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. QM8 No. 0038-0169

GENTERS FOR MEDICARE & MEDICAID SERVICES .
1. TRANSMITTAL NUMBER 2. STATE

TRANSMITTAL AND NOTICE OF APPROVAL OF 1 0 — 0 0 4  IOWA

STATE PLAN MATERIAL —— T T T
FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES 3. PROGRAM IDENTIFICATION: TITLE XiX OF THE SOOIAL _

SECURITY ACT (MEDICAID)
TO: REGIONALADMKN!STRATOR 4. PROPOSED EFFECTIVE DATE

CENTERS FOR MEDICARE & MEDICAID SERVICES Pebruary 1, 2010

DEPARTMENT QF HEALTH AND HUMAN. SERVICES u EY S
5. TYPE OF PLAN MATERIAL (Check One)

1 NEW STATE PLAN D AMENDMENT TO BE CONSIDERED AS NEW PLAN AMENDMENT
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate transmittal for each amendment)
6. FEDERAL STATUTEIREGULATION CITATION 7. FEDERAL BUDGET IMPACT
. a. FFY_'10 $ 324,480

. ) b. FFY 111 $ 515,875

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT ' 5. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION

Attachment 4.19-B, Page 1C OR ATTACHMENT (i Applicable)
Attachment 4.19%-B, page 1

Pfichment 3.1-K, Page b
auiie Gch 3.]-4, Pa
Supplemant 2 o phcihment 3.4, fage 13 Qf;o/m':f& JDA’WZW 24, %’6 7

10. SUBJECT OF AMENDMENT

This request implements a 5% increase in the fee schedule amounts for family plaoning sexvices.

11. GOVERNOR'S REVIEW (Check One)

[YEOVERNOR'S OFFICE REPORTED NO COMMENT 7] OTHER, AS SPECIFIED
[ COMMENTS OF GOVERNOR'S OFFICE ENCLOSED :
[] NO REPLY RECEIVED WITHIN 46 DAYS OF SUBMITTAL

16, RETURN 1O

12. SIGNATURE OF § AGENCY OFFICIAL . :
. Charles J. Krog—:ﬁeier

13. TYPED NaMe—" } Director

N Charles J. Xrogmeler Department of Human Services
e 1305 East Walnut, 5th Floor

14. TITLE o pes Moines, IA 50319-0114

Director

15. DATE SUBMITTED

Maxrch 31, 2010
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