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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
Seattle Regional Office 
2201 Sixth A venue, Mail Stop 43 
Seattle, Washington 98121 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

DIVISION OF MEDICAID & CHILDREN'S HEALTH OPERATIONS 

William J. Streur, Commissioner 
Department of Health and Social Services 
Post Office Box 11060 1 
Juneau,AJaska 99811-0601 

MAR 2 0 201't 

RE: Alaska State Plan Amendment (SPA) Transmittal Number 14-002 

Dear Mr. Streur: 

The Centers for Medicare & Medicaid Services (CMS) Seattle Regional Office has completed its review 
of State Plan Amendment (SPA) Transmittal Number 14-002. This transmittal updates the optional state 
supplement standards for special income level groups consistent with the published 2014 federal poverty 
levels. 

This SPA is approved effective January 1, 2014. 

If you have any additional questions or require any further assistance, please contact me, or have your 
staff contact Maria Garza at (206) 615-2542 or maria.garza@cms.hhs.gov. 

cc: 

Sincerely, 

Carol J.C. 

Associate Regional Administrator 
Division ofMedicaid and Children's Health 

Operations 

Brodie, Margaret C (HSS) margaret.brodie@alaska.gov 
Etheridge, Deb J (HSS) deb.etheridge@alaska.gov 



DEPARTMENT OF HF.ALTH ANI) !lUMAN SERVJCES 
HEALTH CARE FINANCING ADMJNISTRATJON 

TRANSMITTAL AND NOTICE OF APPROVAL OF I. TRANSMITTAL NUMBER: 
STATE PLAN MATERIAL 14 - 002 

FORM APPROVED 
OMB NO. 0938..0193 

2. STATE 
Alaska 

FOR: HEALTH CARE FINANCING ADMINISTRATION 3. PROGRAM JDENTIFICA TION: TITLE XIX OF THE 
SOCIAL SECURITY ACT (MEDICAID) 

TO: REGIONAL ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

4. PROPOSED EFFECTIVE DATE 
January I, 2014 

5. TYPE OF PLAN MATERIAL (Check One): _ _ ......._ _______ _ _ _ _ ________ _ 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN [gl AMENDMENT 
------=C-=O::.:.MP=L=E=T~ BLOCKS 6 TIIRU 10 IF THIS IS AN AMENDMENT (Se m·aJe Transmilfal or each amendmenl 

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 
42 CFR 435.232 a. FFY 13 $0 

b. FFY 14 $0 
8. PAGE NUMBER OF TIIE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 

OR ATTACHMENT (If Applicable): 
Supplement 6 to Attachment 2.6-A, Page 1-3 

Supplement 6 to Attaclunent 2.6-A, Page 1-3 

10. SUBJECT OF AMENDMENT: 
Income eligibility standards for optional state supplementary payments to the aged, blind and disabled 

I I. GOVERNOR'S REVIEW (Check One): 
0 GOVERNOR'S OFFICE REPORTED NO COMMF.NT 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

12. SIGNATURli: 16.RETURNTO: 

[gl OTHER, AS SPECIFIED: 
Does not wish to comment 

Alaska Department of Health and Social Services 
-13-. _TY_P_ELD_N_A_M_:_E: -M-a-rg-ar_e_t 8::-r-o"""""di:-e---------~ 4501 Business Park Blvd., Suite 24, Bldg L 

Anchorage, Alaska 99503-7167 

14. TITLE: Director Division Health Services, 
Department of Health and Social Services, State of Alaska 
15. DATE SUBMITTED: March 13,2014 

17. DATE RECEIVED: 3/13/14 
FOR REGIONAL OFFICE USE ON~L:-::Y-:::-:-=:-------------

18. DATE APPROVED: 
3/20/14 

21. TYPED NAME: 
Carol J.C. Peverly 

23. REMARKS: 

FORM HCFA-179 (07-92) 
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