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10. SUBJECT OF AMENDMENT: The attached State Plan Amendment is being filed to ensure the financial/reimbursement page for therapy
services provided in non-hospital settings is comprehensive and meets all requirements of Section 1902(a)(30)(A) of the Social Security Act.
After review of the SPA for expansion of services for adults, it was noted that the corresponding financial/reimbursement page did not meet
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statutes and regulations and that the State Plan comprehensively and accurately describes payment of these services.
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