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4. PROPOSED EFFECTIVE DATE
October 1, 2010

5. TYPE OF PLAN MATERIAL (Check One):

[C] NEW STATE PLAN

[J AMENDMENT TO BE CONSIDERED AS NEW PLAN

X AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:

42 CFR 431.12 and Section 1902(a)(73) of the Social Security Act
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N/A
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10. SUBJECT OF AMENDMENT:

submission to CMS

The Amendment refers to the process the State uses to seek advice on a regular, ongoing basis from federally-recognized tribes, Indian
Health Programs and Urban Indian Organizations on matters related to Medicaid and CHIP programs and for consultation on State Plan
Amendments, waiver proposals, waiver extensions, waiver amendments, waiver renewals and proposals for demonstration projects prior to
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