
DEPARTMENT OF HEALTH AND HUMAN SERVJCES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

FOR: CENTERS FOR MEDICARE & MED1CA1D SERVICES 

TO: REGIONAL ADMINISTRATOR 
CENTERS FOR MED1CARE & MEDICAID SERVICES 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MA TERTAL (Check One): 

1. TRANSMITTAL NUMBER: 

10-15 

FORM APPROVED 
OMR NO. 0938-Ql93 

2. STATE 
Maryland 

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

4. PROPOSED EFFECTIVE DATE 
October 1, 201 0 

C NEW STATE PLAN IJ AMENDMENT TO BE CONSIDERED AS NEW PLAN X AMENDMENT 
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Se arate Transmittal m· each amendmellf) 

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 

8. PAGE NUMBER OF THE PLAN SECTION OR 
A IT ACHMENT: 
Page 80, Seotion l­
Page 81 , ~eetioR .t 

-t1y 
7 q y- I 

a. FFY 20lf i 0 
b. FFY 2012 ~ 0 

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 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 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

NEW 
NEW 

10. SUBJECT OF AMENDMENT: Maryland State Attestation for compliance with provisions of the Medicaid 
Recovery Audit Contractor (RAC) program. 

II . GOVERNOR' S REVIEW (Check One): 
0 GOVERNOR'S OFFICE REPORTED NO COMMENT 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMI11'AL 

12. SIGNA AL: 

X OTHER, AS SPECIFIED: The Secretary of the 
Department of Health and Mental Hygiene 

6. RETURN TO: 
Susan Tucker 

-1-3-. T_Y_P_E_.D_--tL.f~~~~~~..c:::~:::.._------1 Executive Director 

- - ---=----=---------:--:-----::--c:------ - --1 Otlice of Health Services 
14. TITLE: Secretary, Department of Health & Mental Department of Health & Mental Hygiene 

-;-;:~-:-;;:;;:;-;;;~H;-';;'::;;;;;;:;;:::----------------1 201 WPreston St, 1
51 

floor 
Baltimore MD 2120 1 

FORM CMS-179 (07-92) 


