DEPARTMENT OF HEA! TH AND [TUMAN SERVICFS FORM APPROVED

HEALTH CARE FINANCING ADMINISTRATION ) OMB NO. 0938-0193
| TRANSMITTAL AND NOTICE OF APPROVAL OF [ !. {RANSMITTAL NUMBER: 2. STATE
: STATE PLAN MATERIAL 08-018 Florida

|
FOR: HEALTH CARE FINANCING ADMINISTRATION

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

TG, REGIONAL ADMINISTRATOR 3. PROPUSED EFFLUTIVE DATL
. HEALTII CARE FINANCING ADMINISTRATION Tuly 1, 2008

* DEPARTMENT OF HIEALTH AND HUMAN SERVICES
S 'YPE OF PLAN MATERIAL {Check One)-

.

{_ NEW STATL PLAN (] AMENDMLNT TO BE CONSIDERED AS NEW PLAN AMENDMENT
\ COMPLETL BLOCKS 6 THRU 10 IF THIS IS AN AMENDMEN (Separate Transmittal jor each umendment)
| 6. FEDERAL STATUTE/REGULATION CITATION: T?. FEDERAL BUDGET IMPACT: IN THOUSANDS
42 CI'R 447 a. FFY 2007-08 $(1,037)
b. FFY 2008-09 $(4,150)
| 8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT" 9. PAGL NUMBER OF THE SUPLRSEDED PLAN SECTION
Attachment 4,19-B, Supplement 3, Version V OR ATTACHMLENT (If Applicable).

Attachment 4.19-B, Supplement 3, Version IV

I
|
|
i

10. SURJECT OF AMENDMENT.
| Payinent Methedology for County Health Departments

L .
1. GOVERNOR’S REVIEW (Check One):

GOVERNOR'S OFFICL REPORTED NO COMMEN I [_] OTHER, AS SPECIFIED:
| {7 COMMENTS OF GOVERNQOR’S OFI'ICE ENCLOSED Will forward when received,

[ NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

Ln? SIGKATURE OFASTATE AGENCY OFFICIAL: [6. RETURN TO:

J Mr. Carlton D). Snipes

- Deputy Sccretary for Medicaid

Agency for Health Carc Administration
2727 Mahan Drive, Mail Stop #8

l 13, TYPED NAME:
Mr, Carlion D. Snipes

[ 14 TITLE: ' assen, b
Deputy Secretary for Medicaid Tallahassee, FL 32308
rlﬁ DATE SUBMITTED: q / 02 ’9’ / 0 Attention: Robin Ingram

| 17: ‘DATE R.I:CEWED """

09/22/08 .
L PLAN APPROVED ;
119, EFFECTIVE DATE-OF APPROVBB MATBREAE
_ 07/01/10 :
21. TYPED NAME:

‘ Jackie Glaze

l 23. REMARKS:

|
|

FORM HCYEA-170 (4707





