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Medicaid Premiums and Cost Sharing 

State Name: Iowa 0MB Control Number: 0938-1148 

Expiration date: 10/3 J/2014 
~---------------___, 

Transmittal Number: IA - 18 - 0020 

etk{Sh~rin~· ~rliii11rilf\.~ate~t.t(l~lly ~~~~jJndi;,mi;ai~ "·:. :· 

1916 
1916A 
42 CFR447.52 through 54 

The state charges cost sharing to fill categorically needy (Mandatory Coverage and Options for Coverage) individuals. 

Services 01· Hems with the Sinne Cost Sharing Amount for All Incomes 

Service or Item Amount I 
Dollars or 
Percentage Unit Exp!ana.tion 

Services or Items with Cost Sharing Amounts that Vary by Income 

Service or ltem:\Drugs l L...---"----------------------------J 
Indicate the income ranges by which the cost sharing amount for this service or item varies. 

Incomes 
Greater than 

'it-!. 0% FPL 

f, 50%FPL 

Incomes Less 
than or Equal to 
50% FPL 

No upper limit 

Dollars or 
Amount Percentage Unit 

O.OO ,t Prescription 

Service or Item:lchiropractor services 

Explanation 

Copayment charged for each covered drug 
dispensed, 

Indicate the income ranges by which the cost sharing amount for this service or item varies. 

Incomes 
Greater than 

o,fij;O% FPL 

'T 50%FPL 

Incomes Less 
than or Equal to 
50% FPL 

No upper limit 

Service or Hem :!Physical therapy 

Dollars or 
Amount Percentage 

1.00 $ 

Unit Explanation 

~1 Copayment charged for the total services 
___J rendered on a given date. 

Indicate the income ranges by which the cost sharing amount for this service or item varies. 

Incomes Incomes Less Dollars or 
Greater than than or Equal to Amount Percentage Unit 

~:: 50% FPL No upper limit 1.00 ~ Day 

Service or ltem:jPo<liatrist services 

Transmittal Number: IA-18-0020 Effective Date: December 1, 2018 
Supersedes Transmittal ]lumber: IA-17-0009 

7 
Explanation 

Copay ment charged for the total services 
rendered on a given date. 
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Medicaid Premiums and Cost Sharing 

Indicate the income ranges by which the cost sharing amount for this servke or item varies. 

Incomes Incomes Less Dollars or 
Greater than than or Equal to Amount Percentage Unit Explanation 

0%FPL 50%FPL 0.00 1$ ]!Day I 
:.,,,,·.,: 
'){ 

50% FPL No upper limit l.00 
~!Day 

] Copayment charged for the total services ::::,;,,, 

){ rendered on a given date. 

Service 01· Item:jAmbula~ce services I /i.~~ :1~:~~:~i:-~-Rt;~~:, 
1 '.>';",:'biltem::I· ·,_. 

Indicate the income ranges by which the cost sharing amount for this service or item varies, 

Incomes Incomes Less Dollars orJ 
Greater than than or Equal to Amount Percentagei Unit Explanation 

+ joay 
- l 

' 0%FPL 50%FPL 0.00 1$ Lg. 

+ 50% FPL No upper limit 2.00 ~,c=---7 
\Day ___ 

Copayment charged for the total services ,;·¾f.~ 
){' rendered on a given date. -:: . ·; 

Service or Item:jAudiologist services I 1.:;~i~?.Ye-:,el1f'!~·t , ,,. ,or ltenpc.,, .. 

Indicate the income ranges by which the cost sharing amount for this service or item varies. 

incomes Incomes Less Dollars or 
Greater than than or Equal to Amount Percentage Unit Explanation 
Q%FPL 50% FPL 0.00 _J IDay ___J 

.•.:,:·,,,,, 

+ $ ;){ 

+ 50%FPL No upper limit 2.00 

~ 1D•y J Copayment charged for the total services I rendered on a given date. 

Service or Item:)Hearing aid dealer I 1::~~~(&it~i~t1::1:t; 
Indicate the income ranges by which the cost sharing amount for this service or ltem varies. 

lncomes Jnoomes Less Dollars or 
Greater than than or Equal to Amount J?ercentage Unjt Explanation 

·-- ·7 ·-f 0%FPL 50% FPL 0.00 
$ i,x, 

If 50% FPL No upper limit 2.00 
$ 

~ay 
Copayment charged for the total services .ii ay rendered on a given date. 

Service or Item:IMedical equipment, appliances) prosthetic devices, and sickroom supplies I ::R}lhQY~LS~ivi~'e: 
1;t·•·• ii,·riffli'••·.• t· 

Indicate the income ranges by which the cost sharing amount for this service or item varies. 

Incomes Incomes Less Dollars or l 
Greater than than or Equal to Amount Percenlage Unit Explanation 

'-i- 0%FPL 50% FPL 0.00 ~ 
-7 -~:·;·::•.: 

~y -~. 

* 
, 50% FPL No upper limit 2.00 ~ Day 

_,, Copayment charged for the total services ){. 
. rendered on a given date . 

Service or Item:joptician services I [l[Jrtfi~e 
Indicate the income ranges by which the cost sharing amount for thi:s service or item varies, 

Transmittal Number: IA-18-0020 
Supersedes Transmittal Number: IA-17-0009 

Effective Date: December 1, 2018 Approval Date: November 22, 10.M 2 of5 
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Medicaid Premiums and Cost Sharing 

--- -Incomes Incomes Less Dollars or 
Greater than than or Equal to Amount Pel'centage Unit Explanation 

+ 0%FPL 50%FPL 0.00 
$ IDay I i -· i" 50% FPL No upper limit 2.00 Copayment charged for the total services xO $ Day rendered on a given date. - ,. 

Service or ltem:[optometrist services I IX. ·••·•·•.•~ 

lndicate the income ranges by which tl-ie cost sharing amount for thls service or item varies. 

Incomes Incomes Less Dollars or 
Greater tban than or Equal to Amount Percentage Unit Explanation 

;\ •.•• 
0%FPL 50%FPL 0001$ -=--1~:y I, 

1'~ 50% FPL No upper !imlt 
2.00 J;· _ Ii/Day j Copaymcnt charged for the total services 

;~ rendered on a given date. 

Service or ltem:!Orthopedic shoes I j:'R&iriiY\'.C.'Si&JC\:~. 
:trtt:tlrif:d~ihtit:\'.' 

Indicate the income ranges by which the cost sharing amount for this servi-ce or item varies. 

Incomes Incomes Less Dollars or 
Greater than than or Equal to Amount Percentage Unit Explanation 

"' 0%FPL 50%FPL 0.00 
$ ]/oay ] ,,I ' 

Ii 50% FPL No upper limit 2.00 
$ Day 

Copayment charged for the total services "x ~ rendered on a given date. -
Service or ltem:IPsychologist services I lf,t~-~{{S,~W:18:f 

; /: .. \:_bi~-Jt~pi :'.:". ·~::d 
indicate the income ranges by which the cost sharing amount for tbis service or item varies. 

r Incomes Incomes Less Dollars or ! 
Greater than than or Equal to Amount Percentage Unit Explanation 

.··if 0%FPL 50% FPL 0,00 
$ Day }ji ~- ----

, 50%FPL No upper limit 2.00 CJ r---~ Copayment charged for the total se1vices ~i ±i \::•Y rendered on a given date. 

Service or Item:1Rehabilitation agency services I l·:~~\1!itf~!~i~1 
Indicate the income ranges by which the cost sharing amount for this service or item varies. 

Incomes Incon1es Less Dollars or 
Greater than than or Equal to Amount Percentage Unit Explanation ·-; 0%FPL 50% FPL 0.00 

1$, I Day :l)(: ' :~,~-·. 

I 50% FPL No upper limit 2.00 
$ Day 

Copayment charged for the total services :Xi rendered on a given date, 

Service or ItemJHearing aids i 

f R~mo.v:e\serv;c~,: 
1·::wb1\ci'rr( :;;t 

Indicate the income ranges by which the cost sharing amount for this service or item varies. 

Transmittal Number·: IA-18-0020 EJffectiveDate: December 1, 2018 Approval Date: November 22, 20ll3'agc 3 of S 
Supersedes Transmittal Number: L1-17-0009 



%1¥4¥3 ffl 5 !ijMfiirit@ fl¥% e±bfoJ ;; *' it il&ii¾dl 

Medicaid Premiums and Cost Sharing 
---;;:;;,· ... -= Incomes Incomes Less Dollars or 

Greater than than or Equal to Amount Percentage Unit Explanation 

:::i•ill 0% FPL 50% FPL 0.00 1$ IIDay I 
'" ·~ =· 

~50%FPL No upper limit 3.00 
CJIDay 

11Copayment charged for the total services i ' llrendered on a glven date ,--/". 
_, 

Service or ltemJservices rendered in a physician (MD/DO) office visit I lE~ttti{lit~r 
Indicate the income ranges by which the cost sharing amount for this service or item varies. 

Incomes Incomes Less Dollars or 

~ 

Greater than than or Equal to Amount , Percentage Unit Explanation 

+ O¾FPL 50% FPL 0,00 
$ Day )(.%1 

+ 50% FPt No upper limit 3.00 

CJ 
[~-~y I Cop.ayment charged for the total services ii' rendered on a given <late, ,, 

Service or Item:(Mcdicare Part B crossover claims I ~ 
Indicate the income ranges by which the cost sharing amount for this service or item varies. 

Incomes Incomes Less Dollm-s or 
Greater than than or Equal to Amount Percentage Unit Explanation 

'i 0% 50% FPL 0.00 .,•,· 
$ Other ){ 

I~ 
50% FPL No upper limit 1.00 

[ □ 
Dually eligible (Medicare and Medicaid) ~ 
members must make a copayment for each './: 

+ Medicare Part B (crossover) claim submitted 

); to Medicaid 1 for services for which Medicaid 
othenvise collects a copayment. i ._:, 

Service or Item:jNonwEmergency use of the ER I :;:t$t~~fl~?t~ 
Indicate the income ranges by which the cost sharing amount for tbis service or item varies. 

Incomes Incomes Less Dollais or 
Greater than than or Equal to Amount Percentage Unit Explanation 

:fi 0% 50% 0,00 
$ Visit i 

f; 50% No upper !imit 3,00 Copayment charged for nonemergency 
$ Visit services when provided in a hospital 

t .. - ,emergency room, 

[f%:AK$e.rvicef~imw.l 

Cost Sharing for Non-prefe1·red Drugs Charged to Otherwise Exempt Joclividuals 

Iftbe state charges cost sharing for non-preferred drugs (entered above), answer the following question: 

The state charges cost sharing for non-preferred drugs to other.vise exempt individuals, G 

Transmittal .Number: IAW18-0020 
Supersedes Transmittal Number: Li-17-0009 

Effective Date: December 1, 2018 Approval Date: November 22, ~t 4 of 5 



Medicaid Premiums and Cost Sharing 

Cost Sharing for Non~emergency Services Provided in the Hospital Emergency Department Charged to Otherwise 
mJlll)1 lndivlduols 

If the state charges cost sharing for non~emergency services provided in tbe hospital emergency department (entered above), answer 
the following question: 

The state charges cost sharing for non-emergency services provided in the hospital emergency department to otherwise 
exempt individuals. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection ofinfornrntion unless it displays a 
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete 
th1s information collection is estlmated to average 40 hours per response, including the time to review instructions, search existing data 
resources

1 
gather the data needed, and complete and review the infonnatinu collection, If you have comments concerning the accuracy of 

the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevardt Attn: PRA Reports Clearance 
Officer, Mail Stop C.4-26-05, Baltimore, Maryland 21244-1850, 

V.20140415 
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