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DEPARTMENT OF HEALTH & HUMAN SERVICES T

Centers for Medicare & Medicaid Services e

7500 Security Boulevard, Mail Stop 52-26-12 M

Balﬁmore' Maryland 21 244-1850 CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Financial Management Group

Charles M. Palmer, Director JUN 292016
Iowa Department of Human Services

1305 East Walnut, 5% Floor

Des Moines, IA 50319-0114

RE: Iowa State Plan Amendment TN: 15-021

Dear Mr. Palmer:’

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number (TN) 15-021. This amendment implements a budget-neutral
rebasing of inpatient hospital payment rates.

We conducted our review of your submittal according to the statutory reqﬁirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a) and 1923(g) of the Social Security Act and the
implementing Federal regulations at 42 CFR 447 Subpart C. This is to inform you that Medicaid
State plan amendment 15-021 is approved effective October 1, 2015. We are enclosing the CMS-179
and the amended plan page.

If you have any questions, please call Tim Weidler at (816) 426-6429.

Sincerely,

Kristin Fan
Director

Enclosures
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4, PROPOSED EFFECTIVE DATE
Ootober 1, 2015

5. TYPE OF PLAN MATERIAL (Check One)
] NEW STATE PLAN

[} AMENDMENT TO BE CONSIDERED AS NEW PLAN

AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate transmillal for each amendment)

6. FEDERAL STATUTE/REQULATION CITATION

7. FEDERAL BUDGET IMPACT
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b, FEY 117 $0
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Attachment 4,19-A, Page 1, 4a, 5, 12, 1l2a
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Attachment 4.19-A, Page 1, 4a, 5, 12, l2a

710, SUBJECT OF AMENDMENT

The conference commlttee report for SF 505, authorized inpatient hospital rebase effective
Outober 1, 2015, which iz budget-neutral therefore not f£ircal impact ia antiogipated.
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