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10. SUBJECT OF AMENDMENT:

Deemed eligibility for newborns - compliance with changes issued under the Children Health Insurance Program Reauthorization Act of

2009.
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[[] GOVERNOR'S OFFICE REPORTED NO COMMENT
(] COMMENTS OF GOVERNOR S OFFICE ENCLOSED
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The Governor's Office does not
wish to review the State Plan Amendment.

13. TYPED NAME: ¥
Toby Douglas

14. TITLE:
Chief Deputy Director

15. DATE SUBMITTED:

16. RETURN TO:

Department of Health Care Services
Attn: State Plan Coordinator

1501 Capitol Avenue, Suite 71.3.26
P.O. Box 997417

Sacramento, CA 95899-7417

FOR REGIONAL OFFICE USE ONLY

17. DATE RECEIVED:
June 17, 2010

e 9o
18. DATE APPROVED:
September(§, 2010

PLAN APPROVED - ONE COPY Al ACHED

19. EFFECTIVE DATE OF APPROVED MATERIAL: 20. 9
June 1, 2010

21. TYPED NAME:
Gloria Nagle

22 lIILE

23. REMARKS:

Assosiate Regional Administrator

FORM HCFA-179 (07-92)



