TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

1. TRANSMITTAL NUMBER: 2. STATE
08-006 *QU) el OHIO

FOR: CENTERS FOR MEDICARE AND MEDICAID SERVICES

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID)

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

4. PROPOSED EFFECTIVE DATE
August 1, 2008

5. TYPE OF PLAN MATERIAL (Check One):

[J NEW STATE PLAN

[_] AMENDMENT TO BE CONSIDERED AS NEW PLAN

Xl AMENDMENT

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

6. FEDERAL STATUTE/REGULATION CITATION:
Section 1902 (a)(13)A) of the Social Security Act

7. FEDERAL BUDGET IMPACT:
a.FFY 08 $0
b.FFY 09 $0

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Attachment 3.1A - Supplement 2, Page 19a: Letter J: Provision of
Outlier Services ;
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9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (If Applicable):
Attachment 4.19D - NF Supplement 1: Section 5111.258.002
Section 5111.258.003
Section 5111.21.001

Attachment 4.19D - ICF-MR Supplement 2: Section 5101:3-3-17.4

Attachment 3.1A - Sections 5101:3-3-54.1 and 5101:3-3-54.5

10. SUBJECT OF AMENDMENT:

Index - Medicaid State Plan — ICFs-MR

Enclosed is Ohio’s state plan amendment TN08-006 that contains new outlier services language proposed for adoption under Attachment
3.1A of Ohio's state plan. This amendment also requests removal of existing sections contained under Attachment 4.19D, and removal of

obsolete sections 5101:3-3-54.1 and 5101:3-3-54.5 from Attachment 3.1A.
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<] OTHER, AS SPECIFIED:

Governor has delegated signature authority
to ODJFS Director. Director has delegated
signature authority to Medicaid Director
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