
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEICARE .t MEDICAID SERVICES 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

I. TRANSMITTAL NUMBER: 
09-12 

FORM APPROVED 
OMB NO. 093&..()193 

2. STATE 
Maryland 

FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES 3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 
SOCIAL SECURJTY ACT (MEDICAID) 

TO: REGIONAL ADMINISTRATOR 
CENTERS FOR MEDICARE & MEDICAID SERVICES 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MA TERJAL (Check One): 

4. PROPOSED EFFECTIVE DATE 
August 1 , 2009 

0 NEW STATE PLAN L AMENDMENT TO BE CONS I DE RED AS NEW PLAN X AMENDMENT 
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT • e orate Transmillul or each amendment 

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 
a. FFY 2009 $ (2.181) 
b. FFY 2010 13 085 

8. PAGE NUMBER OF THE PLAN SECTION OR 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
ATTACHMENT: OR ATTACHMENT (If Applicable): 
Attachment 4.19D, page 1 Attachment 4.19D, page 1 (09-09) 
Attachment 4.190, page 2, 2-A Attachment 4.190, page 2, 2-A (09-04) 
Attachment 4.190, e 4 . Attachment 4.19D, a e 4 09-04 
1 0. SUBJECT OF AMENDMENT: This amendment is being submitted to reflect changes in the regulations 
related to reimbursement for nursing facility services 

II . GOVERNOR'S REVIEW (Check One): 
0 GOVERNOR'S OFFICE REPORTED NO COMMENT 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WlTHrN 45 DAYS OF SUBMITTAL 

AGENCY OFFICIAL: 

X OTHER, AS SPECIFIED: The Secretary ofthe 
Departmenl of Health and Mental Hygiene 

6. RETURN TO: 
Susan Tucker 

---+-'P-Mf-~~~~=-------------4 Executive Director 

-----~ht-...._,.L.--=------:~---:-:~---------l Office of Health Services 
14. Tl Department of Health & Mental Department of Health & Mental Hygiene 

-:-;:~-;-::;;;~-:-::-:=:::=-:::---------------l 201 W Preston St, l st floor 
Baltimore MD 21201 

FORM CMS-179 (07-92) 


