
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE AND MEDICAID SERVICES 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

FOR: Centers for Medicare and Medicaid Services 

TO: REGIONAL ADMINISTRATOR 
CENTERS FOR MEDICARE AND MEDICAID SERVICES 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

I. TRANSMITTAL NUMBER: 
I1-0I2 

FORM APPROVED 
OMB NO. 0938-0193 

2. STATE 
Arizona 

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

4. PROPOSED EFFECTIVE DATE 
October I, 20 II 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN 

42 CFR 440.I 0 
42 CFR 440.230 
42 CFR 440.240 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 

Attachment 3.I-A Limitations, p. 1 

10. SUBJECT OF AMENDMENT: 

Limits coverage of inpatient hospitalization days 

li. GOVERNOR'S REVIEW (Check One): 

FFY 2012: $57,477,400 $(63,213,400) 
FFY 2013: $(63,438.000) 

' . 

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 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 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

Same 

IZJ GOVERNOR'S OFFICE REPORTED NO COMMENT 0 OTHER, AS SPECIFIED: 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

12. SIGNATURE OF STATE AGENCY OFFICIAL: 16. RETURN TO: 

Monica Coury 
801 E. Jefferson, MD#4200 

1-:-:"---==:::'::::"~~=='---------------------l Phoenix, Arizona 85034 

FORM HCFA-179 (07-92) 


