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State/Territory Name: New York 

State Plan Amendment (SPA) #: NY 19-0001 

This file contains the following documents in the order listed: 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-26-12 fcMS
Baltimore, MD 21244-1850 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

Financial Management Group 

May 02, 2019 

Donna Frescatore 
State Medicaid Director 
NYS Department of Health 
One Commerce Plaza 
Suite 1211 
Albany, NY 12210 

RE: State Plan Amendment (SP A) 19-0001 

Dear Ms.Frescatore: 

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State Plan 
submitted under transmittal number (TN) 19-0001. Effective January 1, 2019 this amendment 
continues the indigent care pool through December 31, 2020. 

We conducted our review of your submittal according to the statutory requirements at sections 
1902(a)(2), 1902(a)(l 3), 1902(a)(30), 1903(a) and 1923 of the Social Security Act and the 
implementing Federal regulations at 42 CFR Part 447. This letter is to inform you SPA 19-0001 
is approved effective January 1, 201 9. We are enclosing the CMS-179 and the approved plan 
pages. 

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

Kristin Fan 
Director 

Enclosures 
c: R. Halligan 

R. Weaver 
T. Brady 
C. Holzbaur 
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Attachment 4.19-A 

New York 
161(d) 

Indigent Care Pool Reform - effective January 1, 2013 

The provisions of this section will be effective for the period January 1, 2013 through 
December 31, [2018] 2020. 

(a)Indigent Care Pool Reform Methodology. Each hospital's uncompensated care 
nominal need will be calculated in accordance with the following: 

1. Inpatient Uncompensated Care. Inpatient units'of service for uninsured 
(self-pay and charity) patients, as reported in Exhibit 32 of the Institutional Cost 
Report (!CR) for the calendar year two years prior to the distribution year for 
each Inpatient service area which has a distinct reimbursement rate, excluding 
hospital-based residential health care facility (RHCF) and hospice units of service, 
will be multiplied by the applicable Medicaid inpatient rates in effect for January 
1 of the distribution year. 

Medicaid inpatient rates for acute and psychiatric services will be the statewide 
base price adjusted for hospital-specific factors including an average case mix 
adjustment plus all rate add-ons except the public goods surcharge. Medicaid 
inpatient rates for all other inpatient services will be the per diem rate, excluding 
the public goods surcharge add-on, Units of service for acute care services will 
be uninsured patient discharges; units of service for all other inpatient services 
will be uninsured patient days, not including alternate level of care (ALC) days. 

2. Outpatient Uncompensated Care. Outpatient units of service for those 
uninsured (self-pay and charity) patients reported in Exhibit 33 of the !CR for the 
calendar year two years prior to the distribution year, excluding referred 
ambulatory services and home health units of service, will be multiplied by the 
average paid Medicaid outpatient rates that reflect the exclusive utilization of the 
ambulatory patient groups (APG) rate-setting methodology; however, for those 
services for which APG rates are not available the applicable Medicaid rate in 
effect for January 1 of the distribution year will be utilized. The outpatient rates 
used are exclusive of the public goods surcharge. 

Units of service for ambulatory surgery services will be uninsured procedures, 
not including those which result in Inpatient admissions; units of service for all 
other outpatient services will be uninsured visits, not including those which result 
in Inpatient admissions. 

19
TN #19-0001 Approval Date ___MA_Y_O..o.~_Z_0___ 

Supersedes TN 16-0001 Effective Date. __-"-,JJ/-A~Nl-'01l--l-l4'21.H01lf'9--



Attachment 4,19-A 

New York 
161(h) 

3. Transition Pool. A [six] eight-year transition pool utilizing a noor/ceiling model has been established to 
help hospitals avoid large funding swings. The transition pool funding will be generated through a 
redistribution of dollars from those hospitals which experience an increase in distributions using the new 
lndigent Care Reform Methodology to those that experience a decrease. Transition amounts will be 
determined based on a comparison of the distributions for the applicable calendar year 2013 through 
/2018) 2020 to an average of the annual distributions for the three year period January 1, 2010 through 
December 31, 2012. 

A separate transition pool will be established for major government general hospitals and voluntary 
general hospitals. Individual hospital gains and losses in each pool will be capped by means of the 
following transition adjustments. 

a. Distribution Amount. A hospital's distribution will be determined by means of a comparison 
between their allocation as calculated in accordance with the Indigent Care Reform Methodology 
described in section (a){l) through (a)(7), the Floor Amount in 3(c) below, and the Ceiling Amount: in 
3(d) below. If the Indigent Care Reform Methodology allocation is: 
i. less than or equal to the Floor Amount, the hospital will receive the Floor Amount. 

ii. greater than or equal to the Ceiling Amount, the hospital will receive the Ceiling Amount. 
iii. greater than the Floor Amount but less than the Ceiling Amount, the hospital will receive the 

Indigent Care Reform Methodology allocation payment. 

b. Separate uniform Floor percentages and uniform Ceiling percentages are calculated for each of the 
major governmental and voluntary pools. 

c. The Floor Amount for each hospital is equal to the average payment received in the three year period 
between 1/1/10 and 12/31/12 multiplied by the Floor Percentage for its respective pool. The Floor 
percentage is: 

i. 97.5% for 2013 
ii. 95.0% for 2014 

Iii. 92.5% for 2015 
iv. 90.0% for 2016 
v. 87.5% for 2017 

vi. 85.0% for 2018 
vii, 82.5% for 2019 

viii. 80.0% for 2020 

d, The Ceiling Amount for each hospital is equal to the average payment received in the three year 
period between 1/1/10 and 12/31/12 multiplied by the Ceiling Percentage for its respective pool. The 
ceiling percentage is calculated using an iterative process to obtain the unique percentage value such 
that: 

i. The total payments to all providers in each pool equals the amount of the respective pool in 
subdivision (b)(l) or (b)(2) and 

ii. The individual hospital payments will comply with the requirements described in paragraphs 3(a) 
through (c) above 

e. For 2014 through (2018] 2020, these amounts will be further adjusted to carve out amounts used to 
fund the Financial Assistance Compliance Pool payments in paragraph 6. 

TN #19-0001 Approval Date ____;M""A-'-'Y-"-0-!"2.....2.....o~rn.,___ 
JAN O1 2019 

.~@ersedes TN #16-0001 Effective Date ___________ 



Attachment 4.19-A 

New York 
161(j) 

4. Voluntary UPL Payment Reductions. The distributions in this section will be reduced by the 
final payment amounts paid to the eligible voluntary general hospitals, excluding government 
general hospitals, made in accordance with the Voluntary Supplemental Inpatient Payments 
section. 

5. DSH Payment Limits. The distributions in this section are subject to the provisions of the 
Disproportionate share limitations section. 

6. Financial Assistance Compliance Pool. For calendar year 2014 through (2018] l020, an 
amount equivalent to one percent of total DSH funds will be segregated into the Financial 

· Assistance Compliance Pool (FACP) and allocated to all hospitals which prior to December 31, 
2015 demonstrate substantial compliance with §2807-k(S-d)(b)(iv) of the Public Health Law (New 
York State Financial Aid Law) as in effect on January 1, 2013. There will be separate pool 
amounts for major governmental and volunta1y hospitals. 

The DSH funds in the FACP will be proportionately allocated to all compliant hospitals using the 
Indigent Care Reform Methodology described in subparagraph (3)(a) of this section. Compliuncc 
will be on a pass/fail basis. When a hospital is deemed compliant, one hundred percent of its 
share of the FACP funds will be released; there will be no partial payment for partial compliance. 
Any unallocated funds resulting from hospitals being non-compliant will be proportionally 
reallocated to compliant hospitals in each respective group based on their relative share of the 
distributions calculated in subparagraph (3)(a). 

MAY O~ 2019 
TN #19·0001 Approval Date ___________ 

Supersedes TN #16-0001 Effective Date.____,...,IAeuNL-UO-..11..-<2'-IJ0'l.191----
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