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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
Atlanta Regional Office 
61 Forsyth Street, Suite 4T20 
Atlanta, Georgia 30303 
 
DIVISION OF MEDICAID & CHILDREN’S HEALTH OPERATIONS 
 
November 18, 2015 
 
Darin Gordon, Director 
Bureau of TennCare 
310 Great Circle Road 
Nashville, TN 37243 
 
RE:  Tennessee Title XIX State Plan Amendment, Transmittal #15-0003 
 
Dear Mr. Gordon: 
 
We have reviewed Tennessee State Plan Amendment (SPA) 15-0003 which was submitted to the 
Atlanta Regional Office on September 30, 2015.  This amendment assures that Tennessee is in 
compliance with 42 CFR §455.434 as it relates to providers criminal background checks and 
fingerprinting requirements.   
 
This SPA confirms that the state is in compliance with final regulations, as required as a 
condition of approval for SPA #12-001 (approved January 28, 2013), and is approved on 
November 18, 2015.  The effective date of this SPA is August 1, 2015. 
 
If you have any questions regarding this amendment, please contact Kenni Howard at (404) 562-
7413 or via email at kenni.howard@cms.hhs.gov. 
 
     Sincerely, 
 
     //s// 
 
     Jackie Glaze 
     Associate Regional Administrator 
     Division of Medicaid & Children’s Health Operations 
 
Enclosures 
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ST ATE PLAN UNDER TITLE XIX OF TIIE SOCIAL SECURITY ACT 

State/Territory: ...... __ TENNESSEE 

42 CFR 455.420 
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42 CFR 455.436 

42 CFR 455.440 

T~ No. TN-15-0003 
Supersedes 
TN :'-Jo. 12-00 I 

4.45 Provider Screening and Enrollment 

REACTIV A TrON OF PROV! DER ENROLLMENT 
___x_ Assures that any reactivation of a provider will include re­
screening and payment of application fees as required by 42 CFR 
455.460. 

APPEAL RIGHTS 
_x_ Assures that all terminated providers and providers denied 
enrollment as a result of the requirements of 42 CFR 455 .416 will 
have appeal rights available under procedures established by State law 
or regulation. 

SITE VISITS 
___x_ Assures that pre-enrollment and post-enroBment site visits of 
providers who arc in "moderate" or "high" risk categories will o<.;cur. 

CRIMINAL BACKGROUND CHECKS 
X Assures that providers, as a condition of enrollment, wil I be 

required to <.;unsent to criminal background checks including 
fingerprints, ifrequired to do so under State law, or by the level of 
screening based on risk of fraud, waste or abuse for that category of 
provider. 

FEDERAL DATABASE CHECKS 
_ _K ___ Assures that the State Medicaid agency will perform Federal 

database <.;hecks on all providers or any person with an ownership or 
controlling interest or who is an agent or managing employee of the 
provider. 

NATIONAL PROVIDER IDENTIFIER 
__x__ Assures that the State Medicaid agency requires the >l"ational 
Provider Identifier of any ordering or referring physician or other 
professional to be specified on any claim for payment that is based on 
an order or referral of the physician or other profossional. 

Effective Date 8/1/2015 




