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DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services

2201 6™ Avenue, Mailstop RX-43 ‘ M s
Seattle, Washington 98121 e core® & -

CENTER FOR MEDICAID & CHIP SERVICES

Division of Medicaid & Children’s Health Operations

0CT 2 4 2012

Bruce Goldberg, MD, Director
Oregon Health Authority

500 Summer Street Northeast, E-15
Salem, Oregon 97301

RE: Oregon State Plan Amendment (SPA) Transmittal Number 12-010

Dear Dr. Goldberg:

The Centers for Medicare & Medicaid Services has completed its review of Oregon State Plan
Amendment (SPA) Transmittal Number 12-010. This SPA was submitted to reflect a change to the
date for the published fee schedule for Targeted Case Management for (TCM) Medicaid High Risk
Infants and Children.

This SPA is approved effective September 2, 2012, as requested by the State.

If you have any questions concerning this SPA or require further assistance, please contact me, or
have your staff contact Bill Vehrs at (503) 399-5682 or bill.vehrs@cms.hhs.gov.

Sincerely,

Carol J.C. Peverly /
Associate Regional Administrator

Division of Medicaid and Children’s Health
Operations

Enclosure

cc: Judy Mohr Peterson, Administrator, Office of Medical Assistance Programs



DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

FORM APPROVED
OMB NO. 0938-0193

TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOR: HEALTH CARE FINANCING ADMINISTRATION

2. STATE

1. TRANSMITTAL NUM?_ER:
Oregon

12-10

3 PliOGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID) Medical Assistance

TO: REGIONAL ADMINISTRATOR
HEALTH CARE FINANCING ADMINISTRATION
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4. PROPOSED EFFECTIVE DATE
727442 92112 (P&I)

5. TYPE OF PLAN MATERIAL (Check One):

[J NEW STATE PLAN

[] 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:
42 CFR 440.169 and 441

7. FEDERAL BUDGET IMPACT:
a, FFY 2012 § 149,212
b.FFY 2013 $§ 592,392

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Attachment 4,19-B, Page 4i

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (If Applicable):

Attachment 4.19-B, Page 4i

10. SUBJECT OF AMENDMENT: This transmittal is being submitted to reflect a change to the date for the published fee
schedule. The current SPA requires a review of costs every 2 years, this does not change the current methodology

used to determine the costs.

11. GOVERNOR'S REVIEW (Check One):

[C] GOVERNOR’S OFFICE REPORTED NO COMMENT DX OTHER, AS SPECIFIED:
[_] COMMENTS OF GOVERNOR'’S OFFICE ENCLOSED
[CJNO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL
12. SIGNA OF ST. AGENCY OFFICIAL: 16. RETURN TO:
Division of Medical Assistance Programs
Oregon Health Authority

13. TYPERANAME Judy Mohr Peterson

14, TITLE:  Director, Division of Medical Assistance Programs

15. DATE SUBMITTED:

500 Summer Street NE E-35
Salem, OR 97301

ATTN: Jesse Andelson, State Plan Manager
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