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LOUISIANA TITLE XIX STATE PLAN
TRANSMITTAL #:  14-25 FISCAL IMPACT:
TITLE:
EFFECTIVE DATE: 

year % inc. fed. match *# mos range of mos. dollars
1st SFY 2014 60.98% 1.2 May 24, 2014 - June 2014 $497,768,238
2nd SFY 2015 3.0% 62.05% 12 July 2014 - June 2015 $590,893,533
3rd SFY 2016 3.0% 62.05% 12 July 2015 - June 2016 $608,620,339

*#mos-Months remaining in fiscal year

SFY 2014 $497,768,238 for 1.2 months May 24, 2014 - June 2014 $497,768,238

SFY 2015 $590,893,533 for 12 months July 2014 - June 2015
$590,893,533 / 12 X 3 July 2014 -  September 2014 = $147,723,383

$645,491,621

) = $645,491,621 X 60.98% = $393,620,790

SFY 2015 $590,893,533 for 12 months July 2014 - June 2015
$590,893,533 / 12 X 9 October 2014 - June 2015 = $443,170,150

SFY 2016 $608,620,339 for 12 months July 2015 - June 2016
$608,620,339 / 12 X 3 July 2015 -  September 2015 = $152,155,085

$595,325,235

)= $595,325,235 X 62.05% = $369,399,308

FFP (FFY

FFP (FFY 2015

2015

DSH Payments-Louisiana Low-Income Academic Hospitals Increase
May 24, 2014

Total Increase in Cost FFY 

Total Increase in Cost FFY

2014

2014
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