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[0 AMENDMENT TO BE CONSIDERED AS NEW PLAN

X AMENDMENT
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6. FEDERAL STATUTE/REGULATION CITATION:
42 CFR 447.50; 447.252

7. FEDERAL BUDGET IMPACT:
a.FFY 12 $771,847 (savings)
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Attachment 4.19-B, pages 4 and 7
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10. SUBJECT OF AMENDMENT:

The primary purpose for this amendment is to decrease DME provider reimbursement by 10% effective June 1, 2012.

1. GOVERNOR'S REVIEW (Check One):
(] GOVERNOR’S OFFICE REPORTED NO COMMENT
[ COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
[0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

] OTHER, AS SPECIFIED:
Govemor's designee on file
via letter with CMS

12.SIGNAT, OF STATE AGENCY OFFICIAL:

16. RETURN TO:
Stephanie Azar

13. TYPED NAME:
Stephanie Azar

Acting Commissioner
Alabama Medicaid Agency

14. TITLE:
Acting Commissioner

15. DATE SUBMITTED:

e-l-1d

501 Dexter Avenue
Post Office Box 5624
Montgomery, Alabama 36103-5624

_FOR REGIONAL OFFICE USE ONLY.

wvmmﬁwmwmnz

[ 18.DATE APPRO{’ED 68/30/12

PLAN APPROVBD ONE COPY A'I'I'ACHED

| l9 BFFECTIVE DATE OF APPROVED MATERIAL 06/01/ 12

i : 21TYPED NAME
l JGCkle Glm . -

8 Dwnsnon of Medlcald & Chlldren Health Opns

o

BAILE: Assoctate RegxonalA find

23 REMARKS

I
|
!
|
|
|

FORM HCCFA-179 (07-9



