
DEPARTMENT OF j-IEALTH AND HUMAN SERVICES FORM APPROVED 

HEALTH'CARE FINANCING ADMINISTRATION OMB NO 0938-0193 


TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

I. TRANSMITTAL NUMBER: 

ll-Oll 
2. STATE 

Kentucky 

3. PROGRAM IDENTIFICA TIOK: TITLE XIX OF THE 
SOCIAL SECURITY ACT (MEDICAID) 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE 
HEALTH CARE FINANCING ADMINISTRATION 07/0112011 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

D NEW STATE PLAN D AMENDMENT TO BE CONSIDERED AS NEW PLAN X AMENDMENT 

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Se arate Transmittal or each amendment 
6. FEDERAL STATUTE/REGULATION CITATION: 
Section 19050fthe Social Security Act 
Section 4107 ofthe Affordable Care Act 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 

Page 3 .1-A, Page 2 
Page 3.1-A, Page 7.1.10 New 
Page 3.1-A, Page 7.2. 1 (a)(o) 
Page 3.1-B, Page 2 
Page 3.1-B, Page 20.4 New 
Pa e3.1-B,Pa e22.1(a 
10. SUBJECT OF AMENDMENT 

7. FEDERAL BUDGET IMPACT: 
a. FFY 2011 - Budget Neutral 
b. FFY 2012 - Budget Neutral 

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
OR A TT ACHMENT (IfApplicable): 

Same 
None 
Same 
Same 
None 
Same 

The purpose of this State Plan Amendment is to clarify language for the coverage of tobacco cessation for pregnant women per State 
Medicaid Director Letter 11-007. 

D GOVERNOR'S OFFICE REPORTED NO COMMENT X OTHER, AS SPECIFIED: Review delegated 
D COMMENTS OF GOVERNOR'S OFFICE ENCLOSED to Commissioner, Department for Medicaid 
D NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL Services 

II. 

12. SIGNATURE OF STATE AGENCY OFFICIAL: 16. RETURN TO: 

~ --;) lA/ l----II--=----'-----e;..'---------'-~-'-----I---------- Department for Medicaid Services 
13. T#PED NAME: Neville Wise i 275 East Main Street 6W-A 

-14-.-T-IT--L--E--:--'-A-ct--in-g-C--o-m-m---is--si-on-e-r,--D--e-p-a-rt-m-en-t--fl--or--M----ed--i--ca--i--d--S-er-v--jc-es---1 Frankfort, Kentucky 40621 

15. DATE SUBMITTED: Sept 23, 2011 

17. DATE RECEIVED: 
09122111 

07/IJIIH . 

21. TYPED NAME: 
Jackie GI!I.'le 

23. REMARKS: 

FOR REGIONAL OFFICE USE ONLY 
8. DATE APPROVED: 

12107/11 

Approved with the following changes to item 4 as authorized by Sfate Agency on email dated 11117/11; 


Block #S:Changed to Re!ld: Attachment 3J-A pages 2, 7.UO(new).7.2.1(aXo), 16 an<l42; Attachment3.I-B pages 2, 20.4(new) and 22.I(a). 


Block # 9 Changed tv Read: Attachment 3.l-A pages 2, 7.J.I0(new), 7.2.I{a)(0), 16 and 42; Attachment 3.1-B pages 2, 20.4(new) and 22.1(a). 
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