DEPARTMENT OF HEAT TH AND HUMAN SERVICES
HEALTH CARL FINANCING ADMINISTRATION

TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOR: HEALTH CARE FINANCING ADMINISTRATION

TO: REGIONAL ADMINISTRATOR
HEALTH CARF FINANCING ADMINISTRATION
DEPARTMENT OF HEALTH AND HUMAN SERVICLS

1 1. TRANSMITTAL NUMBER:

FORM APPROVED
 OMBNO. 09380193

T2 STATE

‘f |

L 10-20-B | New York

{3 PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID)

4 PROPOSED CFFECTIVE DATE
April 1, 2010

t
s

"5 TYPE OF PLAN MATERIAT /Chock Oney

[CINEW STATE PLLAN

T J AMENDMENT 10 BE CONSIDERED AS \FW PL.AN

——

] AMENDMENT

_COMPLLTE BIOCKS 6 THRU 10 IF THIS 'S AN

P ANMENDMENT (Sepu vate Tran. smittul for ¢ sach ame ndmen[)

6. FEDERAI STATUTE'REGULATION CITATION: |
Section 1902(a) of the Social Security Act, and 42 CFR 447

I 7.FEDERAL BUDGET IMPACT:
g’ d FEY 04/0110-09/30/10 $76.25 million
J i FY 10/01/10-09/30/11 $173.02 million

8. PAGE NUMBER OI THI- PLAN SECTION OR A1 1 ACHMENT -

Attachment 4.19-A: Pages 154, *56, 157, 158, 158(a)

Ak NUMEER OF THE SUPERSEDED PLAN
| SLL ITON OR ATTACHMENT (If Applicable):

 Attachment 4.19-A: Pages 154, 156, 157, 158
!

10. SUBJECT OF AMENDMENT:

DSH IGT

(FMAP = 50%)

11. GOVERNOR'S REVIEW rCheck One):
B GOVERNOR'S OFFICE REPORTED NO COMMENT
[J COMMENTS OF GOVERNOR'S OFFICE ENCLOSED

;‘}\x 'Y
XK

(AME: ‘Jason A. Helgerson

OF STATE AGENCY OFFICIAL:
7

14. TITLE: Medicaid Director & Deputy Commissio ner
Department of Health

[[JNO REPLY RECEIVED WITHIN 45§ DAYS OF SUBMITT AL

"] OTHER. AS SPECIFIED:

16, RETURN TO- )
 New York State Department of Health
Corning Tower

Empire State Plaza

Albany, New York 12237

FORM HCFA-179 (07-92)

15. DATE SUBMITTED:
May 3, 2011 o

FOR REGIUNAL omcg USE ONLY

17. DATE RECEIVED: 18 DATE APPROVED: JuL 9972011
PLAN APPROVED ONE COPY ATV d}fD

19. EFFECTIVE DATE OF APPROVED M4 ERIAL: ! Mg\}i O?RWCIAL

APR -1 2010
21. TYPED NAME: —_— 22 T { E A

Feml\l | hompssal LLpuTy \(CCTOV\\CMC.S
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