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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services 
601 E. 12th St., Room 355
Kansas City, Missouri 64106

Medicaid and CHIP Operations Group

, 202

Re: State Plan Amendment -00

Dear :

This

-00 on , 202 effective date of ,
20 .

If you have any , please contact William Pak at (404)
562-7407 or William.Pak@cms.hhs.gov.

Sincerely,

, Director
Division of Program Operations
Medicaid and CHIP Operations Group

CENTERS FOR MEDICARE & MEDICAID SERVICES 

CENTER FOR MEDICAID & CHIP SERVICES 



DEPARTMENT OF HEAL TH ANDHUM\N SERVICES 
CENTERS FOR r-.EDICARE & MEDICAID SERVICES 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES 

TO: CENTER DIRECTOR 
CENTERS FOR MEDICAID & CHIP SERVICES 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

1. TRANSMITTAL NUMBER 2.STATE 

2 1 - 0 0 1 6 SC -- ---- --
3. PROGRAM DENTIFICATION: TlTIE OF THE SoctAf.. 

SECURITY ACT (e) XIX () XXI 
4. PROPOSED EFFECTI\/E DATE 

December 15, 2021 

FORMAPPROVED 
OM! No. 0938-0193 

5. FEDERAL STATUTE/REGULATION CITATION 6. FEDERAL BUDGET IMPACT (Amounts in WHOLE doUars) 

Consolidated Appropriations Act, 2021 , Div. CC, Title II, Section 209 
a FFY 2022 $ 0 
b. FFY 2023 $ 0 

7. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT 8. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 

OR ATTACHMENT (If Applicable) 

SuppleA:lent 2 to Attachr-¥1ent 3 1 A, page 1 S11ppler-¥1ent 2 to Attad:ir-¥1ent 3 1 A, page 1 
AttaGl:lm&At 3.1 0 , pa9es 2, 3 Attachment 3.1 D, pages 2, 3 
Attachment 3.1 D, page 4 

9. SUBJECT OF AMENDMENT 

To bring the State Plan into compliance with the Transportation requirements under the Consolidated Appropriations Act of 2021 . 

10. GOVERNOR'S REVIEW (Check One) 

8 GOVERNOR'S OFFICE REPORTED NO COMMENT 

COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 

Q NO REPLY RECH/ED WITHIN 45 DAYS OF SUBMITTAL 

. ,. .. - . ... - - ICIAL 

0 OTHER, AS SPECIFIED: 

15. RETURN TO 
South Carolina Department of Health and Human Services 

_______ ---4Post Office Box 8206 
12. TYPED NAME 
Robert M. Kerr 

13. TITLE 
Director 

14. DATE SUBMITTED 
December 17, 2021 

Columbia, SC 29202-8206 

FOR CMS USE ONLY 

16. DA TE RECEIVED December 20, 2021 I 17. DA TE APPROVED January 25, 2022 

PLAN APPROVED- ONE COPY ATTACHED 

18. EFFECTIVE DATE OF APPROVED MATERIAL 
December 15, 2021 

20. TYPED NAME OF APPROVING OFFICIAL 

James G. Scott 

22. REMARKS 

• r.:! : • !··:• l: • .! 

-
21. TITLE OF APPROVING OFFICIAL 

Director, Division of Program Operations 

Pen and ink changes made to Box 7 and Box 8 with approval of the state on January 18, 2022. 

FORM CMS-179 (09/24) Instructions on Back 



Attachment 3.1-D 
Page 4 

The Division of Medicaid attests that all the minimum requirements outlined 
in 1902(a)(87) of the Act are met. 

SC  21-0016 
EFFECTIVE DATE:  12/15/21 
APPROVAL DATE:   
SUPERSEDES:  New Page 




