DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

FORM APPROVED
OMB NO. 0938-0193

TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOR: HEALTH CARE FINANCING ADMINISTRATION

1. TRANSMITTAL NUMBER:
08-009A

2. STATE
California

-3. PROGRAM IDENTIFICATION: TITLE XIX OF THE

SOCIAL SECURITY ACT (MEDICAID)

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

4, PROPOSED EFFECTIVE DATE
July 1, 2008

5. TYPE OF PLAN MATERIAL (Check One):
[ INEW STATE PLAN

[_] AMENDMENT TO BE CONSIDERED AS NEW PLAN

K] AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Sepgrate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:
42 CFR 447 subpart C-Payment for

InatientHospital and Long Term Caee

7. FEDERAL BUDGET IMPACT:
a. FFY 2007-08 $(-3.7M) 20

b. FFY 2008-09 ${-59 a&‘;—?o ? %g

&"yo

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Attachment 4.19- A amend gages 2 and 5
add pages 3.2-3.4 and 5.1-- 5.5

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTI
OR ATTACHMENT (If Applicable):

Attachment 4.19-A pages 2 and 5

4
6!
ON

10, SUBJECT OF AMENDMENT:; -

Payment Reductions for ImpatientServicesof Non~contracted Hospitals

11. GOVERNOR'S REVIEW (Check One):
[[] GOVERNOR’S OFFICE REPORTED NO COMMENT
[ ] COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
[]NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

OTHER, AS SPECIFIED: -
The Governor’s.Office does not

wish to review the State Plan Amendment.

12, SIGNATURE OF 8T,

13. TYPED NAME: /
Toby Douglas

14, TITLE:
Divector Z P,

15. DATE SUBMITTED: |

T2 mﬁﬁﬁcﬂ”’”ms s

"16. RETURN TO:

Department of Health Care Services
Attn: State Plan Coordinator

1501 Capitol Avenue, Suite 71,3,26
P.O. Box 997417

Sacramento, CA 95899-7417

19, EFFEGTNE DAT’B OF APPRGVED MATERIAL

21 TYPED NAME

23 REMKQ

FORM HCFA-179 (07-92)

e



'.'I PALT W GF HTLALTH AN HUMAR SERVICES
HLALTH (A0l Hf_sfx‘!(_ ING ADMINISTRATION

FLRM AVPRVED
Ol N Qe

TTRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOR: HEALTB CARE FINANCING ADMINISTRATION

VU TRANSMITTAL NUMBER. 12 STATE
08-00v B1
Culifomnia

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

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

4. YROPUSED EFFECTIVE DATE
July 1, 2008

5 TYPE OF PLAN MATERIAL (Check One):

L] NEW STATE PLAN

[ ] AMENDMENT TO BE CONSIDERED AS NEW PLA

X AMENDMENT

COMPLETE BLOCKS 6 THRU 10 1F THIS IS AN AMENDMENT 1, Sepa.' we | rammum? for vuch amrnrtmcnf;

6. FEDERAL STATUTR/REGULATION CITATION:

7. FEDERAL BUDGET IMIPACT.(SAVINGS Y

u, FFY _Q7-08 (3 mos) -m&d-uul}m)- {-’%];—ﬂ} -
b FFY (8-09 o ( q 6“2)
. PAGE NUMBER O THE PLAN SECTION OR ATTACHMENT: Y. FAGE NUMBER OF THE SUPBERSEDED PLAN SECT) &

ATD NBY e 2L1g ~6 OR ATTACHMENT (if Applicable): Ry 0440 (=324
Mmﬂw#wﬂ&-m&;_mﬂiwdm&ﬂ Ff*"{ lOnn(_ -2n, SQQ
AtectnmemttHe-Brarend pege-Srart-wdtprge 3 Attathment-4 -t PHEos--atd -

Supplemont2-o-Adachnent. 4. 19.B: amend papes Lawd 2. AT . T9= 15, page2
W&MAMWHWM Supplement.2 1 Atachmen) 4 JO-F, supes ] and 2_
Attuoirment 4oL 0-Brpope-ts4-

Pitsclment 414 -8 : ﬁ:' 5.1~ ~\- b

M. k13 ~B —o0 aad Praws

{0. SUBJECT OF MNDMENT

An. 40 -F ~NEW

IMPLEMENT 10% PROVIDER PAYMENT REDUCTION FOR SPECIFIED PROVIDERS AND SERVICES

11. GOVERNOR'S REVIEW (Check One):
(] GOVERNOR’S OFFICE REPORTED NO COMMENT
] COMMENTS OF GOVERNOR’S OFFICE ENCLOSED

{1 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

. X OTHER, AS SPECIFIED:
Govemor’s Office does not wish to Review
State Plan Amendments

13. TY PED NAME:
Stan Rosensiein

16. RETURN TO:

14, TITLE:
Chief Deputy Director, Health Care Programs

15. DATE SUBMITTED:

FOR REGIONAL OFFICE USE ONLY

17. DATE RECEIVED: 18. DATE APPROVED; OC T 2 7 201 1
FLAN APPROVED - ONE COPY ATTACHED _
19. BFFECTIVE DATE OF APPROVED MATERIAL: 20. SIGNATLIRE OF RP@TGNAIX?}’F]CIALI
{ g
21 TYPED NAME: 22, TITLE: L

23. REMARKES:

RORM HOFALT0 (7.0


http:ChiefDewj>irecl.or

OMEB NO. 0938-0193

"TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOR: HEALTH CARE FINANCING ADMINISTRATION

1. TRANSMITTAL NUMBER: ! 2. STATE

08-009D California

3. PROGRAM IDENTIFICATION: TITLE X1X OF THE
SOCIAL SECURITY ACT (MEDICAID)

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

4, PROPOSED EFFECTIVE DATE

July 1, 2008

"STYPE OF PLAN MATERIAL (Check One):

[:] NEW STATE PLAN

] AMENDMENT TO BE CONSIDERED AS NEW PLAN

X AMENDMENT

- COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AME Y\DMFNT {Separate Transmittal for each amendment}

6. FEDERAL STATUTE/REGULATION CITATION:

ABx3 5, ABx4 5, and AB 1183

7. FEDERAL BUDGET IMPACT:

3. FEY  2007-2008 $ 5,463,000
b. FFY  2008-2009 $ 21,646,000
¢. FFY  2009-2010 $ 289,600

d. FFY  2010-2011 $ 5,746,250

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Attachment 4.19-D Page 15.4, 15.4a, 15.4b, 15.4¢ and 15.4d

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (If Applicabie):

Attachment 4.19-D Page 154

[0, SUBJECT OF AMENDMENT:

1) Reduced payment rates at 10 and 3 percent where specified, and

2) Freezes 2009-2010 rates and subsequent rates at the 2008-2009 levels as mandated by Health Trailer Bilt ABx4 §

" 11. GOVERNOR'S REVIEW (Check One}:
(3 GOVERNOR’S OFFICE REPORTED NO COMMENT

D QOMM[*N'IS OI‘ GOV} R’NOR S OFFICE ENCLOSED

OTHER, AS SPECIFIED:
The Governor's Office does not wish to review
State Plan Amendments

=16, RETURN TO:

Toby De)ugtae

Department of Health Care Services
Attn: State Plan Coordinator

L4 TITLE:
Director

1501 Capitol Avenue, Suite 71,4001
P.O. Box 997417

15, DATE ?L!B@Ht/f)/¢//

Sacramento, CA 95899-7417

FOR REGIONAL OFFICE USE ONLY

i7. DATE RECEIVED:

0T 2 7201

18. DATE APPROVED:

PLAN APPROVED - ONE COPY ATTACHED

i6. EFFECTIVE DATE OF APPROVED MATERIAL:

/
20. SIGN(TURE OF MAL QOFFICIAL:
MU e

T

21. TYPED NAME:

22. TITLE:

23 REMARKS:

FORM HCFA-179 (07-92)



