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ATTACHMENT 2.6-A
Page 24

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE OF OHIO
CITATION CONDITION OR REQUIREMENT
42 CFR 11 Effective Date of Eligibility
435914
a. Groups Other Than Qualified Medicare Beneficiaries
(1) For the prospective period.
Coverage is available for the full month if the following
Individuals are eligible at any time during the month.
X Aged, blind, disabled.
X AFDC-related.
Coverage is available only for the period during the month
for which the following individuals meet the eligibility
requirements.
Aged, blind, disabled.
AFDC-related.
(2) For the retroactive period.
Coverage is available for three months before the date of
application if the following individuals would have been eligible
had they applied:
Aged, blind, disabled.
AFDC-related
Coverage is available beginning the first day of the third month
Before the date of application if the following individuals would
Have been eligible at any time during that month, had they
applied:
_X_ Aged, blind, disabled.
_X_ AFDC-related.
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