DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 52-26-12
Baltimore, NI 21244-1850

CENTERS FOR MEDICARE & MEDICAID SERVICES

Financial Management Group

September 23. 2016

Jason A. Helgerson

State Medicaid Director

Office ol Health Insurance Programs
NYS Department of Health

Corning Tower (OCP-1211)
Albany. NY 12237

RE: State Plan Amendment (SPA) 11-0024-D
Dear Mr. Helgerson:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number (TN) 11-0024-D. Effective April 1., 2012 this amendment
proposes to clarify the continuation of provisions that provide a rate adjustment to hospitals
impacted by a merger or acquisition that were inadvertently omitted when NY split SPA 11-0024
in four separate amendments.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2). 1902(a)(13). 1902(a)(30), 1903(a) and 1923 of the Social Security Act and the
implementing Federal regulations at 42 CFR Part 447. We have found the provisions being
reinstated comply with applicable requirements and. therefore. have approved the payments with
an effective date of April 1. 2012. We are enclosing the CMS-179 and the amended approved
plan page.

If you have any questions. please contact Charlene Holzbaur at 609-882-4103 Ext. 104.

Singerely.

~l—

Kristin Fan
Director

I:nclosures
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Attachment 4.19-A

New York
136.1

1. A, _Temporary rate change for full asset mergers and acquisitions,

a. For the period April 1, 2012 through August 31, 2016, the Commissioner may grant approval of a
temporary change to rates calculated pursuant to this Section for hospitals that complete a merger,

acquisition_or consolidation provided such hospitals demonstrate through submissi a written

roposal that the merger, acquijsition or consolidation wil ult in an improvement to (i
effectiveness of service delivery, (ii) quality of care, and (iii) factors deemed appropriate by the

Commissioner._Such written proposal shall be submitted to the Department sixty days prior to the
requested effective date of the temporary rate change. The temporary rate change shall be in_effect
for no longer than such time as base vear costs are updated for the development of these temporary
rates or such time as statewide base year costs are updated for the develgpment of rates, whichever
is_earlier, and shall consist of the various operating rate components of the surviving entity. At the
end of the specified timeframe, the hospital will be reimbursed in accordance with the statewide
methodoloqy set forth in this Attachment. The Commissioner may establish, as a_condition of
receivin ch a temporary rate change, ben arks and goals to be achieved as a resul h
ongoing consolidation efforts and may also require that the hospital submit such periodic_reports
concerning the achievement of such_benchmarks and goals as the Commissioner deems necessary.
Failure to achieve satisfactory progaress, as determined by the Commjssioner, in_acgomplishing such
benchmarks and goals shall be a basis for ending the hospital’s temporary rate change prior to the
end of the specified timeframe.

b.The Commissioner shall withdraw approval of a temporary rate change for hospitals which (i) fail to

demonstrate compliance with_and continual improvement gn_the approved proposal or (ii) an_update
to the base vear is made by the Departrment.
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