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Dear Sir or Madam:
SUPPLEMENTAL

The grant award listed below has been approved for the period 07/01/2006 - 09/30/2006 under the State Children’s Health Insurance
Program, Appropriation No. 7598/20515.

S tate Children's Health Insurance Program
Payments $(75,054,518)

The above listed grant award provides Federal funds for expenditures made in accordance with your State child health plan approved
under Title XXI of the Social Security Act. Computation of the award is shown on the enclosed statement.

With the acceptance of this award, you agree to comply with the requirements of the Cash Management Improvement Act (CMIA) of
1990 as codified in 31CFR Part 205 and with the requirements of 45 CFR Part 92.

Any questions you may have in connection with this grant award should be referred to the appropriate Centers for Medicare &
Medicaid Services Regional Office financial contact for your State.

Payment under this award will be made by the Department of Health and Human Services, Payment Management System
administered by the Division of Payment Management (DPM), Program Support Center (PSC). inquiries regarding payment should
be directed to:

Director, Division of Payment Management Telephone Number 1-877-614-5533
Post Office Box 6021

Rockville, Maryland 20852-0605

Please transmit a copy.of this grant award document to the State official authorized to request funds from the Division of Payment
Management. :

Sincerely yours,

Division of Fihancial Management
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