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HEALTH CARE FINANCING ADMINISTRATION July 1, 2009

DEPARTMENT OF HEALTH AND HUMAN SERVICES

5. TYPE OF PLAN MATERIAL (Check One):

[[JNEW STATE PLAN

[C] AMENDMENT TO BE CONSIDERED AS NEW PLAN

AMENDMENT

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

6. FEDERAL STATUTE/REGULATION CITATION:
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10. SUBJECT OF AMENDMENT:

Clarification of reimbursement methodology for the Home Health Care Services. Increase Home Health care nursing and therapy

rates for recipients under the age of 21 years.
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