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3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
FOR: HEALTH CARE FINANCING ADMINISTRATION SOCIAL SECURITY ACT( MEDICAID)

TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE

HEALTH CARE FINANCING ADMINISTRATION January 1, 2013
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5. TYPE OF PLAN MATERIAL (Check One):

NEW STATE PLAN AMENDMENT TO BE CONSIDERED AS NEW PLAN AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT( Separate Transmittal or each amendment

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

42 CFR 447.405, 447.410, 447.415 a. IFFY 2013 - 7,233,260

b. FFY 2014- 8, 383,077
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Attachment 4. 19- B: Physician Services 42 CFR 447.405 Amount of
Minimum Payment

10. SUBJECT OF AMENDMENT:

Increased Primary Care Service Payment
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