DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE AND MEDICAID SERVICES OMB NO. 0938-0193
TRANSMITTAL AND NOTICE OF APPROVAL OF | 1. TRANSMITTAL NUMBER: 2. STATE
2013-003 MS

STATE PLAN MATERIAL

FOR: CENTERS FOR MEDICARE AND MEDICAID SERVICES

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

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

4. PROPOSED EFFECTIVE DATE
January 1, 2013

5. TYPE OF PLAN MATERIAL (Check One):

XI NEW STATE PLAN

[ AMENDMENT TO BE CONSIDERED AS NEW PLAN

] AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS 1S AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:
42 CFR, 447.405, 447.410, 447.415

7. FEDERAL BUDGET IMPACT:
a. FFY 2013 $10,991,763
b. FFY 2014 $14,665,684

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Attachment 4.19 -B, pages 5a.1, 5a.2, 5a.3

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (If Applicable):

None

10. SUBJECT OF AMENDMENT:

To reimburse qualified Primary Care Service Providers 100% of the Medicare rate for certain primary care services procedure codes.

11. GOVERNOR’S REVIEW (Check One):
X GOVERNOR’S OFFICE REPORTED NO COMMENT
[[] COMMENTS OF GOVERNOR’S OFFICE ENCLOSED
[ NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

L] OTHER, AS SPECIFIED:

12. SIFNQTU OF STAWG%TFICIAL:
OS]

13. TYPED NAME: Bavid J DZielak

14. TITLE: Executive Director

15. DATE SUBMITTED:

wdy QT

FORM HCFA-179 (07-92)

16. RETURN TO:

David J. Dzielak

Miss. Division of Medicaid
Attn: Kristi Plotner

550 High Street, Suite 1000
Jackson, MS 39201-1399




