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TRANSMITTAL AND NOTICE O:F APt•ROVAL OF 
STATE PLAN MATERIAL 

1. TRANSMITrAL NUMBER: 2. STATE 

13-028 NEVADA 

FOR: HEALTH CARE FINANCING ADMINISTRA TfON 

TO: REGIONAL ADMINISTRATOR 

3. PROGRAM .IDENTIFICATION: TITLE XIX O.F THE 
SOCIAL SECURITY ACT (MEDICAID) 

·-·-.... ·---==~-:-::::::=-----------
4. PROPOSED EFFECTIVE DATE 

HEALTH CARE FINANCING ADMlNISTRA TION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

October t, 2013 

0 AMENDMENT TO BE CONSIDERED AS NEW PLAN ~AMENDMENT 
.. -----· COMPLETE BLOCKS 6 THRU fO IF THIS IS AN AMENDMENT (Separate ?_~ansmittal (or each amendment) 

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 
1925 of the Social Security Act a. FFY 2014 
l902(a)(52) 
t902(e)(l)(B) ... ·----------··---·-· ... --+-b_._F_F¥_2_0_15 

$0 
$0 

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 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 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

Supplement 12 to Attachment 2.6A Page 4 

10. SUBJECT Of AMENDMENT: 
The state is electing the option to provide an initial 12 month period for Transitional Medical Assistance 

---·····---··-.. ·····---- ----:-c-:-:::-::--· .. ···---·--------
11. GOVERNOR'S REVIEW (Check One): 

0 GOVERNOR'S OFFICE REPORTED NO COMMENT 
0 COMMENTS OF GOVERNOR'S OFfiCE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

!]J OTHER, AS SPECIFIED: 
The Governor's Office does not 
wish to review the State Plan Amendment. 

16-. RE-T._..,-U--,RN-=--T-0-: ---
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14. TITLE: Carson City, NV 89701 
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15. DATE SUBMITTED: OCT 0 9 2013 

·-----
FOR REGIONAL OFFICE USE ONLY 
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21. TYPED NAME: 22. 

23. REMARKS: 

Pen and ink changes to Boxes 5 and 11 
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