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I. TRANSMITTAL NUMBER: 

11-2~ 

FORM APPROVED 
OMB NO. 0938~193 

2. STATE 
Maryland 

FOR: CENTERS FOR MEDICARE & MEDICAID SERVICE 3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 
SOCIAL ECURITY ACT (MEDICAID) 

TO: REGIONAL ADMINISTRATOR 
CENTERS FOR MEDICARE & MEDICAID SERVICES 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

NEW STATE PLAN 

6. FEDERAL STATUT REGULATION CITATION: 
1902 (e)(4) ofthe Social Securit Act 
I 903 (x) ofthe Social Security Act 
8. PAGE UMBER OF THE PLAN ECTION OR 
ATIACHMENT: 
Page 6. Attachment 2.2-A 
Page 25, Attachment 2.2-A 

4. PROPOSED EFFECTIVE DATE 
October 1. 20 I I 

a. FFY 
b. FFY 2013 

9. PAGE NUMBER OF THE SUPER EDED PLAN SE TION 
OR ATIACHME T (lfApplicable: 

Page 6. Attachment 2.2-A (93-1) 
Page 25, At1achment 2.2-A (92-1 I 

I 0. BJECT OF AMENDMENT: To provide for a child who is born in the United tates to a woman who is 
eligible for and receiving Medicaid (including co erage of an alien for labor and delivery as emergenc medical 
services) to be automatically enrolled in Medicaid or CHIP for I year. This amendment eliminates the requirement 
that for a newborn to be deemed eligible. the mother must remain eligible and the child must remain in the same 
hou ehold as the mother. 
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-

X OTHER. A SP Clf'l D: The ecretary of the 
Department of Health and Mental H giene 

12. SIGNATU~E 9lt~T7f-GENCY OFFICIAL: 16. RETURN TO: 

l :;ul f V / Susan Tucker 
-~3-. -T-Y-PE_D_N__,!A ... M~E-: ....!.C_h.:....a_r_le....:.s_J_. M-i-Ih-. g-ru-1.-J-r-. -------1 Executive Director 

----------------------1 Office of Health Services 
14. TITLE: Deputy Secretary, Office of Health Care Department of Health & Mental Hygiene 

_____ F:_l:..:.:.n:=an:.:.c::..:i.:..:n.-z.g' _ __,.. ___________ -1 201 W Preston t. I 1 floor 
15. DATE SUBMITTED: Cf,/zq/zo J J Baltimore MD 21201 

FOR REGIONAL OFFICE USE ONLY 
17. DATE RECEIVED: q ~ '1 I;< 0 II 1 8. DATE APPROVED: 

23. REMARKS: 

FORM CMS-179 (07-92) 


