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"4, PROPOSED EFFECTIVE DATE

Apil 1,2011

5. TYPE OF PLAN MATERIAL (Check One):

[INEW STATEPLAN _

[) AMENDMENT TO BE CONSIDBRED ASNEW PLAN

B AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF¥ THIS IS AN AMENDMENT
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6. FEDERAL STATUTE/REGULATION CITATION:
Section 1902(a) of the Act #8 amiended by Section 6505

7. FEDERAL BUDGET IMPACT: (in thousands)
No Fiscal Impact

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:
Section 4.44 '

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
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10. SUBJECT OF AMENDMENT: Prohibition of Payments to Institutions or Entities Located Outside of the United States

11. GOVERNOR’S REVIEW (Check One):. _
[] GOVERNOR’S OFFICE REPORTED NO COMMENT
[ ] COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
[ NO REPLY RECEIVED WITHIN 435 DAYS OF SUBMITTAL

. BJ OTHER, AS SPECIFIED:
Reviewed by the Deputy Secretary for Medicaid
who is the Governor’s designee.
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13. TYPED NA
Ms. Roberta K. Bradférd

14, TITLE:-
Deputy Secretary for M Medwaxd

15. DATE SUBMITTED:
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