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2. STATE
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4. PROPOSED EFFECTIVE DATE
April 1, 2013
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X
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6. FEDERAL STATUTE/REGULATION CITATION:

Nore- YA CFR 433. 3o

7. FEDERAL BUDGET IMPACT:
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b.FFY 2014:% 0

8. PAGE NUMBER OF THE PLAN SECTION OR
ATTACHMENT:
4.17A, Pages 1-7
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10. SUBJECT OF AMENDMENT:

To update medical review process for determining that a person cannot reasonably be expected to be discharged and

return home. To update Form 4246.
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