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OMB NO.: 0938-
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Towa

GROUPS COVERED AND AGENCIES RESPONSIBLE FOR ELIGIBILITY DETERMINATION

Agency¥ Citation(s} Groups Covered

The following groups are covered under this plan.

A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups

IV-A 42 CFR 435.110 1. Recipients of AFDC
The approved State AFDC plan includes:
/%7 Families with an unemployed parent.

/7 wMandatory 6-month period and an optional
extention of months.

/X7 Mo time limit.

N

Pregnant women with no other eligible children

|

R

AFDC children age 18 who are full-time student
in a secondary school or in the equivalent
level of vocational or technical training.

/R

The standards for AFDC payments are listed in
supplement 1 of ATTACHMENT 2.6-A.

IV-A 42 CFR 435.115 2. Deemed Recipients of AFDC

a. Individuals denied a title IV-A cash payment
solely because the amount would be less than $10.

x*pgency that determines eligibility for coverage.
TN No.MS-91-46 o
Supersedes Approval Date _ JAN 23 s Effective Dat

TN No. M5-91-5 HCFA ID: 7983E
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Agency™ Citation{s) Groups Covered

A. Mandatory Coverage - Categorically Needy and Other
Reguired Special Groups {(Continued})

2. Deemed Recipients of AFDC.

Iv-a 1902(a)(10)(A) b. Effective October 1, 1980, participants in
{i){I) of the Act a work supplementation program under title

IV-2 and any child or relative of such
individual (or other individual living in the sar
household as such individuals) who would be
eligible for AFDC if there were no work
supplementation program, in accordance with
section 482(e){6) of the Act.

A 402(a)(22)y(A) c. Individuals whose AFDC payments are
of the Act reduced to zero by reason of recovery
of overpayment of AFDC funds.

Medicaid 406(n) and d. An assistance unit deemed to be receiving
1802(a){10) AFDC for a period of four calendar months
(AY(1)Y(I) of because the family becomes ineligible for
the Act AFDC as a result of collection or increased

collection of support and meets the
requirements of section 406(h) of the Act.

Medicaid 1%02(a) of e. Individuals deemed to be receiving AFDC
the Act who meet the reqguirements of section
473{b}{1) or (2) for whom an adoption
. assistance agreement is in effect or foster
care maintenance payments are being made under
title IV-E of the Act.

*Agency that determines eligibility for coverage.
TN No.MS-91-46 JAR &5 e
Supersedes Approval Date Effective Date 0V
TH No. MS-90-25 HCFA ID: 7983E
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Agency? Citation(s) Groups Covered

A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups {Continued)

1Vv-& 407(b), 1802 3. Qualified Family Members
{(a)(10)(RA) (1)
and 1905(m) (1) Effective October 1, 1930, gqualified
of the Act family members who would be eligible to

receive AFDC under section 407 of the Act
because the principal wage earner is
unemployed.

.94 Qualified family members are not included
because cash assistance payments may be made
families with unemployed parents for 12 month
per calendar year.

Medicaid 1902(a) 4. Families terminated from AFDC solely because
{(52) and of earnings, hours of employment, or loss of
1925 of earned income disregards entitled up to twelve
the Act _months of extended penefits in accordance with
section 1925 of the Act. (This provision expires ¢

September 30, 19%88.)

thgency that determines eligibility for coverage., Ji .
TN NG . M8-91-46 [( /
gurercedes approval Date ”JQéLﬁ_ij;_, Effective Date ./ _jﬂ_fii_
N No. MS-87-31 Huvra 1D T383E
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Agency™® Citation(s} Groups Covered

A. Mandatory Coverage - Categorically Needy and Other
Reguired Special Groups (Continued)

Medicaid 5. Individuals who are ineligible for AFDC solely
42 CFR 435.113 because of eligibility reguirements that are
specifically prohibited under Medicaid. Included
are:

a. Families denied AFDC solely because of income anc
resources deemed to be available from--

(1) Stepparents who are not legally liable for
support of stepchildren under a State law ¢
general applicability;

{2) Grandparents;
{33 Legal guardians; and

(4) Individual alien sponsors {who are not
spouses of the individual or the
individual's parent):

b. Families denied AFDC solely because of the
involuntary inclusion of siblings who have income
and resources of their own in the filing unit.

c. Families denied AFDC because the family
transferred a resource without recelving adeqguate
compensation.

*agency that determines eligibility for coverage.
TN No.MS-91-146 Y oo e
Supersedes Approval Date JAW &« U= Rffective Date ufY & * ©

T™ No. MS-86-39 HCFA ID: 7983E
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State: Towa

Agency*® Citationtis}) Groups Covered

-« A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups (Continued)

Medicaid 6. Individuals who would be eligible for AFDC except fo:
42 CFR 435.114 the increase in OASDI benefits under Pub. L. 92-336
(July 1, 1972), who were entitled to OASDI in August
1972, and wvho were receiving cash assistance in
August 1972.

Includes persons who would have been eligible
for cash assistance but had not applied in
August 1972 (this group was included in this
State's August 1972 plan).

X Includes persons who would have been eligible
for cash assistance in August 1972 if not in a
medical institution or intermediate care
facility (this group was included in this
State's August 1872 plan).

Not applicable with respect to intermediate
care facilities; State did or does not cover
this service.

Medicaid 1902(a) 7. Qualified Pregnant Women and Children.
(10} (A) (1)
(Iti)and a. B pregnant woman whose pregnancy has been
1905(n} of medically verified vho--
the Act
(1) Would be eligible for an AFDC cash

payment if the child had been born and vas
living with her;

* Agency that determines eligibility for coverage.

T™H No. MS5-92-310 AUG 07 182 "
Supersedes Approval Date Effective Date HOY O 11891
TN No. _MB8-91-46 HCFA ID: 7983E

/2
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Lovs

COVERAGE. AND CONDITIONS OF ELIGIBILITY

Citation{s}) Groups Covered

A. Mandatory Coverage - Categorically Needy and Other
Reguired Special Groups (Continued}

7. a. (2) 1s a menber of a family that would be
: eligible for aid to famllles with dependent
children of unemployed parents if the State
had an AFDC-unemployed parents program; or

(3) Would be eligible for an AFDC cash payment
on the basis of the income and resource
requirements of the State's approved AFDC

plan.
-902(a)(10){A) b. Children born after September 30, 1983 who are
{(iY({IT1} and under age 19 and who would be eligible for an
1905(n) of the AFDC cash payment on the basls of the income
Act and resource reqgulrements of the State's

approved AFDC plan.

Children born zfter

{specify optional earlier date)

who are under age 19 and vho would be
eligible for an AFDC cash payment on the
basis of the income and resource
requirements of the State's approved
AFDC plan.

TN No. _MS-92-13

Supersedes Approval Date _JUL 21 %%  prrective Date pp 0% A
TN No. _MS-91-46




-smypatitute per letter da:ted Bhalbe
ATTACHMENT 2.2-A
Page 4a

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Iowa

Citation Condition or Requirement

A. Mandatory Coverage — Categorically Needy and Gther
Required Special Groups (Continued)

1902{2)(10)Y(AX(D(IV) 8. Pregnant women and infants under 1 year of age with
and 1902(1)(1)(A) and family incomes up to 133 percent of the federal poverty
(B) of the Act level who are described in section 1902(a)}{(10)(A)D(IV)

and 1902(D)(1 }(A) and (B) of the Act. The income level for
this group 1s specified in Supplement I to Attachment
2.6-A.

_X_The state uses a percentage greater than 133 but not
more than 185 percent of the Federal poverty level, as
established In its State plan, State legislation, or State
appropriations as of Decemnber 19, 1989,

1902(a)(10)(AXGVT) 9. Children:
j:f}d 1902(1)(1)(C) of the a. who have attained 1 year of age but have not attained 6
et years of age, with family incomes at or below 133
percent of the Federal poverty levels.
1902(2)(10)(AND(VI) . b. born after September 30, 19_83; who attained 6 years of
and 1902(H(1)(D) of the age but have not attatned 19 years of age, with family
Act incomes at or below 100 percent of the Federal poverty
levels.
X__Children born after July 1, 1979
{specifty earlier date) who have attained 6 years of
age but have not attained 19 yeass of age, with
family incomes at or below 100 percent of the
Federal poverty levels.
Income levels for these groups are specified in Supplement
Lo ATTACHMENT 2.6-A.
TN No. MS-98-10 _ .
Supersedes Approval Date SEF 2 1598 Brrective Date JU& 1 ngﬂ

TN No. MS-92-13
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{MB) ATTACHMENT 2.2-A
Page 5

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

Iova

COVERAGE AND CONDITIONS OF ELIGIBILITY

Citatlion{s)

Groups Covered

is02(a)(io)
(A){1)(V} and
1%05{(m) of the
Act

02(e) (5}
. the act

1902(e) (6}
of the Act

A. Mandatory Coverage - Categorically Needy and Other

Reguired Special Groups (Continued)

10.

11.

Individuals other than gualified pregnant vomen
and children under ltem A.7. above who are members
of a family that would be receiving AFDC undexr
section 407 of the Act if the State had not
exercised the option under sectlon 407(b){2}1(B)(1)
of the Act to limit the number of months for which
a family may receive AFDC,.

a. A voman who, while pregnant, was eligible for,
applied for, and receives Medicald under the
approved State plan on the day her pregnancy
ends. The voman continues to be eligible, as
though she vere pregnant, for all pregnancy-
related and postpartum medical assistance
under the plan for a $0-day period {(beginning
on the last day of her pregnancy) and for any
remaining days in the month in which the 60th
day falls.

b. & pregnant wvoman who would othervise lose
eligibility because of an Increase in income
(of the family in vhich she is a member)
during the pregnancy or the postpartum period
wvhich extends through the end of the moath in
vhich the 60-day period {beginning on the last
day of pregnancy) ends,

TN No. _MS-92-13

Supersedes

TH No. _MS-91-46

Approval Date JUL 2 1 1982 Effective Date _ IR’

oo 1337




Revision: HCFA-PM-92-1 (MB) ATTACHMENT 2.2-A
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

~ State: Jowa

COVERAGE AND CONDITIONS OF ELIGIBILITY

Citation(s) Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

1902(e)(4) 12. A child born to a woman who is eligible for and

of the Act receiving Medicaid on the date of the child’s birth.
The child is deemed eligible for one year from birth as
Jong as the child remains an lIowa resident.

42 CFR 13.  Aged, blind and disabled individuals receiving cash
435.120 assistance.

M a. Individuals receiving SSI.

This includes beneficiaries’ eligible spouses
and persons receiving SSI benefits pending a
final determination of blindness or disability or
pending disposal of excess resources under an
agreement with the Social Security
Administration; and beginning Janvary 1, 1981,
persons receiving SSI under section 1619(a) of
the Act or considered to be receiving SSI under
section 1619(b) of the Act.

M Aged
M Blind
¥ Disabled
TN No. MS-09-004 :
Supersedes Approval Date QP 1 1 200§  Effective Date £z 01 2009

TN No. MS-92-13
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Agency* - Citation(s) Groups Covered

A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups (Continued)

435.121 13. /7 b. Individuals who meet more restrictive
reguirements for Medicaid than the SSI
requirements. (This includes persons who

.- qualify for benefits under section 1619¢{a}
of the Act or who meet the requirements fo
a5 status under section 1619(b){1)} of the

1619(b) (1) Act and who met the State's more

of the Act restrictive requirements for Medicaid in t
month before the month they qualified for
g8 under section 1619(a) or met the
requirements under section 1619(b)(1) of t
Act. Medicaid eligibility for these
individuals continues as long as they
continue to meet the 1618(a) eligibility
standard or the requirements of section
1619{b) of the Act.)

Aged
Blind
Disabled

The more restrictive categorical eligibili
criteria are described below:

{Financial criteria are described in
ATTACHMENT 2.5-A).

*aAgency that determines eligibility for coverage.
TN Ho.MS$-81-~46 N 74 PR
Supersedes approval Date >~ 7~ Effective Date WOV ¥ °
TN No. MS-87-16 HCFA ID: 7983E
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State: Jowa

Agency*® Citation(s)

Groups Covered

A. Mandatory Coverage - Categorically Needy and Other

Required Special Groups {Continued)

s8I 1902(a)l0){A) 14, oualified severely impaired blind and disabled

(1)(I1I) and individuals under age 65, who--
1905{g) of
the Act a. For the month preceding the first month of

{1)

(2)

(3}

eligibility under the requirements of section
1905{qg){2) of the Act, received S8I, a State
supplemental payment under section 1616 of th
Act or under section 212 of P.L. 93-66 or
penefits under section 1613{a) of the Act and
were eligible for Medicald; or

For the month of June 1887, were considered %t
be receiving SSI under section 1618{b) of the
Act and were eligible for Medicaid. These
individuals must--

Continue to meet the criteria for blindnes
or have the disabling physical or mental
impairment under which the individual was
found to be disabled;:

Except for earnings, continue tc meet all
nondisability-related requirements for
eligibility for SSI benefits;

Have unearned income in amounts that would
not cause them to be ineligible for a
payment under section 1611{b) of the Act;

*Agency that determines eligibility for coverage.

TH No.MS-91-~46
Super sedes Approval Date

M . ‘lJ
wpd b

N S

Effective Date -

™™ No. MS-%0-31 HCFA 1ID: 7983E
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Agency* Citation{(s) Groups Covered
A Mandatory Coverage - Categorically Needy and Other

Required Special Groups (Continued}

(4) Be seriously inhibited by the lack of
Medicaid coverage in their ability to
continue to work or obtain employment; and

{9) Have earnings that are not sufficient to
provide for himself or herself a reasonabl
equivalent of the Medicaid, SSI {including
any Federally administered SSP), or public
funded attendant care services that would :
available if he or she did have such
earnings.

N
e

Mot applicable with respect to individuals
receiving only SSP because the State eithe:
does not make SSP payments or does not
provide Medicaid to SSP-only recipients.

*Agency that determines eligibility for coverage.
TH No.MS-21-46 . '
Supersedes Approval Date AN =
T™ No. MS-87-15 HCFA ID: 7983E

&S Y
Pnol iwet

A AGa . L
5 Vouc Effective Date".:
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OMB NO.: 0938~
Iowa

Agency® Citation(s)

Groups Covered

1619(b)(3) 17
of the act

Mandatory Coverage - Categorically Needy and Other
Required Special Groups (Continued)

The State applies more restrictive eligibility
requirements for Medicaid than under SSI and

under 42 CFR 435.121. 1Individuals who qualify for
benefits under section 1619{a) of the Act or
individuals described above who meet the eligibilitu
requirements for SSI benefits under section

1619{b) (1) of the Act and who met the State's more
restrictive requirements in the month before the
month they qualified for SSI under section 1619{a) «
met the requirements of section 1619(b}(1) of the A¢
are covered. Eligibility for these individuals
continues as long as they continue to qualify for
venefits under section 1619{a) of the Act or meet t}
sSI requirements under section 1619(b){(1) of the Act

*agency that determines eligibility for coverage.

TH No.MS-81-46

Supersedes Approval Date . S Effective Date-

TH No. None

HCFA ID: 7983E
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State: Towa
Agency¥® Citation(s) Groups Covered
A. Mandatory Coverage - Categorically Needy and Othery

Reguired Special Groups (Continued)

Medicaid 1634{c) of 15.
the Act

-
e

Z

Medicaid i6.
42 CFR 435%.122

Medicald SSI 17.
4?2 CFR 435.130

Except in States that apply more restrictive
eligibility requirements for Medicaid than under
51, plind or disabled individuals who--

a.

b.

Are at least 18 years of age;

Lose SSI eligibility because they become
entitled to OASDI child's benefits under
section 202(d) of the Act or an increase in
these benefits based on thelr disability.
Medicaid eligibility for these individuals
continues for as long as they would be eligibl
for SSI, absent their OASDI eligibility.

The State applies more restrictive elligibility
requirements than those under SSI, and part o
all of the amount of the OASDI benefit that
caused SSI/SSP ineligibility and subsegquent
increases are deducted when determining the
amount of countable income for categorically
needy eligibility.

The State applies more restrictive regquirement
than those under SSI, and none of the OASDI
benefit is deducted in determining the amount
of countable income for categorically needy
eligibility.

Except in States that apply more restrictive
eligibility requirements for Medicaild than under
ssI, individuals who are ineligible for SSI or
optional State supplements (if the agency provids
Medicaid under §435.230), because of requirement:
that do not apply under title XIX of the Act.

Individuals receiving mandatory State supplement:

*Agency that determines eligibility for coverage.

TN No.MS-91-46

Supersedes approval DateJ~®

MR 174 ) NOV 0 1 188
“ Effective Date i

TN No. Hone HCFA ID: 7983E
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Agency¥* Citation(s) Groups Covered

SSI 42 CFR 435.131

A. Mandatory Coverage - Categorically Needy and Other

Required Special Groups (Continued)

1

.

N

|

Individuals who in December 1973 were eligible £«
Medicaid as an essential spouse and who have
continued, as spouse, to live with and be
essential to the well-being of a recipient of cas
assistance. The recipient with whom the essenti:
spouse is living continues to meet the December
1973 eligibility requirements of the State's
approved plan for OAA, AB, APTD, or AABD and the
spouse continues to meet the December 1973
requirements for having his or her needs includec
in computing the cash payment.

In Decembeyr 1973, Medicald coverage of the
essential spouse was limited to the following
group(s):

X Aged )4 Blind X Disabled

Not applicable. In December 18732, the
essential spouse was not eligible for Medicaid

spgency that determines eligibility for coverage.

TN No.MS-91-46

Supersedes

TH No.

None

Approval Date . . oo Effective Date - ¢ i °
HCFA ID: T983E
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Iowa

COVERAGE AND CONDITIONS OF ELIGIBILITY

Citation(s) Groups Covered

A.  Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

1902(e)}4) 12. A child born to a woman who is eligible for and

of the Act receiving Medicaid on the date of the child’s birth.
The child is deemed eligible for one year from birth as
Jong as the child remains an lowa resident.

42 CFR 13.  Aged, blind and disabled individuals receiving cash
435.120 assistance.

M a. Individuals receiving SSI.

This includes beneficiaries’ eligible spouses
and persons receiving SSI benefits pending a
final determination of blindness or disability or
pending disposal of excess resources under an
agreement with the Social Security
Administration; and beginning January 1, 1981,
persons receiving SSI under section 1619(a) of
the Act or considered to be receiving SSI under
section 1619(b) of the Act.

M Aged

M Blind

M Disabled
TN No. MS-09-004 . |
Supersedes Approval Date &ED 1 1 70§  Effective Date AR 01 2004

TN No. MS-92-13
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State: Iowa
Agency¥® Citation{s}) Groups Covered

A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups {(Continued)

Medicaid 21. Individuals who would be SSI/SSP eligible except
42 CFR 435.134 for the increase in OASDI benefits under Pub. L.
22-336 (July 1, 1972), who were entitled to OASD
in August 1872, and who were receiving cash
assistance in August 1872.

"

/ Includes persons who would have been eligible
for cash assistance but had not applied in
August 1972 {this group was included in this
State's August 1972 plan).

|

.
>4
~—

Includes persons who would have been eligible
for cash assistance in August 1872 if not in :
medical institution or intermediate care
facility (this group was included in this
State's August 1972 plan).

N

Not applicable with respect to intermediate
care facilities: the State did or does not
cover this service.

*Agency that determines eligibility for coverage.
TN No.MS-91-46 L e
Supersedes Approval Date .. ~ - - - Eftective Date |
TH No. MS-87-15 HCFA ID: 7983E
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rgency® Citationis) Groups Covered

A. Mandatory Coverage - Categorically Needy and Other
Required Special Groups (Continued)

Medicaid 22. Individuals who --
42 CFR 435.135
& . Are receiving OASDI and were receiving SS8I/SS]
but became ineligible for SSI/SSP after April
1977; and
b. Wwould still be eligible for SSI or SSP if

cost-of-1living increases in OASDI paid under
section 215(i) of the Act received after the
last month for which the individual was
eligible for and received SSI/SSP and OASDI,
concurrently, were deducted from income.

-
T

Not applicable with respect to individuals
receiving only SSP because the State eithe:
does not make such payments or does not
provide Medicaid to SSP-only recipients.

Y Not applicable because the State applies
more restrictive eligibility requirements
than those under S8S8I.

/7 The State applies more restrictive
eligibility requirements than those under
S8I and the amount of increase that caused
SSI/SSP ineligibility and subsequent
increases are deducted when determining the
amount of countable income for categoricall
needy eligibility.

*Agency that determines eligibility for coverage.
TN NO.MS"'Q:‘L”&G A
- Supersedes approval Date _;u %% s Effective Date NV § 1 1551
TN Ho. MS-87-15 : HCFA ID: 7983E
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Agency® Citation(s) Groups Covered

A. Mandatory Coverage - Categorically Needy and Other
Regquired Special Groups (Continued)

Medicaid 1634 of 23. Disabled widows and widowers who would be
the Act eligible for SSI or SSP except for the increase

in their OQASDI benefits as a result of the
elimination of the reduction factor required by
section 134 of Pub. L. 98-21 and who are deemed,
for purposes of title XIX, to be SSI beneficiarie
or SSP beneficiaries for individuals who would be
eligible for SSP only, under section 1634(b) of
the Act.

N
.~

Not applicable with respect to individuals
receiving only SSP because the State either
does not make these payments or does not
provide Medicaid to SSP-only recipients.

N
e

The State applies more restrictive eligibility
standards than those under S$SI and considers
these individuals to have income equalling the
SST Federal benefit rate, or the SSP benefit
rate for individuals who would be eligible for
SSP only, when determining countable income f¢
Medicaid categorically needy eligibility.

*Agency that determines eligibility for coverage.
TH No.MS-91-46 , .
Supersedes Approval Date . . S Effective Date l" =

TN No. MS-86-39 HCPA ID: 7983E
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State: Towa

Agency#® citation(s) Groups Covered

4. Mandatory Coverage ~ Categorically Needy and Other
Reguired Special Groups (Continued)

Medicaid 1634{d} 24. Disabled widows, disabled widowers, and disabled un-
of the Act married divorced spouses who had been married to the

insured individual for a period of at least ten
years before the divorce became effective, who have
attained the age of 50, vho are receiving title II
payments, and vho because of the receipt of title II
income lost eligibility for SSI or SS8P which they
received in the month prior to the month ir which
they began to receive title Il payments, who would
be eligible for SSI or SSP if the amount of the
ritle I1 benefit vere not counted as income, and
vho are not entitled to Medicare Part A,

1:7 The State applies more restrictive eligibility
requirements for its blind or disabled than
those of the 551 program.

/. / In determining eligibility as categorically
needy, the State disregards the amount of the
title 11 benefits identified in §1634(d)(1)(A)
in determining the income of the individual, but
does not disregard any more of this income than
would reduce the individual's income to the 5SI
income standard.

N

In determining eligibility as categorically
needy, the State disregards only part of the
amount of the benefits identified in §1634(d}{D)
(&) in determining the income of the individual,
which amount wcould not reduce the individual's
income belov the SSI income standard. The amount
of these benefits to be disregarded is specified
in Supplement 4 tc Attachment 2.6-A.

Ny

In determining eligibility as categorically
needy the State chooses not to deduct any of the
benefit identified in §1634(d)(1){2) in
determining the income of the individual.

*hAgency that determines eligibilifty for coverage.

TH No. _MS-92-12
Supersedes Approval Date : Effective Date

TN No. _MS5-91-46
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State: Towa

Agency* Citations | Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

1902(a)(10)}E)(i) and 25, Qualified Medicare beneficiaries —-
1905(p) of the Act

a. Who are entitled to hospital insurance benefits
Medicaid under Medicare Part A (but not pursuant to an
entollment under section 1818A of the Act);

b, Whose income does not exceed 100 percent of the
Federal poverty level, and

¢.  Whose resources do not exceed three times the SSI
resource limit, adjusted annually by the increase in
the consumer price index.

1902(2)(10)(E){(ii), 26.  Qualified disabled and working individuals —
1905(s) and L L :
" 1905(p)(3HAXE) a.  Who are entitled to hospital insurance benefits
of the Act under Medicare Part A under section 1818A of the
Act);
Medicaid

b.  Whose income does not exceed 200 percent of the
Federal poverty level; and

c. - Whoss resources do not exceed twice the
maximum standard under SS1L.

d. Who are not otherwise eligible for medical
assistance under Title XIX of the Act.

(Medical assistance for this group is limited to Medicare
Part A premiums under section 1818A of the Act.)

* Agency that determines eligibility for coverage.

TN No. MS-10-002 L _
Supersedes Approval Date MAY 1 4 7010 Effective Date JAN O 1 2010

TN No. MS-93-10




Revision: HCFA-PM- (MB) . ATTACHMENT 2.2-A
Page b1

State: lowa _

Agency* Citations | Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

1902(a)(10KE)(iii) and 27.  Specified low-income Medicare beneficiaries ~
~ 1905(p)(3)AXGD
of the Act a.  Who are entitled to hospital insurance benefits
under Medicare Part A (but not pursuant o an
Medicaid enrollment under section 1818A of the Act);

b. Whose income is greater than 100 percent but less
than 120 percent of the Federal poverty level; and

¢.  Whose resources do not exceed three times the SSI
resource limit, adjusted annually by the increase in
the consumer price index.

(Medical assistance for this group is limited to Medicare
Part B premiums under section 1839 of the Act.)

28,  Qualifying individuals —

a.  Who are entitled to hospital insurance benefits
under Medicare Part A (but not pursuant to an
enrollment under section 1818A of the Act);

b. Whose income is at least 120 percent but does not
exceed 135 percent of the Federal poverty level;
and

¢.  Whose resources do not exceed three times the SSI
resource limit, adjusted annually by the increase in
the consumer price index.

(Medical assistance for this group is limited to Medicare
Part B premiums under section 1839 of the Act.)

*Agency that determines eligibility for coverage.

TN No. MS-10-002 ' ' | s
Supersedes Approval Date MAY 1 4 2041 Effective Date JAN 0 12010
TN No. MS-93-10




Revision: HCFA-PM-952  (MB) ATTACHMENT 2.2-A
Page 9b2 '

State, | ' Towa

Agency*. Citations Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Required Special Groups (Continued)

1634(e) of the Act | 29. a  Each person to whom SSI benefits by reason of
disability are not payable for any month solely by
Medicaid : reason of clause (i) or (v) of Section 1611{e)(3)(A)

shall be frealed, for purposes of title XIX, as
receiving SSI benefits for the month.

b. The State applies more restrictive eligibility
standards than those under SS1.

Individuals whose eligibility for SSI benefits are
based solely on disability who are not payable for
any months solely by reason of clause (i} or (v) of
Section 1611{e)(3)(A), and who continue fo meet
the more restrictive requirements for Medicaid
cligibility under the State plan, are eligible for
Medicaid as categorically needy.

* Agency that determines eligibility for coverage.

TN No. MS-10-002 p
Supersedes Approval Date MAY 1 4 7010 Briective Date JAN ¢ 1 7010
TN No. MS-95-24 , )




Revision: HCFA-PM-952  (MB) ATTACHMENT 2.2-A
| Page Ob3

State: Iowa

Agency® Citations - Groups Covered

A. Mandatory Coverage — Categorically Needy and Other
Reguired Special Groups (Continued)

Section 4913 of P.L. 30. Medical assistance shall be available to persons who
105-33 codified at were receiving SSI as of August 22, 1996, and who
1902(2)(10)(AY(B(ID would continue to be eligible for SSI but for Section
42 U.S8.C. 211(a) of the Personal Responsibility and Work
1396a{a)(10)(AYD)(ED Opportunity Reconciliation Act of 1996.

Medicaid

*Agency that determines eligibility for coverage.

TNNo. _MS-10-002 T AN 1
Supersedes Approval Date MAY 4 204 Effective Date 0 1201
TN No. MS-97-32 Vi




vision: HCFA-PM-91-4 {BPD) ATTACHMENT 2.2-A
August 15881 Page Sc
OMB No.: 0938~
State: . TIowa

Agency* Citation{s) Groups Covered

B. Optional Groups Other Than the Medically Needy

Medicaid /%/ 1. Individuals described below who meet the ,
42 CFR 435.210 income and resource requirements of AFDC, SSI, or ar
1902(a)Y (10} (A} optional State supplement as specified in 42
{ii) and 1%05{(a) CFR 435.230, but who 4o not recelive cash
of the Act assistance.

/X7 The plan covers all individuals as described
above.
/=7 The plan covers only the following
group or groups of individuals:
Aged
Blind
Disabled

i

Caretaker relatives
Pregnant women

Medicaid /X7 2. Individuals who would be eligible for AFDC, SSI
42 CFR 435.21 or an optional State supplement as specified in 42
CFR 435.230, if they were not in a medical
institution.

spgency that determines eligibility for coverage.
TN NO»MS‘91”46 o an NQV 0 1 15
Supersedes Approval Date JAN 23 1882 Effective Date
T No. Hone HCFA ID: 73S83E

ng
Ui




avision: HCFA-PM-391-10 (MB) ATTACHMENT 2.2-A

December 19891 rage 10
State: ITowa
Agency® Citation(s) Groups Covered
B. Optional Croups other Than the Medically Needy {Continued:!

47 CFR 435.212 [/ 3. The State deems as eligible those individuals who

s 1902(e){2) become otherwise ineligible for Medicaid while enrolled
of the Act, in an HMO gualified under title XIII of the Public

pP.L. 89-272 Health Service Act or while enrolled in an entity
(section $5i7) described in sections 1903(m)(2)(BY(1iiy, (E) orx (G) i
& P.L. 101-508 the Act, or a Competitive Medical Plan (CMP) with a (R
(section 4732) Medicare contract under section 1876 of the Rct, but who

who have been enrolled in the HMO or entity for 1€ss
t+han the minimpum enroliment period listed below. The
HMO or entity must have a risk contract as specified in
472 CFR 434.20{a). Coverage under this section is ’
limited to HMO services and family planning services
described in section 1505{a)(4){C).

¥ The State elects not to guarantee eligibility.

The State elects to guarantee eligibility. The

minimum enrollment period 1is months {(not to
exceed sixt. ‘

The State measures the minimum enroilment period

from:
,,a_; f 1:7'The date beginning the period of enrolliment in
T +he HMO or other entity, without any intervening

disenrollment regardless of Medicaid eligibility

/_/ The date beginning the period of enrollment in
the HMO as a Medicaid patient (including periods
when payment is made under this section) withou!
any intervening disenrollment.

P
[

1

/_/ The date beginning the last period of en:

in the HMO as a Medicaid patient (not inciuding
periods when payment 1s made under this section
without any intervening disenrollment or period
of enrollment as a privately paying patient, {
new minimum enrollment period begins each Lime
‘he individual becomés Medicaid gligible other

+han under this section.)

*pgency thaf delermines crligibility foy Coverado.

TN No.
Supersedes Approval Date Effective Date e 6l
TN No.

_M5-92-12 JUL 66 1992

M8-931-46
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G, Optigual Groups e Thun the lviedically Noegy

1932(n)(4) of the
Act

1903 (e} (2 (K,
1902¢a){52) of the
Act

Pl 11598

42 CEFR 438.56(g)

{Continyed)

The Medicaid Ageacy may dect to restrict the diseavollment of
Mediesid enrollees of MCOs, PIERs, PAHPs, and POCMy i
gecordance viath the repelations st 42 CFR 438.56. This
requirement agplics unless a recipient can demonsirate good
cauge for discorolling or if he/she moves out of the entity's
service area or becomes ineligible,

M Bisenyollment rights are vestricted for » period of
9 mmoonths {rot fo exceed 12 manths), and every ¢
{six) manths thereafter.

Durig the first three months of each enroflment peciod
the recipient ey diseareil without cause. The State
will provide notification, at least once per year, to
recipionts encolled with such organizution of thair vigh
to and restriciions of ferminating such enrollment,

I3 Norestrictions apon disencolbuent rights.

I the cave of individusls who huve beeouie bigligible for
Medicsid fer tie brief period deseribed iu gection
1903(m)(2){11) znd who were eavolled with an MCQ, FIHP,
PARP, or POCH wen dicy veesene inehigibie, the Medicatd
agency may clect te recnrol] dhose individuals m the same euticy
if that entity siill has a costraci.

B The agency elecs to reeuroli the above individusls
whe are eligible in 2 morth bet in the succeeding two
months became eligible, into the same catity in which
they were enrolfed &t dhe tuns chgbility wus fose.

L1 Tue upency elects iot to reenroll above individuai
into the sane cotity in which they were previously
enroiisd

= Apency that determined cligibility for coverage

T Nee WES-U3-14 bttt e

Sapersedes Approval Dale _

TH No. Noge

AUG 2 2 2003 JOL 5172003

Effcetive Bate



Division: HCFA-PM-91-4 (BPD) ATTACHMENT 2.2-A
- August 1991 Page 11
OMB NO.: 0938-

State: Towa

Agency* Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

[l The date beginning the last period of enrollment in the
HMO as a Medicaid patient (not including periods
when payment is made under this section), without any
intervening disenrollment or periods of enrollment as a
privately paying patient. (A new minimum enrollment
period begins each time the individual becomes
Medicaid eligible other than under this section).

Medicaid 1 4, A group or groups of individuals who would be
42 CFR eligible for Medicaid under the plan if they were ina
435.217 NF or an ICF/MR, who but for the provision of:

¥ Home and community-based services under a
waiver granted under 42 CFR Part 441, Subpart G
would require institutionalization, and who will
‘receive home and community-based services under
the waiver. The group or groups covered are listed
in the waiver request. This option is effective on
the effective date of the State’s section 1915(c)
waiver under which this group(s) is covered. In the
event an existing 1915(c) is amended to cover this
group(s), this option is effective on the effective
date of the amendment.

¥ PACE enrollment would require
institutionalization,

*Agency that determines eligibility for coverage.

TN No. MS-07-020 o
Supersedes _ Approval Date MAR 0 7 2008 Effective Date JUL O 1 2808

TN No. MS-91-46




vision: HCFA-PM-81-4 {BPD} ATTACHMENT 2.2-A
August 1981 ' Page lla
OMB WO.: 0938~
State: JTowa

Agency* Citationi{s} Groups Covered

B. Optional Groups Other Than the Medically Needy
{Continued)

1902{a){10) L1 5. Individuals who would be eligible for

{(A) (1) (VII) Medicaid under the plan if they were in a

of the Act medical institution, who are terminally
il11, and who receive hospice care in
accordance with a voluntary election described in
section 1905(o) of the Act.

/7 The State covers all individuals as
described above.

i The State covers only the following group o
groups of individuals:

Aged

Blind

Disabled

Tndividuals under the age of--
21

[RESSE—

20

JESCES———

19
18
Caretaker relatives

Pregnant women

it \1 # B
S LA
“.:.j/
e e
LAY T
: i

i

) *Agency that determines eligibility for coverage.

TN No.MS-91-46 T o
Supersedes Approval Date =~ 7 s Effective Date "
TH No. MS-86-39 HCPRA ID: 7983E

s
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vigion: HCFA-PM-91-
1951

State:

7

(BPD) ' ATTACHMENT 7.2-3

Page 12
OMB NO.: 0938-
Tova

Agency?* Citation(s)

Groups Covered

B. Optional Groups Other Than the Medically Needy (Continued)

42 CFR 435.220 / / &.

-

L]
1902(a) (10} (3) [/

(ii} and 1905(a)
of the Act

Medicaid 1.

42 CFR 435.222
1902(a)(10)
(A} {1i) and
1905(a) (i) of
the Act

Individuals who weuld be eligible for AFDC iIf their
work-related child care costs were paid from earnings
rather than by a State agency as a service expenditure.

The State's AFDC plan deducts wvork-related child care costs
from income to determine the ameount of AFDC.

The State covers all individuals as described above.

The State covers only the following group or groups of
individuals:

Individuals under the age of--
21

20

19

18

Caretaker relatives

Pregnant women

/X a. 311 individuals vho are not described in section
1902(a)(10)}(A)(i} of the Act, vho meet the income
and resource requirements of the AFDC State Plan,

and who are under the age of 21 or as indicated
below.

29
19
18

% Aqency that determines eligibility for coveraqe.

TH Ho. _MS8-92-10

Supersedes Approval Date

TN No. _M5-91-46
yLis

AUG 07 19 Effective Date ROV ® 1 1891
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sision: HCFA-PM-91-4 {BPD) ATTACHMENT 2.2-A

August 1991 Page 13
OMB NO.: 08538-
State: Iowa
Agency® Citation{s) Groups Covered

B. Optional Groups Other Than the Medically Needy
{Continued)

42 CFR 435.222 /7 b. Reasonable classifications of individual
described in {(a) above, as follows:

(1) Individuals for whom public
agencies are assuming full or
partial financial responsiblility
and who are:

{a) In foster homes {and are under
the age of __ ).

{b) in private institutions {and ar
under the age of ).

{c) In addition to the group under
p.{1)}{a) and (b)), individuals
placed in foster homes or
private institutions by private
nonprofit agencies (and are
under the age of 1.

(2) Individuals in adoptions subsidize
in full or part by a public agency
{who are under the age of ).

(3) Tndividuals in NFs (who are under
the age of Y. NF services
are provided under this plan.

{4} In addition to the group under
{b)}{3), individuals in ICFs/MR {wh
are under the age of ).

*Agency that determines eligibility for coverage.
TN No. MS-21-46 o
Supersedes Approval Date L B Effective Date

TH No. MS-86-3%9 HCFA ID: 7983E




Revision: HCFA-PM-91-4 (BPD}) ATTACHMENT 2.2-A
August 1991 Page 132

OMB ND.: 0938

State; lows

Agency* Citationis) Groups Covered

B. QOptional Groups Other Than the Medically Needy
{Continued) '

(5] Individuals receiving active
treatment as inpatlents in
psychiatric facilities or programs
{who are under the age of __}.
Inpatient psychlatric services for
Individuals under age 21 are
provided under this plan.

X__{6) Other defined groups {and ages), as
specified in Supplement 1 of
ATTACHMENT 2.2-A,

* Asency that determines eligibility for coverage,

TN No. JA-13-021
Supersedes Approval Date Febmary 5, 2014 Effective Date December 1, 2103

Prretidilesiobmntierio e Meeiond

TN No. MS-91-46 HCFA 1D: 7983E
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Division: HCFA-PM-91-4
August 1991

(BPD) ' ATTACHMENT 2.2-A

Page 14
OMB NO.: 0938-

State: Towa
Agency* Citation(s) Groups Covered
B. Optional Groups Other Than the Medically Needy
(Continued)
Medicaid 8. A child for whom there is in effect a State adoption
1902(a)10) assistance agreement (other than under Title IV-E of
{(A)A)(VII) the Act), who, as determined by the State adoption
of the Act agency, cannot be placed for adoption without medical

assistance because the child has special needs for
medical or rehabilitative care and who before
execution of the agreement--

a. Was eligible for Medicaid under the State’s
approved Medicaid plan; or

b, Would have been eligible for Medicaid if the
standards and methodologies of the Title IV-E
foster care program were applied rather than the
AFDC standards and methodologies.

The State covers individuals under the age of--
M 21 O 19
00 20 ] 18

In addition to a child identified above, the State also

" covers a child under the age of 21 who resides in Iowa

and for whom there is a state adoption assistance
agreement (other than under Title IV-E of the Social
Security Act) in effect with another state, if--

a.  The state with the adoption assistance agreement
is a member of the Interstate Compact on
Adoption and Medical Assistance (ICAMA);

* Agency that determines eligibility for coverage.

TN No. MS-07-003

Nov 2 7 0 1 207

Supersedes Approval Date Effective Date  {ura

TN No. MS-91-46




Division: HCFA-PM-91-4 (BPD) ATTACHMENT 2.2-A
August 1991 Page 14a
OMB NO.: (938~

State: Jowa

Agency* Citation{s) Groups Covered

B. Optional Groups Other Than the Medically Needy
(Continued)

b.  The state with the adoption assistance agreement
provides medical assistahce benefits pursuant to a
program funded under Title XIX of the Social
Security Act, under the optional group section
1902¢a)(10) (A)YGIXVII) of the Act. to children
(at least until age 18) residing in that state for
whom there is a state adoption assistance
agreement (other than under Title IV-E of the
Social Security Act) in effect with the State of
fowa;

c. Benefits funded under Title IV-E of the Social
Security Act are not being paid for the child by
any state; and

d.  The child is living with their adoptive parent(s)
(subject to the temporary absence policies
applied to children receiving medical assistance
based on eligibility related to eligibility for
benefits under Title IV-A).

*Agency that determines eligibility for coverage.

TN No. MS-07-003 -
Supersedes Approval Date  NOV 2 7 2007  Effective Date M 01 2007

TN No. None




Revision: HCFA-PM-91-4 [BPD) ATTACHMENT 2.2-3A

August 1991 Page 15
OMB NO.: (838~
State: Towa
Agency® Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy

{Continued)
Medicaid SSI /X7 10.  States using SSI criteria with agreements und:
42 CFR 435,230 sections 1616 and 1634 of the Act.

The following groups of individuals who receis
only a State supplementary payment {but no 388
payment} under an approved optional State
supplementary payment program that meets the
following conditiocns. The supplement ig--

a. Based on need and paid in cash on a regula:
basis.
b. Equal to the difference between the

individual's countable income and the incon
standard used to determine eligibility for
the supplement.

o Available to all individuals in the State.
a. Pald to one or more of the classifications
of individuals listed below, who would be
eligible for SS8I except for the level of
thelr income.

(1) All aged individuals.

X {2) 211 blind individuals.

{3) All disabled individuals.

*Agency that determines eligibility for coverage.
TN No. MS-91-46 -
Supersedes Approval Date /1€ Effective Date
TN No. MS-86-39 HCFA 1ID: 78B3E




svision: HCFA-PM-81-4 {BPD) ATTACHMENT 2.2-A
August 1991 Page 16
OMB NO.: 0838~
State: Iowa

Agency?® Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy
{Continued)

X {4) Aged individuals in domiciliary
facilities or other group living
arrangements as defined under SSI.

42 CFR 435.230 X (5) Blind individuals in domiciliary
facilities or other group living
arrangements as defined under SSI.

X {6) Disabled individuals in domiciliary
facilities or other group living
arrangements as defined under SSI.

X {7 Individuals receiving a Federally
administered optional State suppleme
that meets the conditions specified
42 CFR 435.230.

X {8) Individuals receliving a State
administered optional State suppleme
that meets the conditions specxfled
42 CFR 435.230.

{9) Individuals in additional
classifications approved by the
Secretary as follows:

*pgency that determines ellglblllty for coverage.
TN No. MS-81-46 Ll NOV 6 1 193
Supersedes Approval Date Effective Date

TN No. MS-86-3%9 HCF¥A ID: 7983E
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vision: HCFA-PM-381-4 {BPD) ATTACHMENT 2.2~A

August 1991 Page 16a
OMB RNO.: 0838~
State: iowa
Agency*® Citation{s} Groups Covered

B. Optional Groups Other Than the Medically Needy
{Continued)

The supplement varies in income standard by politic
subdivisions according to cost-of-living difference

Yes.

h: No.

The standards for optional State supplementary
payments are listed in Supplement 6 of ATTACHMENT
2.6-A.

*Agency that determines eligibility for coverage.
TN No., M5-91-46 « 1982 L
Supersedes Approval Date _ JpN %9 Effective Date A
TH Ho. Hone HCFA ID: 7983E




avision: HCFA-PM~91-
1891

State:

@

(BPD) ATTACHMENT 2.2-~A

Page 17
OMB MNO.: 0938~

Iova

Agency*® Citation(s)

Groups Covered

-

42 CPR 435.230
435,121
1902{(a)(10)
(MY {ii)(XI)

of the Act

B. Optional Groups Other Than the Medically Needy

{Continued)

/ /7 11.

R

Section 1%902(f) States and SSI criteria States
without agreements under section 1616 or 1634

of the Act,

The following groups of indivlduals who recelv
a State supplementary payment under an approve:
optional State supplementary payment program
that meets the following conditions. The
supplement is--

a. Based on need and paid in cash on a reqular
basis.

b. Equal to the difference between the
individual's countable income and the incom
standard used to determine eligibility for
the supplement. :

c. Availlable to all individuals in each
classification and available on a Statewide
basis.

d. Paid to one or more of the classifications
of individuals listed belov:

(1} 211 aged individuals.
(2) All blind individuals.

{3) All disabled individuals.

*Agency that determines eligibility for coverage,

TN No. _MS8-3%2-10
Supersedes
TN No. _MS5-91-46

f<

Approval Date

AuB 07 1992 Effective Date _NOV O 1 18

HCFA ID: 7983E
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vision: HCFA-PM-91-4 {BPD) ATTACHMENT 2.2-A

Bugust 1991 Page 18
OMB NO.,: 0938~
State: Iowa
Agency?® Citation(s) Groups Covered

B. Optional Groups Other Than the Medically Needy
{Continued)

(4) aged individuals in domiciliary
facilities or other group living
arrangements as defined under SSI.

{5} Blind individuals in domiciliary
facilities or other group living
arrangements as defined under SSI.

{6) Disabled individuals in domiciliary
facilities or other group living
arrangements as defined under SSI.

{7) Individuals receiving federally
administered optional State supplemer
that meets the conditions specified i
42 CFR 435.230.

{8) Individuals receiving a State
administered optional State supplemer
that meets the conditions specified 3
42 CFR 435.230.

{9} Iindividuals in additional
classifications approved by the
Secretary as follows:

*Agency that determines eligibility for coverage.
TR No. MS-91-46 a2 n 1R
Supersedes Approval Date AR Effective Date
TR No. MS-88-23 HCFA ID: T7983E
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Revision: HCFA-PM-91-4
August 1991

State:

(BPD) ATTACHMENT 2.2-A
Page 1Ba

OMB NO.: D938~
Jowa

Agency* Citation(s)

Groups Covered

Optional Groups Other Than the Medically Needy

{Continued)

The supplement varies in income standard by
political subdivisions according to
cost-of-living differences.

Yes

No

The standards for optional State supplementar:
payments are listed in Supplement 6 of
ATTACHMENT 2.6-A.

*Rgency that determines eligibility for coverage.

.4 No. MS-91-46

Supersedes Approval Date

TN Wo. Hone

(AN 2 3 1082 . NOV 6 1 s
e Pifective Date

HCFA 1ID: 7983E
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Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.2-A

August 1991 Page 19
OMB No.: 0938-

State: Towa

Agency* Citation(s} Groups Covered

B. Optional Groups Other Than the Medically Needy

{Continued)
Médicaid X/ 1z, Individuals who are in iInstitutions for at
42 CFR 435.231 least 30 consecutive days and wvho are
1962 {a)(10) eligible under a special income level.
(RY(Ii)(V) Eligibility begins on the first day of
of the Act the 30-day period. These individuals

meet the income standards specified in
Supplement 1 to ATTACHMENT 2.6-A.

/. / The State covers all individuvals as described
above.

/X/  The State covers only the following group or
groups of individuals:

1902(a} (10){A) X Aqged
{ii) and 1905(a) X __ Blind
of the Act X Disabled
X Individuals under the age of--
X 21
20
13
.18
___ Laretaker relatives
Pregnant women

¥ Agency that defermines eligibility for coverage.

TH NC. MS-93-13 A
Supercedes Approval Date L1 a8 1993 Effective Date )

o
e

g 1 1893

TN NO. M5-91-46



vision: HCFA-PM-9%1-

State:

1891

- L]

<

{BPD) ATTACHMENT 2.2-2

Page 20
OMB NO.: 0938~

Iowa

Agency® Citatlon(s)

. Groups Covered

1902(e) (3)
of the Act

1902(a)(190)
(A {11 (1)
and 1902{(1)
of the Act

B. Opticnal Groups Other Than the Medically Needy
{Continued)

LS

N

13.

14.

Certain disabled chlldren age 18 or under

who are living at home, who would be eligible

for Medicaid under the plan if they vere in a
medical institution, and for whom the State ha
made a determination as required under section
1902{e)(3){B) of the Act.

Supplement 3 to ATTACHMENT 2.2-A describes the
method that is used to determine the cost
effectiveness of caring for this group of
disabled children at home.

The folloving individuals who are not
mandatory categorically needy vhose income
does not exceed the income level {established
at an amount above the mandatory level and

not more than 185 percent of the Federal
poverty income level) specified in Supplement
to ATTACHMENT 2.6-B for a family of the same
size, including the woman and unborn child or
infant and vho meet the resource standards
specified in Supplement 2 to ATTACHMENT 2.6-A:

Women during pregnancy (and during the
60-day pericd beginning on the last day of
pregnancy}; and

Infants under one year of age.

TN No., _MS8-92-19Q

Supersedes

TN No. _MS-91-46

Approval Date

£

AUG 07 1982 1
Effective Date NOV 0 1199




ayision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.2-A
August 1991 page 21

OMB NO.: D93B-
State: Towa

Agency® Citation{s) Groups Covered

B. Optional Groups Other Than the Medically Needy

{Continued)
1802(a) L7 15. The following individuals who are not
{10} (&) mandatory categorically needy, who have income
(11 (1IX) that does not exceed the income level
andg 1902(1)(1) {established at an amount up to 100 percent
(D). of the Act of the Federal poverty level) specified in

Supplement 1 of ATTACHMENT 2.6-A for a family
of the same size.

Children who are born after September 30, 1983
and who have attained 6 years of age but have
not attained-- '

7 years of age; or

8 years of age.

NN

Rffective July 1, 1991, this group became mandatory and is
reflected in this plan as such on Attachment 2.2-A, page 4a,
item 9.

*Agency that determines eligibility for coverage.
TN No. MS-91-46 e e
Supersedes Approval Date JAn et P Rffective Date

TN No. MS-90-43 HCFA ID: 7983E



-

~~vision: HCFA-PM-81-4
August 1991

State:

(BPD) ATTACHMENT 2.2-A
Page 22
OMB NO. : 0938~
Iowa

Agency® Citation(s)

Groups Covered

1902{a)
{11} (X)
and 1902{m)
(1) and (3)
of the Act

L7

B. Optional Groups Other Than the Medically Heedy

{Continued)
16. Individuals-~
a. Who are 65 years of age or older or

are disabled, as determined under
section 1614(a)(3) of the Act.

Both aged and disabled individuals are covered

under this eligibility group.

. Whose income does not exceed the income level
{established at an amount up to 100 percent of
the Pederal income poverty level) specified ir
Supplement 1 to ATTACHMENT 2.6-A for a family

of the same size; and

c. Whose resources do not exceed the maximum

amount allowed under 5S5I; under the State's
more restrictive financial criteria; or under

the State's medically needy program as
specified in ATTACHMENT 2.6-A.

*Agency that determines eligibility for coverage.

TN No. MS-91-46

Supersedes

TH Ho. None

PRt a e a l:l.:,:
approval Date  Jhit 2558 prrective Date N0V 83

HCFA ID: 7983E



tevision: HCFA-PM-92-1 (MB) ATTACHMENT 2.2-2
February 1982 Page 23

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Iowa

COVERAGE AND CONDITIONS OF ELIGIBILITY

Citation{(s} Groups Covered

B. Optional CGroups Other Than the Medically Needy

(Continued)
1%02(a){47) [f? 17. Pregnant women who are determined by a "qualified
and 1920 of provider® (as defined in $1920(b)(2) of the act)
the Act based on preliminary information, to meet the

highest applicable income criteria specifled in
this plan under ATTACHMENT 2.6-3 and are therefor
determined to be presumptively eligible during a
presumptive eligibility period in accordance with
§1920 of the Act.

TN No. _M§-92-13
Supersedes Approval Date JUL 211392
TN No. _MS5-91-46

Effective Date AP 1 Gad




ATTACHMENT 2.2-A
Page 23a

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State Towa

Citations Groups Covered

B.  Optional Groups Other Than the Medically Needy (Continued)

1906 of the Act 18, Individuals reguired to emroll in cost-effective employer-
based group health plans remain eligible for a minimum
errolfment period of 1 month.

1902:{a) (10} (F) and 19, Individuals entitled to elect COBRA continuation

1902 {uy (1) of the Act coverage and whose incomne as determined under Section
1612 of the Act for purposes of the S5 program, is no
more than 100 percent of the federal poverty level,
whose resourees are no more than twice the S81 resource
fingit for an individua), and for whom the state deter-
mines that the cost of COBRA premiums is likely to be
legs than the Medicaid expenditures for an equivalent set
of services, See Supplement 11 to Attachment 2.6-A.

1902 (a) (10) (A (i n fot X .
(XTI} of the Act 20, Individuals who:
¢ Areunder age 65;

¢ Would be considered disabled disregarding
substaniial gainful activity;

#  Have countable family incomme that is tess than 250
percent of the federal poverty level for the family
si%e!

¢ Have earmed income fom employment or solf-
employment (or were receiving assistance under this
coverage group but either becante unable to work
due to a change in medical condition or lost
employment within the last six months and intend to
retam 10 work);

¢ Would be eligible for S8 with the ineome and
resource disregards provided in Supplement 8a to
Attachment 2.6-A, page 1, and Supplement 8b to
Attachment 2.6-A, page 3 (and disregarding
substantial gainful activity in determining disability),
and

¢ Pay any premium assessed based on income pursoant
to Attachment 2.6-A, page 12b.

TNNo.  _MS08.008
Supersedes Approvat Date  AUG 2 7 2008 Eftective Date JUN 0 1 2008
TN No. MB-06-0D4




Re\;ised Spbmission 10.21.135

ATTACHMENT 2.2-A
Page 23b

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Towa

Citations Groups Covered

B. Optional Groups Other Than the Medically Needy (Continued)

1920(2)(10)(A) X 21. Individuals who:

(i)(XVIL) of the Act 4 Have been screened for breast or cervical cancer

under the Centers for Disease Control and Prevention
Breast and Cervical Cancer Early Detection Program
established under title XV of the Public Health
Service Act in accordance with the requirements of
section 1504 of that Act and need treatment for
breast or cervical cancer, including a pre-cancerous
condition of the breast or cervix;

¢ Are not otherwise covered under creditable coverage,
as defined in section 2701(c) of the Public Health
Service Act;

¢ Are not eligible for Medicaid under any mandatory
categorically needy eligibility group; and

¢ Have not attained age 65.

1920B of the Act X 22, Individuals who are determined by a “qualified entity”
(as defined in 1920B(b) based on preliminary
information, to be a person described in 1902(aa) of the
Act related to cerfain breast and cervical cancer patients.

The presumptive period begins on the day that the
determination is made. The period ends on the date that
the state makes a determination with respect to the
person’s eligibility for Medicaid. If the person does not
apply for Medicaid (or a Medicaid application was not
made on her behalf) by the last day of the month
following the month in which the determination of
presumptive eligibility was made, the presumptive
period ends on that day.

TN No. 1A-13-012 0CT 272 2013 JEH 1201

Effective Date

Supersedes Approval Date
TN No. MS-01-18




ATTACHMENT 2.2-A
Page 23¢

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Towa

Citations Groups Covered

B. Optional Groups Other Than the Medically Needy (Continued)

1}9(2}21{(&) élg) Sﬁ‘) (i) 23.  Individuals under twenty-one years of age who were in

(1 005 ) fO ht Z ct, g foster care under the responsibility of the state of Iowa

1602 oft 2e ct an on the individuals’ eighteenth birthday, and whose

® @ countable income is less than two hundred percent of

federal poverty level.
Medicaid coverage may be provided for these
individuals regardless of their resources.
More liberal income methodologies are used in
determining countable income as specified on
Supplement 8a to Attachment 2.6-A.

TN No. MS-08-008 |

Supersedes Approval Date  AUG 2 7 2008 Effective Date JUN 0 1 2008

TNNo.  None




ATTACHMENT 2.2-A
Page 23d

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Iowa

Citations Groups Covered

B. Optional Groups Other Than the Medically Needy (Continued)

1902(e)(12) of the Act  _X_ 24, Continuous Eligibility for Children. A child under age
19 (not to exceed age 19) who has been determined
eligible under § 1902(a)(10)(A) of the Act 15 deemed to
be eligible for a total of 12 months (not to exceed 12
months) regardless of changes in circumstances, other
than moving out of the State or attainment of the
maximum age stated above, until the earlier of:

a. The end of a period (not to exceed 12 months) of
continuous eligibility; or

b. The time that the individual exceeds that age.

TN No. MS-08-026 :
Supersedes Approval Date 0CT 3 1 2008 Effective Date JUL 01 2008

TN No. None




ATTACHMENT 2.2-A
Page 23e

STATE PLAN UNDER TITLE XTX OF THE SOCIAL SECURITY ACT

Siate: Towa

Citations Groups Covered

B. Optional Groups Other Than the Medically Needy (Continued)

1902(a)(10)(H)CKIX) X 25, Family Opportunity Act -

of the Act : " Children who have not attained 19 years of age, who
would be considered disabled under Section
1614(2)(3)(C) of the Act, and whose family income
meets the standard described on Page 12¢ of Attachment

2.6-A.

_X_ Beginning with the effective date of its plan
amendment, the State covers all children eligible
* under this group,

TN No. MS-09-003 o '
o JUN 2. 2009 Effective Date  JAN 0 1 2009

Supersedes Approval Date
TN No. None




Revision:

ATTACHMENT 2.2-A
Page 23f

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

fowa

Citations

Groups Covered

(1902(a)(47) and 1920A

of the Act, 42 CFR
435.1100-1102)

B. Optional Coverage Other Than the Medically Needy

(Continued)

Presumptive Eligibility for Children.

Children under age 19 who are determined by a
“qualified entity” (as defined in §1920A(b)(3)(A) of the
Act) based on preliminary information, to meet the
highest applicable income criteria specified in this plan
under ATTACHMENT 2.6-A and are therefore
determined to be presumptively eligible during a
presumptive eligibility period in accordance with
§1920A of the Act, limited to no more than one period
per year.

The presumptive period begins on the day that the
determination is made. If an application for Medicaid is
filed on the child’s behalf by the last day of the month
following the month in which the determination of
presumptive eligibility was made, the presumptive
period ends on the day that the State agency makes a
determination of eligibility based on that application. If
an application is not filed on the child’s behalf by the
last day of the month following the month the
determination of presumptive eligibility was made, the
presumptive period ends on that last day.

The following types of “qualified entities” are used to
determine presumptive eligibility:

lowa Medicaid providers

The State requires that a written application be
completed and signed by the child’s parent or other
representative.

M Yes [ No

The written application requests the following
identifying information: Name, birth date, social
security number, race or ethnicity (optional), citizenship
or alien status, and family income.

TNNo.  _MS-09-014 — TR
Supersedes Approval Date . 4ww L ' 901  EffectiveDate ~ "~ &
TN No. None




2vision: HCFA-PM-%1-
1991

State:

L

{BPD) ATTACHMENT 2,2~A
Page 24
OMB NO.: 0838~
Tovwa

Agency¥® Citation(s)

Groups Covered

- 2

Medicaid
42 CFR 435.301

1902{e) of the
Act

1902(a) (10}
(CY{ii){(1}
of the Act

Optional Coverage of the Medically Needy

This plan includes the medically needy.

LS

No.

V.94

Yes. This plan covers:

pregnant women who, except for income and/or
resources, would be eligible as categorically neegdy
under title XIX of the Act.

Women who, while pregnant, were eligible

for and have applied for Medicaid and

receive Medicaid as medically needy under

the approved State plan on the date the pregnancy
ends. These women continue to be eligible, as thoug
they were pregnant, for all pregnancy-related and
postpartum services under the plan for a 60-day
period, beginning with the date the pregnancy ends,
and any remaining days in the month in which the 60t
day falls.

Iindividuals under age 18 who, but for
income and/or resources, wvould be eligible
under section 1902(a)(10}(A){1} of the Act.

*Agency that determines eligibility for coverage,.

TN No. _MS-92-10

Supersedes Approval Date AUG 0 7 1992 Effective Date

TN No., _MS-91-46

NOoV 0 1 1831

HCFA ID: 7983E



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.2-A
August 1991 Page 25
: OMB NO.: 0938-

State: Iowa

Agency® Citation(s) F Groups Covered

C. Optional Coverage of Medically Needy (Continued)

Medicaid 4,

Medicaid 42 CFR 5. ¥ a. Financially eligible individuals who are not
435.308 deseribed in section C. 3. above and who are
under the age of:

21
20
19

18 or under age 19 who are full-time
students in a secondary school or in the
equivalent level of vocational or technical
fraining

COoOd

[1 b. Reasonable classifications of financially
eligible individuals under the ages of 21, 20,
19, or 18 as specified below:

3 (1) Individuals for whom public agencies
are assuming full or partial financial
responsibility and who are:

[0 (a) In foster homes (and are under

theageof ).
[0 (b) In private institutions (and are
under the age of ).
* Agency that determines eligibility for coverage.
TN No. MS-09-004 T
Supersedes Approval Date SE? 112008 Effective Date A52 0 1 2009

TN No. MS-91-46




-

'ision: HCFA-PM-91-4
August 1891

State:

(BPD)

Jowa

ATTACHMENT 2.2-2
Page 25a
OMB NO.: 0938-

Agency* Citationi(s)

Groups Covered

C. Optional Coverage of Medically Heedy (Continued)

J——

{2)

(3}

(4)

{5)

(&)

{c)

In addition to the group under
b.(1)(a) and {b), individuals placed
in foster homes or private
institutions by private, nonprofit
agencies {and are under the age of _
).
Individuals in adoptions subsidized in
full or part by a public agency (who ars
under the age of ).

Individuals in NFs {(who are under the at
of Y. NF services are provided
under this plan.

In addition to the group under {(b}{3},
individuals in ICFs/MR {who are under ti
age of e

Individuals receiving active treatment .
inpatients in psychiatric facilities or
programs {who are under the age of

). 1Inpatient psychiatric services
For individuals under age 21 are provid
under this plan.

Other defined groups (and ages), as
specified in Supplement 1 of
ATTACHMENT 2.2-A.

*pgency that determines eligibility for coverage.

TN No. MS-91-46

Supersedes Approval Date

T™ No. NHone

JAN 23 1R

Effective Date By g

HCFA ID: 7983E



s

rision: HCFA-PM-91-4
August 1991

State:

(BPD) ATTACHMENT 2.2-A
Page 26
OMB NO.: 0938B-
Iowa

Agency* Citationi{s}

Groups Covered

C. Optional Coverage of Medically HNeedy {Continued)

|

—
>
e

Medicaid

42 CFR 435.310
Medicaid

42 CFR 435.320

and 435.330
Medicaid

42 CFR 435.322

and 435.330
Medicaid

42 CFR 435.324

and 435.330

g |

|

|

.
)
S
oo

I

|

S
P4
.
0

|

42 CFR 435.326 / / 10.

435.340 i1.

6.
7.

Caretaker relatives.

Aged individuals.

. Blind individuals.

. Disabled individuals.

Individuals who would be ineligible if they were
not enrolled in an HMO. Categorically needy
individuals are covered under 42 CFR 435.212 and
+he same rules apply to medically needy
individuals.

Blind and disabled individuals who:

a. Meet all current reguirements for Medicaid
eligibility except the plindness or disabilit
criteria;

b. Were eligible as medically needy in December
1973 as blind or disabled; and

c. Por each consecutive month after December 19
continue to meet the December 1973 eligibilit
criteria.

*Agency that determines eligibility for coverage.

TN No. MS-91-46

Supersedes approval Date

™ No. Hone

JAN 23 1992 Effective Date
HCFA ID: 7883R




svision: HCFA-PM-91-8 (BPD) ATTACHMENT 2.2-3

October 19%1 Page 26z
OMB NO.: 0838~

State: lowa

Citation(s) Groups Covered

C. Optional Coverage of Medically Needy (Continued)

1906 of the Act 12. Individuals required to enroll in cost effective
employer-based group health plans remain eligible
for a minimum enrollment period of _1  months.

t*Agency that determines eligqgibility for coveraqe,

TN No. _MS-92-11 1097
Supersedes Approval Date _AUG 0% : Effective Date

TN No. None

APR 0 1 1982




