DEPARTMENT OF REALTH AND HUMAN SERVICES FORM APPROVED

HEALTH CARE FINANCING ADMINISTRATION OMB NO. 0938-0193
TRANSMITTAL AND NOTICE OF APPROVAL OF | 1. TRANSMITTAL NUMBER: 2. STATE R
STATE PLAN MATERIAL 10-015 c

. 3. PROGRAM IDENTIFICATION: TITLE XIX OF THE

FOR: HEALTH CARE FINANCING ADMINISTRATION SOCIAL SECURITY ACT (MEDICAID)

TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE
HEALTH CARE FINANCING ADMINISTRATION August |, 2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES

5. TYPE OF PLAN MATERIAL (Check One):

[INEW STATE PLAN ] AMENDMENT TO BE CONSIDERED AS NEW PLAN _ X AMENDMENT
COMPLETE BLOCKS 6 THRU 10 IF THIS 1S AN AMENDMENT (Separate Transmittal for each ammdmmg
6, FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 16,306,978
42 CFR 447 Subpart B Subpart C a. FFY 2010 $12,625:950 3
. b.FFY201l ™" -~ 36378308 $85,094,504
3. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: | 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (3f Applicable):

Supplement 4 to Attachment 4.19-D, pages 1, 1.1, 6, 8,9, 10, 11, 14,
15,16,17,18, 19 4 to Attachment 4.19-D, pages 1,
6.8,9,10,11, 14,15,16,17

10. SUBJECT OF AMENDMENT:
Froestanding Skilled Nursing Facilities Reimbursement Rates

11. GOVERNOR'S REVIEW (Check One):

[] GOVERNOR'S OFFICE REPORTED NO COMMENT [ OTHER, AS SPECIFIED:
] COMMENTS OF GOVERNOR’S OFFICE ENCLOSED The Govemor’s Office does not
JNOREPLY RECEIVED WITHIN 45 DAYS OF suauny wish 10 review the State Plan Amendment.
12. SIGNATURE osJ ﬁmmy;//?/ 16, RETURN TO:
f A
- NAME: y/d v Department of Health Care Services
?ow E / Attn: State Pian Coordinator
14. TITLE: 1501 Capitol Avenue, Suite 71.3.26
: : P.O. Box 997417
Chief Deputy Director ‘
15, DATE SUBMITTED: : Sscramento, CA 95899-7417
FOR REGIONAL OFFICE USE ONLY
17. DATE RECEIVED: 18. DATE APPROVED:
) PLA OVED — ONE COPY ATTACHED __
19. EFFECTIVE DATE OF APPROVED MATEW%‘TW 20. SIGNATURE ouxggn’&u OFFICIAL:
21. TYPED NAME: ,
23. REMARKS:

Pen-and-ink change made to Boexes 6 , 7, and 8 by Regional Office with State concurrence.

FORM HCFA-179(07-92)



DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
HOMLTHCARE FINANCING ADMINISTRATION OMB NO. 0938-0193
TRAH,SMTTAL AND NOTICE OF APPROVAL OF | 1. TRANSMITTAL NUMBER: 2. STATE
: STATE PLAN MATERIAL 09-020 CA

FOR: HEALTH CARE FINANCING ADMINISTRATION

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
August 1, 2009

5. TYPE OF PLAN MATERIAL (Check One):

] NEW STATE PLAN

[J AMENDMENT TO BE CONSIDERED AS NEW PLAN

AMENDMENT

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

6. FEDERAL STATUTE/REGULATION CITATION:
42 CFR 447 Sub B
PEB Subpart €

7. FEDERAL BUDGET IMPACT-
a. FFY 2009 <-$19406:060> $(20,698,811)
b. FFY 2010 <-sﬁﬁ'aeﬁ,%e=$(145 926,616)

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Supplement 4 to Attachment 4.19-D page 16

9. PAGE NUMBBR OF . THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (If Applicable):

Supplement 4 to Attachment 4.19-D page 16

I
A ey

10. SUBJECT OF AMENDMENT:
Freestanding Skilled Nursing Facilities Reimbutsement Rate (AB 1629)

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

P, 4

D4 OTHER, AS SPECIFIED:
The Governor’s Office does not
wish to review the State Plan Amendment.

12. SIGNATURE ENCY QFFICIAL:

16. RETURN TO:

13. TYPED NAMR?
Toby Douglas

Department of Health Care Services
Attn: State Plan Coordinator

14. TITLE:
Chief Deputy Director

1501 Capitol Avenue, Suite 71.3.26
P.O. Box 997417

15. DATE SUBMITTED:

Sacramento, CA 95899-7417

FOR REGIONAL OFFICE USE ONLY

17. DATE RECEIVED:

18. DATE APPROVED:

PLAN APPROVED — ONE COPY ATTACHED

19. EFFECTIVE DATE OF APPROVED MATBRI@G T ? 7 zmq

/
20. SIGNATURE OF{&EGWL OFFICIAL:
_;_C.:‘(/ﬂcp i M i, % -

21. TYPED NAME:

22. TITLE: 7 i

23. REMARKS:

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

FORM HCFA-179 (07-92)
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OMB NO. 0938-0183

TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOR: HEALTH CARE FINANCING ADMINISTRATION

1. TRANSMITTAL NUMBER: 2. STATE

11-010 California

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

TO: RBGIONAL ADMINISTRATOR
HEALTH CARE PINANCING ADMINISTRATION
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4, PROPOSED EFFECTIVE DATE

June 1, 2011

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

[] AMENDMENT TO BE CONSIDERED AS NEW PLAN

] AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendmeni)

6. FEDERAL STATUTE/REGULATION CITATION:

—ABSI- 42 CFR 447 Subpart C

7. FEDERAL BUDGET IMPACT:

a. FFY  2010-2011 $-16,029,075
b.FFY 20112012 $—105,055,000
¢ FFY  2012-2013.. $—127,816,000

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Attachment 4.19-D Page 15,4 and 158.4a

9, PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (If Applicable):

Attachment 4.19-D Page 154 and 15.4a

10. SUBJECT OF AMENDMENT:

Reduced payment rates as ntandated by Assembly Bill 97

11, GOVERNOR’S RBVIEW {Check Ong):
[C] GOVERNOR'S OFFICE REPORTED NO COMMENT

COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
NO REPLY RBCEWED WITHIN 45 DAYS OF SUBMITTAL

B8 OTHER, AS SPECIFIED:
The Governor's Office doses not wish to review
State Plan Amendments

16, RETURN TO;

13. TYPED NAME:

Depariment of Health Care Services
Afin: Stute Plan Coordinator

14 m{fébhbouglas 1801 Capito! Avenue, Suite 71.4001
) P.O. Box 997417
T 8 to, CA 958997417
15, DATE SUBMITTED: / 0/ %/ // ] acramento, :
mm 1 0m-

17. m*m mﬁﬁ

31, TYPED NAME:

FORM HCFA-179 {07-92)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
HEALTH CARE FINANCING ADMINISTRATION : OMB NO. 0938-0193
TRANSMITTAL AND NOTICE OF APPROVAL OF | |. TRANSMITTAL NUMBER: 2.STATE N
STATE PLAN MATERIAL 11-011 *

FOR: HEALTH CARE FINANCING ADMINISTRATION

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
June 1,2010

S. TYPE OF PLAN MATERIAL (Check One):
I NEW STATE PLAN

. ] AMENDMENT TO BE CONSIDERED AS NEW PLAN

]| AMENDMENT

6. FEDERAL STATUTE/REGULAY 10\1 Cf fATxON
42 CFR 447 Subpart B & 42 CFK 447 sudpart C

7. FBDBRAL BUDCET [MPACT
& FFY 2010 $0 00
DIFEY 201 v e, $6;866,060.00

8. PAGE NUMBER OF THE PLAMN SECTIOM LR A TTACHMENT:
Supplement 4 to Attachment 4,19-D, pages 1, 16, & 17

9, PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT {If Appticable):
Suppiement 4 to Attachmerd 4.29-D, pages 1, 16, & 17

10. SUBJECT OF AMENDMENT:
Freegtanding Skilled Nursing Facitrios Reicsbursoriort Rales

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

B TTHER, 2.5 SPRCISIBD:
Tre Governae's Qffice does not
wish o review the State Plan Amendment.

16. RETURN TO:

12, SIGNATURE OF TR INE
/
o o2

13, TYPED NAME!
Toby Douglas

Department of Health Care Services
Atin: State Plag Coordinator

i4. TITLE:

1501 Capitol Avenue, Suite 71.3.26
PO, Bax 8974Y

Sacranento, O4 95899-7417

"15. DATE susmmnm 4//{;?';

_TOR RY.GWINAL OFFICE USE ONLY

17. DATE RECEIVED:

18. DATE AYPROV A

PLAY, APPROVED — ONE COPY AT1ACHED _

15, BFFECTIVE DATE GF APPROVED MATERIET 87 2014

/—
20. Sﬁ SNATURE OF BEGIONAL OFFICIAL:

21. TYPED NAME:

—p

dog..¥ \L
22, TITLE:

23. REMARKS:

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

FORM HCFA-179 (07-92)
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