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3 AMENDMENT
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& FEDFRAL STATUTEREGULATION CITATION:

State Plan Under Title XIX of the Social Security AQFS 1923 of
42 CFR 447.29%c) & {d), 455.300 hassee  Act
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s. FFY 1010 $0
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10. SUBJECT OF AMENDMENT.

Establish a rate methodelogy with a maximum (ixed fee for End Stage Renal Disease (ESRD) Dialysis Procedure
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