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STATE PLAN MATERIAL 12-60 Louisiana

_PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID)
"TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATL
HEALTH CARE FINANCING ADMINISTRATION o L2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES ctober 1,
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[9%]

S.TYPE OF PLAN MATERIAL (Check One):
[ JNEW STATE PLLAN [] AMENDMENT T'0 BE CONSIDERED AS NEW PLAN B AMENDMENT

COMPLIETE BLOCKS 6 THRU 10 tF THIS IS AN AMENDMENT (Separate Transminal for each amendment)

7. FEDERAL BUDGET [MPACT:
42 CFR 447, Subpart F a. ey 200 2013 $4,625.01 5491199
b. FFY 28683 2014 $0 $5:577:24

8. PAGIEE NUMBER OF THE PLAN SECTION OR ATTACHMENT: | 9, PAGE NUMBER OF THE SUPERSEDED PLAN
SECTION OR ATTACHMENT ¢{f Applicahle:

Attachment 4,19-B, Item 2a, Page 5 Same (TN #8-74) 10-54

10. SUBJECT OF AMENDMENT: The SPA proposes to revise the reimbursement methodology for outpatient
hospital scrvices to provide for supplemental Medicaid payments to qualifying non-rural, non-state public
hospitals for the state fiscal year 2013.

i 1. GOVERNOR'S REVIEW (Check Oney:
[] GOVERNOR'S OFFICE REPORTED NO COMMENT B OTHER. AS SPECIFIED:
[ COMMENTS OF GOVERNOR'S OFFICE ENCLOSED The Governor docs not review state plan material.
CINO REPLY RECEIVED WITHIN 435 DAYS OF SUBMITTAL

12. SIGNATURE OF STATEL

GENCY OFFICIAL: 16. RETURN TO:

. )2/, ¢ / 2 J. Ruth Kennedy, Medicaid Director
12, PYPERNARIE: v Statce of Louisiana
Bruce D. Greenstein Department of Health and Hospitals
14, TITLE: 628 N. 4" Strect
Secretary PO Box 91030
15. l;x(\)\l‘lmiggf\;f;’ I-ZE)EI)Z Baton Rouge, LA 70821-9030

FOR REGIONAL OFFICE USE ONLY

17. DATE RECEIVED: 2 December, 2012 18. DATE APPROVED: 25 October, 2013
PLAN APPROVED — ONE COPY ATTACHED
19. CFFECTIVLE DATE OF APPROVED MATERIAL: ] 20. SIGNATU g < "7 2~ "5, TFFICIAL:
1 October, 2012 Rt M
21. TYPED NAME: ) 22 TITLE:Assoclated Regional Administrator
Bill Brooks Div of Medicaid & Children's Health
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