
l'ARTMENT OFIIL:ALTH AND IIIJMAN SERVICES 
.'NTERS FOR MEIC1\RE & MEDICAID SEH VICES 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

1. TRANSrv11TTAL NUMBER: 

12-14 

FOJHvi ,\I' PROVED 
OMB NO U<l.lR-11193 

2. STATE 

Maryland 

FOR: CENTERS FOR MElliCARE & MF.I>ICAID SERVICES 
~-------:-:-:-:=:-:::-:-:==-:-:---:::c~-::::-:-:-:-:-:--::-:··········--· 

3. PROGRAM IDENTIFICATION: TITLE XIX OF TilE 

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

.'i. TYPE OF PLAN MAfERIAL tCiwck 011e): 

SOCIAl. SECURITY ACT (MEDICAID) 

4~-PROPOSED EFFECTIVE DATE 

October l, 20 1 2 
·- ----- - ------ -..... _. __ _ 

NEW STATE PLAN i: AMENDMENT TO BE CONSIDERED AS NEW PLAN X AMENDMENT 
COMPLETE 13LOCKS 6 THRU I 0 IF TillS IS ~N AMENDMENT (S<!J.!!!tate 7i'tmsmilfal (or 1.'ad1 amenJmc!nl) 

6. FEDER1\L STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET lMPACT: 
a. FFY 2013 :l_Q 
b. FFY 2014 $ 0 _ jr:J CFR 5~otioo -<.f~~ 

8. PAGE NUMBER OF THE PLAN SECTIO ' OR 
ATTACHMENT: 

·-1----
9. PAGE NUM13ER OF THE SUPERSEDED PLAN SECTION 

OR ATTACHMENT ({!AppliGahli!): 

Page 79y l'agl! 79y ( I0-15) 

·---- - - ----·-··---·--- --·---- .. 
10. SUBJECT OF AMENDMENT: This amendment is to update f'vlaryland·s languag~ in .thc Stale plan to wvn 
audit requirements fi:1r interim periods between RJ\C contradors. 
I I. GOVERNOR'S REVIEW (Chec/t. One) : 

0 GOVERNOR'S OfFICE REPORTED NO COMMENT 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMIHAL 

X OTIIFR. AS SPECIFIED: The Secretary of1hc 
Dt·pm1mcnt of lkalth and Mental Hygiene 

12. SIGNAT~P,f 16. RETURN TO: 
L»\. Susan J. Tucker 

- 13-. -T-'\'P-E-; D_N_A_M_E_: -C-h,....a_r_le-s-lJ'-. -M- i,....ll,..,..ig-,a-n-,-J-r.-- ------1 Executive Director 
--------=--------,--,--- ____ _ _ ___ Office uf Health Services 

14. TITLE: Deputy Secretary, Health Care Financing, Department of Health & Mental Hygiene 
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15. DATE SUHMITI"ED: } j 1. Baltimore MD 2120 I 

FORM CMS-179 (07-92) 
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\" 

FOR REGIONAL OFFICE USE ONLV 
18. DATE APPROVED: 


