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5. 

HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 
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I 0. SUBJECT OF AMENDMENT: 

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

II. REVIEW : 
jgl GOVERNOR'S OFFICE REPORTED NO COMMENT 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

12. SIGNATURE OF STATE AGENCY OFFICIAL: 

FORM APPROVED 

ARKANSAS 
. TITLE XIX OF THE 

SOCIAL SECURITY ACT (MEDICAID) . I 
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0 OTHER, AS SPECIFIED: 

16. RETURN TO: 

{::~"'(_'[; {2(~'"1 Division ofMedical Services 
1;"";;;-;:;:;:iJru:;n-i:'i"A-.-rn:-----------------j PO Box 1437, Slot S295 

Little Rock, AR 72203-1437 

Attention: Glenda Higgs 

FORM HCFA-179 (07-92) 




