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TO: REGIONAL ADMINISTRATOR
HEALTH CARE FINANCING ADMINISTRATION
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4. PROPOSED EFFECTIVE DATE
January 1, 2011

5. TYPE OF PLAN MATERIAL (Check One):

[C] NEW STATE PLAN

[C] AMENDMENT TO BE CONSIDERED AS NEW PLAN

X AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:

7. FEDERAL BUDGET IMPACT:
a.FFY 2011 $ 168,648
b. FFY 2012 $ 177,071

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Attachment 3.1-A, Exhibit 11

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (If Applicable):

10. SUBJECT OF AMENDMENT: The attached State Plan Amendment is being filed to increase the availability of covered
physical, occupational and/or speech-language pathology services and provide for these services in a more cost efficient

manner. The Division of Medicaid is seeking approval to allow adult beneficiaries (age 21 and over) to receive these services in
an individual therapy office, therapy clinic or physician’s office and clinic in addition to the outpatient department of the

hospital.

11. GOVERNOR’S REVIEW (Check One):
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[C] OTHER, AS SPECIFIED:

[2. SIGNATL E AGENCY.QFHETAL:

" 13. TYPEDXNAME: Robert L. Robinson

14. TITLE: Executive Director
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17. DATE RECEIVED: 11/02/10
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23. REMARKS:”

D}v:sxon of Medicaid & Children's Health Opns

Approved with the following changes to item 8 as authorized by State Agency on e’ﬁn__aff Eat-ed 01/24/11.

Block #6 Changed to read: 42CFR §440.110.
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