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PDEPARTMENT OF HEALTH & HUMAN SERVICLS

Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop $2-26-12

Haltimore, MD 2124421850

CENTERS FOR MEDBCART & METHCATE STRVICES

Fimancial Management Group
June 11, 2019

Donna Frescatore

State Medicaid Director
NYS Department of Health
One Commerce Plaza
Suite 1211

Albany, NY 12210

RE: State Plan Amendment (SPA) 19-0013

Dear Ms. Irescatore:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State Plan
submitted under transmittal number (TN) 19-0013. Effective January 1. 2019 this amendment
changes reimbursement for free-standing chemical dependence residential rebabilitation for
youth,

We conducted our review of your submittal according to the statutory requirements ut sections
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a) and 1923 of the Social Security Act and 1he
implementing Federal regulations at 42 CFR Part 447. This letter is (o inform you SPA 19-00(3
's approved effective January 1,2019. We are enclosing the CMS-179 and the approved plan
piges.

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

Kristin Fan
Director

nclosures

ce: R. Holligan
R. Weaver
T. Brady
C, Tolzbaur



REPAHIMENT OF HEALTH AND HUMAN SEHVICES
CENTERY FOR MEDICARE & MEDICAID SEFVICES

O APFTIDVETD

TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL
FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES

UMB Ho. 0B3S-0IRI
1. TRANSMITTAL NUMBER

2 STATE
19 —~06 0 1 3 New York

3. PROGRAM IDENTIFIGATION: TITLE X1X OF THE SOCIAL

SECURITY ACT {(MEDICAID}
TITLE XIX OF THE SOCIAL SECURITY ACT (MEDICAID)

TO: REGIONAL ADMINISTRATOR
CENTERS FOR MEDICARE & MEDICAID SERVICES
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4. PROPOSED EFFECTIVE DATE
January 1, 2019

5. TYPE OF PLAN MATERIAL (Check One)
[_] NEW STATE PLAN

] AMENDMENT TO BE CONSIDERED AS NEW PLAN

@ AMENDMENT

COMPLETE BLOCKS 8 THRU 10 IF THIS 1S AN AMENDMENT (Separata tranamittal for sach ameandmaent)

6. FEDERAL STATUTE/REGULATION CITATION
Section: 42 CFR 440.160

7. FEDERAL BUDGET IMPACT
a. FEYOUOA9 08008 § L8010
b. FFY_10/0119-00/30/20 ¢ 157350

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT

Altachmunl: 4.18-A Parl |i Pages: 10,11,12
Allachinent A Replacement Pages

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (If Applicablo)

Attachment: 4 19-A Part Il Pages: 10,1112
Allachment A Roplacemant Pages

10. SUBJECT OF AMENDMENT

DASAS Residential Rehabilitation for Youth
(FMAP=50%)

1. GOVERNOR'S REVIEW (Check Ona)

(8] GOVERNOR'S OFFICE REPORTED NO COMMENT
] COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
[T] MO REFLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

[ oTHER, AS SPECIFIED

-

12. 515 i

13, TYPED NAME
Donna Frascatore

14, TITLE
Medicald Diractor, Deparliment of Health

15, DATE SUBMITTED N Y
(I = 9 2019

16. RETURN TO

New York Stale Department of Heallh
Division of Finance and Rate Selting

99 Washington Ave — Ons Commerce Plaza
Suite 1432

Albany, NY 12210

FOR REGIONAL OFFICE USE ONLY

"17. DATE RECEIVED

18, DATE APPROVED }5 J
un e, l\ 2219

PLAN APPROVED - ONE COPY ATTACHED

19. FFFECTIVE DATE OF APPROVED MATERIAL

20. SIGNA’IUiiE OF REGIONAL OFFICIAL

éﬁ\-\‘l (&) \f ,20167
21. TYPED NAM 7
J\/IE‘WW[W Fan

22, TITLE

gt (MG

23. REMARKS

FOITA CME- 170 (0742)
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Attachment 4.19-A Part II1

New York
i0

New York State Office of Alcoholism
and Substance Abuse Services {QOASAS)

Inpatient Psychiatric Services for Individuals under 21

Inpatient Psychiatric Services for individuals under 21 who are admitted to Residential
Rehabilitation Services for Youth (RRSY) programs that are certified by the New York Office of
Alcoholism and Substance Abuse Services. Services are limited to those provided for those
recipients who are medically certified as requiring this level of care in accordance with 42 CFR
441.152, Service are limited to Individuals under the age of twenty-one (21), or receiving
services immediately before attaining the age of twenty-one (21), not to extend beyond the
earlier of

(1) the date ihe services are no longer required; or
(2) the date the individual reaches the age of twenty-two (22).

Coverage of services will be limited to those services provided within a residential rehabilitation
services program for youth that Is certified by the New Yark Office of Alcoholism and Substance
Abuse Services,

[Residential Rehabilitation Services for Youth

Medicald fees for Residential Rehabilitation Services for Youth ("RRSY") setvices are established
using a cost model based on service requirements established by the Commissioner of the
Office of Alcoholism and Substance Abuse Services (“the office”) pursuant to regulation at 14
New York Code of Rules and Regulations Part 817 ("Part 817").

Definitions.

(1). “Eligible residentlal rehabllitation services for youth provider” wiil mean a residential
rehabilitation services for youth provider that has been certifled by the Office to provide
services pursuant to Part 817,

(2) “Allowable costs” will mean those costs incurred by an eligible residential
rehabilitation services for youth provider which are eligible for Medicaid payments. To
be allowable, costs must be reasonable and necessary for efficient provision of chemical
dependence services, related to patient care, recurring, and approved by the
commissioner.]

TN __ #19-0013 Approval Date ___ JUN 11 2019 L

Supersedes TN __#05-0054 Effective Date JAN 0 1 2019
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Attachment 4.19-A
Part I1I

New York
11

Medicaid fees for RRSY services shall be based on both bed size and the county in which the

facility is located. The fees shall be inclusive of both operating and capital reimbursement.
There shall be no capital add-on to these fees or any separate Medicaid reimbursement for

capital costs. These fees shall be effective on and after January 1, 2019.

For both existing and new facilities, the “bed size” shall be based on the OASAS-certified
capacity of the program site. To calculate the fee, the “statewide fee” based on bed size shall
be taken from the first table below and then adjusted by the applicable regional factor from the
second table. If the certified bed size changes, the rate shall be revised accordingly and shall
be effective on the date of the bed size change. Facilities with fewer than 14 certified beds
shall use the 14 bed fee. Facilities with 60 or more certified beds shall use the 60 bed fee.

TN _#19-0013 Approval Date JUN 11 2013

Supersedes TN #05-0054 Effective Date JAN 0 1 2019




Statewide RRSY Fees:

New York
12

Attachment 4.19-A
Part III
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The geographic regions and regional cost factors applicable to the statewide RRSY fees from

the first table are as follows:

N 1 10 |18 100 [ino 1= |
: 5

1 AL —
1.0317 | Erie, Niagara
| 0.9710 | Madison, Onc ndaga,. I =Ty TN Fimer, Onel
0.9192 | Rest of State
TN __#19-0013 Approval Date. JUN 112019

Supersedes TN #05-0054

Effective Date

AN 0T 2019
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