A

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
HEALTH CARE FINANCING ADMINISTRATION OMB NO. 0938-0193
TRANSMITTAL AND NOTICE OF APPROVAL OF | 1. TRANSMITTAL NUMBER: 2.STATE
STATE PLAN MATERIAL 11-007 Kentucky

FOR: HEALTH CARE FINANCING ADMINISTRATION
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

4. PROPOSED EFFECTIVE DATE .
07/01/2011

5. TYPE OF PLAN MATERIAL (Check One):

] NEW STATE PLAN

[ AMENDMENT TO BE CONSIDERED AS NEW PLAN

X AMENDMENT

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

6. FEDERAL STATUTE/REGULATION CITATION:
Section 1902(a)(30)(A)
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10. SUBJECT OF AMENDMENT

The purpose of this SPA is to amend KY Medicaid’s Hospice Program to allow children under the age of 21 to continue to receive curative

treatment while receiving Hospice services.
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