
DEPARTMENT OF IIEALTII AND lIUMAN 8mVICES FORM APPROVED
 
HEALTH CARE FINANCING ADMJNISTRA.:I!Q!:I OMB NO. 0938·0193
 

TRANSMI~*~ ¢:~I~~I~c;,.Er~~;~I;~'no VAI, OFIII~:-Jsl.'(:)~~I;'~I:.;~.~ll ••.~(~.;tJ;J:OI;I;-l;CA:AC::I'l«~1E: lD'II,ctA~'I~D:)I:~:;~:;
 
FOR: HEALTH CARE FINANCING AJ)MINI~,TRATION . '-",'~.. ~ I . .. 

TO: REGIONAL ADMINISTIZATOR I· ,I. I'ROI;OSED ri~VI~c~h'\iF:i5f\TE'-­
HEALTH CARE FINANCING ADMINISTRATI(JN I March 1,2010
 
DEPARTMENT OF HEALTH AND HUll/IAN SEI\Vle'E\
 

...._...._......•.••_-------­
5. TYPE OF PLAN MATERIAL (Check Ol/e;: 

o NEW STATE PLAN 0 AMENDI\1FNT TO BE CONSIDERED AS NEW PLAN I:8l AMENDMENT 

-- '''-''--'COMPLETEBlpgR§(jfH({LJ}o'''IV 1111SIS.. AN A}\1 f~N[?S1?t-:T (S el!!J'-:t!.~~_i:!!~~;;;TI"lj7;;;· each amendment) 
6. FEDERAL STATUTE/REGULA'fION CITArlO"'! 17. FEDERAL I~UDGET IMPACT: 
42CFR440.167 I a. FFY 20 I I} SO 
_____._m•._ __~.~_ _ .__~••_..__ •. . • __ _ _L.. b. FF ~~.. }_O.U.. _ ---'--SO---,--c----::--::-::-cc-:--::-::cc:-::-­

8. PAGE NUMBER OF THE PLAN SECTION OR AT rAn IlVlrNT: I 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION

i OR A" TACHMFNT (ifApplicable):
I . 
I 

A"oehme.! 3.1 -A, ',:::_.___ .. _1 ~!IO~lu.en! 3.t-A, Page 10. 

10. SUBJECT OF AMENDMENT: 

To allow functional assessments for persollal care sl'l'vices to be conducted on an a,-needed basis 
---,--:--::...".".=:-:c-:-:~-::-=--:=:::-c=-::-::--cc=-:-..._._-.-- ..... 

I L GOVERNOR'S REVIEW (Check One): o GOVERNOR'S OFFICE REPORTED NO COMMENT ~ OTHER, AS SPECIFIED: o COMMENTS OF GOVERNOWS OFFICE ENCIOSEi) The Govemor's Office does not o NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL wish to review the State Plan Amendment. 

12.U h 'A~f AGENCY OFF1CIAL:-------·..------- r 16. RETU1{N TO 

-1-3.-TY'· D'-N-+-M-E-:-----··-........·-..·..--..--·· --I Charles Duarle, Administrator
 

Michael J. Willden i nHCFP/Mcdicaid
 
'-'.-'11100 Emi \ViIlilllll SIt'eel, Suite 101
 

14. TITLE: ~ (. N\r 89701Carson :11y,
Director, Dep~.!:.t.!.'1eI11.!!f!:!~~.!!~_au!I..!I~!.I~!~~!.. Servk~:' . . ....._1 

15. DATE SUBMITTED: JAN 222010 : 
___.._ _.__ _ _.__..__ L._. ._._ . ._.. . 

FOR REGIONAL OFFICE liSE ONLY 

_1_7_.D_A_T_E_~RE_'C_E_IV_E_D_:__J_A_NU.AR~ __~2 ,.201 0 .~~.r~~·-~~fli~·~~:~~(~~~-~·:::~_._A_P_R_2_2_20_1_0 _ 
PLAN APPROVED·· ONE COpy ATTACHED 

19. ~PECTIVE J)~TE 6PA~~~''J':~I~RIA~=-~ -f~E ~EG~IAL:
 
21.1YPEDNAME: 22. TlIn:
 

23. REMARKS: GlORIA NAGI F Pbll-s.-MPA.--. ----- ----~·--·-ASSOCJ.O'TE REGIONAL ADMINISTRATOR 

FORM HCFA-179 (07-92) 




