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5. TYPE OF PLAN MATERJAL (Check One): 

3. PROGRAM IDENTIFICA TJON: TITLE XIX OF THE 
SOCIAL SECURITY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATE 
Aprill, 2009 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN 181 AMENDMENT 
COMPLETE BLOCKS 6 THRU I 0 IF THIS IS AN AMENDMENT (Se arate Transmittal or each amendment 

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 
42 USC l396b(v)(4)(A) a. FFY 2009-1010 $ 487,000 

b. FFY $ 
8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 

61,.1Ja 
Attachment 2.6-A pages J4 ;_ .. ,_ b ~f> '?iJ 

y 

10. SUBJECT OF AMENDMENT: 

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
OR ATTACHMENT (If Applicable): 

Attachment 2.6-A pages l-3 

Covering New Qualified Immigrant and Lawfully Present Pregnant Women and Children. 

11 . GOVERNOR'S REVIEW (Check One): 
0 GOVERNOR'S OFFICE REPORTED NO COMMENT 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WJTHrN 45 DAYS OF SUBMITTAL 

~OTHER. AS SPEClFJED: 
The Governor's Office does not 
wish to revi<:W the State Plan Amendment. 
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