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5. TYPE OF PLAN MATERIAL (Check One): 

0 NEW STATE PLAN 

1. TRANSMITTAL NUMBER: 
10-011- B 

FORM APPROVED 
OMB NO. 0938-0193 

2. STATE 
Arizona 

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 
SOCIAL SECURITY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATE 
April1, 2011 

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 
$ (13,356,000) 

42 CFR447 42 CFR440.17· 42 CFR440.167 
8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 

OR ATTACHMENT (If Applicable): 
Page 1(a); Attachment 4.19-B 

N/A 

10. SUBJECT OF AMENDMENT: 

An update of the outpatient hospital reimbursement rates beginning April1, 2011 to September 30, 2011 to reflect a 
rate reduction of 5%. 
11. GOVERNOR'S REVIEW (Check One): 

0 GOVERNOR'S OFFICE REPORTED NO COMMENT 181 OTHER, AS SPECIFIED: 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 
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