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5. TYPE OF PLAN MATERIAL (Check One): 

I. TRANSMITTAL NUMBER: 

FORM APPROVED 
OMB NO. 0938-0193 

2. STATE 

12-33 Louisiana 
3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 

SOCIAL SECURITY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATE 

October 1, 2012 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN 181 AMENDMENT 
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Se arate Transmittal for each amendment) 

UEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: \ 
42 CFR 447 Subpart C a. FFY 2012 [~8; 5qtt1 &94 J -elH0;0~6.of3] 

b. FFY 2013 (!I ~~ S~) 'l"i'l \ &S,024.W 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN 
SECTION OR ATTACHMENT (1/ Applicable): 

Attachment 4.19-D, Pages 11 and lla Same (TN 11-25) 

10. SUBJECT OF AME'l'fDMENT: The purpose ofthis SPA is to revise the reimbursement methodology for ICF/DD­
Public Facilities to establish a transitional Medicaid reimbursement rate for a public ICF/DD community home 
that is transitioning to a private facility. 
I I. GOVERNOR'S REVIEW (Check One): 

0 GOVERNOR'S OFFICE REPORTED NO COMMENT 121 OTHER, AS SPECIFIED: 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED The Governor does not review state plan material. 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

Secr·eta 
15. DATE SUBMITTED: 

September 13,2012 

17. DATE RECEIVED: 

16. RETURN TO: 

J. Ruth Kennedy, Medicaid Director 
State of Louisiana 
Department of Health and Hospitals 
628 N. 4th Street 
PO Box 91030 
Baton Rouge, LA 70821-9030 
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