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CMS 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

CENTER FOR MEDICAID & CHIP SERVICES 

DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S3-14-28 
Baltimore, Maryland 21244-1850 

Financial Management Group 

August 20, 2024 

Amir Bassiri 
Medicaid Director 
New York State Department of Health 
99 Washington Ave – One Commerce Plaza Suite 1432 Albany, NY 12210 

RE:  TN 24-0042 

Dear Medicaid Director: 

The Centers for Medicare & Medicaid Services (CMS) has reviewed the proposed New York 
state plan amendment (SPA) to Attachment 4.19-D NY 24-0042, which was submitted to CMS on 
June 28, 2024. This plan amendment reduces the capital component of the Medicaid rates for all 
residential health care facilities, excluding pediatric residential health care facilities, by 10%. 

We reviewed your SPA submission for compliance with statutory requirements, including 
in sections 1902(a)(2), 1902(a)(13), 1902(a)(30), 1903 as it relates to the identification of an 
adequate source for the non-federal share of expenditures under the plan, as required by 
1902(a)(2) of the Social Security Act and the applicable implementing Federal regulations. 

Based upon the information provided by the state, we have approved the amendment with an 
effective date of April 1, 2024. We are enclosing the approved CMS-179 and a copy of the new 
state plan page. 

If you have any additional questions or need further assistance, please contact Kristina Mack at 
617-565-1225 or via email at Kristina.Mack-Webb@cms.hhs.gov. 

Sincerely, 

Rory Howe 
Director 
Financial Management Group 

Enclosures 

mailto:Kristina.Mack-Webb@cms.hhs.gov


DEPARTMENT OF HEALTH ANDHUMAN SERVICES FORM APPROVED 

CENTERS FOR MEDICARE & MEDICAID SERVICES 0MB No. 0938-0193 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

1. TRANSMITTAL NUMBER 

2 4 - 0 0 4 2 -- - ---

2.STATE 

Ny--
FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES 3. PROGRAM IDENTIFICATION: TITLE OF THE SOCIAL 

SECURITY ACT @ X IX Q XXI 
TO: CENTER DIRECTOR 

CENTERS FOR MEDICAID & CHIP SERVICES 
DEPARTMENT OF HEAL TH AND HUMAN SERVICES 

4. PROPOSED EFFECTIVE DATE 

April 1 , 2024 

5. FEDERAL STATUTE/REGULATION CITATION 

§ 1905(a)(4)(A) Nursing Facility Services. 

6. FEDERAL BUDGET IMPACT (Amounts in WHOLE dollars) 
a FFY 04/01/24-09/30/24 $ (13,695,000) 

10/01/24-09/30/25 b. FFY $ (27,390,000) 

7. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT 

Attachment 4.19-D Part I - Page: 42 

8. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
OR ATTACHMENT (IfApplicable) 

Attachment4.19-D Part 1- Page: 42 

9. SUBJECT OF AMENDMENT 

Nursing Home Additional 10% Capital Reduction 

10. GOVERNOR'S REVIEW (Check One) 

® GOVERNOR'S OFFICE REPORTED NO COMMENT 0 OTHER, AS SPECIFIED: 

0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 

0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

11. SIGNATURE OF STATE AGENCY OFFICIAL 15. RETURN TO 

New York State Department of Health 
------t Division of Finance and Rate Setting 

12. TYPED NAME 
Amir Bassiri 99 Washington Ave - One Commerce Plaza ________________________,. Suite 1432 

13. TITLE Albany, NY 12210 
Medicaid Director 

14. DATE SUBMITTED 
June 28, 2024 

FOR CMS USE ONLY 
16. DATE RECEIVED 17. DATE APPROVED 

Au ust20 2024 
PLAN APPROVED - ONE COPYATTACHED 

18. EFFECTIVE DATE OF APPROVED MATERIAL PROVING OFFICIAL 

A ril 1 2024 
20. TYPED NAME OF APPROVING OFFICIAL 21. TITLE OF APPROVING OFFICIAL 

Director, Financial Mana ement Grou Ro Howe 
22. REMARKS 

FORM CMS-179 (09/24) Instructions on Back 



 

Attachment 4.19-D 
Part I 

New York 
42 

1905(a)(4)(A) Nursing Facility Services 

xii. Utilization Review 

xiii. Other Ancillary 

xiv. Plant Operations and maintenance – (cost for facilities and real estate and 
occupancy taxes only). 

(3) The allowable facility specific non-comparable component of the rate will be 
reimbursed at a payment rate equal to adjusted reported non-comparable costs, 
after first deducting capital costs and allowable items not subject to trending, 
divided by the facility’s total 1983 patient days. 

(g) Capital Component of the Rate. 

The allowable facility specific capital component of the rate will include allowable capital 
costs determined in accordance with section 86-2.19, 86-2.20, 86-2.21 and 86-2.22 of 
this Subpart and costs of other allowable items determined by the department to be 
non-trendable divided by the facility’s patient days in the base year determined 
applicable by the department. 

(g)(1) Effective on and after April 2, 2020, the capital component of all Medicaid rates for 
residential health care facilities will be reduced by 5%. 

(g)(2) Effective on and after April 1, 2024, the capital component of all Medicaid rates for 
residential health care facilities (excluding pediatric residential health care facilities) will 
be reduced by 10%, after all prior enacted increases and reductions are applied. 

(h) A facility’s payment rate for 1986 and subsequent rate years will be equal to the sum of 
the operating portion of the rate as defined in paragraph (2) of subdivision (b) of this 
section and the capital component as defined in subdivision (g) of this section. 

(i) Specialty Facilities. 

Facilities which provide extensive nursing, medical, psychological and counseling 
support services to children with diverse and complex medical, emotional and 
social problems will be considered. 

TN #24-0042 Approval Date August 20, 2024 

Supersedes TN   #20-0038 Effective Date April 1, 2024 




