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STATE PLAN MATERIAL 10-010 Indiana

FOR: HEALTH CARE FINANCING ADMINISTRATION
3. PROGRAM IDENTIFICATION: TITLE XIX OF THE

SOCIAL SECURITY ACT (MEDICAID)

TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE
HEALTH CARE FINANCING ADMINISTRATION December 31, 2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES

5. TYPE OF PLAN MATERIAL (Check One):

NEW STATE PLAN AMENDMENT TO BE CONSIDERED AS NEW PLAN 14 AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittalfor each amendment)
6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT:

a. FFY 2011 1,995,600
Section 1902(a)(42)(B) of the Act b. FFY 2012 2,294,940

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:    9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION

OR ATTACHMENT (IfApplicable):

Pages 36b, 36c None

10. SUBJECT OF AMENDMENT:

Makes conforming changes to State Plan related to section 6411 of the Affordable Care Act which requires States to establish programs to
contract Recovery Audit Contractors (RAC) to audit Medicaid providers.

11. GOVERNOR'S REVIEW (Check One):
GOVERNOR'SOFFICE REPORTED NO COMMENT OTHER, AS SPECIFIED:
COMMENTS OF GOVERNOR'SOFFICE ENCLOSED
NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL Indiana'sMedicaid State Plan does not require the

Governor's review.  See Section 7.4 of the State Plan
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Director of Medicaid

Indiana Office ofMedicaid Policy and Planning
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