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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop S2-2G72
Baltimore, Maryland n24-7850 tvts

cÊNftßs Fo¡ MeD¡c^tt & MËDtc rD st¡vrcÌs
cEllTEn ron ilEDtcatD & ctlrp sE¡vrcE8

Financial Management Group

October 23,2019

Womazetta Jones, Secretary
Executive Offrce of Health and Human Services
State of Rhode Island
3 West Road, Virks Building
Cranston, RI02920

RE: Rhode Island SPA l9-0010

Dear Secretary Jones:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number (TN) 19-0010. Effective July I,2019, this amendment
eliminates inpatient hospital Upper Payment Limit supplemental payments.

We conducted our review of your submiffal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a) and 1923 of the Social Security Act and the
implementing Federal regulations at 42 CFR 447 Subpart C. We are pleased to inform you that
Medicaid State plan amendment l9-0010 is approved effective July l, 2019. We are enclosing the
CMS-179 and the amended plan pages.

If you have any questions, please call Novena James-Hailey at (617) 565-129I.

Sincerely,

Kristin Fan
Director

cc:
Avery Stahlecker
Novena James-Hailey



DEPARTMENT OF HEALTII AND HUMAN SERVICES

TRANSMITTAL ÄND NOTICE OF'APPROVAL OF
STATE PLAN MATERJAL

FOR: CENTERS FOR MEDICARE A¡ID MEDICAID SERVICES

FORMAPPROVED

2. STATE
RI

3. PROGRAM IDENTIFICATION: TITLE )(D( OF THE
socrAl, SECLJRTTY ACT (MEDTCATD)

TO: REGIONAL ADMIMSTRATOR, 
CENTERS FORMEDICAREAND MEDICA]D SERVICES
DEPARTMENT OF HEALTH AND HUMAN SERVICES

5. TYPE OF PLAN MATERIAL (Check One):

f] New STATEPLAN

4. PROPOSED EFFECTIVE DATE
July 1,2019

n etvmNptvmNT To BE coNSTDERED AS NEw ILAN XXN AMENDMENT

1. TRANSMITTALNUMBER:
19-010

COMPLETEBLOCKS 6 IO IF THIS IS AN AMENDMENT
6. FEDERAL STATUTE/REGULATION CITATION

Tt'ansmitlal each
7. FEDERAL BUDGET IMPACT:

42CFR447.27t
a. FFY 2019
b. FFY 2020

- $ 1,456,283
- s 5,796,272

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Supplement 3 to Attachment 4.1 9-A page 1

10. SI.]BJECT OF AMENDMENT:
Lrpatient Hospital Supplemental Payments

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 PAGE NUMBER OF TFIE SUPERSEDED PLAN SECTION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

Supplement 3 to Attachment 4.19-A page I

11. GOVERNOR'S REVIEW (CheckOne)
GOVERNOR'S OFFICE REPORTED NO COMMENT
COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
NO REPLY RECEWED WITHIN 45 DAYS OF SUBMITTAL

OF STATE

14. TITLE: Secretary

15. DATE SUBMITTED; August 15,2019

)O( [] OTHER" AS SPECIFIED:
See Attached Letter

t2 16. RETURN TO:

EOHHS
3 West R4 Virks Building
Cranston, RI 02920

FORM CMS-179 (07192)



Supplement 3 to Attachment 4.19-A
Page 1

STATE PLAN LTNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: Rhode Island

INPATIENT HOSPITAL SUPPLEMENTARY PAYMENT

Suppremental pâvments made toinï?,tf:rü;iii."i,i,ìî;"0",ï"0* tne Medicaid state Plan are

TN# 19-0010
Supersedes
TN# l5-007

Approval Date: Effective Date: July l,2019




