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4. PROPOSED EFFECTIVE DATE
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5. TYPE OF PLAN MATERIAL (Check One):

I NEW STATE PLAN

[[] AMENDMENT TO BE CONSIDERED AS NEW PLAN
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COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:

42 CFR Part 447, Subpart C

7. FEDERAL BUDGET IMPACT:
a.FFY 2013 $ 90,098
b. FFY 2014 $369,137
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Attachment 4.19-D, appendix 1
Page 2-7
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10. SUBJECT OF AMENDMENT:

Implements a 2.40% rate increase for under 16 bed ICF/MR facilities.

11. GOVERNOR’S REVIEW (Check One):
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[] COMMENTS OF GOVERNOR’S OFFICE ENCLOSED
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] OTHER, AS SPECIFIED:

12. SIGNATURE OF STATE AGENCY OFFICIAL:
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