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3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
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TO REGEONAL ADMENISTRATOR 4. PROPOSED EFFECTIVE DATE _

" HEALTH CARE FINANCNG ADMINIS TRATION 01/01:2013 t
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3. TYPE OF PLAN MATERIAL (Check Orej:

0 NEW STATE PLAN L] AMENDMENT TO BE CONSIDERED AS NEW PLAN X AMENDMENT
B COMPL};}:E BLQQWIES 6 THRU 10 IF THIS, IS'AN AMENDMENT (Separate - Transmittal for each amendmem) )
| 6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT:

FFY 2013:($162,210)
FFY:2014: {$216279)
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“Supplement to Attachment 3.1A Service 12a Prescribed:Drugs Supplement to Attachment 3.1A Service §2a Prescribed Drugs

|
| Supplement to-Attachment 3.1B Service 12a Prescribed Drugs : :
| |
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10, SUBJECT OF AMENDMENT: Prescription Drugs statutory change in.coverage for excluded drugs.

Supplement to Attachment 3.1B Service 12a Prescribed Dnigs
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