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5. TYPE OF PLAN MATERIAL (Check One):

] NEW STATE PLAN

[CJ AMENDMENT TO BE CONSIDERED AS NEW PLAN

] AMENDMENT
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6. FEDERAL STATUTE/REGULATION CITATION:
42 CFR 440.170

7. FEDERAL BUDGET IMPACT:
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10. SUBJECT OF AMENDMENT:
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11. GOVERNOR'’S REVIEW (Check One):
[[] GOVERNOR’S OFFICE REPORTED NO COMMENT
[] COMMENTS OF GOVERNOR’S OFFICE ENCLOSED
[CJ NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

OTHER, AS SPECIFIED:
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