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1. TRANSMITTAL NUMBER:
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3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID
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4. PROPOSED EFFECTIVE DATE

July 1, 2009

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:
Title XIX of the Social Security Act, Section 1902(a)(10)(A)(i1)(I)
Title XIX of the Social Security Act, Section 1902(r)(2)

7. FEDERAL BUDGET IMPACT:
a. FFY 2009-2010 $ None
b. FFY 2010-2011 $ None
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Supplement 8a to Attachment 2.6-A
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Individuals Who Would Otherwise Be Eligible For The Early Disabled Widow(er)s Program
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[ ] COMMENTS OF GOVERNOR’S OFFICE ENCLOSED
[ ] NO REPLY RECEIVED WITHIN 45 DAYS©OF SUBMITTAL
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X] OTHER, AS SPECIFIED:
The Governor’s Office does not
wish to review the State Plan Amendment.
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