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5. TYPE OF PLAN MATERIAL (Check One):

1. TRANSMITT.

FORM APPROVED

OMB NO. 0938-0193

2. STAT'E

NEW MEXICO

o9-ooa 

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE

SOCIAL SECURITY ACT (MEDICAID)

4. PROPOSED EFFECTIVE DATE

October 1, 2009

NEW STATE PLAN  AMENDMENT TO BE CONSIDERED AS NEW PLAN  AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS TS AN AMENDMENT Se arate Transmittal or each amendnent
6. FEDERAL STATUTE/REGULATION CTTATION: 7. FEDE1tAL BUDGET IMPACT:
Sections 1902(a)(47) and 1920 of the Social Security Act a. FFY 2010  1,919,267

Section 1902(e)(12) ofthe Social Security Act b. FFY 2011 $ 1,919,267
42 CFR 435.10 and Subpart J

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION

OR ATTACHMENT (IfApplrcable):
ATTACHMENT 22-A Pages 23b and 23c)

ATTACHMENT 2.2-A Pages 23b and 23c

10. SUBJECT OF AMENDMENT: Application of 12

1 l. GOVERNOR'SREVIEW (Check One):
GOVERNOR'S OFFICE REPORTED NO CO1IlVIENT

COMMENTS OF GOVERNOR'SOFFICE ENCLOSED

NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL
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V
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23. REMARKS:

provision (Section 1902(e)(12).

OTHER, AS SPECIFIED:
State Medicaid D'uector

16. RETURN TO:

Carolyn Ingram, Director
NM Human Services Department -- MAD

Assistance Division
P•O. Box 2348

Santa Fe, NM 87504-2348
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ATTACIIVIEENT 2.2-A

Page 236

CitaHon

19Q2(a)(10)(A)
ii)(XIV) of the Act

Groups Covered

B. Optional Coverage Other T6an the Medically Needy
Continned)

20. Optional Targeted Low Income GLildren who:

a. are not eligi6le for Medicaid under
any other optional or mandatory
eligibility group or eligible as
medically needy (without
spenddown liability);

b. would not be eligible for Medicaid
under the policies in tLe State's
Medicaid plan as in effect on April
15,1997 (other than because of the
age ezpansion prnvided for in
190Z(1jZD))3

c. are not coveced under a group
health plan or other group health
insarance (as such terms are deGned
in 2791 of the Public Healt6 Service

Act coverage) other than under a
6ealth insurance program ia
operation before July 1,1997
offered by a State which receives no
Federa! funds for the program;

d. have family income at or below:

TN No.  0 ¢

Supersedes
TN No. ,(-Q '

200 percent of the Federal poverty
leve for tbe size family involved, as
revised swnually in the Federal
Register; or
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ATTACHIVNT Z.2-A

Page 23c

Citation Groups Covered
The StAte covers:

All chitdren described above who are
under age Q (18,19) wlt6 fsmily
income at orbelow 5prceot
of t6e Federal poven'Yt'd.

i'he tollowiog reasouable
claasiHcatbns ofcbildron
descrtbed above w6o are uoder ae
18,19) wit6 tamily income at or
bElow he percent of t6e Federal
poverty kvel specitial for tc
clssaiGcatbn:

CAAD NARBAT[VB DESCRTION(S
oP'1'AEBEASONABLE
Qr33J!ICATIOIV( AND 1'SE
PERCENT OFTHE
YOVF•RTY LEVEI, USED TO
LSTABLiSH ELIGIBII.iTY FOB EACR
Ci.ASS[FICATION.)

1902(e)(12) Of the Act X 21. A chiid ander age 19 (not to exceed Age 19)
w6o has beea determinal elilibte s deemed
to be eligible for s
totsl ot 1Z mont6s (uot to ezceed 12
moaths) reardless of ehanes in
eircumabaces other t6an attainment oit6e
maximum age stated above.

1920A of the Act X 22. C6iidren under age 19 w6o are determined
bya"qualit[edentity" (as defined ia
1902A(bx3)(A) baaed on prdiminary
information, to meet t6e highest appGcable
iacome crlterla apeciSed in this plan.

T1Y NoVT ' Approval Date _,,,` lo  D!
Sapersedes
TNNo.'

STATE,.L1G.

DATE REC'..k̀..S  !

DAi'EAF'P:"C311c-O  
nATE EFF_,._.    ^  

HC=A 179 Q = ¢ -
a„ ...,.,

T6e presnmptive period begins on t6e day
that the determioatioo is made. Itan

applicntioo for MWkaid i 61ed oa t6c
c6ild's behaU by t6e last day o[ the month
foltowi4 t6e month in w6ich the
determination oi presumptive period ends
on the day that the State agency makes a
determinstion oielfiibility based ou Wat
applicatbn. If an applicstion is not tilod on
t6e child'a behali by t6e last day o[ t6e
mont6 [ollowiug the mont6 t6e
determination of presumptive eligibi4ty
was msde, the presumptive period ends on
that laat day.

Effective Date  / 
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Marks, Marsha L. (CMS/SC)

From:

Sent:
To:

Cc:

Subject:
Attachments:

See Attached.

State: New Mexico

Marks, Marsha L. (CMS/SC)
Thursday, January 21, 2010 12:40 PM
CMS CMSO 508 SPA

Sullivan, Bobbie L. (CMS/SC)
Approval Pkg for NM 09-04
NM-0904Approval.doc; Final Approval Pkg for 09-04.pdf

Brief Description: This SPA allows the State to provide 12 months continuous eligibility for
children up to the age of 19.

Approval Date: 16 November, 2009

Effective Date: 1 October, 2009

Marsha Marks 1{ C}ept of Health & Humn Services 1f Centers for Medicare & Medicid Services tf Dalls Regional {ffice /f
Givisin f Medicid & Children's {elth /i Dal(s Texas 75202 /f 214-767-6280 ;1 Fax 214-767-0322 If
marsha.marksan.cros.hhs.qov



DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services

1301 Young Street, Room 833
Dallas, Texas 75202

c s
fENTf/PSf6rMED/CA/PE MED/CA/OSERV/CfS

Division of Medicaid & Children'sHealth, Region VI

November 16, 2009

Our Reference: SPA-NM-09-04

Ms. Carolyn Ingram, Director
Medical Assistance Division

State of New Mexico

Post Office Box 2348

Santa Fe, New Mexico 87504-2348

Dear Ms. Ingram:

We have reviewed the proposed amendment to your Medicaid State Plan submitted under Transmittal
Number 09-04. The purpose of this amendment is to provide twelve months continuous eligibility for
children up to the age of 19.

Transmittal Number 09-04 is approved with an effective date of October 1, 2009 as requested. A
copy of the HCFA- 179, Transmittal Number 09-04 dated August 14, 2009, is enclosed along with the
approved plan pages.

If you have any questions, please contact Bobbie Sullivan at (214) 767-6391.

Sincerely,

Bill Brooks

Associate Regional Administrator
Division of Medicaid and Children's Health

Enclosures




