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5. TYPE OF PLAN MATERIAL (Check One): 

l. TRANSMITTAL NUMBER: 
#11-08 

2. STATE 

New York 
3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 

SOCIAL SECURITY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATE 
April 1, 2011 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN [8] AMENDMENT 
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Se orate Transmittal or each amendment 

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 
Section 1902(a) of the Social Security Act, and 42 CFR 447 a. FFY 04/01/11-09/30/11 $168.S million 

b. FFY 10/01/11-09/30/12 $337.0 million 
8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN 

SECTION OR ATTACHMENT (If Applicable): 
Attachment4.19-A: Pages 144(a), 152, 152(a), 153, 155, 
161(b) 

IO. SUBJECT OF AMENDMENT: 

Attachment 4.19-A: Pages 144(a), 152, 153, 155, 
161(b) 

Revised Hospital DSH Caps; Extension of Major Public and High Need Indigent Care; SUNY/County DSH 
Payments; 

I (FMAP = 50%) 
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New York State Department of Health 

-=---------------1 Corning Tower 
'. J on A. Helgerson Empire State Plaza 
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19. mnCTJVE DATE OF APPR.Q 
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