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TO: REGIONAL ADMINISTRATOR \ 4. PROPOSED EFFECTIVE DATE
HEALTH CARE FINANCING ADMINISTRATION
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5. TYPE OF PLAN MATERIAL {Check Oney: - lEmwree——e——
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10, SUBJECT OF AMENDMENT: The pu_r_[;se of this Statc Plan amendment is to reduce the reimburscment
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_Qeﬁci_t.
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Pen and Ink change made per state's RAI response submitted on

7/19/13 adding Attachment 4.19-B, Item 9, page 1 to the submission
package.
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