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STATE PLAN MATERIAL
3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
FOR: HEALTH CARE FINANCING ADMINISTRATION SOCIAL SECURITY ACT (MEDICAID)
TO: REGIONAL ADMINISTRATOR 4 PROPOSED EFFECTIVE DATE -
HEALTH CARE FINANCING ADMINISTRATION
DEPMTMU M'm m HUMAN SERVICES July 1, 2009
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8. PAGE OF THE PLAN SECTION OR ATTACHMENT:

Attachment 419-A. Page 1§, 152

10. SUBJECT OF AMENDMENT:

Change rate reimbursessont nsethodology for Critical Access Hospital services.
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The Governoe’s Office doea not
wish to review the State Plan Amendment.
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16. RETURN TO:

John A. Liverattl, Chief
DHCFP/Medicald

1100 East Willlam Street, Suite 101
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21, TYPED NAME:
T ulham | asewsky

23. REMARKS:

CMS San Francisco Regional Office madé pen-and-ink chanqge to Box 8 (added "15a")

as agreed upon by Nevada.

FORM HCFA-179 (07-92)






