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2.STATE
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1. TRANSMITTAL NUMBER:
11-005

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

TO: REGIONAL ADMINISTRATOR
HEALTH CARE FINANCING ADMINISTRATION

4. PROPOSED EFFECTIVE DATE
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
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] NEW STATE PLAN (] AMENDMENT TO BE CONSIDERED AS NEW PLAN X AMENDMENT
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10. SUBJECT OF AMENDMENT:

Non-Payment for Health Care-Acquired Conditions and Provider-Preventable Conditions
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wish to review the State Plan Amendment.
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