
FORM APPROVEDDEPARTMENT OF HEALTH AND HUMAN SERVICES 
OMS NO, 0931-0193HEALnl CARE flHANCING ADMINISTRATION 

TRANSMITfAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

JiOR: HEALTH CARE nNANCING ADMINISTRATION 

1. TRANSMIlTAL NUMBER: 
10.015 

2. STATE 
CA 

3. PROGRAM IDENTIFICATION: nn.E XIX OF THE 
SOCIAL SECURITY ACT (MEDICAID) 

4. PROPOSBDBFPBCTIVE DATETO: REGIONAL ADMINISTRATOR 
AuaWlt 1,2010REALm CARE FlNANCINO ADMINISTRATION 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
S. TYPE OF PLAN MATBRlAL (Checlc One): 

o NEW STATE PLAN 0 AMENDMENT TO BE CONSlDERED AS NEW PLAN lEI AMENDMENT 
COMPLETB BLOCKS 6 THRU 10 IF 11I1S IS AN AMENDMENT ate 7ranlmlttal each QlIIeIJdment 

6. FEDERAL STAroTBf.REOULAnON CITATION: 
42CFR447SubpartB Subpart C 

8. PAGE NUMBER OF TIlE PLAN SECTION OR AlTACHMBNT: 

Supplement 4 to Attacbment4.19-D. paaes 1, I.I, 6,8,9,10, 11, 14. 
IS, 16. 17, 18, 19 

7. FEDBRALBUDGET IMPACT: 
a.PFY2010 -112,&5,959 $16,3Q6 t 978 
b. FFY 2011 •.., . '" 595;998398 $85,094,504 

9. PAGE NUMBER OF THE SUPERSEDED PLAN SBCTION 
OR A lTACHMENT (IfAppllcllble): 

10. SUBJECT OF AMENDMENT: 

Freestanding Skilled Nursiaa Faei1ities Reimbursement Rates 


11. GOVERNOR'S REVIEW (Check One): 
o GOVERNOR'S OFFICE REPORTED NO COMMENT 
o COMMENTS OF GOVERNOR'S OFFICE ENCLOSED o NO REPLY RECEIVED WI'llIIN 45 DAYS OF SUBMm 

13. TYPED 'NAME: 
To 
14. nn.E: 
Chief De Director 
IS. DATE SUBMITTED: 

1&1 OTHBR, AS SPECIFIED: 
The Gcmmor's Office does not 
wish to review the State PIan Amendment. 

16. RImJRNTO: 

DepIIrtmtllt ofHealth Care Services 
AttII: st... Plan Coordinator 
1.1 Capitol Avtllu., SUite 71.3.26 
P.O. Box 997417 
s.e.....eato. CA 95899-7417 

17. DATE RECEIVED: 

19. EfFECTIVE DATE OF APPROVED MA:I&I.'III1ftld 

21. TYPED NAME: 

PLA 
LOFFICfAL: 

23. REMARKS: 

Pen~"d ...i:nK change made tl') Bqlexe~ 6. 7. and 8 by Regiona1 Offtee with State concurrence. 

FORM HCFA·179 (07-92) 




DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVBD 

HMLTH\})ARB FINANCING ADMINISTRATION OMB NO. 0938-0193 


TRAillSMITTAL AND NOTICE OF APPROVAL OF 
..~ STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

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

1. TRANSMITTAL NUMBER: 2. STATE 
09-020 CA 

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

4. PROPOSED EFFECTIVE DATE 
August 1, 2009 

5. TYPE OF PLAN MATERIAL (Check One): 

o NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN 181 AMENDMENT 
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT e arate Transmittal or each amendment 

6. FEDERAL STAWTEIREGULATION CITATION: 	 7. FEDERAL BUDGET IMPACT: . 
42CFR447SubpartB 	 a.FFY2009 <·'1~,466,6ft6» $(20,698,811)

Subpart C b.FFY201O <.a$llY466,66~(145,926,616} 
8. PAGE NUMBER OF TIlE PLAN SECTION OR ATTACHMENT: 9. PAGE NlJMB'BR OP.THE SUPERSEDED PLAN SECTION 

OR ATIACHMBNT (IfApplicable): 
Supplement 4 to Attachment 4. 19-D page 16 

Supplement 4 to Attachment 4.19-D page 16 

10. SUBJECT OF AMENDMENT: 

Freestanding Skilled Nursing Facilities Reimbursement Rate (AB 1629) 


] I. GOVERNOR'S REVIEW (Check One): o GOVERNOR'S OFFICE REPORTED NO COMMENT 	 181 OTHER, AS SPECIFIED: o COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 	 The Governor's Office does not o NO REPLY RECEIVED WITHIN 4S DAYS OF SUBMITTAL 	 wish to review the State Plan Amendment. 

Chief De u Direetor 

16. REWRN TO: 

Departnaent of Health Care Services 
Attn: State Plan Coordinator 
1501 Capitol Avenue, Suite 71.3.16 
P.O. Box 997417 
Saeramento, CA 95899-7417 

15. DATE SUBMIITED: 

FOR REGIONAL OFFICE USE ONLY 

17. DATE RECEIVED: 	 !18.DATEAPPROVED: 


PLAN APPROVED - ONE COpy ATIACHED 
19. EFFECTIVE DATE OF APPROVED MATERI . T Z 7 linn 20. SIGNATURE OE AL OFFICIAL: 

21. TYPED NAME: 

23. REMARKS: 

Pen-and-ink change made to Boxes 6 and 7 by Regional Office with State concurrence. 

FORM HCFA-179 (07-92) 




OMB NO. W38-0193 
TRANSMrM'AL AND NOTICE OF APPROVAL OF 

STATE PLAN MATERIAL 

FOR:· HIALTH CARE P1NANCING ADMINISTRATION 

TO: RBQIO'NAL ADMlNlSTRATOR 
HEALTIl CARE FINANCING ADMINISTRATlON 
DEPARTMENT OF HEALTH AND mrMAN SERVICES 

1. TRANSMITIAL NUMBER: 2. STATE 

11-010 California 
3. PROGRAM lDENTIFICATION: TITLE XIX OF THE 

SOCIAL SECURITY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATB 

June 1,1011 
5. TYPE OF PLAN MATERTAL (Check 0176): 

o 'NEW STATE PLAN 0 AMENDMENT TO BB CONSIDERED AS NEW PLAN ~ iXMENDMENT 
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Qate Transmittal for each amendm8nt) 

6. FEDERAL STATUTBIRBOULATION ClTATioN:----­

42 CFR 447 Subpart C 

8. PAGE NUMBER. OF THE PLAN SECTION OR ATTACHMENT: 

Attaclament 4.)9--D Page 15.4 .nd 15.4a 

to. SUBJBCT OF AMENDMENT: 


Reduced payment rates as mandated by Assembly Bill 91 


7. FEDERAL BUDGBT IMPACT: 
a. FFY 101o..iol1 $-16,029,075 
b. FFY 2011-14)U $-105,055,000 
c.FFY Wp-.10l~.,.. "~!, ~~27,816,OOO 

9. PAGENU\fBER OF THE 5mBRSEDBD PLAN SBCTION 
OR AIfACHMENT(lfApplicable): 

AttachmeDt 4.19-D Page1SA and 15.4. 

-----.-------------- ­

11. GOVERNOR'S RBvmw (Check One):o GOVERNOR'S OPFICE RBPOR'fBD NO COMMENT ~ OTHER, AS SPECIFIED: 
The Governor's Office does not wish to review 

COMMENTS OF OOVBRNOR'S OFFICB BNCWSBD State Plan Amendmen~ 
NO REPI.Y RBCBlVBD WITHIN 45 DAYS OF SUBMITTAL 

12. SIGNATURBOF OF L: 16. RETURN TO; 

Department ofBealtl! Care Servkes 
Ann: State 1']ao Coordinator 
1501 Capitol Avenue, Suite 71.4001 
P.O. Box 997417 
SaCram8llto, CA 95899..7417 

AI': 

ir;~' . "",' , ,,,; ,.,;,; :'"-0tr"~'i~"·:;:.r: , " ",~,;, ,;",' .. 
.,pen-and~irik::c·Ha'~geSmade:·tQ: Boxes ,f.i. ~nd 1. py 13egJf)n~" OlftcE! *ttlL$tate: con:ttir.~nce·~, 

.:- <.-, ,:••,.. <··..·,~'··:;;~·.~'~l· . -: .'. :.~'~..;~::..~.-.: ••. 

·,·'~:;~\:t·._ "'. ',," .... -.;;:.. ,~. . '" 
....", '":. :.... .' 

',' . 

, , ".. . 
.~__~.~.~._~~_~~_h___~.~.~.~.__~________.. 

PORM HCFA~179(07-92) 



DBPARlMENT OP,HBALllI AND HUMAN SERVICES 	 FORMAPPROVBD 
OMS NO. 0938-0193HBALTKCARB FINANCINO ADMlNlS'IRATION 

TRANSMITrAL AND NOTICE OF APPROVAL OF 
STATE PIAN MATERIAL 

1. TRANSMITTAL NUMBER.: 
11..011 

2.STATB 
CA 

lI'OR: HEALTH CARE FINANCING ADMINISTRATION 

TO: RBGIONAL ADMINISTRATOR 
HBALm CARB FINANCING ADMINISTRATION 
DBPAR.TMBNT OF HBALTH AND HUMAN SERVICES 

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

4. PROPOSED EFFECTIVE DATE 
June 1,2010 

S. TYPE OF PLAN MATHRlAL (Check One): 

o NEW STATE PLAN . 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN· Il?J AMENDMENT 
""",!:""==:!",,:"":;-CO:=::MPc==.:L~~!49.K:~.TI:!~N_ iV l~_ :!liJ~y3 t lit\MENDMEl'IT.ffi.:~r!~~E!~~~!'Ij~!for each amendment)

6. PlIDBRAL STATUTElRBGULA'l'fON CrrAT1UM: 7. FEDERAL BUDGET IMPACf: ­
42 CPR 447 Subpart B &; 42 C'<R 447 :;u;;,part C a. FFY 2010 $0.00 


1!:..FFY 2~g_.:~:'_:~.:.:!::..t......... $~8~t.~~99~,8~e~O.~oo~==~_

-S=-,-=P"":"A'=c:m=N:::':U=-M=8BR=-=O=-=F=-=r=H'""'B:'":Ic::::')lJ\}-:-:-:':-:S:'::B(,=T;::-:OO:-l':-:[t.::-::-R::-)~:-=IT""'A:-:C~'HMBNT~==-="":-1-9-::-:.PAGE NUMBBR OF' THE 1:IllPERsJIDED PLAN SBCTION 

OR ATTACHMENT (IfApplicable); 

SUppJement4to Attacbment4.19-D, pages 1, 16, & 17 
 Supplement "·to AUa';hlmrlt4_~9·D. pages 1,16, & 17 

10. SUBJECT OF AMENDMENT: 

F'reesI:aDdina Skilled Nutsing F~di:o;i"$ R"iC.;brIl'Stlll(J'('t Rille); 


11. GOVERNOR'S RBV1BW-(c.:iiecfonej:- -----­
o GOVERNOR'S OFFICB RBPORTED NO COMMRNT 	 [:J S'THER. I.q f;PF...CJ.FIBD: 
o COMMENTS OF OOVBKNOR'S OFFICE. ENCLOSED 	 'l'J1e l.1overMr's Office does not o NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 	 wish to review the State Plan Amendment. 

12.SlGNA~ 116.R.B1URNTO: 
13, T'YPED N~~ . 	 Department ofHealtJl Care Services 


Attn: State Plan CoordlDator 

Toby Dous1a8 . ________ ----I 	 1501 Capitol Avenue, Suite 71.3.26 
14. TlTLB: 	 I, ('
Director I 	 P.O. l3Im: ;'n·H'j 
15. DATE SUBMITTBD~~;;:-------·---I 	 9BCI'Ulf'nto1 Cld}5~7417 

FOR lU',mONAL OFl1'lCl: USE (;NLY 	 ------ ­
-1~7:-:.D=-Il~T.B=RBC8IVE===-=D""":- ----------.-- ..•- --------'--------118. rikrn AI'i;ii"(iv,Ir.:~-------

-----PLAt-: APPROVED -ONII COpy Al'1ACHiID---------~ 


19.BFFBCTIVEDATBOF APFn6vBUM:UWOlJ(;r J 7 81. 2o."§T:NiFrUlm OFJ:1i¢ONAL OFFICIAL: 


21. TYPED NAME: 

~~=-=,.,."".=-----------------23. REMARKS: 

Pen-and-ink change made to Box 7 by Regional Off tee vri'th State concurrence. 

http:f;PF...CJ

