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2. STATE 
South Carolina 

TRANSMITTAL AND NOTICE OF APPROVAL OF I. TRANSMITTAL NUMBER: 
STATE PLAN MATERIAL SC 11-009 
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3. PROGRAM IDENTIFICATION: TITLE XIX Of THEFOR; HEALTH CARE FINANCING ADMINISTRATION 

SOCIAL SECURITY ACT (MEDICAID) 

TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE 

HEALTH CARE FINANCINO ADMINISTRATION 
 04/01/11 

DEPARTMENT OF HEALTH AND ijUMAN SERVICES 


5. TYPE OF PLAN MATERIAL (Check One): 

o NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN 18I AMENDMENT 
COMPLETE BLOCKS (fTHRU 10 lFTHIS IS AN AMENDMENT e orate Transmittal for each amendment -- 

6. FEDERAL STATUTE/REGULATION CITATION: 

1902 (e)J3) of the Act 
8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 

Basic Text, pages lIb, 1Ie & lId 

7. FEDERAL BUDOETlMPACT: FM....P 

a. FFY 201l $ 9,500,000 
b. FIT 2012 $19,000,000 

9. PAGE NUMBER Of THE SUPERSEDED PLAN SECTION 
OR AITACHMENT (IfApplicable); 

10. SUBJECT OF AMENDMENT: 
Establish Express Lane Reviews for Medicaid and CHIP children 

11. GOVERNOR'S REVIEW (Check One):o GOVERNOR'S OFFICE REPORTED NO COMMENT [8J OTHER, AS SPECIFIED: o COMMENTS OF GOVERNOR'S OFFICE ENCLOSED Mr. Keck was designated by the Governor to o NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL review and approve all State Plans 

12. SIGNATURE OF STATE AGENCY OFFICIAL: 16. RETURN TO: 

South Carolina Department of Health and Human Services 
-........,.,,-..,--.:=:......,.....::.:...........-----------------/ Post Office Bo)(8206 

13. TYPED NAME: Columbia, SC 29202-8206 
Anthony E. Keck 

14. TITLE: 
Director 

15. DATE SUBMITIlm: 
April 18,2011 

17. DATE RECEIVED: 
06/29/11 

21. TYPEDNAME: Davida Kimble Associate Regional Administrator 

23. REMARKS: 
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