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

L TRANSMITTAL NUMBER: 2. STATE 
SC 11-013 South Carolina 

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

4. PROPOSED EFFECTIVE DATE 
07/11/11 

5. TYPE OF PLAN MATERIAL (Check One): 

o NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN [8l AMENDMENT 

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT Se orate Transmittal or each amendment 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~----------
6. FEDERAL STATUTEIREGULATIONC1TATION: 

42 CFR Part 447 Subpart C 
8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 

Attachment4.19-B, pages J, 1.1, la, 1a.l, la.2, 1a.3 and ld 

10. SUBJECT OF AMENDMENT: 
Outpatient hospital payment reductions effective July 11, 2011 

7. FEDERALBUDGETlMPACT:FMAP 

a. FFY 2011 $(1,100,000) 
b. FFY 2012 $(4,400,000) 
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