
DEPARTMENiOF HEALTH AND HUMAN SERVICES FORM A.PPROVED 

HEA_lTH CARE FINANCING ADMINISTRATION OMB NO. {)93S·0193 


TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

1. TRANSMITTAL NUMBER: 
10-010 

2. STATE 
NEVADA 

FOR: HEALTH CARE FINANCING ADMINISTRATION 
3, PROGRAM IDENTlF1CATION: TITLE XIX OF THE 

SOCIAL SECURITY ACT (MEDICAID) 

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

4. PROPOSED Ef'fECTlVEDATE 

September 1. 2010 
--::--=-c=--::::-==-:-::-:~:-==-=--:-::--:::::--:-=-~------ ---'---.-~-.---------------- 

5. TYPE OF PLAN MATERIAL (Check One): 

o NEW STATE PLAN 0 AMENDMENT TOBE CONSIDERED AS NEW PLAN I8l AMENDMENT 
COMPLETE BLOCKS 6 1'HRU 10 IF THIS IS AN AMENDMEN'fe arateTransmittal/oreach amendment) 

6. FEDERAL STATUTElREGULATlON CITATION: 

N/A 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 

Attachment3.t~A. PRe lh 

10. SUBJECT Of AMENDMENT: 

?FEDERAL BUDGET IMPACT: 
a. FFY 10tO SO 
b. FFY1011 $0 

9. PAGE NUMBER oF' THE SUPERSEDED PLAN SECTION 
OR f\TTACHMENT (IfApplicable): 

Attachment 3.t-A, Page 2h 

Provide clarification to limitations for meditaiaDd surgieal services furnished by a dentist. 

1J. GOVERNOR'S REVIEW (Ch.e:ck One):o GOVERNOR'S OFFICe REPORt'S)) NO COMMENT ~01JfE~, AS SPEClFIED: o COMMENTS OF GOVERNOR'S OFFICE ~NCLOSED TheOQvetrl\>r's Office does not o NO REPLY RECEIVED WITHIN 45 DAYS OF StIBMITTAL wish to review the State Plan Amendment. 

-;-:;~Vit~~~~---===---------------j Marta Stagljano, Chief, Compliance 

16.• RETURN TO: 

DIICFPlMeditaid 
~~~~~~---------------l 1100 Ealt Will'" Street, Suite 101 

~~~~~~~~~~~~!!!!!!!J§!!~!-___--l.carSOD City, NV 89701 

AUG 3 12010 

FORM HCFA-179 (07~92) 




