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Medicaid Premiums and Cost Sharing

State Name:l!owa . L OMB Control Numbsr: 0918-1148

Transmittal Nurmber: IA - 18- 0020 Expiration date; 10/21/2014

1916
10164
42 CFR 447.52 through 34

The state charges cost sharing to al| categorically needy {Mandatory Coverage and Options for Coverage) individuals. Yes

Services or Items with the Same Cost Sharing Amount for All Incomes

Dollars or
Service or lem Amount  [Perceniage Unit Explanation

$ | |Othe:'

Services or ltems with Cost Sharing Amounts that Vary by Income

Service or Item:lDrugs }
Indicate the income ranges by which the cost sharing amount for this service or item varies,
Incomes Incomes Less Dollars or
Greatey than | than or Equal to| Amount jPerceniage Unit Explanation
0, < G T
0% FPL 50% FPL 0.00 l ¢ bﬁ:scripticn
50% FPL No spper Limit LO6) '] . Copayment charged for each covered drug
: § %1 Prescription dispensed.

Service oy Trem{Chiropractor services

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

Incomes Incomes Less Dollars or |
Greater than [than or Equal to| Amount (Percentage Unit Explanation
0% FPL 30% FPL 0.00
f§ Day
50% FPL No upper limit 1.00 Copayment charged for the total services
$ 1 Day rendered on a given date.

Service or itcm:‘lihysical therapy

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

Incomes Incomes Less Dioltars or
Greater thap jthan or Equal to] Amount  |Percentage Unit BExplanation
9,
0% FPL 50% FPL 0.00 $ J Day
50% FPL No upper Hnyt 1.00 [ ] Copayment sharged for the total services
| 3 Day rendered on a given date.

Service or lenmy|Podiatrist services
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Medicaid Premiums and Cost Sharing

ladicate the income ranges by which the cost sharing amount for this service ot item varfes.

Explanation

Incomes Incomes Less Dolkars or
Greater than |than or Bqualto| Amount |Percentage Unit
% FPL 50% FPL 0.60 $ J Day
56% FPL  |No upper limit 1,90, j )
$ 1 Day

Copayment charged for the total services

rendered on a given date.

Service or ltem :IAmbuEance services

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

Incomes | Incemes Less Dollars ot
Greatet than [than or Equal to|  Amount  (Percentags, Unit Explanation
0% FPL 1509 FPL 0.00 =
. 5 Day
50% FPL No upper limit 200 - - Copayment charged for the total services
5 1Day rendered on z given date,

Service or Hem:{ﬁwdiclogist services

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

Explanation

Incomes Incomes Less Dollars or
Greater than [than or Equal to]  Amount  [Percentage Unit
AN%% FPL 50% FPL O.E}O J ’
Pay
150% FPL. INo upper limit 2.00 ]

rendered on a given date.

Service or Item:|Hearing aid dealer

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

Copayment charged for the total services

r‘ Incomes Inoomes Less Boflars or
Greater than |than or Equal toj  Amount {Percentage Unit Explanation
0% FPL 50% FPL 0.00
50% FPL Mo upper [imit 2.(}0 Copayment charged for the total services
rendered ob a given date.
Service or Ttem:{Medical equipment, appliznces, prosthetic devices, and sickroom supplies 1

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

Explanation

Incomes | Incomes Less Dollars ot |
Greater than |than or Equal to] Amount  [Percentage] Lnit

S109 FPIL 50% FPL 0 (}O '

50% FPL No upper limit l

“liCopayment charged for the fotal services

rendered on a given date,

Service or Item:lOptician services

Indicate the income ranges by which the cost sharing amount for this service or item variss,
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Incomes | Incomes Less Dollars or
Greater than [than or Equal to| Ainount  |Percentage Unit Explanation
3.10% FPL 50% FPL .00 !Day

i .‘ $
450% FPL  [No upper limit 2.00 s D Copayment charged for the fotzl services
: I Ay rendered on & given date.

Service or Item:|Optometrist services

]

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

Incomes Incomes Less Dollars or

Unit Fxplanation

Greater than |than or Equal to} Amouni |Percentage

To% FPL [50% FPL 00 loay
-

450% FPL  |No upper fimit 200 i Copayment charged for the total services
$ k Day rendered on a given date,

Service or [tem:|Orthopedic shoes

Indicate the income ranges by which the cost sharing amonnt for this service ot item varies.

Incomes Incomes Less Dollars or

Explanation

Greater than |than or Bqual to| Amount  [Percentage Unit

9% FPL 50% FPL 0,00 $ _“Day

ih

0% FPL  |No upper limit 2.00 . Copayment charged for the total services
$ Day rendered on a given date,

Service or Itemn:|Psychologist services

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

Incomes § Incomes Less Dollars or
Greator than [than or Equal to] Amount  |Percentage Unit Explanation
0% FPL 50% FPL 0,00 S Day
50% FPL  [No upper limit 2.00 = T Copayment charged for the total services
$ ‘Day rendeored on a given date,

Service or Item: Rehabilitation agency services

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
(0% FPL 50% FPL 0.00
50%FPL  No upper limit 2,00 Copayment charged for the total services

rendered on a given date,

Service or Item{Heaving aids

Indicate the income ranges by which the cost sharing amount for this service or item varies.
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Ineomes Incomes Less DoHars or
Greater than jthan or Equal o] Amount |Percentage Unit Explanation
0% FPLL 50% FPL 0.00
$ Day
50% FPL Noe upper limit 3.00 L Copaymoent charged for the total services
$ Day rendered on a given date

I

Service or lem:iServices rendered in a physician (MD/DO} office visit

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

Incomes | Imcomes Less Dollars ot
Greater than (than or Equal to] Amount |Percentage Unit Explanation
S|0% FPL [50% FPL B ©.007,
$ Day |
2% FPL.  iNo upper limit 3.00( i Copayment charged for the total services
5 Day rendered on a given date,

Service or Item:|Medicare Part B crossover claims

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

item varies,

Incemes Incomes [.ess Dollars or
Greater than [than or Equal to] Amount  [Perceniage Unit Explanation
0, o, 4
0% 506% FPL 4.00 3 Other
50% FPL No upper limit 1.00 Dually eligible (Medicare and Medicaid)
members must make a copayment for sach
% Cther Medicare Part B {crossover) claim submitted
1o Medicaid, for services for which Medicaid
i otherwise collects a copayment.

Service or ltem:Non-Emergency use of the ER

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

! Incomes Incomes Less Dellas or
Greater than |than or Equal to]  Amount  |Percentage Unit Explanation
4] 0,
(1724 50% G.00 B; \isic
50% No upper limit ) _QCopayment charged for nonemergency
services when provided in a hospital
gmergency room.

Cost Sharing for Non-preferred Drugs Charged te Otherwise Exempt Individuals

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

The state charges cost sharing for non-preferred drugs to otherwise exempt individuals,

No
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Medicaid Premiums and Cost Sharing

Cost Sharing for Non-emergeney Services Provided in the Hospital Emergency Department Charged to Otherwise
Exempt Individuals

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

The state charges cost shating for non-emergency services provided in the hospital emergency department to gtherwise No
exemnpt individuals.

PRA Disclogure Statement
According to the Paperwerk Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays 2
valid OMB control number. The valid OMB control number for this mformation collestion is 0938-1148. The time required to complete
this information cotlection is estimated to average 40 hours per response, inchuding the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments congerning the accuracy of

the time estimate(s} or suggestions for improving this form, please write to: CMS, 7500 Security Boutevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Marytand 21244-1859,

V20140415
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