
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): 

I. TRANSMITTAL NUMBER: 
11-23 

FORM APPROVED 
OMB NO 0938-0193 

2. STATE 
Nebraska 

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

4. PROPOSED EFFECTIVE DATE 
July 1,2011 

o NEW STATE PLAN o AMENDMENT TO BE CONSIDERED AS NEW PLAN ~AMENDMENT 
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Se arate Transmittal or each amendment) 

6. FEDERAL STATUTEIREGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 
a. FFY 2011 $ (470,828) 
b. FFY 2012 $(1,412,485) 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 

Attachment 3.I-A Item 2a, pages I and 3 
Attachment 4.19-B, Item 2a, pages 1-3 

10. SUBJECT OF AMENDMENT: 
Outpatient Hospital Rate Reduction and Lab Fee Schedule Reduction 

II. GOVERNOR'S REVIEW (Check One): o GOVERNOR'S OFFICE REPORTED NO COMMENT o COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
o NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

12. "~"'''I''J 

OR ATTACHMENT (If Applicable): 

Attachment 3.I-A Item 2a, pages I and 3 
Attachment 4. 19-B, Item 21, pages 1-3 

~ OTHER, AS SPECIFIED: 
Governor has waived review 

,,;-;;=~~~~~~~~~~~~~~~'..!...------j Patricia (pat) Taft 
Division of Medicaid & Long-Term Care 
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ATTACHMENT 3.1-A 
Item 2a, Page 1 
Applies to both 
Categorically and Medically 
Needy 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Nebraska 

LIMITATIONS - OUTPATIENT HOSPITAL 

All psychiatric testing and evaluations must be performed by a licensed psychologist or under the 
supervision of a licensed psychologist. 

TN No. NE 11-23 

Supersedes 
TN No. MS-00-06 

Approval Date Effective Date ___ _ 

I 



ATTACHMENT 3.1-A 
Item 2a, Page 3 
Applies to both 
Categorically and Medically 
Needy 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Nebraska 

LIMITATIONS - OUTPATIENT HOSPITAL SERVICES 

Abortions are covered when a physician certifies that the pregnancy was a result of rape or incest, 
or the woman suffers from a physical disorder, injury or illness, including a life-endangering physical 
condition caused by or arising from the pregnancy itself, that would place the woman in danger of 
death unless an abortion is performed. 

TN No. NE 11-23 

Supersedes 
TN No. MS-OO-06 

Approval Date ____ _ Effective Date ____ _ 


