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S. TYPE OF PLAN MATERIAL (Check One): 

4. PROPOSED EFFECTIVE DATE 
January I, 2012 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN jgi AMENDMENT 

COMPLETE BLOCKS 6 THR.U 10 IF THIS IS AN AMENDMENT arate Transmittal or each amendme 
6. FEDERAL STATUl'E/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 
Section 1905(a)(S)(A) of the Social Security Act a. FFY 2012 $3,976 thousands 
42 CFR 440.SO· 4S CFR 162.1000; 4S CFR 162.1002 b. FFY 2013 $7 266 thousands 
8. PAGE NUMBER OF THE PLAN SECTION OR 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTI~ 
AIT ACHMENT: OR ATI'ACHMENT (Q ApplklllJle): 

Attachment 3.1-A, ltem S-a, Page I of3 
Attachment 3.1-A. Item S-a, Page 2 of3 
Attachment 4.19-8, Item 2-a, Page l ors 
Attachment 4.19-8, Item 3, Page l of l 
Attachment 4.19-8, Item S-a, Pages I of7 
Attachment 4.19-8, Item S-a, Page 7 of 7 
Attachment 4.19-B, Item 6, Page I of 6 
Attachment 4.19-B, Item 6, Page 2 of 6 
Attachment 4.19-8, Item 9-a, Page I of I (NEW) 
Attachment 4.19·8, Item 9-b anc:l 9 erPage I of9 c.flJ 
Attachment 4.19-8, Item 10, Page I of I 
Attachment 4, 19·8, Item 17, Page I of 3 
Attachment 4.19-B, Item 17, Page 2 of 3 
Attachment 4.19-B, Item 23, Page I of 3 
Attachment 4.19-B Item 23 P e 2 of3 
10. SUBJECT OF AMENDMENT: 

Attaclunent 3.1-A, Pre-Print page 2, Item S, Page I ofl (TN 90-38) 
Anachment 3.1-A, • Pre-Print page 2, Item S, Page 2 of 3 (TN 91-02) 
Attachment 4.19-B, Item 2-a, Page I ofB (TN 11-027) 
Attachment 4.19-8, Item 3, Page I of I (TN 09-035) 
Attachment4.19-8, Item 5-a, Page I of7 (TN 09·035) 
Attachment 4.19-B, Item S-a, Page 7 of7 (TN 11-009) 
Attachment 4.19-B, Item 6. Page I offi (TN 09-035) 
Attachment 4.19-8, Item 6, Page 2 of6 (TN 09-035) 

Attachment 4.19-B, Item 9, Page I of9 (TN 09-035) 
Attachment 4.19-8, llcrn 10, Page·) of 1(TN09-035) 
Attachment 4.19-8, Item 17, Page I of3 (TN 09-035) 
Attachment 4.19-B, Item 17, Page 2 of 3 (TN 09-0JS) 
Attachment 4.19-8, llem 23, Page I of3 (TN 09-035) 
Attachment 4.19-B Item 23, 2 of3 !TN 09-035) 
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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 SUBMITIAL 

f8I OTHER, AS SPECIFIED: 
Governor hu delegated silnature authority to 
the State Medicaid Director 
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Verlon Johnson Associate Regional Administrator 
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