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c. The method of computing the dollar value,
d. Notification of further actions to be taken or sanctions to be imposed by the department, and
e. Notification of any actions required of the provider.  The provider shall have 15 days subsequent

to the date of the notice prior to the department action to show cause why the action should not be taken.
79.2(8) Suspension or withholding of payments pending a final determination.  Where the depart-

ment has notified a provider of a violation pursuant to 79.2(7) or an overpayment, the department may
withhold payments on pending and subsequently received claims in an amount reasonably calculated
to approximate the amounts in question or may suspend payment pending a final determination.
Where the department intends to withhold or suspend payments it shall notify the provider in writing.

This rule is intended to implement Iowa Code section 249A.4.

441—79.3(249A)  Maintenance of records by providers of service.  A provider of a service that is
charged to the medical assistance program shall maintain complete and legible records as required in
this rule.  Failure to maintain records or failure to make records available to the department or to its
authorized representative timely upon request may result in claim denial or recoupment.

79.3(1) Financial (fiscal) records.
a. A provider of service shall maintain records as necessary to:
(1) Support the determination of the provider’s reimbursement rate under the medical assistance

program; and
(2) Support each item of service for which a charge is made to the medical assistance program.

These records include financial records and other records as may be necessary for reporting and ac-
countability.

b. A financial record does not constitute a medical record.
79.3(2) Medical (clinical) records.  A provider of service shall maintain complete and legible med-

ical records for each service for which a charge is made to the medical assistance program.  Required
records shall include any records required to maintain the provider’s license in good standing.

a. Definition.  “Medical record” (also called “clinical record”) means a tangible history that pro-
vides evidence of:

(1) The provision of each service and each activity billed to the program; and
(2) First and last name of the member receiving the service.
b. Purpose.  The medical record shall provide evidence that the service provided is:
(1) Medically necessary;
(2) Consistent with the diagnosis of the member’s condition; and
(3) Consistent with professionally recognized standards of care.
c. Components.
(1) Identification.  Each page or separate electronic document of the medical record shall contain

the member’s first and last name.  In the case of electronic documents, the member’s first and last name
must appear on each screen when viewed electronically and on each page when printed.  As part of the
medical record, the medical assistance identification number and the date of birth must also be identi-
fied and associated with the member’s first and last name.

(2) Basis for service—general rule.  General requirements for all services are listed herein.  For the
application of these requirements to specific services, see paragraph 79.3(2)“d.”   The medical record
shall reflect the reason for performing the service or activity, substantiate medical necessity, and dem-
onstrate the level of care associated with the service.  The medical record shall include the items speci-
fied below unless the listed item is not routinely received or created in connection with a particular
service or activity and is not required to document the reason for performing the service or activity, the
medical necessity of the service or activity, or the level of care associated with the service or activity:

1. The member’s complaint, symptoms, and diagnosis.
2. The member’s medical or social history.
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3. Examination findings.
4. Diagnostic test reports, laboratory test results, or X-ray reports.
5. Goals or needs identified in the member’s plan of care.
6. Physician orders and any prior authorizations required for Medicaid payment.
7. Medication records, pharmacy records for prescriptions, or providers’ orders.
8. Related professional consultation reports.
9. Progress or status notes for the services or activities provided.
10. All forms required by the department as a condition of payment for the services provided.
11. Any treatment plan, care plan, service plan, individual health plan, behavioral intervention

plan, or individualized education program.
12. The provider’s assessment, clinical impression, diagnosis, or narrative, including the com-

plete date thereof and the identity of the person performing the assessment, clinical impression, diag-
nosis, or narrative.

13. Any additional documentation necessary to demonstrate the medical necessity of the service
provided or otherwise required for Medicaid payment.

(3) Service documentation.  The record for each service provided shall include information neces-
sary to substantiate that the service was provided and shall include the following:

1. The specific procedures or treatments performed.
2. The complete date of the service, including the beginning and ending date if the service is ren-

dered over more than one day.
3. The complete time of the service, including the beginning and ending time if the service is

billed on a time-related basis.
4. The location where the service was provided if otherwise required on the billing form or in

441—paragraph 77.30(5)“c”  or “d,”  441—paragraph 77.33(6)“d,”  441—paragraph 77.34(5)“d,”
441—paragraph 77.37(15)“d,”  441—paragraph 77.39(13)“e,”  441—paragraph 77.39(14)“d,”  or
441—paragraph 77.46(5)“i,”  or 441—subparagraph 78.9(10)“a” (1).

5. The name, dosage, and route of administration of any medication dispensed or administered as
part of the service.

6. Any supplies dispensed as part of the service.
7. The first and last name and professional credentials, if any, of the person providing the service.
8. The signature of the person providing the service, or the initials of the person providing the

service if a signature log indicates the person’s identity.
9. For 24-hour care, documentation for every shift of the services provided, the member’s re-

sponse to the services provided, and the person who provided the services.
(4) Outcome of service.  The medical record shall indicate the member’s progress in response to

the services rendered, including any changes in treatment, alteration of the plan of care, or revision of
the diagnosis.

d. Basis for service requirements for specific services.  The medical record for the following ser-
vices must include, but is not limited to, the items specified below (unless the listed item is not routinely
received or created in connection with the particular service or activity and is not required to document
the reason for performing the service or activity, its medical necessity, or the level of care associated
with it).  These items will be specified on Form 470-4479, Documentation Checklist, when the Iowa
Medicaid enterprise surveillance and utilization review services unit requests providers to submit rec-
ords for review.  (See paragraph 79.4(2)“b.” )

(1) Physician (MD and DO) services:
1. Service or office notes or narratives.
2. Procedure, laboratory, or test orders and results.
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5. Nurses’ notes.
6. Physical therapy, occupational therapy, and speech therapy notes.
7. Medication administration records.
8. Form 470-0042, Case Activity Report.
(20) Services provided by intermediate care facilities for persons with mental retardation:
1. Physician orders.
2. Progress or status notes.
3. Preliminary evaluation.
4. Comprehensive functional assessment.
5. Individual program plan.
6. Form 470-0374, Resident Care Agreement.
7. Program documentation.
8. Medication administration records.
9. Nurses’ notes.
10. Form 470-0042, Case Activity Report.
(21) Services provided by psychiatric medical institutions for children:
1. Physician orders or court orders.
2. Independent assessment.
3. Individual treatment plan.
4. Service notes or narratives (history and physical, therapy records, discharge summary).
5. Form 470-0042, Case Activity Report.
6. Medication administration records.
(22) Hospice services:
1. Physician certifications for hospice care.
2. Form 470-2618, Election of Medicaid Hospice Benefit.
3. Form 470-2619, Revocation of Medicaid Hospice Benefit.
4. Plan of care.
5. Physician orders.
6. Progress or status notes.
7. Service notes or narratives.
8. Medication administration records.
9. Prescriptions.
(23) Services provided by rehabilitation agencies:
1. Physician orders.
2. Initial certification, recertifications, and treatment plans.
3. Narratives from treatment sessions.
4. Treatment and daily progress or status notes and forms.
(24) Home- and community-based habilitation services:
1. Notice of decision for service authorization.
2. Service plan (initial and subsequent).
3. Service notes or narratives.
(25) Remedial services and rehabilitation services for adults with a chronic mental illness:
1. Order for services.
2. Comprehensive treatment or service plan (initial and subsequent).
3. Service notes or narratives.
(26) Services provided by area education agencies and local education agencies:
1. Service notes or narratives.
2. Individualized education program (IEP).
3. Individual health plan (IHP).
4. Behavioral intervention plan.
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e. Corrections.  A provider may correct the medical record before submitting a claim for reim-
bursement.

(1) Corrections must be made or authorized by the person who provided the service or by a person
who has first-hand knowledge of the service.

(2) A correction to a medical record must not be written over or otherwise obliterate the original
entry.  A single line may be drawn through erroneous information, keeping the original entry legible.
In the case of electronic records, the original information must be retained and retrievable.

(3) Any correction must indicate the person making the change and any other person authorizing
the change, must be dated and signed by the person making the change, and must be clearly connected
with the original entry in the record.

(4) If a correction made after a claim has been submitted affects the accuracy or validity of the
claim, an amended claim must be submitted.

79.3(3) Maintenance requirement.  The provider shall maintain records as required by this rule:
a. During the time the member is receiving services from the provider.
b. For a minimum of five years from the date when a claim for the service was submitted to the

medical assistance program for payment.
c. As may be required by any licensing authority or accrediting body associated with determin-

ing the provider’s qualifications.
79.3(4) Availability.  Rescinded IAB 1/30/08, effective 4/1/08.
This rule is intended to implement Iowa Code section 249A.4.
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