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Financia l Management Group 

Jason A. Helgerson 
tale Medicaid Director 

Deputy Commissioner 
Office of I fealth Insurance Programs 
NYS Department of I lcalth 
Corning Tower (OCP - 1211) 
/\lbany, NY 12237 

RE: State Plan Amendment (SPA) 16-001 2 

Dear Commiss ioner Helgerson: 

CENTER FOR M EDICAID & CH IP SER VICES 

MAY 0 6 2016 

We have rev iewed the proposed amendment to Attachment 4. 19-A of your M edica id State plan submitted 
under transmittal number (TN) 16-0012. Effecti ve February I. 201 6 this amendment proposes temporary 
rate adjustments under the Vital Access Provider (Y A P) program to specific providers for inpatient 
hospital services. The temporary rate adjustments are in recognition of providers who are impacted by a 
closure. merger, consolidation, acquisition or restructure of a health care prov ider. 

We conducted our revie" of your submittal according to the statutory requirements at sections 
I 902(a)(2), I 902(a)( 13), I 902(a)(30). I 903(a) and 1923 of the Social Secur ity Act and the implementing 
Federal regulations at 42 CFR Part 447. Th is is to inform you that New York T N 16-00 12 is approved 
w ith an effective date of February I . 20 16. We are enclo ing the CM S-1 79 and the amended approved 
plan pages. 

I f you have any quest ions. please contact Charlene 1-lolzbaur at (609) 882-4 103 Ext. I 04. 

Enclosures 

Sincerely, 

~ L- r-,.___e-. -

Kristin Fan 
Director 
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TRANSMITTAL AND NOTICE OF APPROVAL OF 

FOR;>.! APPROVED 
0 \113 11:0 0938 0 193 ' I. TRANSMITTAL NUMBER: 2. STATE 

STATE PLAN MATERIAL 16-0012 

New York 
FOR: HEALTH CARE FINANCING ADM INISTRATION 

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 
SOCIAL SECURITY ACT (M EDICAID) 

TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE 
HEALTH CARE FINANCING A DM INISTRATION February I , 2016 
DEPARTMENT OF HEAL Tll AND llUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

D E 1 N WS 'ATE PLA N 0 ME DMENT TO BE CONSIDERED AS NEW PL N A ~N - A AM N E 0 MEl'T 
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmmal for each amendmem) 

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: (in thousands) 
§ I 902(a) of the Social Security Act, and 42 CFR .W7 a. FFY 02/01/16-09130/16 S 3,188.56 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 
b. FFY 10/01116-09/30/17 S 3,160.66 

9. PAGE NUMBER OF THE SUPERSEDED PLAN 
SECTION OR ATTACllMENT (~{Applicable) : 

Attachment 4.19-A : 136(b.3) I 

I 

10. SUBJECT OF AMENDMENT: 
Safety NetN AP-Article 28 IP Hospitals-Behavioral Health Unit (Safely Net-YAP) 
(FMAP = 50%) 

11. GOVERNOR'S REVIEW (Check One): 
~ GOVERNOR"S OFFICE REPORTED NO COMMENT 0 OTHER. AS SPECIFIED: -0 COMMENTS OF GOVERNOR'S Ol·FICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMlllAL 

15. DATESUBM ITI"ED: FEB 2 2 2016 

. 18. DATE APPROVED: 

PLAN APPROVED - ONE COPY ATTACHED 

! 21. 1YPED NAME: 

23. REMARKS: 

FORM HCFA- 179 (07-92) 



Hospitals (Continued): 

St. Joseph's Hospjta! Health 
Center-Svracus~ 

United Health Services 
Binghamton 

TN #1§-0012 

Supersedes TN __Nf_W"""----- -

New York 
136(b.3) 

Attachment 4.19-A 

Approval Date _ M=A'-'-';(_6.::.....;.,.5 .....;;2;.;;..01_6 _ _ _ _ 

Effective Date __ FE_B_0;:_1~20;._16;;...._ __ _ 




