
DEPARTMENT OF HEALTH AND HUMAN 8ERVICF..li FORM APPROVED 
HEALTH CARE FlNANCINO ADMINISTRATION 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

1. TRANSM1ITAL NUMBER: 
O?-009 

OMB NO. 0938.()193 
2. STATE 

NEVADA 

FOR: HEALTH CARE FINANCING Al>MlNISTRATION 
3. PROGRAM IDENTIFICATIoN: TITLE XIX OF THE 

SOCIAL SECURITY ACT (MEDICAID) 

TO: REGIONAL ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTMTION 
DEPARTMENT OF HEALTIl AND HUMAN SERVICES 

4. PROPOSED EFFECTIVE DATE 
July It 2009 

5. TYPE OF PLAN MATERIAL (Check Ont): 

o NEW STATE PLAN 0 AMENDMENT TO BE CONSIDBRED AS NEW PLAN 18J AMBNDMENT_.__ 
__-,--_S~.Q~ETEBLOCKS 6 THRU 10 IF THIS IS .AN AMBND~Ntf!eparate .Ttansmittalf()r ~ach (lme!!1.'!!fl.fJ.!l _ 

6. FEDERALSTATUTElREGOLATlONCltATION: . 7.FEbERALlJUOOET1MPACT: 
Stote Plnn Under Title XIX oCtile Social Sceurlty Ad;"i CPR-448 a. FFY 20()9 (..$818t 99U'i3)
 

42 CfR4Y":l-Sub4v:t F- b.FFY 1010 21333.48
 
8. PAGE NUMBER OF THE PLAN SECTION OR ATTACllMENT: 9. PAGE NUMBER OF THB SUPERSEDED PLAN SECTION 

OR ATTACHMENT (lfApplicable): 

Attachment 4.19-B,page 4Attachment 4.19-B, Page 4 

_____...._. =:-",---. ---L .__. _ 

10. SUBJECT OF AMENDMENT: 

Correct the date emergenc)' transportotJon rates were set. Decrease thchouI'ly rate (roDl S18.52 per hour to $17.00 per hour for
 
personal care services aSllpproved by the State of Nevada legislative bOdy,
 
11. GOVERNOR'S REVl"gW (Clteclc One):o GOVERNOR'S OFFICE REPORTED NO COMMENT ~ OTHEl,AS SPECIFIED: oCOMMENTS OF GOVERNOR'S OFFICE ENCLOSED The Govemor's Office does not 

RECEiVED WITHIN 45 DAYSOF SUBMllTAL wi_h to review the State Plan Amendment. 

AGENCY OFFICIAL: 16. RETURNTO: 

--::-::13~. T~Y::=:P:;-j· r=:D~N~A;:::. -;::l-..Jt...lt...:.:...--------------i John A. Livei'attl, ChitC 
Michael J. Willden DHCFPlMedfcaid 
-==.::;=~~=-----------------I 1100 Efts.t William Street, Suite 101 

~~;.~~~E~e artment ofHealth and Unman Servtees Car~oD City. NY 89701 
15. DATE SUBMlTIEll: 

17. DATE RECEIVED: SEP 2 ,. 2009 

o NO REPL 

l'I..AJIlAPPROVEP - aNI! c()JtVArt'A¢llIm 
19. EFFECTIVE DATE OF APPROVEDMAnnuAt.: 2().SIO FREGIONALOFFICIAL: 

21. TYPED NAME: 
Ph D MPA 

23. REMARKS: 

FORM HCPA-179 (07-92)
 




