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Dear Ms. Kristin Dillon, 

The Department of Health Care Services (DHCS) is submitting the enclosed State Plan 
Amendment (SPA) 16-002 to correct a typo in the State Plan on page 4b of Title XIX, 
Section 1924(d) (3) (A) (i) of the Social Security Act to reflect policy previously 
implemented, allowing for an amount that is greater than what is pre-printed. The 
proposed effective date is January 1, 2016. 

DHCS is formally requesting the Centers for Medicare and Medicaid Services approval 
to not complete the tribal/designee notification process because the amendment is only 
to correct a typo of the amount of the family member allocation. It does not directly 
impact applicants or beneficiaries in the Tribal and Urban Indian health care programs. 

If you have any questions regarding the information provided, please contact 
Sandra Williams, Chief of the Medi-Cal Eligibility Division, at (916) 445-6938. 

Sincerely, 

Chief Deputy Director 
Health Care Programs 
State Medicaid Director 

Director's Office 
1501 Capitol Avenue, MS 0000, P.O. Box 997413, Sacramento, CA 95899-741 3 

(916) 440-7400 phone, (916) 440-7404 fax 
Internet Address: http://www.DHCS.ca.gov 
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3. In addition to the amounts under item 
2., the following monthly amounts are 
deducted from the remaining income of 
an institutionalized individual with a 
community spouse: 

a. The monthly income allowance for the 
community spouse, calculated using the 
formula in §1924(d)(2), is the amount by 
which a maintenance needs standard 
exceeds the community spouse’s 
income. The maintenance needs 
standard cannot exceed the maximum 
prescribed in §1924(d)(3)(c). The 
maintenance needs standard consists of 
a poverty level component plus any 
excess shelter allowance.  

___ The poverty level component is 
calculated using the applicable 
percentage (set out in §1924(d)(3)(B) of 
the Act) of the official poverty level. 

___ The poverty level component is 
calculated using a percentage greater 
than the applicable percentage, equal 
to___%, of the official poverty level (still 
subject to the maximum maintenance 
needs standard) 
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_X_ The maintenance needs standard 
for all community spouses is set at the 
maximum permitted by §1924(d)(3)(C).  

Except that, when applicable, the State 
will set the community spouse’s monthly 
income allowance at the amount by 
which exceptional maintenance needs, 
established at a fair hearing, exceed the 
community spouse’s income, or at the 
amount of any court-ordered support.  

In determining any excess shelter 
allowance, utility expenses are 
calculated using: 

_*_ the standard utility allowance under 
§5 (E) of the Food Stamp Act of 1977, 
or  

_*_ the actual reimbursable amount of 
the community spouse’s utility expenses 
less any portion of such amount 
included in condominium or cooperative 
charges. 

 

 

**Not applicable under California’s Section 1924 (d)(3)(c) election for the community 
spouse’s monthly income allocation. 

     



TN No. 16-002      Approval Date:__________________       Effective Date: January 1, 2016 
Supersedes  
TN No. 94-010 
 

    Attachment 2.6-A 
Page 4d 

OMB No.1 
State: California 

Citation                                                                          Condition or Requirement 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

b. The monthly income allowance for 
other dependent family members living 
with the community spouse is:  

___ one-third of the amount by which 
the poverty level component (calculated 
under §1924 (d)(3)(A)(i) of the Act using 
the applicable percentage specified in 
§1924(d)(3)(B) exceeds the dependent 
family member’s monthly income. 

_X_ a greater amount calculated as 
follows:  

The amount by which the poverty level 
component (Calculated under §1924 
(d)(3)(A)(i) of the Act, using the 
applicable percentage specified in 
§1924 (d)(3)(B) exceeds the dependent 
family member’s monthly income. 

 

The following definition is used in Lieu of 
the definition provided by the Secretary 
to determine the dependency of family 
members under §1924 (d)(1):  

California adheres to the definition of 
dependency provided by the Secretary.  
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