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2. STATE 

ARKANSAS 
3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 
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4. PROPOSED EFFECTIVE DATE 

October 1, 2012 
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10. SUBJECT OF AMENDMENT: 
The Arkansas Title XIX State Plan has been amended to add an episode performance payment model which creates incentives that reward 
providers who succeed in delivering high-quality, patient-centered, and cost-effective care for a clinical episode. 
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