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1. TRANSMITTAL NUMBER:

09-08-MA New Jersey
1 PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID)

2 STATE

1O REGIONAL ADMINISTRATOR
HEALTH CARE FINANCING ADMINISTRATION
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4. PROPOSED EFFECTIVE DATE
July 1, 2009

3

FYPE OF PLAN MATERIAL Check Ones

[TINEW STATE PLAN

[ AMENDMENT TO BE CONSIDERED AS NEW PLAN

AMENDMENT

COMPLETE BLOCKS ¢ THRU 10 [F THIS IS AN AMENDMENT ¢Separate Transmiital for each amendment)

6 FEDERAL STATUTEREGULATION CITATION:

Section 1902(a}{13)(A) of the Social Security Act

7. FEDERAL BUDGET IMPACT:
a. FFY 2008 $2.8 Million
b. FFY 2010 $8.3 Million

8 PAGE NUMBER OF T'HE PLAN SECTION OR ATTACHMENT:

AHgchment H419-D Pase 1141
Attachment 4 19-D, Page 191.1%

9, PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
"OR ATTACHMENT (/1 dppiicables

Same

New

§]

CSUBJLECT OF AMINDMINT. Additional Reimbursement for Nursing Facilities with High Medicaid Occupancy

i1 GOVERNOR'S REVIEW /Check One)

T GOVERNOR S OFFICE REPORTED NO COMMENT B3 OTHER, AS SPECIFIED:

T COMMENTS OF GOVERNOR'S OFFICE ENCLOSED Not required, pursuant to 7 4 of the Plan

TINO REPLY RECEIVLD WITHIN 45 DAYS OF SUBMITTAL

o
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3Ty N’D,?é AME- Jennifer Vels( Division of Medical Assistance and Health Services
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