
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
HEALTH CARE FINANCING ADMINISTRATION 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

1. TRANSMITI AL NUMBER: 

FORM APPROVED 
OMB NO. 0938-0193 

2. STATE 

09-013 Pennsylvania 

FOR: HEALTH CARE FINANCING ADMINISTRATION 3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 
SOCIAL SECURITY ACT (MEDICAID) 

Title XIX - Medicaid 
TO: REGIONAL ADMINISTRATOR 

HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

4. PROPOSED EFFECTIVE DATE 

January 1, 2009 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN ~AMENDMENT 
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT Se arate Transmittal or each amendment) 

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 
. : a. FFY 2009 $410,976 

42 CFR 435 .725(c)(l)(iii) and 42 CFR 424.832(c)(l)(iii) b. FFY 2010 $543,053 
8. PAGE NUMBER OF THE PLAN SECTION OR ATIACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 

Supplement 12 to Attachment 2.6-A, Page 1 
Supplement 12 to Attachment 2.6-A, Page 2 

-~fJIBntt!IM 13 to Attachment 3.6 •, Page 3 

10. SUBJECT OF AMENDMENT: 

OR ATIACHMENT (If Applicable): 

Supplement 12 to.Attachment 2.6-A, Page 1 

To establish a greater Personal Needs Allowance under Post-Eligibility Treatment oflncome oflndividuals Residing in State Veteran's 
Homes. 
11. GOVERNOR'S REVIEW (Check One): 

0 GOVERNOR'S OFFICE REPORTED NO COMMENT ~ OTHER, AS SPECIFIED: 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITI AL 

OFFICIAL: 16. RETURN TO: 

-;-::~~~~~~~....!:::::~d::L!.lll.!::::L _________ ____, Commonwealth of Pennsylvania 

Department of Public Welfare 
.2::::~~~~~~--------------~ P.O. Box 2675 

~~~~of~P~u~b~li~c ~W~e~lf:~ar~e _____________ _j Harrisburg, PA 17105 
15. DATE SUBMITIED: MAR 3 12009 
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