MEDICAID BILLING REMITTANCE

[provider]
Provider # [     ]
Invoice # [     ]
Date [     ]
Section 1:  The provider’s share of the cost of the [provider] services.  For the month of [month and year] your agency received $[amount].  The total amount owed as the non-federal share is $[amount] [and 75% of the federal share for a total of $(amount)].  This form must accompany payment for proper crediting.

All payments should be made to the Iowa Department of Human Services at the following address:

DHS Cashier 1st FL.

1305 E. Walnut St.

Des Moines IA  50319-0114

Certification of Matching Funds

As required by 42 CFR 433.51

Section 2:  I hereby certify that the funds necessary to match federal expenditures have been provided:

· Local funds not less than the amount of $_____________ represent expenditures for Medicaid-covered services for the month of ____________________________ provided to Medicaid eligible children and consequently are eligible for federal financial participation under Title XIX of the Social Security Act;

· These local funds are not obligated to match other federal funds for any federal program or are not obligated as match for any state or local program; and

· These local funds are not federal funds, unless they are federal funds that are authorized by federal law to be used to match other federal funds.

	Signature of Authorized Representative
	Date

	Agency Name


If you have questions or concerns please contact Sally Nadolsky at snadols@dhs.state.ia.us or (515)725-1142.  Payment is due within 30 days of the date of this notice.  Thank you for your assistance and timely payment.

cc:  DHS, DE

470-3816 (Rev. 7/05)


