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TO: REGIONAL ADMINISTRATOR
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4, PROPOSED EFFECTIVE DATE
January 1, 2012

5. TYPE OF PLAN MATERIAL (Check One):

[CIJNEW 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:
42 CFR §§447.53-.55

7. FEDERAL BUDGET IMPACT: (in thousands)
a. FFY *12: ($1,639)
b. FFY *13: (§2,267)
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9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
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Att. 4.18-A, pp. | Same
Att. 4.18-C, pp. |
10. SUBJECT OF AMENDMENT:
Recipient cost sharing and similar charges
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