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Payment Category

Reasonable Classification

(l)
Aged

Blind

Disabled

Congregate Living
Arrangement

Residential Care Facility

Community Residence
(Subsidized)

Community Residence (Non-
Subsidized)

Community Residence
(Enhanced Family Care

TN No. t7-0001
Supersedes
TN No. 15-001

New Hampshire is a 1902(f) state.

State: New Ífemnshire
Standards for Optional State Supplementary Payments

Supplement 6 to ATTACHMENT2.GA

Income Disregards
Emp loyment Expense Disregards

OAA/APTD/ANB - Anv Income $13 individual
$20 couple

ANB - Eamed Income: First $85 plus l/2 of the
remaining income from earned income.
Additional disregards for Individual lVrinen
Rehabilitation Plans approved by
Supervisor of Blind Services, Vocational
Rehabilitation
Division

OAA/APTD - Earned lncome: Federal SSI earned
income deductions.

Applies to those in independent or
Community/Residential living groups

Effective Date 0l/01/2017
HCFA ID: ?985E

Couple

$1,104

$ 1,1 04

$1,104

1 Person
(4)

$749

$929

s8l l

$871

$929

s749

ï749

Couple

$4,410

$4,410

$4,410

$4,410

$4,410

s4,410

s4,410

Income Level

NetGross
I Person

(3)
$2,205

$2,205

$2,205

$2,205

97,205

$2,205

$2,205

x

x

x

x

X

X

X

State

Administered by

Federal
(2',)

Approval Date 6113lt7
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llcvision: HCFA-PM-9I-4
AUGUST 1991

(BI'D) SUPPLEMENT 7 TO ATTACHMENT2,6-A
Page I
OMB No.: 0938-

ÕFFIC'Aå.

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACI'

STATE: NEWHAMPSHIRE

INCOME LEVELS FOR I9O2(f) STATES - CATEGORICALLY NEEDY
WHO ARE COVERED LINDER REQUIREMENTS MORE RESTRICTIVE THAN SSI

State Supplement levels - Categorically Needy

OAA, API'D, ANB
(independent living arrangements)*

s749
$ r,r 04

$929
$8il
$871
s929

for one adult
for an adult souple or
an adult a¡d essential household member
for an adult couple and essential household member$ r,4s9

(congregate living arrangements)

each individual (rcsídential care I'acility)
each subsidized individual (community residence)
each non-subsidized individual (community residence)
eâch individual (community ¡esidence - enhanced family care facility)

Optional Categorically Needy
(Special Income Level)
$2,205 for one adult
$4,410 for two adults

* Essential houschold member included l'or supplemenlation.

TNNo. El000l
Supersedes
TN No. 15-001

Effcctivc D trtc !f!n'!!p!f

HCFA lD: 79858

APProval ¡u¡" 6/13/17
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