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I. TRANSMITTAL NUMBER: 
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2. STATE 
Arizona 

FOR: Centers for Medicare and Medicaid Services 
3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 

SOCIAL SECURITY ACT (MEDICAID) 

TO: REGIONAL ADMINISTRATOR 
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5. TYPE OF PLAN MATERIAL (Check One): 

4. PROPOSED EFFECTIVE DATE 
April I, 2011 

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

42 CFR 440.70, 440.80,440.110 and 440.130 FFY 11: N/A (Not applicable) 
FFY 12: N/A 

IZI AMENDMENT 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF SUPERSEDED PLAN SECTION 
OR ATTACHMENT (If Applicable): 

Attachment 3.1A, Limitations page 7a and 8-8a Same 
Attachment 3.1A, page 3 and 5 

10. SUBJECT OF AMENDMENT: 

Provides more detail in the State Plan regarding the coverage of Home Health and Therapy Services 
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