
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
HEALTH CARE FINANCING ADMINISTRATION 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINJSTRA TION 

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

5. TYPE OF PLAN MATERIAL (Check One): 

I. TRANSMITIAL NUMBER: 
10-00Bc 

FORM APPROVED 
OMB NO. 0938-0193 

2. STATE 
California 

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

4. PROPOSED EFFECTIVE DATE 

July 1, 2011 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN 181 AMENDMENT 
COMPLETE BLOCKS 6 THRU I 0 IF THIS IS AN AMENDMENT (Se arate Transmittal or each amendment 

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 
a. FFY 2011 $0 i<I'KXWU 

Section 1915 Social Securi Act b. FFY 20 ·-" a · ·;:o ·. • , , 
8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 

OR ATTACHMENT (If Applicable): 
Supplement 1d to Attachment 3.1-A, pages 1-5 ~~,.~:t<X~aGbmem:v&t-~JIIg.as<t*x 

Supplement 1d to Attachment 3.1-A, Pages 1-4 

I 0. SUBJECT OF AMENDMENT: 
. Individuals at risk 

TargetedCaseManagement~~~~~~ of Institutionalization 

II. GOVERNOR'S REVIEW (Check One): 
0 GOVERNOR'S OFFICE REPORTED NO COMMENT 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN YS OF SUB 

October 5 20lQ 

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

16. RETURN TO: 

Department of Health Care Services 
Attn: State Plan Coordinator 
1501 Capitol Avenue, Suite 71.3.26 
P.O. Box 997417 
Sacramento, CA 95899-7417 

FOR REGIONAL OFFICE USE ONLY 
17. DATE RECEIVED: 

I 
i 8. DATE APPROVED: 

October s, 2010' . 

Gloria Nagle Administrator 
2 L TYPED NAME: 

23. REMARKS: 
Box 7 Pen and Ink change approved via RAI respons.e on 6/17/11 and Via email on 8/4/11. 
Box 10 Pen and Ink change approved via RAI response on 6/17/11. 
Boxes 9 and 15 Pen and Ink change approved via email on 8/4/11. 

FORM HCFA-179 (07-92) 


