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NTRANSMITTAL AND NOTICE*OF APPROVAL OF 1. TRANSMITTALUMBER:   2- STATE
I

F1,

STATE PLAN MATERIAL 13- 006 Montana

FOR: HEALTH CARE FINANCING.ADMINISTRATION
3. TITLE XIX OF THE

SOCIAL SECURITY Ac r( MEDICAID)

TO: REGIONAL, DMJNISTRATOR 4 PROPOSED EFFECTIVE DATE

HEALTH CARE, FINANCING ADMINISTRATION i 0110112013

DEPARTMENT OF HEALTH AND HUMAN, SEkVICES-
1

5. TYE:of_PLAN MATERIAL /Check One):

f- 1 NEW STATE PLAN AMFNDMENT 10 BE CONSIDERED' ASNEW PLAN MAMENDMENIF

COMPLETE BLOCKS 6 THRU 10 IF THIS, IS"AN AMEN DMIENT•(S rate Trdhimiuolfor each amendment)
I FEDERAL STATtJ1f_REGffXf1ON CITATION:      7. FEDERAL BUDGETIMPACT:

FFY 2013:($ 162, 210)'

FFY 2014: ($ 216;279)

8. PAGE NU IABEk6OF WETCAN-sufff6NTR ATTACHMENT:-     _--  - 9._P_AGE_ Ǹ_UMNER:OF THE;SUPERSEDED P LAN SECTION
OR ATTACHMENT( IfApplicable):

Supplement to Attachment 11A Service 12aPrescribed' Drugs Supplement to Attachment 3. 1 A Service 12a Prescribed Drugs

Supplement to Attachment 3. 1 B Service 12a Prescribed Drugs Supplement to' Attachment 3. 1B Service 12a Prescribed Drugs

IO. SUBJECT OF7VNIENDMFN'T: Prescription Drugs statutory change ifi,coverage for excluded drugs.

1 1. GOVERNOR

7 GOVERNOR' S OFFICE REPORTEUNO COMMENT 0 OTHER, AS SPECIFIED:
F- 1 COMMENTS OF GOVERNOR: S OFF,      -rNCLOSED

NO REPLY RECEIVED WITHIN fN 45 DAYS OF[I

12. SIGNATURE—     OF STATE, AGENCY 6TF1CTAF_____  ']— Ib. RETURN TO:

Montana Dept.:of-Public Health and Human Services

Mary E. Dalton, State Medicaid Director
13 TYPED NAME: Mary6 Dalton

Attn: JoTho psop

TITLE: State Medicaid Director
i PO Box 4210'

MT 59604

15' DATE SUBMITTED: 19-

OR,REGIONAL'OFFICE;USE:ONLY, rM

17" DATERECEIVED: 7.' tOVED°  f
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