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CENTERS FOR MEDICARE AND MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES January 1, 2011

5. TYPE OF PLAN MATERIAL (Circle One):

d NEW STATE PLAN

[0 AMENDMENT TO BE CONSIDERED AS NEW PLAN
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6. FEDERAL STATUTE/REGULATION CITATION:

7. FEDERAL BUDGET IMPACT: SEE ATTACHMENT
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10. SUBJECT OF AMENDMENT:

The proposed amendment removes from the state plan the targeted case management services provided by the Texas

Department of Family and Protective Services.
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