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23. REMARKS:

During CMS' review of this SPA, changes to the State plan language submitted
by EOHHS required changes to the information originally submitted on this CMS-179. These

changes were mutually agreed to by CMS and EOHHS. These changes are: Item 7 changed to read
"a. FFY09 $1,900,000" and "b. FFY10 $59,300,000"; Item 8 changed so that the page numbers of

of the plan attachment are Supplement to Attachment 3.1-A pages la-1n, Supplement to
nnnnn 9 24

Attachment 37 1=B PaBES 1d.'1l1, amd—Attachment 4198 pages—~e—~ea~
Item 19 indicates that the overall effective date of this SPA is 04/01/2009, but the effective
dates of the individual services are as follws: Mobile Crisis Intervention - 07/01/2009;
In-Home Behavioral Services - 10/01/2009; In-Home Therapy:Services - 11/1/2009; Therapeutic
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(continued) Mentoring Services - 10/01/2009; and Family Support and Training -
07/01/2009.
At the request of EOHHS, Crisis Stabilization services were removed from this SPA.





