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William Hogan, Commissioner
Department of Health and Social Services
Post Office Box 110601

Juneau, Alaska 99811-0601

RE: Alaska State Plan Amendment (SPA) Transmittal Number #09-004

Dear Mr. Hogan:

The Centers for Medicare & Medicaid Services’ Seattle Regional Office has completed its
review of State Plan Amendment (SPA) Transmittal Number 09-004. This amendment
extends Medicaid eligibility under Transitional Medical Assistance for the initial period from

6 months to 12 months in Alaska. This change is reflected in Supplement 12 to Attachment
2.2-A, page 2.

This SPA is approved effective October 1, 2009.

If you have additional questions or require further assistance, please contact me, or have your
staff contact Maria Garza at (206) 615-2542 or Maria.Garza@cms.hhs.gov.

Sincerely,

Barbara K. Richards

Associate Regional Administrator

Division of Medicaid and Children’s Health
Operations

cc:
William Streur, Deputy Commissioner

Jerry Fuller, Medicaid Director

Michelle Lyons-Brown, State Plan Coordinator
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Alaska

ELIGIBILITY UNDER SECTION 1925 OF THE ACT
TRANSITIONAL MEDICAL ASSISTANCE

The State covers low-income families and children for Transitional Medical Assistance (TMA) under
section 1925 of the Social Security Act (the Act). This coverage is provided for families who no longer
qualify under section 1931 of the Act due to increased earned income, or working hours, from the
caretaker relative’s employment, or due to the loss of a time-limited earned income disregard. (42 CFR
435.112, 1902(a)(52), 1902(e)(1), and 1925 of the Act)

The amount, duration, and scope of services for this coverage are specified in Section 3.5.0f this State
plan.

For Medicaid eligibility to be extended through TMA, families must have been Medicaid eligible under
section 1931 (months of retroactive eligibility may be used to meet this requirement):

X During at least 3 of the 6 months immediately preceding the month in which the family
became ineligible under section 1931.

For fewer than 3 of the 6 previous months immediately preceding the month in which
the family became ineligible under section 1931. Specify:

The State extends Medicaid eligibility under TMA for an initial period of:
6 months. For TMA eligibility to continue into a second 6-month extension period, the
family must meet the reporting, technical, and income eligibility requirements specified

at section 1925(b) of the Act.

X 12 months. Section 1925(b) does not apply for a second 6-month extension period.

The State collects and reports participation information to the Department of Health and Human
Services as required by section 1925(g) of the Act, in accordance with the format, timing, and frequency
specified by the Secretary and makes such information publicly available.
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TN No. 09-04 Approval Date Effective Date Octoberl, 2009

Supersedes TN No. .






