14, TMLE

DEPARTMENT OF HEALTH ARD HUMAN SERVICES

OCENTEAS FOR MEDICARE 5 MERICAID SERVICES

FORMAFPROVED
OMB o, L09-010
|1, TRANSMITTAL NUMBER 2. STATE
TRANSMITTAL AND NOTICE OF APPROVALOF | 1 1 — o 12 | . 1om
STATE PLAN MATERIAL = T e

FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES -

W T A st
3. PROGRAM IDENTIFIGATION: T11LE XIX OF T SOOI
SECURITY AUT (MEDICAID)

. TO: REGIONAL ADMINISTRATOR

CENTERS FOR MEDICARE & MEDICAID SERVICES
DEPARTMENT OF HEALTH AND HUMAN SERVICES

3. PROPOSED EFFEGTIVE DATE

August 1, 2011 ~—July-31.2042-

5. TYPE OF PLAN MATERIAL (Chack Ons)

CINEWSTATEPLAN © [} AMENDMENT TO BE CONSIDERED AS NEW PLAN AMENDMENT

COMPLETE BLOCKS & THRU 10 IF THIS IS AN AMENDMENT (Separate tunsmiltal for each amendment)

€, FEDERAL STATUTE/REGULATION CTTATION
1902 (a} {10} (R} {11) (XTI}

7. FEDMBUDGET!MPACT .
a. FFY'131 S 2.884)0
b FFAY 132 e DSIEBEOY

8. PAGE NUMBER OF THE PLAN SEGTION OR ATTACHMENT
‘ Attachment 2.6-A, Page 12¢

9, PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (if Apphicable)

Attackment 2.6-A, Page’ 120

10. SUBJECT OF WD&EN’T

Reguired due to a premium sozle adjustment pe: 441 IaC 75.1(39) ', The maximum preium
amount. ia bapad on avy. state employee health 1naurauce preuium, & that mmmt inoreased.

Therefore, premiume for KEFD have increased.

11. GOVERNOR'S REVIEW (Check Ons)

E/] GOVERNOR'S OFFICE REPORTED NO COMMENT
- ] COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
[0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

" [1 OTHER, AS SPECIFIED

12. SIGNATURE OF 87, Y OFFICIAL

C /N rolivnen

13. TYPED NAME CHARLES M, PALMER

DIREC'Z‘DR

“fmo ("/Jo//{

16, RETURNTO

CHARLES M, PALMER

DIRECTOR

DEPARTHENT OF HUMAN suav::c.as
1305 RAST WALNUT 5TH FLOOR
DE8 MOINES TA 5031%8-0114

ORI CNE-178 772} ' Insiructions on Back






