
 
1305 E. Walnut Street, Des Moines, IA 50319-0114 

 
 
 

February 28, 2020 

GENERAL LETTER NO. 1-E-AP-12 

ISSUED BY: Appeals Section 
Bureau of Policy Coordination 

SUBJECT: Employees’ Manual, Title 1, Chapter E, Appeals and Hearings 
Appendix, Title page, revised; Contents (page 1), revised; pages 1 
through 5, revised; page 6, new; and the following forms: 

470-0487 Appeal and Request for Hearing, revised 
470-0487(S) Appeal and Request for Hearing (Spanish), revised 
470-5526 Authorized Representative for Managed Care Appeals, 

new 
470-5526(S) Authorized Representative for Managed Care Appeals 

(Spanish), new 
470-5597 Dismissal Request, new 
470-5597(S) Dismissal Request (Spanish), new 
470-0492 Request for Withdrawal of Appeal, revised 
470-0492(S) Request for Withdrawal of Appeal (Spanish), revised 

Summary 

Chapter 1-E Appendix is revised to: 

♦ Update the following forms to reflect the versions currently used online: 

• 470-0487 and 470-0487(S), Appeal and Request for Hearing 
• 470-0492 and 470-0492(S), Request for Withdrawal of Appeal 

♦ Add form 470-5526 and 470-5526(S), Authorized Representative for Managed Care 
Appeals. Use this form to appoint an individual, organization or provider to act on an 
appellant’s behalf during the state fair hearing process for managed care appeals. 

♦ Add form 470-5597 and 470-5597(S), Dismissal Request. Department staff use this 
form to request dismissal of an appeal when the issue being appealed has been 
resolved. 

♦ Remove the outdated flowchart RC-0038, Worker’s Guide to the Appeals Process. 
Find current information on the appeals process on the Appeals Section SharePoint 
site. 

Effective Date 

Immediately. 
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Material Superseded 

This material replaces the entire Chapter E, Appendix, from Employees’ Manual, Title 1, 
which includes the following: 

Page Date 

Title page February 3, 2012 
Contents (page 1) March 23, 2007 
470-0487 2/12 
470-0487(S) 2/12 
1 February 3, 2012 
2-4 March 23, 2007 
470-0492 3/07 
470-0492(S) 3/07 
RC-0038 1/01 
5 March 23, 2007 

Additional Information 

Refer questions about this general letter to your income maintenance administrator. 
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470-0487 (Rev. 11/19) 

Appeal and Request for Hearing 

Who is Appeal For? 
 
First Name Middle Initial Last Name 

Mailing Address 

City State Zip Code Phone Number 

Date of Birth Address County Case or Account Number, if known 

Your Signature Date 

 

What Are You Appealing? 

Check the programs you want to appeal: 

  Adoption   Adult Abuse   Attribution of Resources   Cash Assistance 

  Child Abuse   Child Care Assistance   Child Support   Food Assistance 

  Foster Care   Hawki   Medicaid including waivers   PROMISE JOBS 

  State Supplementary Assistance Other:  

Tell us why you are appealing: 
 

Do you want your benefits to continue during your appeal?    Yes   No 
(You may have to pay them back, if you lose your appeal.) 

Do you want an informal conference with your worker?   Yes   No 

Do you need help with your appeal because you are blind or hard of hearing?   Yes   No 

Do you want a language interpreter for your hearing?   Yes   No 

If yes, what language?  

If someone will be helping you with your appeal, write that person’s name and address below.  You do not have to 
list someone here.  (If you are appealing child abuse or adult abuse, then only an attorney can help with 
your appeal.) 

Name Phone Number 

Mailing Address City State Zip Code 

Please mail, fax or email your appeal to: 

Department of Human Services, Appeals Section 5th Floor, Des Moines, Iowa 50319-0114 
Fax:  (515) 564-4044     Email:  appeals@dhs.state.ia.us 



470-0487(S) (Rev. 11/19) 

Appeal and Request for Hearing 
(Apelación y solicitud de audiencia) 

¿Quién es el Apelante? 
 

Nombre Inicial segundo nombre Apellido 

Dirección postal 

Ciudad Estado Código Postal Número de teléfono 

Fecha de nacimiento Dirección del condado Número de caso o cuenta, si lo sabe 

Su firma Fecha 

 

¿Qué está apelando? 

Marque los programas que desea apelar: 
 Adopción  Abuso de adulto  Atribución de recursos  Asistencia de dinero en efectivo 
 Abuso infantil  Asistencia para 

guardería infantil 
 Manutención de 

menores 
 Asistencia alimenticia 

 Cuidado tutelar  Hawki  Medicaid, incluidas las 
exenciones 

 PROMISE JOBS 

 Asistencia estatal suplementaria Otro:  

Indíquenos por qué está apelando: 
 

¿Desea que se mantengan sus beneficios durante su apelación?    Sí   No 
(Si pierde la apelación es posible que deba devolver los beneficios). 

¿Desea sostener una conferencia informal con su trabajador?   Sí   No 

¿Necesita ayuda con su apelación debido a que es ciego o tiene problemas de audición?   Sí   No 

¿Desea contar con un intérprete de idiomas para su audiencia?   Sí   No 

Si su respuesta es afirmativa, ¿para qué idioma?  

Si alguien le ayuda con su apelación, escriba a continuación el nombre y la dirección de dicha persona. No es 
obligación incluir a alguien en este apartado. (Si está apelando un caso de abuso infantil o abuso de 
adultos, entonces solo un abogado puede ayudarle con su apelación). 

Nombre Número de teléfono 

Dirección postal Ciudad Estado Código Postal 

Envíe su apelación por correo postal, fax o correo electrónico a: 

Department of Human Services, Appeals Section 5th Floor, Des Moines, Iowa 50319-0114 
Fax: (515) 564-4044     Correo electrónico: appeals@dhs.state.ia.us 
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Appeal and Request for Hearing, 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 the English version of this form 
using the template in: 

♦ SharePoint under Employee Manual/Forms, or 
♦ The Worker Information System Exchange (WISE). 

Appellants may also complete this form electronically at 
https://secureapp.dhs.state.ia.us/dhs_titan_public/appeals/app
ealrequest. The request will be submitted directly to the Appeals 
Section to be processed. 

Print the Spanish version of this form from: 

♦ The on-line manual, or 
♦ SharePoint under Employee Manual/Forms. 

Completion The person wishing to appeal (the appellant) or someone acting 
for the appellant completes the form to initiate the appeal. The 
worker should assist in completing this form if the appellant 
wishes.  

An appeal may be requested without completing this form. Any 
written appeal is valid. An appeal request for Food Assistance, 
Medicaid, Child Care Assistance, Family Planning Program or the 
Family Investment Program may be expressed verbally or in 
writing. 

If the appellant requests an appeal verbally, the worker shall 
document the request on this form and forward to the DHS, 
Appeals mailbox. If an appeal request is filed in another written 
form, the worker shall forward the form and the written appeal 
request to the DHS, Appeals mailbox. 

Distribution Forward a copy of the appeal request to the DHS Appeals 
Section within 24 hours of receipt. 

If the form is submitted to the local office, give a copy to the 
appellant and keep a copy in the case file. 

http://www.dhs.state.ia.us/sites/default/files/470-0487.pdf
http://www.dhs.state.ia.us/sites/default/files/470-0487S.pdf
https://secureapp.dhs.state.ia.us/dhs_titan_public/appeals/appealrequest
https://secureapp.dhs.state.ia.us/dhs_titan_public/appeals/appealrequest
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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. 

♦ Requests special accomodations as the appellant is blind or 
hard of hearing. 

♦ Wishes to have an informal conference to discuss the 
appeal. (Explain the purpose of an informal 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. 



470-5526 (Rev. 02/20) 

Authorized Representative for Managed Care Appeals 

This form shall be completed by the Medicaid member or their parent, if the member is a minor.  
Complete this form to appoint an individual, organization, or provider to act on your behalf during the 
appeals process.  The member and the authorized representative must both sign this form.  Legal 
documentation such as a court order establishing legal guardianship or a power of attorney can be 
submitted instead to designate a representative. 

Appellant Information 
 

First and Last Name Date of Birth 

Case Number Medicaid ID Number Telephone Number 

Parent’s Name, if appellant is minor (under age 18) 

Brief Explanation of What is Being Appealed 

By signing this form, I understand: 

• This authorization is at my request.  I have the right to refuse to sign this form and that it is strictly 
voluntary. 

• My signature does not waive my right to represent myself. 

• My signature does not waive my financial obligation should the appeal be decided in the 
Department’s favor. 

• I authorize my Authorized Representative to act on my behalf during my appeal and to have 
access to all protected health information regarding my appeal and agree that this information 
may be disclosed to other persons in connection with this appeal. 

• This authorization automatically expires at the end of the appeals process or if I revoke this 
permission in writing.  I can revoke this authorization by sending a written request by mail or fax 
to:  Department of Human Services, Appeals Section, 1305 E Walnut Street 5th Floor, Des 
Moines, IA  50319  Fax:  (515) 564-4044. 

Signature of Appellant or Parent, if appellant is minor Date Signed 

 



470-5526 (Rev. 02/20) 

Appellant Representative Information 

Authorized Representative First and Last Name 

Organization or Provider Business Name 

Representative Mailing Address 

City State ZIP Code 

Relationship to Representative Representative Telephone Number 

By signing this form, the Authorized Representative understands: 

As a condition of serving as an authorized representative, I agree to abide by relevant state and 
federal laws concerning conflicts of interest and confidentiality of information. 

If the appellant is physically unable to sign, I, the Authorized Representative, certify that (appellant) 
is physically unable to sign this form.  Describe the physical 

incapacity affecting the appellant. 

Signature of Authorized Representative Date Signed 

Note:  This form is not valid for appellants who are mentally unable to sign.  If the appellant is mentally 
unable to sign this form, the person acting on their behalf must submit legal proof of guardianship with 
the appeal. 

Please submit the form to your managed care organization or to the Department of Human Services at 
the address below.   

Amerigroup Iowa Inc 
Grievances and Appeals 

Department 
4800 Westown Pkwy Ste 200 
West Des Moines, IA 50266 

Iowa Total Care 
Attn: Grievance and Appeals Team 
1080 Jordan Creek Pkwy Ste 100 S 

West Des Moines, IA 50266 
FAX: (833) 809-3868 

UnitedHealthcare Community Plan 
Grievance and Appeals 

PO Box 31364 
Salt Lake- City, UT 84131-0364 

Delta Dental of Iowa 
Attn: DWP Appeals and 

Complaints 
PO Box 9040 

Johnston, IA  50131-9040 

MCNA Dental 
Attn: Grievances and Appeals 

Department 
200 West Cypress Creek Road, 

Suite 500 
Fort Lauderdale, FL 33309 

Department of Human Services 
Appeals Section 

1305 E Walnut St 5th Floor 
Des Moines, IA 50319 
FAX: (515) 564-4044 

Email: appeals@dhs.state.ia.us 

mailto:appeals@dhs.state.ia.us


470-5526(S) (Rev. 02/20) 

Authorized Representative for Managed Care Appeals 
(Representante autorizado para  

apelaciones de cuidado administrado) 

Este formulario debe ser completado por el miembro de Medicaid o uno de sus padres en caso de que el 
miembro sea menor de edad. Complete este formulario para designar a una persona, organización o 
proveedor para que actúe en su nombre durante el proceso de apelación. Este formulario debe ser 
firmado por el miembro y el representante autorizado. En lugar de este formulario puede presentar 
documentación legal, como una orden judicial o poder notarial, que establezca la tutela legal. 

Información del apelante 
 

Nombre y apellido Fecha de nacimiento 

Número de caso Número de identificación de Medicaid Número de teléfono 

Nombre del padre/madre si el apelante es menor (menos de 18 años) 

Breve explicación del asunto que se apela 

Al firmar este formulario, entiendo que: 

• Esta autorización se entrega conforme a mi solicitud. Tengo derecho a no firmar este formulario, 
esto es estrictamente voluntario. 

• Firmar este documento no implica renunciar a mi derecho a representarme yo mismo. 

• Firmar este documento no implica renunciar a mis responsabilidades financieras si la apelación 
se resuelve a favor del Departamento. 

• Autorizo a mi Representante Autorizado a actuar en mi nombre durante mi apelación y a tener 
acceso a toda la información médica protegida relacionada con mi apelación, también acepto 
que esta información puede ser divulgada a otras personas relacionadas con esta apelación. 

• Esta autorización caducará automáticamente cuando finalice el proceso de apelación o si la 
revoco por escrito. Puedo revocar esta autorización enviando una solicitud por escrito vía correo 
postal o fax a: Department of Human Services, Appeals Section, 1305 E Walnut Street 5th Floor, 
Des Moines, IA 50319 Fax: (515) 564-4044. 

Firma del apelante o de uno de los padres, si el apelante es menor de edad Fecha de la firma 

 



470-5526(S) (Rev. 02/20) 

Información del representante del apelante 
 

Nombre y apellido del representante autorizado 

Organización o nombre comercial del proveedor 

Dirección postal del representante 

Ciudad Estado Código postal 

Relación con el representante Número de teléfono del representante 

Al firmar este formulario, el Representante autorizado entiende que: 

Como condición para servir como representante autorizado, acepto cumplir con las leyes estatales y 
federales pertinentes a conflictos de intereses y confidencialidad de la información. 

En caso de que el apelante no pueda firmar físicamente, yo, el Representante Autorizado, certifico que 
el apelante se encuentra   físicamente imposibilitado para firmar 
este formulario. Describa la incapacidad física que afecta al apelante. 

  

  

  

Firma del Representante Autorizado Fecha de la firma 

Nota: Este formulario no es válido para apelantes que se encuentren mentalmente imposibilitados para 
firmar. Si el apelante se encuentra mentalmente imposibilitado para firmar este formulario, la persona 
que actúe en su nombre debe presentar una prueba válida de la tutela legal junto con la apelación. 

Envíe el formulario a su organización de cuidado administrado o al Department of Human Services a la 
dirección que figura a continuación. 

Amerigroup Iowa Inc 
Grievances and Appeals 

Department 
4800 Westown Pkwy Ste 200 
West Des Moines, IA 50266 

Iowa Total Care 
Attn: Grievance and Appeals Team 
1080 Jordan Creek Pkwy Ste 100 S 

West Des Moines, IA 50266 
FAX: (833) 809-3868 

UnitedHealthcare Community Plan 
Grievance and Appeals 

PO Box 31364 
Salt Lake City, UT 84131-0364 

Delta Dental of Iowa 
Attn: DWP Appeals and 

Complaints 
PO Box 9040 

Johnston, IA 50131-9040 

MCNA Dental 
Attn: Grievances and Appeals 

Department 
200 West Cypress Creek Road, 

Suite 500 
Fort Lauderdale, FL 33309 

Department of Human Services 
Appeals Section 

1305 E Walnut St 5th Floor 
Des Moines, IA 50319 
FAX: (515) 564-4044 
Correo electrónico: 

appeals@dhs.state.ia.us 
 

mailto:appeals@dhs.state.ia.us
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Authorized Representative for Managed Care Appeals, 470-5526 or 
470-5526(S) 

Purpose Form 470-5526 is used to appoint an individual, organization or 
provider to act on the appellant’s behalf during the state fair 
hearing process for managed care appeals. 

Legal documentation such as a court order establishing legal 
guardianship or a power of attorney can be submitted instead to 
designate a representative. 

Source The appellant, individual, organization or provider may print the 
form from the DHS website at 
https://dhs.iowa.gov/sites/default/files/470-5526.pdf 

Completion The Medicaid member, or their parent if the member is under 
the age of 18, completes and signs the Appellant Information 
section of the form.  

The individual, organization or provider acting on the appellant’s 
behalf completes and signs the Appellant Representative 
Information section. 

Distribution The form shall be submitted to the managed care organization, 
dental carrier or the DHS Appeals Section. Addresses for each 
entity are provided on the form. 

Data The form contains: 

♦ The appellant’s name and address. 
♦ A brief description of what is being appealed. 
♦ The appellant’s signature. 
♦ The date the form was signed by the appellant. 
♦ The authorized representative’s name and address. 
♦ The authorized representative’s relationship. 
♦ The authorized representative’s signature. 
♦ The date the form was signed by the authorized 

representative. 

http://www.dhs.state.ia.us/sites/default/files/470-5526.pdf
http://www.dhs.state.ia.us/sites/default/files/470-5526S.pdf
https://dhs.iowa.gov/sites/default/files/470-5526.pdf
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Dismissal Request, 470-5597 or 470-5597(S) 

Purpose Form 470-5597 is used to request dismissal of an appeal when 
the issue being appealed has been resolved. An appellant or 
their representative cannot ask for an appeal to be dismissed. 
This can only be done by the Department’s representative. 

An appellant or their representative can ask to have an appeal 
withdrawn on form 470-0492, Request for Withdrawal of 
Appeal. 

Source Department staff may complete the English version of this form 
using the template in: 

♦ SharePoint under Employee Manual/Forms, or 
♦ The Worker Information System Exchange (WISE). 

Print the Spanish version of this form from:  

♦ The on-line manual, or 
♦ SharePoint under Employee Manual/Forms. 

Completion Complete the form and provide documentation showing the 
issue being appealed has been resolved. 

Distribution If the appeal has been assigned an appeal number, upload a 
copy of the form into the appeal record in the Appeals 
Information System (AIS) and use the send email feature to 
notify other DHS parties and the administrative law judge of the 
request. 

If no appeal number has been assigned, forward a copy of the 
form to the DHS, Appeals mailbox. The Appeals Section will 
upload a copy of the Dismissal Request, once the appeal record 
has been established in AIS. 

One copy is retained in the case record. One copy goes to the 
appellant. 

Data The form contains: 

♦ The appellant’s name and address. 
♦ The appeal number. 
♦ The requestor’s name, address, and contact information. 
♦ The requestor’s signature. 
♦ The date the form was signed. 

http://www.dhs.state.ia.us/sites/default/files/470-5597.pdf
http://www.dhs.state.ia.us/sites/default/files/470-5597S.pdf


470-5597 (11/19) 

Dismissal Request 

Instructions 

Complete this form when someone representing the Department in an appeal matter determines 
the issue of the appeal has been resolved.  This form cannot be used to withdraw an appeal.  
Only an appellant can withdraw an appeal and it must be done on form 470-0492, Request for 
Withdrawal of Appeal, when done in writing. 

After filling out the form, upload a copy of this form as a Dismissal Request into the Appeals 
Information System (AIS) and a copy of the documentation showing the issue has been 
resolved.  Documentation would typically be a copy of a Notice of Decision or Notice of Action.  
Use the Send Email feature in AIS to notify all other DHS parties of the dismissal request. 

Mail a copy of the dismissal request and documentation to the appellant and their 
representative, if applicable. 

Appellant Information 
 

First Name Middle Initial Last Name 

Mailing Address 

City State Zip Code Appeal No. 

 

Requestor Information 
 

Name 

Office Location and Address 

Email Address Telephone Number 

I hereby request dismissal of this appeal as the issue originally appealed has been resolved.  Attached is 
documentation to prove the issue no longer exists.  If applicable, I have reinstated the appellant’s 
benefits to the previous level with no break in assistance. 

I have sent a copy of this letter to all the named parties to this matter notifying them of my request to 
dismiss. 

Requestor’s Signature Date 

 



470-5597(S) (11/19) 

Dismissal Request 
(Solicitud de desestimación) 

Instrucciones 

Complete este formulario cuando alguien que representa al Departamento en un asunto de 
apelación determina que el asunto apelado se ha resuelto. Este formulario no se puede utilizar 
para retirar una apelación. Solo el apelante puede retirar una apelación y debe hacerse por 
medio del formulario 470-0492, Solicitud para retirar apelación, cuando se hace por escrito. 

Después de completar el formulario, cargue una copia de este formulario como Dismissal 
Request (Solicitud de desestimación) en el Appeals Information System (AIS) (Sistema de 
información de apelaciones) y una copia de la documentación que muestre que el asunto 
apelado ha sido resuelto. Esta documentación normalmente corresponde a una copia de un 
Aviso de Decisión o un Aviso de Acción. Use la función Send Email (Enviar correo electrónico) 
en el AIS para notificar su solicitud de desestimación a todas las otras partes del DHS. 

Envíe por correo postal una copia de la solicitud de desestimación y la documentación al 
apelante y su representante, si corresponde. 

Información del apelante 
 

Nombre Inicial segundo 
nombre 

Apellido 

Dirección postal 

Ciudad Estado Código Postal N.° de apelación 

 

Información del solicitante 
 

Nombre 

Ubicación y dirección de la oficina 

Correo electrónico Número de teléfono 

Por la presente solicito la desestimación de esta apelación ya que el asunto originalmente apelado ha 
sido resuelto. Se adjunta documentación para demostrar que el asunto ha sido resuelto. Si corresponde, 
he restablecido los beneficios del apelante al nivel anterior sin interrupción de la asistencia. 

He enviado una copia de esta carta a todas las partes implicadas en este asunto, notificándoles mi 
solicitud de desestimación. 

Firma del solicitante Fecha 

 



470-0492 (Rev. 02/20) 

Request for Withdrawal of Appeal 

Who is Appeal For? 
 
First Name Middle Initial Last Name 

Mailing Address 

City State Zip Code Appeal Number 

 

What Program Did You Appeal? 

Check the programs your appeal was about: 

  Adoption   Adult Abuse   Attribution of Resources   Cash Assistance 

  Child Abuse   Child Care Assistance   Child Support   Food Assistance 

  Foster Care   Hawki   Medicaid including waivers   PROMISE JOBS 

  State Supplementary Assistance Other:  

I voluntarily wish to withdraw my Appeal and Request for Hearing that was filed with the Iowa 
Department of Human Services. 

My appeal was filed on or about   (date). 

If you have any comments, please list below: 

 

 
Signature Date 

Please mail, fax or e-mail this form to: 

Department of Human Services, Appeals Section 5th Floor, Des Moines, Iowa 50319-0114 
Fax:  (515) 564-4044     E-mail:  appeals@dhs.state.ia.us 



470-0492(S) (Rev. 02/20) 

Request for Withdrawal of Appeal 
(Solicitud para retirar apelación) 

¿Para quién es la apelación? 
 
Nombre Inicial segundo nombre Apellido 

Dirección postal 

Ciudad Estado Código Postal Número de apelación 

 

¿Qué programa apeló? 

Marque los programas que se relacionen con su apelación: 

 Adopción 

 Abuso infantil 

 Cuidado 
tutelar 

 Abuso de adulto 

 Child Care Assistance 
(Asistencia para 
guardería infantil) 

 Hawki 

 Atribución de recursos 

 Manutención de 
menores 

 Medicaid incluyendo 
exenciones 

 Asistencia de dinero en efectivo 

 Asistencia alimenticia 

 PROMISE JOBS 

 State Supplementary Assistance  
(Asistencia estatal suplementaria) 

Otro:  

Deseo voluntariamente retirar mi Apelación y Solicitud de audiencia presentada ante el Iowa Department 
of Human Services. 

Mi apelación fue presentada el o cercana al   (fecha). 

Si tiene algún comentario, indíquelo a continuación: 

 

 

 

 

 

 

 

Firma Fecha 

Envíe este formulario por correo postal, fax o correo electrónico a: 

Department of Human Services, Appeals Section 5th Floor, Des Moines, Iowa 50319-0114 
Fax: (515) 564-4044     Correo electrónico: appeals@dhs.state.ia.us 
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Request for Withdrawal of Appeal, 470-0492 or 470-0492(S) 

Purpose Form 470-0492 is used to withdraw an appellant’s request for 
an appeal and hearing. Department staff cannot ask for an 
appeal to be withdrawn. This can only be done by the appellant 
or their representative. 

Department staff can ask to have an appeal dismissed on form 
470-5597, Dismissal Request. 

Source Department staff may complete the English version of this form 
using the template in: 

♦ SharePoint under Employee Manual/Forms, or 
♦ The Worker Information System Exchange (WISE). 

Appellants may complete this form electronically at 
https://secureapp.dhs.state.ia.us/dhs_titan_public/appeals/Wit
hdrawalRequest. The request will be submitted directly to the 
Appeals Section to be processed. 

Print the Spanish version of this form from:  

♦ The on-line manual, or 
♦ SharePoint under Employee Manual/Forms. 

Completion The worker, the Appeals Section or the appellant may prepare 
the form whenever an appellant indicates a wish to withdraw.  

Distribution If the appeal has been assigned an appeal number, upload a 
copy of the form into the appeal record in the Appeals 
Information System (AIS) and use the send email feature to 
notify other DHS parties and the administrative law judge of the 
request. 

If no appeal number has been assigned, forward a copy of the 
form to the DHS, Appeals mailbox. The Appeals Section will 
upload a copy of the withdraw request, once the appeal record 
has been established in AIS. 

One copy is retained in the case record. One copy goes to the 
appellant. 

http://www.dhs.state.ia.us/sites/default/files/470-0492.pdf
http://www.dhs.state.ia.us/sites/default/files/470-0492S.pdf
https://secureapp.dhs.state.ia.us/dhs_titan_public/appeals/WithdrawalRequest
https://secureapp.dhs.state.ia.us/dhs_titan_public/appeals/WithdrawalRequest
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Data The form contains: 

♦ The appellant’s name and address. 
♦ The appeal number. 
♦ The program being appealed. 
♦ The date of the appeal. 
♦ The appellant’s comments, if any. 
♦ The appellant’s signature. 
♦ The date the form was signed. 

 


