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I. TRANSMITTAL NUMBER: 2. STATE

09-67 New York

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 H::ALTH AND HUMAN SERVICES

4, PROPOSED EFFECTIVE DATE
- December 1, 2009

5. TYPE OF PLAN MATEFIAL (Check One):

] NEW STATE PLAN

(] AMENDMENT TO BE CONSIDERED AS NEW PLAN

54 AMENDMENT

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

6. FEDERAL STATUTE/RIGULATION CITATION:
Section 1902(a) of the Social Security Act, and 42 CFR 447

7. FEDERAL BUDGET IMPACT:
a. FFY 12/01/09-09/30/10 $1,385,775
b. FFY 10/01/10-09/30/11 $1,704,300

8 PAGE NUMBER OF TH ; PLAN SECTION OR ATTACHMENT:
Attachment 4.19-B Page 1(b)(i}(1)
** SEE REMARKS

9. PAGE NUMBER OF THE SUPERSEDED PLAN
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10. SUBJECT OF AMENDI/ENT:
Outpatient Specialty F.ates for Childrens’ Hospitals

(FMAP = 61.59% (12/1.09-9/30/10); 58.77% (1/1/11-3/31/11); 56.88% (4/1/11-6/30/11); 50% (7/1/11 forward))
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[[] NO REPLY RECEI'VED WITHIN 45 DAYS OF SUBMITTAL
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. \
12. NGNATHRE.OX STA”'E AGENCY OFFICIAL:
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