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STATE PLAN'MATERIAL 12- 025 Montana

3 PROGRAM IDENTIFICATION: Title XIX of the
FOR: HEALTH CARE FINANCING ADMINISTRATION

r.Se urity Act( Medicaid)

np"rPROPOSED FFECTIVE DATERE60-iA
I

HEALTH CARE FINANCING ADMINISTRATION
DEPARTMENT OF HEALTH AND HUMAN SERVICES

5. TYPE OF PLAN MATERIA L( Check&)

NEW STATE PLAN j AMENDMENT TO BE CONSIDERED AS NEW PLAN AMENDMENT

E COMPLETE BLOCKS 6 THRU IOdF THIS IS AN AMENDMENT( Separate ran"s-m-it-ta-1 for each a-m-en-d-m-en-n-
FATUTE,REG U LAT[ON ITAT16R i FEDERAL BUDGET IMPACT16 FEDERAL

MA a. FFY2012: $ 63

BUDGET

Aids

FFY 2013. $ 126 Hearing Aids

1 8. PAGE NUMBER OF THE PLAN SECTION OR ATfACHMEN.     9 PAGE NUMBER OF THE SUPERSE ED PLAN SECTIONE E

Page($) I of I OR ATTACH_ MENT( IfApphcable)*
Attachment 4 19B Page( s)_ l of I

Methods& Standards For Establishing Payment Rates Attachment 19B

12. c Hearing Aids Methods,&; Standards For Establishing Payment Rates
12. c Hearing Aids,

10_ SUBJECT`6FAMENDMENT
Hearing Aid fee schedule change.
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rl1. GOVERNOR' S REVIEW( Check One):
I GOVERNOR' S OFFICE REPORTED NO COMMENT OTHER, AS SPECIFIED

COMMENTS OF GOVERNOR' S OFFICE ENCLOSED

NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

SIGNATURE OF STATE,AGENCY OFFICIAL:      1 167 RETURN TO:

and Human ServicesMontana,Dept. of Public Health

Mary E. Daltoni fyFiI5_ XME:    Dalton
State Medicaid Directorr,     Attn: Jo Thompson

14._TITLE._ State Medicaid Director----' "'-] 
PO Box 4210

15. DATE
Helena, MT 59604
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