
FORM APPROVED 
OMB NO. 0938-0191 

TRANSMITTAL AND NOTICE OF APPROVAL OF 1. TRANSMJTTALNUM.BER; 2.STATE 
Alaska STATE PLAN MATERIAL 09-02 

fOR: REALm CARl FINANCING ADMINISTRATION 3. PROGRAM IDENTIFICATION: TITI.E XIX OF THE 
SOCIAL SECUIUTY ACT (MEDICAID) 

TO: REGIONAL ADMOOSTRATOR. 4. PROPOSED EFFECflVE DATE 
HEALDI CARE FJNANCINO ADMINISTRATION January 1. 2009 
DEPARTMENT OF REALm AND HUMAN SERVICES 

S. TYPE OF PLAN MATERIAL (Chd One): 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN 181 AMENDMENT 
COMPI..i1'E BLOCKS 6 THR.U 10 IF THIS IS AN AMENDMENT ~t U1 Tratumitt.al or eadt ~ttl 

6. FEDER.AL STATIJTEIR.EGUlATION CITATION: 7. FEDERAL BUDGET IMPACT: 
G~W a~ 09 ~ 

b. FFY 10 $0 
8. PAGE NUMBER OF 11lE PLAN SECTION OR AIT ACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 

Supp. 6 10 AUacbment 2.6., Pap 1·3: 

10. SUBJECT OF AMENDMENT: 
Income eUpbUity samdards 

II. OOV.HR.NoR•s .K.l::VJ.tiW {CAeclc One): 

§ OOVERNOR•s omCE REPOltTED NO COMMENT 
COMMENTS OF GOVERNOR'S OmCE ENCLOSED 
NO REPLY BECEIVED WITHIN 45 DAYS OF SUBMfiTAL 

1S. DATE SUBMITTED: ~h 2S, 2009 

17. DATE RECEIVED: MAR 2 4 2009 

~~! 1 2009 

23.R.EMAR.KS: 

FORM HCFA·l79 (07·92) 

OR.AITACHMENT (.ff Applicable): 

Supp. 6 to Attachment 2.6. Paae 1-3; 

1:81 OTHER., AS SPECIFIED: 
Don not wish to comment 

16.llETURN TO: 

MAY 5 2009 

Associate Regional Administrator 
Division of Medicaid & 

Children·s Health 


