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4. PROPOSED EFFECTIVE DATE

DEPARTMENT OF HEALTH AND HUMAN SERVICES July 1, 2013
5. TYPE OF PLAN MATERIAL (Check One);
G NEW STATE PLAN G AMENDMENT TO BE CONSIDERED AS NEW PLAN 1 AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:

42 CFR 447.40

7. FEDERAL BUDGET IMPACT:

a. FFY 2013 ($2.493.39)
b. FFY _2014 ($3.668.47)
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Attachment 4.19-C, Page 1.a.
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10. SUBJECT OF AMENDMENT: The purpose of this amendment is to amend the provisions governing the
reimbursement methodology for nursing facilities in order to reduce the rates paid for leave of absence days by
to 10 percent of the applicable per diem rate.
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