Completion The form is completed by the IM worker, the Food Assistance
head of household (the primary cardholder), and the secondary
cardholder or authorized representative.

The form must be fully completed and signed by all parties and
returned to the DHS local office before a secondary cardholder

or authorized representative can receive an lowa EBT card on a
Food Assistance household’s EBT account.

Distribution The Food Assistance household keeps the second copy when the
form is given to the secondary cardholder or authorized
representative. The secondary cardholder or the authorized
representative keeps the third copy. File the completed original
in the Food Assistance case record.

Data Case Information. To be completed by the IM worker.

Case Name. Enter the name of the primary cardholder (the
ABC case name).

Case Number. Enter the DHS Food Assistance case number.
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Appendix
Revised October 7, 2011

Adding an EBT Cardholder
470-3983 or 470-3983(S)

Worker’s Name. Enter name of the IM worker who is
responsible for the Food Assistance case record.

Date. Enter the date the information is entered.

Adding an EBT Cardholder. These entries are completed by
the primary cardholder (the ABC case name).

L

Name of Person You Want Added. The primary
cardholder enters the name of the person authorized as a
secondary cardholder or authorized representative.

Your Signature. The primary cardholder signs and dates
the form.

New EBT Cardholder’s Section. These entries are completed
by the secondary cardholder or authorized representative.

¢

Signature of New EBT Cardholder. The person named by
the primary cardholder signs to acknowledge agreement
with the household.

Date. The date of signature of the secondary cardholder or
authorized representative.

Social Security Number. The social security number of
the secondary cardholder or authorized representative.

Birthday (mm/dd/yy). Enter the birth date of the
secondary cardholder or authorized representative.

Phone. The phone number of the secondary cardholder or
authorized representative.
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Revised October 7, 2011

Adjustment to Overpayment Balance
470-0010

Adjustment to Overpayvment Balance, Form 470-0010

Purpose

Source

Completion

Distribution

Data

Form 470-0010 is used to record payments and adjustments to
debtor accounts established on the Overpayment Recovery
System.

Complete form 470-0010 on line using the template on the DHS
Intranet eForms web page.

The IM worker or PROMISE JOBS worker who receives
payments from a debtor or who wants to communicate
necessary adjustments to a debtor’s overpayment account
completes this form when:

¢ Payments (cash, returned warrants) are received in the local
office,

+ A monetary adjustment to a debtor’s account needs to be
made (e.g., credits to date were applied incorrectly), or

¢ An offset needs to be credited.

Complete one form for each transaction. Print two copies of the
completed form.

NOTE: The total amount of the claim is not adjusted with this
form. Submit an updated 470-0464, Overpayment Recovery
Information Input, or the Overpayment Recovery Information
Input Summary (from the direct claim entry screen), to adjust
the total owed.

Send one copy with the official receipt and the payment (if
applicable) to the Cashier’s Office, Bureau of Purchasing,
Payments, Receipts and Payroll, Hoover Building, First Floor,
Room 14, 1305 E. Walnut Street, Des Moines, lowa
50319-0114. Keep a copy in the client’s case file.

If the reduction is a result of cash payment, the check or money
order must accompany this form.

Date: Enter the date the form is being submitted.
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Adjustment to Overpayment Balance
470-0010

Submitting Worker: Enter the name of the worker preparing
the form.

Agency/Office: Enter the department of the worker preparing
the form (DHS, IWD).

Telephone: Enter the worker’s telephone number.

Debtor Name: Enter the name of the debtor whose
overpayment recovery account needs adjustment. Enter the
name as listed on the Overpayment Recovery Information
Input, form 470-0464, or the Overpayment Recovery
Information Input Summary (from the direct claim entry
screen).

Identifying Number and Prefix: Enter the prefix and the
main identifier. Use the state ID number when available.

Program: Enter the program for the claim to which the change
is being made, the offset is being credited, or the payment is
being applied. If this payment could be applied to more than
one claim, list all that apply.

Date Established: Enter the date for the claim to which the
change is being made, the offset is being credited, or the
payment is being applied.

Action: Check whether the claim balance should be increased
or decreased.

Reduce Balance: Enter the amount by which the debtor’s
account balance should be reduced.

Increase Balance: Enter the amount by which the debtor’s
account balance should be increased. This occurs in case of FIP
grant reduction or Food Assistance benefit reduction
adjustments.

Reason: Check the reason for the adjustment, and identify
what the “other” reason is, if “other” is checked. If more than
one reason is checked, indicate a separate amount for each
reason. These amounts must total to the amount entered after
the action.
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Affidavit and Agreement for Issuance of Duplicate Warrant
470-0005

Affidavit and Agreement for Issuance of Duplicate Warrant, Form 470-0005

Purpose

Source

Completion

Distribution

Data

Payees use the Affidavit and Agreement for Issuance of
Duplicate Warrant to apply for another warrant when they have
not received the warrant, or they have lost or inadvertently
destroyed the original warrant after receipt, and it has not been
cashed.

Complete form 470-0005 on line using the template on the DHS
Intranet eForms web page.

Allow the payee to submit this form six calendar days after the
scheduled mailed date when:

¢ The payee advises the Department of loss or non receipt of
the warrant;

¢ The post office has not returned the warrant to Quality
Assurance as undeliverable; and

¢ The warrant is still outstanding according to the “OUTS”
system.

Fill in the required descriptive information about the warrant
and have the warrant payee sign and date the form.

Send these completed documents to Quality Assurance, Division
of Data Management, for processing and delivery to the
Department of Administrative Services, State Accounting
Enterprise, for issuance of a duplicate warrant.

Enter both the current address of the claimant and the address
where the warrant was mailed, if they are different.

Obtain the warrant number through the ISSV screen and use it
to look up the account number, warrant amount, and issue date
on the “OUTS” system. See 14-B(4), OUTS = Warrant Status
Information, for instructions.
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Affidavit as to Forged Endorsement
470-0004

Affidavit as to Forged Endorsement, Form 470-0004

Purpose

Source

Completion

Distribution

Form 470-0004 is used to supply the Department of Inspections
and Appeals (DIA), Investigations Division, with information to
determine the appropriateness of a request to replace a warrant
stolen from a client’s mailbox.

Complete form 470-0004 on line using the template on the DHS
Intranet eForms web page.

Complete this form when the payee reports that the warrant
has not been received by the sixth day after scheduled mailing
date and:

¢ The warrant has been redeemed according to the “OUTS”
system.

¢ The payee has viewed the copy of the original check.

¢ The payee continues to claim that the signature on the
endorsement is not that of the payee, and the payee has no
knowledge of the redemption nor participated in any of the
proceeds of the warrant.

If there is more than one payee, or the case is a two-parent
household, both people must complete a form.

Complete the top section of the form on line from the
information on the OUTS system. Then print the form for the
payee signatures. The payee must complete the signature
sections in front of a DHS employee, and the form must be
notarized to be valid.

Keep the original Affidavit in the client’s case file. Make a copy
and send it to DIA Investigations Division, 321 E 12th St., Des
Moines, lowa 50319-0083.

However, if the copy is not clearly readable, send the original to
DIA. If DIA cannot discern the payee’s signature well enough to
make an informed decision as to whether to replace the
warrant, there will be a delay while the original is requested.
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Revised October 7, 2011 470-0004
Data The payee must complete the bottom section using the exact

wording and abbreviations as on the endorsement. This
includes the warrant address, not the client’s current address, if
different. If the payee has moved since the warrant was issued,
use the address listed on the warrant when completing forms.
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Affidavit Concerning Documentation of Citizenship, Form 470-4374 or
470-4374(S)

Purpose The Affidavit Concerning Documentation of Citizenship is a
written declaration, made under penalty of perjury, to explain
why a Medicaid applicant or member does not have proof of
U.S. citizenship. The form includes a cover letter to explain the
affidavit.

Source Both English and Spanish versions of this form are available on
line as templates on the DHS Intranet eForms web page.

Completion This affidavit must accompany form 470-4373, Affidavit of
Citizenship. The income maintenance worker provides this
affidavit to the applicant or member who needs to verify their
U.S. citizenship.

The income maintenance worker enters the state identification
number and case number on the preface page. Section 1 is
populated from this information.

The applicant or member or other knowledgeable person
(guardian or representative) completes Sections 2 and 3.

Distribution You may upload the request to the electronic case file. When
the original is returned, it will be scanned and uploaded.

Data Section 1 contains the applicant or member’s full name and
state identification number.

Sections 2 and 3 are for the explanation and the signature of
the person completing the form.
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Affidavit of Citizenship, Form 470-4373 or 470-4373(S)

Purpose The Affidavit of Citizenship is a written declaration, made under
penalty of perjury, by a third party to verify that a Medicaid
applicant or member who does not have proof of U.S.
citizenship is a U.S. citizen. The form includes a cover letter to
explain the affidavit.

Source Both English and Spanish versions of this form are available on
line as a template on the DHS Intranet eForms web page.

Completion This affidavit must accompany form 470-4374, Affidavit
Concerning Documentation of Citizenship. The income
maintenance worker provides two copies of this affidavit to
applicants or members who need to verify their U.S. citizenship.

The worker enters the person’s state identification number and
case number on the preface page.

Two people must complete this affidavit for each person who
needs to have citizenship verified. Only one of these people can
be a relative of the applicant or member. In other words, two
people unrelated to the client may complete the affidavit, or
one person related to and one person unrelated to the client
may complete it.

Each person completing the affidavit must provide original proof
of the person’s own U.S. citizenship and identification.

Distribution You may upload the request to the electronic case file. When
the original is returned, it will be scanned and uploaded.

Data Section 1 is the name of the person completing the form.
Section 2 is the information about the applicant or recipient.

Section 3 is any other information that may be pertinent to
proving the applicant’s or member’s U.S. citizenship.

Section 4 identifies if the person completing the form is a
relative.

Section 5 is the signature of the person completing the form.
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Affidavit of Identity, Form 470-4386 or 470-4386(S)

Purpose The Affidavit of Identity is a written declaration made under
penalty of perjury by a parent, guardian, specified relative, or
RCF administrator to verify the identity of a person who does
not have any other proof of identity.

NoTE: If this affidavit is used, U.S. citizenship cannot be
verified by use of an affidavit.

Source Both English and Spanish versions of this form are available on
line as templates on the DHS Intranet eForms web page.

Completion The income maintenance worker provides this affidavit to the
applicant or member who needs to verify identity of a child
under age 16 or a disabled person institutionalized in a
residential care facility. The worker enters the person’s state
identification number and case number on the preface page.

For a child under age 16, the written declaration may be made
by a parent, guardian, or specified relative.

For an institutionalized disabled person, the written declaration
may be made by the director or administrator of a residential
care facility.

Distribution You may upload the request to the electronic case file. When
the original is returned, it will be scanned and uploaded.

Data Section 1 is information regarding the child or disabled person.

Section 2 is the name of the parent, guardian, specified
relative, or RCF administrator.

Section 3 is the signature of the parent, guardian, specified
relative, or RCF administrator completing the form.
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Agreement for Automatic Deposit, Form 470-0261 or 470-0261(S)

Purpose The Agreement for Automatic Deposit authorizes the
Department to deposit payments automatically into a
participant’s financial institution account.

Source Print form 470-0261 or 470-0261(S) from the on line manual or
the DHS Intranet eForms web page or photocopy the samples in
the manual.

Completion Give this form to the following clients who want to start,

change, or stop automated deposits:

¢ Family Investment Program (FIP) or Refugee Cash
Assistance (RCA) clients receiving grants. (Any other cash
assistance payments authorized on FIP or RCA cases will
also be automatically deposited.)

¢ Facility residents who receive the state-funded payment for
the difference between their countable income and the
personal needs allowance.

The participant completes the form and returns it with a voided
check for the account. A deposit slip should be provided for
savings accounts that do not provide checks.

Distribution File the original in the case record after DIRD entries are made
to start, change, or stop automated deposit. Give a copy to the
client.

Data The form indicates whether the client wants to start, stop, or

change automated deposit, and gives information about the
client’s financial institution.
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Agreement for Telephone Hearing
427-0415 or 427-0415(S)

Agreement for Telephone Hearing, Form 427-0415 or 427-0415(S)

Purpose

Source

Completion

| Distribution

Data

Form 427-0415 is an agreement signed by the client to consent
to a telephone hearing for an intentional program violation for
the Food Assistance program.

The Department of Inspections and Appeals sends this form to
the IM worker with the Notice of Hearing.

The IM worker and the respondent complete this form before
the telephone hearing.

Keep the original in the client’s case file. Return a copy to the
Department of Inspections and Appeals.

Sign and date the form and complete the appeal number and
case number. Have the respondent sign and date the form in
your presence.
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Agreement to Pay a Debt, Form 470-0495 or 470-0495(S)

Purpose Form 470-0495 or 470-0495(S) is a written agreement between
a debtor and the Department for repayment when a debt exists.
This form is completed by the Department of Inspections and
Appeals (DIA) and is included here for information only.

Source This form is issued by DIA.

Completion The DIA investigator sends this agreement to a debtor to seek
repayment for a debt owed to the Department of Human
Services.

The investigator may also send this form when a notice of
overpayment has been sent and there has been no response.

The debtor should return this form within 10 days. When a
debtor fails to respond, other collection actions are pursued.

Distribution DIA places the original in the Overpayment Recovery file and
gives the copy to the debtor.

Data The form states the amount of the debt and the repayment
terms the debtor agrees to.
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Agreement to Sell Excess Property, Form 470-2909

Purpose Form 470-2909, Agreement to Sell Excess Property, is a written
commitment by a State Supplementary Assistance client to
make good-faith efforts to sell resources that are in excess of
program limits. With this agreement and an agreement to
repay conditional benefits, form 470-2835, the client can be
granted conditional eligibility.

Source Print or photocopy supplies of form 470-2909 from the sample
in the manual as needed.

Completion Complete the form before granting conditional benefits to an
applicant.

For a recipient, complete the form within 10 days of learning
that the person has excess property that would make the
person ineligible. Do not cancel the case until the recipient has
had 10 days to complete and return the form.

The IM worker shall complete the blanks on the form. The
client or representative must sign the form.

Distribution Two-part NCR.

File the yellow copy of the signed form in the case record and
give the white copy to the client or representative.

Data Complete Item 5 designating each program for which the client
is eligible.

Complete Item 6 by checking the number of months that is
appropriate or specifying the number of months of eligibility
remaining under conditional policies when SSI has already
granted conditional benefits. Also enter the effective date that
the property is exempt and conditional benefits are granted.
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If spouses’ eligibility is considered together, both spouses must
sign the agreement. When the client is a child, and the child or
the parent has the excess resources, the parent must sign the
form. If the client has a guardian, conservator, or payee, that
person must sign the form.

When a sponsor’s excess resources make the client ineligible,
and the sponsor wishes to sell the resource, the sponsor shall
also sign the form.
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Annuity Release of Information, Form 470-4699

Purpose Form 470-4699 is designed to secure the client’s permission for
the Department to obtain annuity information needed to
determine eligibility. The source of information completes the
form to provide the annuity information.

Source Complete the form on line using the template on the DHS
Intranet eForms web page.

Completion Workers may complete this form when it is necessary to obtain
annuity information from a source other than the client.
Complete a separate form for each source of required
information.

The worker completes the identifying information. The client
(or the person authorized to obtain information) signs the form
to give the authorization. The source of information completes
the remainder of the form.

Distribution Send one copy to the source of information.

You may upload the request to the electronic case file. When
the original is returned, it will be scanned and uploaded.

Data Complete the following:

¢ State ID

¢ Case number

Check the boxes to determine eligibility for Food Assistance,
medical, FIP, or child care assistance

Name and address of the source information

Policy number

Annuity owner

Payment date

Client’s social security number

*

* & O 0o o

The client shall sign and date the form after these items have
been completed. The expiration date shall be 90 days from the
date the form is signed.
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Appeal and Reguest for Hearing, Form 470-0487 or 470-0487(S)

Purpose Form 470-0487 is used to initiate the appeal process and to
supply information needed to proceed with an appeal.

Source Department staff may complete form 470-0487 on line using
the template on the DHS Intranet eForms web page.

Appellants may also complete this form electronically at
https://dhssecure.dhs.state.ia.us/forms/. The request will be
submitted directly to the Appeals Section to be processed.

Print or photocopy supplies of the Spanish version of this form
from the sample in the manual.

Completion The form is divided into two parts. The person wishing to
appeal (the appellant) or someone acting for the appellant
completes the top part to initiate the appeal. The worker
should assist in completing this part of the form if the appellant
wishes.

A worker who receives this form from the appellant completes
the worker information section. (The worker information
section is not required for appeal requests filed directly with the
Appeals Section.)

An appeal may be requested without completing this form. Any
written appeal is valid. A request for a Food Assistance appeal
may be expressed verbally or in writing.

If the appellant requests an appeal verbally or in other written
form, the worker shall complete the identifying information and
attach the appeal request to the form.

Distribution If the form is submitted to a Department office other than the
Appeals section, make three copies of the completed form.
Distribute them as follows:

+ Give a copy to the appellant.

¢ Fax a copy to any other worker named in the “Worker
Information” section, and follow up by e-mail to confirm the
worker was notified.
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¢ Within 24 hours of receipt, send the original and the Notice
of Decision to:

DHS Appeals Section, 5th Fl
1305 E Walnut Street
Des Moines, lowa 50319-0114

Attach a copy of the Notice of Decision or other notice of an
adverse action that is being appealed. If no copy of the
notice is attached, note why. Attach the postmarked
envelope if the appeal was mailed in.

¢ Keep a copy in the case file.

Data Top Section Complete all the information, including phone number, if
applicable. Check the programs under appeal.

A person requesting an attribution appeal may also request an
administrative hearing. An administrative hearing is a review of
the record only and does not include an appearance by the
worker or client.

Indicate whether the appellant:

¢ Wants benefits to continue while the appeal is pending.

¢ Requests an interpreter for the appeal hearing.

¢ Wishes to have a pre-hearing conference to discuss the
appeal. (Explain the purpose of a pre-hearing conference.)

Explain why the appellant is appealing. The explanation may be
as specific as the appellant wishes to make it.

List any other persons whom the appellant wishes to have
notified of the time and place of the hearing, with their
addresses. This may include an attorney or representative.

The form should be signed and dated, if possible.
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Worker Information Complete the worker’s name, number, telephone number, and
office name, and the appellant’s case number or state
identification number.

Refer to the section of the manual that specifies when
assistance continues in determining whether the appellant’s
assistance or services are continuing or being reinstated
pending the outcome of the appeal. If assistance is not being
continued or reinstated, check and note the reason why it is
not.

Check the box and indicate if the appeal is based on a Disability
Determination Services report, an IME level-of-care decision, a
CSC worker action, a FIP limited benefit plan, a Quality Control
report, or a DIA investigation. Include the worker office
location if the appeal concerns a PROMISE JOBS, Quality
Control, or DIA Investigations action.

If you have a special scheduling request in the next three
months (such as a compressed work week, vacation plans, or
being in training), list it on the line indicated.

Within ten days of the receipt of the appeal, forward a summary
of all actions taken. The summary is a review of the facts about
the situation and should include:

¢ Information on the household composition.
¢ The issue being appealed.

¢ A detailed explanation of actions taken that led to the
appeal.

¢ Copies of all supporting documents, including applications,
notices, any other applicable forms, and narratives.

¢ Manual references on the actions taken.

Provide the appellant and appellant’s representatives, if any,
with copies of all materials submitted to the Appeals Section.
Also provide this information to any other worker involved in
the appeal. Note on the materials sent to the Appeals Section
that copies were sent and to whom.

Notify the Appeals Section if other agencies or staff are parties
to the appeal.
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Application for Extra Help with Medicare Prescription Drug Plan Costs, Form
SSA-1020B-OCR-SM

Purpose The Application for Extra Help with Medicare Prescription Drug
Plan Costs, form SSA-1020B-OCR-SM, is used to apply for help
with Medicare prescription drug plan costs.

A Medicare beneficiary can also apply with the state Medicaid
agency for help with prescription drug plan costs and can
require the state determine eligibility for this help.

Source The Application for Extra Help with Medicare Prescription Drug
Plan Costs, form SSA-1020B-OCR-SM, is issued by the Social
Security Administration. Keep a supply in each local office. To
order forms, contact the Social Security Administration office
serving your area.

NoTE: This form is not to be photocopied. A Medicare
beneficiary who wants the Social Security Administration to
determine eligibility must submit the application on an original
form or apply via the Internet.

Completion The applicant or the applicant’s representative completes the
application. To apply for state determination, the applicant or
representative must also complete form 470-4167, Addendum
to Application for Help with Medicare Prescription Drug Plan
Costs.

Distribution When the applicant wants the Social Security Administration to
process the application, the form is to be mailed to the Social
Security Administration in the pre-addressed envelope that is
enclosed with the application.

When the applicant wants the Department to process the
application, the form is filed in the DHS case record with form
470-4167, Addendum to Application for Help with Medicare
Prescription Drug Plan Costs.

Data Record your action taken on this form as directed by the income
maintenance supervisor 2 for your area.
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Application for Health Coverage and Help Paving Costs, Form 470-5170 or
470-5170(S)

Purpose The Application for Health Coverage and Help Paying Costs is
designed to assist people applying for various health-related
programs, including:

¢ Medicaid (MAGI and non-MAGI)

¢ hawk-i (Children’s Health Insurance Program or CHIP)
¢ lowa Health and Wellness Plan (IHaWP)
¢ State Supplementary Assistance
¢ Help paying for health insurance costs
Source Central Office has a contract to provide automatic shipments of

form 470-5170 to local offices. The shipments are intended to
cover a six-month supply. Additional supplies of form 470-5170
are also available through Central Office.

DHS staff may also complete the forms on line using the
templates on the DHS Intranet eForms web page.

Completion Give or mail the Application for Health Coverage and Help
Paying Costs to anyone who asks for an application. Give or
mail the Voter Registration form with the application.

Inform anyone who contacts the Department for an application
of the option to submit an application in person, by mail, by fax,
electronically or by telephone.

The applicant completes the form. A friend, relative or
authorized representative may help. Phone numbers and a
website that can be used to get help with the application are
provided on the cover page of the form.

An optional release of information is included on the last page of
the application. The applicant may use this release to authorize
the Department to contact other people or organizations for
information needed to determine eligibility and benefits. The
applicant is not required to sign this release.
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Distribution Scan and file the completed application in the case record. Give

the applicant a copy at the applicant’s request.

Enter information from the application into the Eligibility
Integrated Application System (ELIAS) as appropriate.

Data Date-stamp the application upon receipt.
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Approval of Release of Information by lowa Department of Human Services,
Form 470-1363

Purpose The Department of Inspections and Appeals (DIA)
Investigations Division uses this form to authorize release of
information to law enforcement for investigations of fraud and
stolen warrants.

Source This form is issued by DIA.

Completion DIA Investigations Division staff complete this form when:

¢ An investigation is referred to law enforcement. This
includes referrals for replacement warrants.

¢ Law enforcement agencies request to view handwriting
samples of possible suspects in the theft of a warrant.

Distribution DIA sends this form to law enforcement (police department,
sheriff, postal inspector, Division of Criminal Investigation) for
every check that is sent out for investigation. The law
enforcement officer will present it to the Department office
when requesting information.

Data DIA completes:

The client’s name and case number

.
¢ The names and number of other related cases
¢ The information to be released

¢ The authorizing signature
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Attribution of Resources Appeal Summary. Form 470-3144

Purpose Form 470-3144 may be used as the Department’s appeal
summary when an appeal is filed to set aside additional
resources for the community spouse.

Source Complete the form on line using the template on the DHS
Intranet eForms web page.

Completion The IM worker completes this form as an alternative to
completing an appeal summary when an appeal is filed
regarding the attribution of resources.

Distribution Send one copy to the Department of Human Services, Appeals
Section, 1305 E Walnut Street, 5th Floor, Des Moines, lowa
50319-0114. Keep a copy in the case record. Send a copy to
the appellant.

Data Enter the appeal number, if you know it, and your worker
number and county number on the form. List:

¢ The names and birth dates of the institutionalized spouse
and the community spouse.

¢ The date of the application for attributions.
¢ The date of the application for assistance.
¢ The date of appeal.

¢ The beginning date of continuous institutionalization or the
date the waiver applicant met medical institution level of
care criteria.

+ The total amount of the couple’s current resources, if
different from the attribution amount.

¢ Select from the drop down box the minimum monthly
maintenance needs allowance (MMMNA) as of the date the
appeal was filed.
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Verify and list the community spouse’s available gross income.
Calculate the shortfall between the community spouse’s
available gross income and the MMMNA. Attach all documents
listed under the attachments listing.

For people who became institutionalized on or after February 8,
2006, include the income made available to the community
spouse in the client participation calculation as available to the
community spouse.
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Authorization for Examination and Claim for Payment, Form 470-0502

Purpose

Source

Completion

Distribution

| Data

Form 470-0502 is used to authorize an examination to
determine if a person qualifies as an incapacitated stepparent
for FIP or FMAP-related Medicaid. The form is also a billing form
for the examiner to present a claim for payment.

This form is available on line as a template on the DHS Intranet
eForms web page.

The IM worker completes the top section of the form when the
Department must determine if a person who does not receive

Medicaid is incapacitated, disabled, or blind. The service area
manager or designee signs as “county director.”

The examiner completes and signs the claim section after the
examination has been completed. Staff in Central Office
complete the accounting section.

Forward the form to the examiner, along with the form for the
report of examination. The examiner shall return the form to
the requesting DHS office.

Make a copy to file in the client’s case record. Submit the
original and a copy to the Bureau of Financial, Health and Work
Supports, attached to the other forms that are required for
determining eligibility. If the form is used to determine
incapacity of a FIP stepparent, write “FIP” across the top.

The Bureau reviews the claim, completes the accounting section
to identify the funding source, and forwards the form to the
Bureau of Purchasing, Payments, Receipts and Payroll for
processing. One copy of the form is returned to the examiner
with the payment.

Indicate the DHS office name and address, the name and
address of the person to be examined and the case number
(when already assigned), the date of completion, the
examiner’s name and address, and the type of determination
involved.
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Authorization for Release of Information, Form 470-0461 or 470-0461(S)

Purpose Form 470-0461 is designed to secure the client’s permission for
the Department to investigate items of eligibility or to obtain
information needed for providing services. The source of
information may also use the form to furnish the requested
information.

Source Complete the English or Spanish version of the form on line
using the template on the DHS Intranet eForms web page.

Completion Workers may complete this form when it is necessary to obtain
information from a source other than the client. Complete a
separate form for each source of required information.

The worker completes the identifying information and the
description of the information requested. The second page

‘ automatically populates with questions based on radio button
selected on the preface page.

The client (or the person authorized to obtain the information)
signs that section to give the authorization. The source of
information completes the remainder of the form. Additional
pages may be used if necessary.

‘ Distribution Send one copy to the source of information.

You may upload the request to the electronic case file. When
the original is returned, it will be scanned and uploaded.

| Data Changes may be made to the following automatically-populated
entries:

Date

Information due date

The name and address of the source of information
Your county

Your worker number

Your name

Your phone number

Your email address

L 2R ZER JNE JEE R 2R 2NN 4
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In the “Information Requested” section, enter the information
the source will need to respond to the request. Be as specific
as possible. Include the client’s name, as well as the client’s
address or social security number, if they are needed to identify
the requested information.

The date the authorization expires automatically populates. The
expiration date shall be 60 days from the date the form is
signed, unless you have supervisory approval to extend the
date.

The client shall sign and date the form after these items have
been completed.

The source of information completes the remainder of the form.
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Authorization to Disclose Information to the lowa Department of Human

Services, Form 470-4459 or 470-4459(S)

Purpose

Source

Completion

Form 470-4459 or 470-4459(S) is a two-way release form used
to get the permission of the Medicaid applicant or the
applicant’s legally authorized representative to share health
information needed to determine disability with the Disability
Determination Services Bureau (DDSB).

The English version of this form is available on line as a
template on the DHS Intranet eForms web page.

The Spanish version may be printed or photocopied from the
sample in the manual.

This form should be used only in conjunction with a referral to
the DDSB for a disability determination. You may either:

¢ Send one original form to the applicant for completion and
signature, and then make a photocopy of the original for
each source and complete the name and address of the
source of information in the “Additional information” box
before sending the forms to DDSB; or

¢ Send the applicants one original 470-4459 for each source of
information. The name and address of the source of
information must be completed in the “Additional
information” box before the form is sent to the DDSB.

You may complete the identifying information. The applicant or
the applicant’s personal representative signs the section to give
the authorization. Obtain the signature of two witnesses for an
applicant who cannot sign the form due to a physical or mental
disability.

Discuss the authorization and the explanation on page 3
regarding the use of this form and answer any questions raised
by the applicant. Explain the consequences of failure to sign
the form.

Explain that the applicant has the right to revoke the
authorization at any time by completing form 470-3949,
Request to End an Authorization. (See 1-C-Appendix.)
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Distribution Give the applicant a copy. Give a photocopy to the legal

representative, if any. Forward the forms to DDSB with the
Disability Transmittal, form 470-2472, and either form
470-2465, Disability Report for Adults, or form 470-3912,
Disability Report for Children.

Once a disability determination has been completed, DDSB
returns the authorizations to the requesting office to be filed in
the case record.

If there is any appeal filed with DHS due to the denial of
disability, send copies of all disability forms, including the
Authorization to Disclose Information to the Department of
Human Services, to the DHS Appeals Section, the applicant, and
the applicant’s representative, if any.

Data To initiate the forms complete the:

¢+ Applicant’s name,

¢ Social security number,

¢ Date of birth, and

¢ Parent’s or guardian’s name if applicable.

Ask the applicant or the applicant’s representative to sign and
date the forms. Check the box indicating the relationship to the
applicant of the person who signs the form.

NoTE: Only the applicant or the applicant’s legally authorized
representative can give consent to release or obtain mental
health and AIDS/HIV related information. Only the applicant
can give consent to release or obtain substance abuse
information.

“Mental health information” means oral, written, or recorded
information that indicates the identity of an individual receiving
professional services and which relates to the diagnosis, course,
or treatment of the individual’s mental or emotional condition.

“Substance abuse” means the use of chemical substance by
persons suffering from chemical dependency, persons who are
incapacitated by a chemical substance, substance abusers, or
chronic substance abusers.
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“AlIDS” means a medical diagnosis of acquired
immunodeficiency syndrome, based on the Center for Disease
Control’s “Revision of the CDC Surveillance Case Definition for
Acquired Immunodeficiency Syndrome.” “HIV” means a
medical diagnosis of human immunodeficiency virus infection
based on a positive HIV-related test.
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Authorization to Obtain or Release Health Care Information, Form 470-3951 or

470-3951(S)

Purpose Form 470-3951 or 470-3951(S) is a two-way release form used
to get the permission of the client or the client’s legally
authorized representative to share health information.

Source The English version of the form is printed in pads of 25 three-
part precarboned sets. Order supplies from lowa Prison
Industries at Anamosa. DHS staff may also complete this
version on line using the template on the DHS Intranet eForms
web page.

Print supplies of the Spanish version from the sample in the
manual.

Completion Complete a separate form for each source. The worker may
complete the identifying information and the description of the
information being obtained.

The client or the client’s personal representative signs the
section to give the authorization. Obtain the signature of two
witnesses for clients who are incapable of signing their name
due to a physical or mental disability.

Distribution Give the client a copy upon signature of the form. Give a
photocopy to the legal representative, if any.

Data To initiate the form:

+ Enter the client’s name, state or patient identification
number, social security number, date of birth, and parent’s
or guardian’s name, if applicable.

¢ In the first set of agency information, enter the name and
address of the provider from which information will be
requested. Enter the telephone number and fax number if
known.

¢ Enter information for DHS in the second set of agency
information, as DDS will be sending the form to the
provider. Use your office address and telephone number.
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In the INFORMATION RELEASED OR SHARED MAY INCLUDE section,
check the boxes as follows:

¢ For hospitals, mark: admission status, psychological
reports, discharge summary, social history, lab results,
treatment and aftercare plans, diagnosis/allergies, X-
ray/imaging reports, medication history, history and physical
exam, initial assessment, evaluation and recommendations,
and receiving phone calls.

¢ For physical doctors, mark: lab results, treatment and
aftercare plan, diagnosis/allergies, X-ray/imaging reports,
medication history, history and physical exam, initial
assessment, immunization record, evaluation and
recommendations, receiving phone calls, and consultation
reports.

¢ For psychiatrists, psychologists, mental health
centers, etc., mark: admission status, psychological
reports, discharge summary, social history, lab results,
treatment and aftercare plans, diagnosis/allergies, team
notes, medication history, initial assessment, evaluation and
recommendations, receiving phone calls, and consultation
reports.

¢ For schools, AEASs, child care centers, etc., mark:
psychological reports, social history, treatment and aftercare
plans, team notes, diagnosis/allergies, medication history,
initial assessments, immunization record, school records,
court documents, evaluation and recommendations,
receiving phone calls, consultation reports, and other (note
IEPs and teacher questionnaires).

NoTE: When in doubt, mark all boxes that you believe may
apply. If the client indicates that a specific test or study was
done, mark the “Other” box and list the specific study, test, or
procedure performed.

State the purpose for which the information will be used.

In the SPECIFIC AUTHORIZATION FOR RELEASE section, secure the
client’s or the client’s legal representative’s initials if mental
health, AIDS/HIV-related, or substance abuse is to be obtained
or released.
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NoTE: Only the client or the client’s legally authorized
representative can give consent to release or obtain mental
health and AIDS/HIV-related information. Only the client can
give consent to release or obtain substance abuse information.

“Mental health information” means oral, written, or recorded
information that indicates the identity of an individual receiving
professional services and which relates to the diagnosis, course,
or treatment of the individual’s mental or emotional condition.

“Substance abuse” means the use of chemical substances by
persons suffering from chemical dependency, persons who are
incapacitated by a chemical substance, substance abusers, or
chronic substance abusers.

“AlIDS” means a medical diagnosis of acquired
immunodeficiency syndrome, based on the Center for Disease
Control’s “Revision of the CDC Surveillance Case Definition for
Acquired Immunodeficiency Syndrome.” “HIV” means a
medical diagnosis of human immunodeficiency virus infection
based on a positive HIV-related test.

Discuss the authorization and explanation paragraph regarding
the use of this form and answer any questions raised. Explain
the consequences of failure to sign the form. Ensure that the
client understands the right to revoke the authorization at any
time by completing form 470-3949, Request to End an
Authorization. (See 1-C-Appendix.)

Facility workers enter the name of the facility’s privacy official
and the privacy official’s telephone number. IM workers enter
“Privacy Officer” under NAME and “1-800-803-6591" under
TELEPHONE NUMBER.

Ask the client or the client’s representative to sign and date the
form.

Enter an expiration date that is 12 months from the date the
client signs the form.

Check the box indicating the relationship of the person who
signs the form to the client.
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To use this form as the required documentation for the
disclosure of mental health information, enter on the back of
the form kept in the case record:

The date.

The name of recipient of information.
The information disclosed.

The name of the person who disclosed the information.

* & o o
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Bank or Credit Union Information
470-1631 or 470-1631(S)

- Bank or Credit Union Information, Form 470-1631 or 470-1631(S)

Purpose

Source

Completion

Distribution

Data

Form 470-1631 is designed to secure the client’s permission for
the Department to investigate information that can be provided
by a bank or credit union. The bank or credit union also uses
the form to furnish the requested information.

Complete the English or Spanish version of this form on line
using the template on the DHS Intranet eForms web page.

Complete this form when it is necessary to verify interest
income or resources.

The client (or the person authorized to obtain the information)
shall sign and date and enter their address on the form. The
bank or credit union completes the remainder of the form.

Send one copy to the bank or credit union with a cover letter
and a return envelope. Give a copy to the client.

You may upload the request to the electronic case file. When
the original is returned, it will be scanned and uploaded.

Complete the data items as follows:
Date: Enter the date the form is sent.
Case #: Enter client’'s ABC case number.
Worker #: Enter your worker number.
Due date: Enter the requested due date.

Signature: The client signs and dates the form and enters the
address.

Re: Enter the names of the persons whose income or resources
are being verified.
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Checking and savings accounts for the time period of:
Enter the period of time for which the information is being
requested.

Balance in account as of: Enter the date for which
information regarding the balance in the account is being
requested.

Time certificates, . . . for the time period of: Enter the date
for which information regarding time certificates and certificates
of deposits is being requested.

Questions: Enter the telephone number of the worker the
bank or credit union representative should contact with
questions.

The bank or credit union completes the remainder of the form.
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Billing Statement
470-0130

Billing Statement, Form 470-0130

Purpose

Source

Completion

Distribution

Data

The Billing Statement is sent to debtors who have received a
demand letter requesting repayment of a debt. It notifies
debtors of payments due and account balances. It also shows
account activity including all payments or adjustments applied
to an account.

Form 470-0130 is generated by the Overpayment Recovery
System.
This form is generated:

¢ Monthly to debtors with a cash agreement, reflecting all
payments received during the month.

¢ Quarterly to debtors on grant or benefit reduction.
¢ Periodically to debtors who have not completed a repayment

agreement.

The statements are printed on the last working day of each
month.

The form is mailed to the debtor.

Debtors making cash payments detach the top of the statement
and return it with the payment to the Department of Human
Services, Cashier’s Office, 1305 E. Walnut Street, Des Moines,
lowa 50319-0114.
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Cancellation of Premium Pavment, Form 470-2846

Purpose Form 470-2846 is used to provide adequate and timely notice to
the HIPP recipient that the Department will no longer pay the
recipient’s health insurance premium.

Source Form 470-2846 is system-generated by the HIPP Unit.

Completion The HIPP worker generates this form through entries on the
Cancellation Notice Request Screen whenever premium
payments are being terminated. Send the form at least ten
days before the date that premium payments will cease.

Distribution Separate copies are printed for:

¢ The policyholder
¢ The HIPP file

Data The form:

¢ Specifies the reason the request for payment is denied.

¢ Provides space for additional comments regarding the
denial.
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Care for Kids
470-0365

Care for Kids, Form 470-0365

Purpose

Source

Completion

Distribution

Data

The purpose of form 470-0365 is to offer EPSDT “Care for Kids”
services periodically to all Medicaid members who are eligible
for screening services.

Form 470-0365 is issued from Central Office.

Central Office issues this form after the date of acceptance in
the ABC system and periodically thereafter based on the
acceptance or rejection code in the ABC system, as follows:

+ If the family refuses screening, the notice is sent annually.

+ If the family accepts screening, it is sent based on the child’s
age and the periodicity schedule.

One copy is sent to each child in the case at the appropriate
times. The family keeps the form.

Provide assistance if the family requests it. Document in the
case file any response to the notice or action you take.
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Case Activity Report

Revised October 24, 2014 470-0042

Case Activity Report, Form 470-0042

Purpose

Source

Completion

Distribution

Form 470-0042, Case Activity Report, provides a mechanism for
nursing facilities, ICFs/ID, mental health institutes, PMICs, and
residential care facilities to report individual resident activities
occurring at the facility level that may affect eligibility.

The form is available on the lowa Medicaid Enterprise (IME)
web site at: http://dhs.iowa.gov/ime/providers/forms

Facility staff must complete the form when:
¢+ A resident applies for Medicaid.
¢ A Medicaid member enters the facility.

¢ Medicare coverage for a Medicaid member residing in the
facility starts or stops and the Medicaid rate is higher than
the Medicare rate.

¢ A Medicaid member dies or is discharged.

When a Medicaid applicant or member enters the facility, the
facility completes Sections 1, 2, and 3 and, if applicable, Section
4.

When a Medicaid applicant or member dies or is discharged, the
facility completes Sections 1, 2, and 5.

Facilities must submit the form to the appropriate Department
office within two business days of the action.

Nursing facilities (NF), hospice, community ICFs/ID, skilled
nursing facilities (SNF), and swingbeds shall mail, email or fax
the form to the address below and keep a copy.

Centralized Facility Eligibility

Unit Imaging Center 1

lowa Department of Human Services
417 E. Kanesville Blvd.

Council Bluffs, IA 51503-4470

Fax: 515-564-4040 email: facilities@dhs.state.ia.us
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