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I DEPARTMENT OF !'lEALTH AND HUMAN SBRVICES FORM APPROVED 
. HEALTH CARE FINANCING ADMINISTRATION OMIl NO. 0938-0193 

TRANSMITTAL AND NOTICE OF APPROVAL OF 

STATE PLAN MATERIAL 


FOR: HEALTH CARE FINANCING ADMINISTRATION 

TO: REGIONAL ADMINISTRATOR 
HEALTH CAREPINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SBRVICES 

I. TRANSMITTAL NUMBER: 2. STATB 

08~009A California 
3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 

SOCIAL SECURlTY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATE 

July 1, 2008 

5. TYPE OF PLAN MATERIAL (Check One): 

o NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN IX1 AMENDMENT 
----.. -.-~~==-~=~=__:_=~~:_=_:::::c::=_c~~:_:_:::=:_::_:::::=_:::=_=~--_=_-__,_....,._::-,.._,_--=~--~---

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal/or each amendment) 
6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 

42 CFR 447 subpart C-Paymen t for a. FFY 2007 -08 $( -3. 7l'$) 2009-10 (-54 9M)
InatientHospi tal and Lon Term Caee b. FIT _ _ 2010-11 (-26' 6M) 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF SUPERS DED PLAN SECTION 
Attachment 4.19-A amend pages 2 and 5 OR ATTACHMENT (lIApplicable): 
~dd pages 3.2-3.4 and 5.1-- 5.5 Attachment 4.19-A pages 2 and 5 

10. SUBJECT OF AMENDMENT; 

Payment Reductions for InpatientServicesof Non-contracted Hospitals 

11. GOVERNOR'S REVmW (Check One):o GOVERNOR'S OFFICE REPORtED NO COMMENT ~ OTHER, AS SPECIFIED: . o COMMENTS OF GOVERNOR'S OFFICE ENCLOSED The Governor's Office does not o NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL wish to review the State Plan Amendment. 

'Z:....----t 

13.TYPED NAME: 

16. RETURN TO: 

Department of Healtb Care Serviees 
Attn: State Plan Coordinator 
1501 Capitol Avenue, Suite 71.3.26 
P.O. Box 997417 

15. DATE SUBMITTED: 
Sacramento, CA 95899-7417 

FORM HCFA-179 (07-92) 
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STATE jJLAN MATEH1AL 

FOH.: HEALTH CARE FJNANCJNG ADMINlSTRA'I'lON 

'll)-RiI(j!c)t~-AJ:'ADMIN1STRA'roR 
Hf:.ALTI-l CI\1\E FlNANCING ADMINiSTRATION 
DEJJAlffMEhlT or HEALTH AND HUMAN SEHVJCES 

-S-.-TC-:YC:-"-:--f:.'OF PLAN M.ATERIAL (Check One): ._-­
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OI"W Nr.' i".':lHIll):<r: ;Fii.p:NSMl'ffACHuMBi;~j{~- --_ .. i:. ~;;I.b.;fi .---.---.----­

I--_08_.~Y 61 ._._______J:.....__Clll!.J:(!.:.'~}}!:._.___.__ _ 
. 3 PROGRAM IDENTlFICATl(JK TITLE XIX OF THE 

S(;ClAL SECURlTY ACT (MBDICAID) 

4, PROPOSBDEFFhCT1VE DATE------ ..-----.. ..... .... ,. 
July I, 200t: 

------~.--.---~-- ...-~ ... --.-~------~ ... ­

IMPLEMENT J0% PROVIDER PAYMENT REDUCTION FOR SPECWIED PROVIDERS AND SERVJCES 

11 ' GOVERNOR'S REVlEW (Check Olle):o GOVERNOR'S OFFICE REPORTED NO COMMENT • X OTHER, AS SPECTF1ED: o COMMENTS OF GOVERNOR'S OFFICE ENCLOSED Govt..mor's Office does nol wish to Review o NO REPLY RBCElVED WlTHIN 45 DAYS OF SUBMJTI'AL State Plan Am~lldnlCnts 

Stan Rosenstein 
14. TITLE: 

ChiefDewj>irecl.or, Health Care Pro ams 
15. DATE StJBMnTllD: 

FOR REGIONAL OFFICE USE ONLY 
17. DATE RECEIVED: , 18'DA~AP»ROVED: OCT 2 7 2011 

----~--~--------:;;:;--;-:;-;-~::;::-;;:-;-;-;::;;;;:--:;;::;:-;::;::-;::=;-;-;-=-:--==:------------------.
PLAN APPROVED-ONE COPY ATTACHED 

_~9, ITFt~£11VEi5A'''rEOF APPROVED MATBfUAL: 20. SJGJ>lAT ., OF ~}:l~~:=:, .- _.~~ 
::!J. TYPED NAME: 22. TITLE: 

------ ---~------------

http:ChiefDewj>irecl.or


OMS NO. (J93!l·(J193
--::rRANSMITTACANI.) NOTICE OF APPROVAL OF \1. TRANSMIlTAL NUMBER:·_·,;i:STATE-·······_..­

STATE PLAN MATERIAL 08-0090 l.. _ C~·n~_.l: 
F'OR: HEALTH CARE FINANCING ADMINISTRATION 3. PROGRAM IDENTIFICATION: TrTLI: XIX OF THE 

TO: REGIONAL ADMINISTRA~l OR ~-- 4. ;::~:~:~~~:~:~.~:~~;:I~.AI~2.___~_...--.---

IlEAI.TIl CARE FINANCING ADMINISTRATION I 
D~PARIMEN]' m·_l!!~~L:l.:!J ':NILHUMA.!'l_~~,!\VI~~S_ ..-L.__ ..__.}..tt.!ti, 2008. ___ . _________. 

5 IYPE OF PLAN MATERIAL (Check One): 

NEW STATE PLAN 0 AMENDMENT TO BE CON~!PERED AS NEW..PLA.~.._.____ ~3:~.~:~D~~~N!_. __ 
C-()-MPij~l;ifl3LOc~KS6THRUfo IF THIS IS AN AMENDMENT (Sf! Jarate Transmittal/or each amendment) 

6'i;Tr)I::R~\L STAT'UTE/REGULATION CITATION: 

Alh3 5, ABx4 5, and AB 1183 

8. 	PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 

Attachment 4.19-0 Page 15.4, 15.411, IS.4b, IS.4c and 15.4d 

10. SUBJECT OF AMENDMENT: 

I) Rl'durcd pa:nnt'nt rates at 10 and 5 pt'rcent where specified, and 


7. FEDERAL BUDGET IMPACT: -- -~'---
a. FFY 2007-2008 $ 5,463,000 
b. FFY 2008-2009 $ 21,646,000 
c. FFY 2009-2010 $ 289,000 
d. FFY 1010-1011 $ 5,746,250 

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
OR ATTACIIMENT (IfApplicable): 

Attachment 4.19-0 Page 15.4 

2) Freezes 2009-2010 ratt's and subsequent rates at the 1008-1009 levels as mandated by Health Trailer Bill ABx4 5 

11. GOYERN()R'S RI~V!EW (Check One): 
[] GOVERNOR'S OFFICE REPORTED NO COMMENT IZJ OTHER, AS SPECIFIED: 

The Govemor's Office does nOI wish to review 
State Plan Amendments 

--r-­.. -R--:-ET=l-j-R,.....N-T-:":O-:______________.__000.0_.. 

Department Qf Health Care Services 
Attn: State Plan Coordinator 
1501 Capitol Avenue, Suite 71.4001 
P.O. BOl 997417 
Sacramento, CA 95899·7417 

FOR REGIONAL OFFICE USE ONLY 
17. DATE RECEIVED: 

.~o·~--=-::-:..:c~=·::------.,.,.--·--'--------.,.,.----'--------~----·----..--.----- ­
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FORM HeFA·179 (07·92) 


