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DEPAR'rMENT OF HBALTH AND HUMAN SERVICES 
HBALTH CARE FINANCING ADMINISTRATION 

TRANSMITIAL AND N()TICE OF APPROVAL OF 
STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

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

5. TYPE OF PLAN MATERIAL (Chick One): 

1. TRANSMITTAL NUMBER: 

SPA ll-034 

FORM APPROVED 
OMB NO. 0938-0193 

2.STATE 

California 

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

4. PROPOSED EFFECTIVE DATE 

December 1, 20 ll 

0 NEW STATE PLAN -@!AMENDMENT TO BE CONSIDERED AS NEW PLAN 

6. FEDERAL STA TUTBIREOULATION CITATION: 7. FEDERAL BUDGET IMPACT: 

1915 (k) 42 CFRPart 441/ EQMS 2J3?ef!t: 
8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 
Section3.l,pages19f, 19g 
.~out 3.t-A; page f'l: Attachment3.1-K, pages 1-25 

Attaei!:Ment3.1•B, page 12-' 
SuppltmOAt 6 to AttaehateBt 3.1 A., :P88811 I 23. 
Sapplement 6 to Ataic1tment 3.1-D, pages 1 23 

Attachment 4.19-8, page 66 

10. SUBJECT OF AMENDMENT: 

Community First Choice Option 

11. GOVERNOR'S REVffiW (Check One): 
0 GOVERNOR'S OFFICE REPORTED NO COMMENT 
0 COMMENTS OF. GOVERNOR'S OFPICE ENCLOSED 
0 NO REPLY RECEIVED WITIDN YS OF SUBMITTAL 

FORM HCFA-179 (07-92) 

a. fFY 11/1'~ $2l2 millign . FFY 12$258.7 million 

b. BFY 12/13 $279 t:RiUi&ft F-FY 13$315.3 million 

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 SUPERSEDED PLAN SECTION 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

None 

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

16. RETURN TO: 

Department of Health Care Services 
Attn: State Plan Coordinator 
1501 Capitol Avenue, Sulte 71.326 
P.O. Box 997417 
Sacramento, CA 95899-7417 

' ·I 


