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DEPARTMENT OF HEALTH & HUMAN SERVICES 

Centers for Medicare & Medicaid Services 

7500 Security Boulevard, Mail Stop S3-14-28 

Baltimore, Maryland 21244-1850 

Financial Management Group 

Andrea Barton Reeves, J.D., Commissioner 

Department of Social Services 

55 Farmington Avenue, 5th Floor 

Hartford, CT 06105-3730 

RE:  Connecticut 23-0019 

Dear Commissioner Reeves: 

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan 

submitted under transmittal number (TN) 23-0019.  Effective September 1, 2023, this 

amendment implements a one-time supplemental payment from a pool amount of $1,200,000 to 

each eligible private free-standing chronic disease hospital (CDH). 

We conducted our review of your submittal according to the statutory requirements at sections 

1902(a)(2), 1902(a)(13), 1902(a)(30), 1923 and 1903(a) of the Social Security Act and the 

implementing Federal regulations at 42 CFR 447 Subpart C.   

This is to inform you that Medicaid State plan amendment TN 23-0019 is approved effective 

September 1, 2023.  The CMS-179 and the amended plan page(s) are attached. 

If you have any additional questions or need further assistance, please contact Novena James-Hailey at 

(617) 565-1291 or Novena.JamesHailey@cms.hhs.gov.

Sincerely, 

Rory Howe 

Director 

Enclosures 

December 18, 2023

CENTERS FOR MEDICARE & MEDICAID SERVICES 

CENTER FOR MEDICAID & CHIP SERVICES 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0193 
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FORM CMS-179 (09/24) Instructions on Back 

XIX XXI

September 29, 2023

September 1, 2023

Rory Howe Director, Financial Management Group

December 18, 2023
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Attachment 4.19-A 

   Page 2(i) 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State   Connecticut  

Supplemental Payment for Private Free-Standing Chronic Disease Hospitals 

Effective September 1, 2023, a one-time supplemental payment of $1,200,000 from a pool of 

$1,200,000 will be made to each private free-standing chronic disease hospital with Medicaid 

inpatient utilization exceeding 50% for State Fiscal Year (SFY) 2022. Payment will be made on 

or before September 30, 2023. 

TN # 23-0019 Approval Date __________           Effective Date 09/01/2023 

Supersedes  

TN # NEW 

December 18, 2023
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