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5. TYPE OF PLAN MATERIAL (Check One):
L] NEW STATE PLAN

[ 1 AMENDMENT TO BE CONSIDERED AS NEW PLAN

x AMENDMENT
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Section 1923 of the Social Security Act

8. PAGE NUMBER OF THE PLAN SECTION OR
ATTACHMENT:

Attachment 4.19-A pages: |-262, 1-262.1, 282717,
1:262-40, apdl-262-4c [-363.2 |-, Qe ’

I-déa, &L }=202. ac.z
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10. SUBJECT OF AMENDMENT:

Reimbursement for Instate Acute Care Inpatient Hospital Services - Disproportionate Share Hospital
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