DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0193
1. TRANSMITTAL NUMBER: 2. STATE:
TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL 11-046 TEXAS
FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES 3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL
SECURITY ACT (MEDICAID)

TO: REGIONAL ADMINISTRATOR 4, PROPOSED EFFECTIVE DATE:

CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES October 1, 2011
5. TYPE OF PLAN MATERIAL (Circle One): ‘
0 [1 AMENDMENT TO BE CONSIDERED AS NEW PLAN XK AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)
6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: SEE ATTACHMENT
42 CFR §§ 440.40 and 441.56; §1905(r) of Soclal Security Act,
relating to Early and Periodic Screening, Diagnosis and a.FFY 2012 $280,604
Treatment. b. FFY 2013 $287,928
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10. SUBJECT OF AMENDMENT:

The proposed amendment establishes a supplemental payment for dental services provided by publicly owned dental
providers under the Early and Perlodic Screening, Dlagnosis and Treatment program for fee-for-service dental clalms.
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