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DRP/\RTMENT 011 HiiAl,TH AND HUMAN SERVlCl',iS

Hl5ALTH CARE FINANCINO ADMINISTRA
T

ION 
FORM J\PPROVfD 
OMD NO. 0938,01?3 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

l. TRANSMlTI'AL NUMBER:

16-0001

2.STATE

Oregon 

FOR: HEALTH CARE FINANCING ADMINISTRATION 
3. PROGRAM JDBNTJFICATION: TITLE XIX OF THE'"

SOCIAL SECURITY ACT (MBD[CAID) Medical Assistance

TO: REGIONAL ADMINISTRATOR 
HBALTH C� FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLANMA:TBRIAL (Check 0110):

4. PROPOSED EFFECTIVE DATE

7/1/16 

O NBW STATE PLAN O AMENDMENT TO BE CONS1DERED AS NEW PLAN �AMENDMBNT 
COMPLETE BLOCKS 6 THRU 10 IF THIS JS AN AMENDMENT 'Se urrare 1>·<ms111fttal or each a111e11d111e11t 

6.FEDBRALSTATOTE/REGULATIONCITATION: 7.PBDERALBUDGBTIMPACT:
42 CFR 440.10 a. FFY '.2016 $ (28,821) . 

b. Fl1Y 2017 $ 115,287 
8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION

. OR ATTACHMENT (ff Applicable): 

Attachment 4.19-A, page 28 v-� Cf 

10. SUBJECT OF AMENDMENT: This transmittal is being submitted to add Long term Acute care Hospital provi<lel"S as
a reimbursable provider type.

11. GOVERNOR'S REVIEW (Check 011e):. 
0 GOVERNOR'S OFP!CE REPORTED NO COMMENT
O COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
ONO REPLY RECEIVED WITHIN 45 DAYS OF SUBMlTf AL

i2?J OTHER, AS SPECIFIED: The Governor 
does not wish to review any plan materials. 

14. TITLE: Medicaid Directol', OHA

16. RETURN TO:
Oregon Health Authority
Medical Assistance Programs 
500 Summer Street NE E�35 

. Salem, OR 9730 l

15.DATBSUBMlTTBD:
2 II (' -, _, - 1.,e:::;, _,,,_ 

ATTN: Jesse Anderson, State Plan Manager 
;., ...... ,, .. s. .. ••• ; J,. .,. •• -,,;::::;.:_c ... ,-� ;;.,, •• ., .. a;.. ...... �•4Y,.,;. ••. m:... ,,.i,.:·�r· 1.x ,,. •• • ... .............. . ···- • - ......... < -- • .: ....... . 

FOR REGIONAL OFFICE USE ONLY 

17. DATE RECEIVED: 18. DA TE APPROVED:

PLAN APPROVED - ONE COPY ATTACHED 

19. EFFECTIVE DATE OF APPROVED MA TERJAL: 20. SIG

21. TYPED NAME:

23. REMARKS:

. 
FORM HCF A-179 (07-92) 

22.TI

JUNO 7 2016 

ICIAL: 7/1/2016








