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Susan Dreyfus, Secretary

Department of Social and Health Services
Post Office Box 45010

Olympia, Washington 98504-5010

RE: Washington State Plan Amendment (SPA) Transmittal Number 10-017
Dear Ms. Dreyfus:

The Centers for Medicare & Medicaid Services (CMS) has completed its review of the
Washington State Plan Amendment (SPA) Transmittal Number 10-017.

This submission amends the State’s 1915(i) State plan program to comply with the Affordable
Care Act requirements. The amendment removes the limitations to state-wideness, number of
individuals served and the waitlist.

This SPA is approved effective October 1, 2010, as requested by the State.

If you have any questions concerning this SPA, please contact me, or Wendy Hill Petras of
my staff at (206) 615-3814 or wendy.hillpetrasi@cms.hhs.gov.

Sincerely,

oo TN

Barbara K. Richards

Associate Regional Admlnlstrator

Division of Medicaid and Children’s Health
Operations

cc:
MaryAnne Lindeblad, Assistant Secretary
Ann Myers, State Plan Coordinator
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State

WASHINGTON

1.  Projected Number of Unduplicated Individuals To Be Served Annually.

NUMBER SERVED

(Specify for year one. Years 2-5 optional):

Annual Period From

To

Projected Number of Participants

Year 1

January 1, 2010

December 31, 2010

1903

Year 2

Year 3

Year 4

Year 5

2. X Annual Reporting. (By checking this box the State agrees to). annually report the actual
number of unduplicated individuals served and the estimated number of individuals for the following

year.

3. Optional Annual Limit on Number Served. (Select one):

item #5.

The State does not limit the number of individuals served during the year or at any one time. Skip to

0 | The State chooses to limit the number of (check each that applies):

0 | Unduplicated individuals served during the year. (Specify in column A below):

0 Individuals served at any one time (“slots”). (Specify in column B below):

A B
poriog Maximum _
Period From To Number served Maxm;ur? Number
annually served at any one
(Specify): time (Specify):

L1 ' | The State chooses to further schedule limits within the above annual period(s). (Specify):

4. Waiting List. (Select one only if the State has chosen to implement an opt/onal annual limit on the

number served):
X | The State will not maintain a waiting list.
0
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