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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
2201 6'h Avenue, Mailstop RX-43 
Seattle, Washington 98121 CENTERS FOR MED ICA RE & MEDICAID SERVICES 

CENTER FOR MEDICAID & CHIP SERVICES 

Division of Medicaid & Children's Health Operations 

JAN 2 ~ 2014 

Dorothy Frost Teeter, Director 
Mary Anne Lindeblad, Medicaid Director 
Health Care Authority 
P.O. Box 45502 
Olympia, W A 98504-5502 

RE: WA State Plan Amendment (SPA) Transmittal Number #13-025- Approval 

Dear Ms. Teeter and Ms. Lindeblad: 

The Centers for Medicare & Medicaid Services (CMS) National Institutional Reimbursement Team 
(NIRT) recently approved Washington State Plan Amendment (SPA) 13-025. 

Although the NIR T has already sent the state a copy of the approval for this SPA, the Seattle 
Regional Office is following up with an additional copy for the reason that we were in receipt of the 
original, signed amendment request. 

Therefore, enclosed you will find a copy ofthe official CMS Form 179, amended page(s), and copy 
of the approval letter from the NIR T for your records. 

If you have any questions concerning the Seattle Regional Office role in the processing of this SPA, 
please contact me, or have your staff contact Tom Couch, CMS' RO NIRT Representative at 208-
334-9482 or Thomas.Couch@cms.hhs.gov. 

Enclosure 

Sincerely, 

c~bk 
Associate Regional Admmistrator 
Division ofMedicaid and Children's Health 

Operations 



DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-26-12 
Baltimore, Maryland 21244-1850 

JAN 2 4 2014 

MaryAnne Lindeblad 
Medicaid Director 
Health Care Authority 
Post Office Box 42716 
Olympia, Washington 98504-2716 

CINnliS FOR MlOICAU ._ MEDICAID SBIVICIS 

CENTER FOR MEDICAID & CHIP SERVICES 

RE: W A State Plan Amendment (SPA) Transmittal Number #13-025- Approval 

Dear Ms. Lindeblad: 

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan 
submitted under transmittal number (TN) 13-025. This SPA creates a new DSH pool for 
qualifying Sole Community Hospitals at $800,000 per year; makes modifications to two other 
DSH pools (small rural indigent assistance, and non-rural indigent assistance) to indicate that no 
funds have been appropriated for either of these pools after SFY 2012; and provides for 
administrative changes including language updating, corrections and clarifications, to several 
other DSH pools to add more comprehensiveness to the State plan methodology. 

We conducted our review of your submittal 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 13-025 is approved effective as of July 23, 2013 . For your files, 
we are enclosing the HCF A-179 transmittal form and the amended plan pages. 

If you have any questions concerning this state plan amendment, please contact Tom Couch, 
CMS' RO NIRT Representative at 208-334-9482 or Thomas.Couch@cms.hhs.gov. 

Director 

Enclosures 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
HEALTH CARE FINANCING ADMINISTRATION 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

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

5_ TYPE OF PLAN MATERIAL (Check One): 

FORM APPROVED 
0~113 NO. 0938-0193 

l. TRANSMITTAL NUMBER: 
13-25 

2. STATE 
Washington 

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

4. PROPOSED EFFECTIVE DATE 
Jul:yl , 2613 July 23,2013(P&I) 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN [g) AMENDMENT 
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT 'Se arate Transmittal for each amendment 

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 

Att. 4.19-A part 1, pgs 5, 47 - 57, 57 a (new) 5 7b (new) 

10. SUBJECT OF AMENDMENT 

Sole Community Hospital DSH 
1 L GOVERNOR'S REVIEW (Check One): 

0 GOVERNOR'S OFFICE REPORTED NO COMMENT 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

a. FFY 2914 $499,999 FFY 2013 $400,000 (P&I) 
b. FFY 2915 $499,990 FFY 2014 $400,000 

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

Att. 4.19-A part 1, pgs 5, 47- 57 

[8J OTHER, AS SPECIFIED: Exempt 

12. Sl9N~l& ~pS._~ATJAGENCY OFFICIAL: ~~~~~~TO: 

-. _13 ___ T_Y_P_E_D_,N""'!,A-'ME~:--'--'""'-------------- Office of Rules and Publications 

MARYANNE LINDEBLAD Legal and Administrative Services 
....:.:.:14=-.=T.:.:IT:.::L=E.:.:: :..:.=_====-='--------- ------ Health Care Authority 

MEDICAID DIRECTOR 626 8111 Ave SE MS: 42716 
~~~-=~==~~-----------------------------

15_ DATE SUBMITTED: Olympia, WA 98504-2716 

FORM HCFA-179 (07-92) 
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