
  
  

  

 

  

 
 

   
 

 

   

   

  
   

  
  

   
  

 

     
     

 

 

 
 

 

 

CENTERS FOR MEDICARE & MEDICAID SERVICES 
CENTER FOR MEDICAID & CHIP SERVICES 

DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
Center for Medicaid & CHIP Services 
233 North Michigan Ave., Suite 600 
Chicago, Illinois 60601 

Financial Management Group 

September 17, 2020 

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

RE: NY-20-0049 

Dear Ms. Frescatore: 

We have reviewed the proposed amendment to Attachment 4.19-B of your Medicaid State plan 
submitted under transmittal number 20-0049.  This amendment proposed to eliminate capital 
reimbursement for residual equity payments and reduce capital reimbursement by five percent 
for all adult day health care facilities. 

Based upon the information provided by New York, we have approved the amendment with an 
effective date of April 2, 2020.  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 Division of 
Reimbursement Review (DRR) analyst Yvette Moore at (646) 694-0915 or 
Yvette.Moore@cms.hhs.gov 

Sincerely, 

Todd McMillion 
Director 
Division of Reimbursement Review 

Enclosures 

mailto:Yvette.Moore@cms.hhs.gov


DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0193 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

1. TRANSMITTAL NUMBER 2. STATE 

FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES 3. PROGRAM IDENTIFICATION: 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 

5. TYPE OF PLAN MATERIAL (Check One) 

NEW STATE PLAN AMENDMENT TO BE CONSIDERED AS NEW PLAN AMENDMENT 

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate transmittal for each amendment) 

6. FEDERAL STATUTE/REGULATION CITATION 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT 

7. FEDERAL BUDGET IMPACT 
a. FFY__________________ $ __________________ 
b. FFY__________________ $ __________________ 

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 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 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

10. SUBJECT OF AMENDMENT 

11. GOVERNOR’S REVIEW (Check One) 

GOVERNOR’S OFFICE REPORTED NO COMMENT OTHER, AS SPECIFIED
 

COMMENTS OF GOVERNOR’S OFFICE ENCLOSED
 
NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL
 

12. SIGNATURE OF STATE AGENCY OFFICIAL 

13. TYPED NAME 

14. TITLE 

15. DATE SUBMITTED 

16. RETURN TO 

FOR REGIONAL OFFICE USE ONLY 
17. DATE RECEIVED 18. DATE APPROVED 

PLAN APPROVED - ONE COPY ATTACHED 
19. TE OF APPROVED MATERIAL 20. SIGNATURE OF REGIONAL OFFICIAL 

21. TYPED NAME 22. TITLE 

23. REMARKS 

EFFECTIVE DA 

June 30, 2020 

PEN/INK AUTHORIZATIONS to CMS 179: 
Block #6 – Remove reference §1902(r )(5) of the SSA and ADD reference: § 1902(a) of the SSA 
Block #7 - Clarification - State uses the actual dollar impact instead of reporting in thousands. 

4/2/2020 

Todd McMillion 

9/17/2020 

Director, Division of Reimbursement Review 
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□ 
□ 

□ □ 

□ 

FORM CMS-179 (07/92) Instructions on Back 



 

 
 

             

         

          
             

          
              

         
            

         
   

         
        

              
      

       
     

              
     

         
      

   

        
         

        
              

        
            
             

              
       
                 

          
             

         
   

            
          

        

Attachment 4.19-B 

New York 
7(a)(ii) 

For rates of payment effective for adult day health care services provided on and after 
January 1, 2009 through March 31, 2009, the otherwise applicable final trend factor attributable 
to the 2008 calendar year period will be adjusted such that any increase to the average trend 
factor for the period April 1, 2008 through December 31, 2008 will be reduced, on an 
annualized basis, by 1.3%. However, no retroactive adjustment to such trend factor will be 
made for the period April 1, 2008 through December 31, 2008. Effective on and after April 1, 
2009, the otherwise applicable final trend factor attributable to the 2008 calendar year period 
will be zero. 

For rates of payment effective for adult day health care services provided on and after 
January 1, 2009 through March 31, 2009, a trend factor equal to the otherwise applicable trend 
factor attributable to the period January 1, 2009 through December 31, 2009, less 1% will be 
applied. Effective on and after April 1, 2009 the otherwise applicable trend factor attributable 
to the 2009 calendar year period will be zero. 

For rates of payment effective for services provided on and after January 1, 2010 
through March 31, 2010, the otherwise applicable final trend factor attributable to the 2010 
calendar year period will be zero. 

For rates of payment effective for adult day health care services provided on and after 
April 1, 2010, the otherwise applicable trend factor attributable to the 2010 calendar year 
period will be zero. 

For rates of payment effective for adult day health care services provided on and after 
April 1, 2011, the otherwise applicable trend factors attributable to the 2011 through 2014 
calendar year periods will be no greater than zero. For such rates effective for the period 
January 1, 2015 through March 31, 2015 and for the period April 23, 2015 through December 
31, 2015 otherwise applicable trend factors attributable to the 2015 calendar year period will be 
no greater than zero.For rates of payment effective for adult day health care services provided 
on and after January 1, 2016 through March 31, 2017 and for the period April 1, 2017 through 
December 31, 2017, the otherwise applicable trend factor attributable to the 2016 and 2017 
calendar year periods will be zero. For rates of payment effective for adult day health care 
services provided on and after January 1, 2018 through March 31, 2019 and for the period April 
1, 2019 through December 31, 2019, the otherwise applicable trend factor attributable to the 
2018 and 2019 calendar year periods will be zero. For rates of payment effective for adult day 
health care services provided on and after January 1, 2020, the otherwise applicable trend 
factor will be zero. 

Effective on April 2, 2020, the capital component of the Medicaid rate will be adjusted to 
eliminate reimbursement for residual equity payments and reduce capital reimbursement by 5% 
for all Adult Day Health Care Facilities. 

September 17, 2020 TN #20-0049 Approval Date________________ 

Supersedes TN #19-0042__  Effective Date April 2, 2020______ 
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