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4. PROPOSED EFFECTIVE DATE
October 1, 2007

5. TYPE OF PLAN MATERIAL (Check One):

[] NEW STATE PLAN

lj AMENDMENT TO BE CONSIDERED AS NEW PLAN

X AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendmentl

6. FEDERAL STATUTE/REGULATION CITATION:
42 C.F.R. 440.100, 447.200-205, 42 U.S.C. 1396a-d

7. FEDERAL BUDGET IMPACT:
a. FFY 2008 save $5,500,000
b. FFY 2009 save $5,500,000
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Attachment 4.19-B pages 20.6 and 20.7
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10. SUBJECT OF AMENDMENT:

This plan amendment increases the upper payment limit per dental procedure for recipient’s under age twenty-one (21). The upper limit
increase will apply to all dental procedure codes, except dental procedure codes D2951, D0150, D0140, D0330, D1520, D1525.
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