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3 OREMARKS:
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** By means of this SPA, New York proposes to annually revise its income standards for its Medically
Needy eligibility group and for individuals receiving Optional State Supplement Payment to reflect cost
of living increases. Optional State Supplementary Payment Recipients are an optional categorically needy
Medicaid eligibility group that N'Y covers under its state plan. This SSI related eligibility group receives
state-only income supplemental payments. NY 09-38 increases the income standards for these groups to
reflect increases to the cost of living in the state during calendar year 2009.
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