
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
HEALTH CARE FINANCING ADMINISTRATION 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

TO: REGIONAL ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

I. TRANSMITI AL NUMBER: 

FORM APPROVED 
OMB NO 0938·0193 

2. STATE 

13-10 Louisiana 

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 
SOCIAL SECURITY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATE 

February 1, 2013 

o NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN 181 AMENDMENT 
COMPLETE BLOCKS 6 THRU 10 IF TillS IS AN AMENDMENT Se urate Transmittal or each amendment 

6. FEDERAL STATUTEIREGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 
42 CFR 447, Subpart B a. FFY 2013 ($69.18) 

8. PAGE NUMBER OF THE PLAN SECTION OR A TI ACHMENT: 

Attachment 3. I-A, Item 19, Page I 
Attachment 4.19-B, Item 19, Page 2 
Supplement 1 to Attachment 3.1-A, Page ID 
Supplement I to Attachment 3.1-A, Pages ID(I), ID(2), 
ID(3) & ID( 4) 

b. FFY 2014 ($I00.9Sl 

9. PAGE NUMBER OF THE SUPERSEDED PLAN 
SECTION OR A TI ACHMENT (If Applicable) : 

Same (TN 08-13) 
Pending (TN 13-09 reserved page) 
Reserved (TN 08-13) 
Removed (TN 08-13) 

10. SUBJECT OF AMENDMENT: The SPA proposes to revise targeted case management in order to terminate 
Medicaid reimbursement ofTCM services to mv disabled individuals. 

II . GOVERNOR'S REVIEW (Check One): o GOVERNOR'S OFFICE REPORTED NO COMMENT 181 OTHER, AS SPECIFIED: o COMMENTS OF GOVERNOR'S OFFICE ENCLOSED The Governor does not review state plan material. o NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITI AL 

Secreta 
15. DATE SUBMITIED: 

March 6, 2013 

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 

FOR REGIONAL OFFICE USE ONLY 
118. DATE APPROVED: 

PLAN APPROVED - ONE COPY A TI ACHED 
19. EFFECTIVE DATE OF APPROVED MATERIAL: 20. SIGNATURE OF REGIONAL OFFICIAL: 

21. TYPED NAME: 22. TITLE: 
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