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5. TYPE OF PLAN MATERIAL( Check One):

w

NEW STATE PLAN AMENDMENT TO BE CONSIDERED AS NEW PLAN AMENDMENT

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

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

Deficit Reduction Act of 2005, modified effective 10/ 1/ 10 through the a. FFY13( 3 months):  $ 8, 654

Affordable Care Act b. FFY14( 12 months): $49,697

c. FFY15( 9 months): $ 70,677

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:     9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION

Supplement to Attachment 3. 1- I; Attachment 4. 19B, 1915( 1) HOBS OR ATTACHMENT( IfApplicable):
State Plan Services for High Needs Youth with Serious Emotional Supplement to Attachment 3. 1- I; Attachment 4. 19B, 1915( 1)

Disturbance HCBS State Plan Services for High Needs Youth with Serious

Emotional Disturbance

E

10. SUBJECT OF AMENDMENT:

Increase most fees in the 1915i by 2°,x"0 ( some fees held at the current rate), update the date of the fee schedule for the 1915( 1) Home and
Community Based Services State Plan Program for Youth with Serious Emotional Disturbance, and in the absence of the Utilization Review
Contractor, the Regional Manager completes the needs-based eligibility criteria, face- to- face assessment, and the service plan.
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