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Department of Health & Human Services 

Centers for Medicare & Medicaid Services 
233 North Michigan Avenue, Suite 600 
Chicago, Illinois  60601-5519 

  

January 2, 2018 

 

Allison Taylor, Medicaid Director 

Family and Social Services Administration 

402 West Washington, Room W461 

Indianapolis, IN 46204 

 

ATTN:  Tim Hawkins 

 

RE:  Transmittal Number (TN) 17-0020 

 

Dear Ms. Taylor: 

 

Enclosed for your records is an approved copy of the following state plan amendment. 

 

TN 17-0020:   

 This state plan amendment makes changes to definitions and terminology in compliance 

with state law, removes the 20-mile restriction between patient and provider, and revises 

the permissible telemedicine provider and service types. 

 Effective Date: October 1, 2017  

 Approval Date: January 2, 2018 

 

If you have any questions, please have a member of your staff contact Jennifer Maslowski at     

(217) 492-4120 or by email at jennifer.maslowski@cms.hhs.gov.  

 

   Sincerely, 

 

                                                                         /s/ 

             

     Tannisse Joyce   

      Acting Associate Regional Administrator     

     Division of Medicaid and Children’s Health Operations 

 

Enclosure 

 

cc: Tim Hawkins, OMPP 

 Kelly Flynn, OMPP 
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TRANSMITl'AL AND NOTICE OF APPROVAL OF l. TRANSMITTAL NUMBER: 2. STATE
STATE PLAN MATERIAL 17-020 Indiana 

FOR: HEALTH CARE FINANCING ADMINISTRATION 3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID) 

TO: REGIO�AL ADMINISTRATOR 
HEALTH CARE FINANCING ADM1N1STRATION 
DEPARTME�T OF HEAL TH AND HUMAN SERVICES 

4. PROPOSED EFFECTIVE DA TE
October 1, 2017 
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10. SUBJECT OF AMENDMENT: This State Plan amendment makes confonning changes to the State Plan to make changes to
definitions and terminology in compliance v.ith state law, remove the 20-mile restriction between patient and provider, and
revise the permissible telemedicine provider and sen.ice types, effective October 1, 2017. These changes are necessary in order
to comply with state Jaw and to provide increased access to telemedicine services for Medicaid members.
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