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.SPA ID NY-17-0053 

Reviewable Unit 

Health Homes In tro 

Health Homes Popula tion and Enrollment C riteria 

Health Homes Geographic Limitations 

Health Homes Services 

Health Homes Providers 

Health Homes Service Delivery Systems 

Health Homes Payment Methodologies 

Health Homes Moni toring Q uali ty Measurement and Evaluation 

Executive Summary 

S u m mary Descrip tion Including G oals a nd Objectives 
Sec executive summary within the intro 

Dependency Description 

Proposed E fTeet ive Date 

10/ 1/20 17 

I0/ 1/2016 

10/ 1/20 16 

10/1/20 16 

I0/1/2016 

10/1/20 16 

I0/1/20 I7 

10/1/2016 

Description of any dependencies be tween this submission package and a ny other s ubmission package undergoing r eview 
none 

Disaster-Related Submission 

T his submission is related to a disaster 

D Yes 

CE) No 

Federal Budget Impact and Statute/Regulation Citation 

Federal Budget Im pact 

Federal Fiscal Year Amount 

Fi rst 2018 SL! s,000,000.00J 

Second 2019 $ 0.000.000.00) 

Feder a l Statu te/Regula tion C itation 

§ I 902(a) of the Social Security Act and 42 CFR 44 7 

Governor's Office Review 

!RI No comment 

D Comments received 
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7. 19.17 v4Rccords/Submiss ion Packages 

NY- Submission Package- NY2016MH00020- (N Y-1 7-0053) Follow 

Rcquc>t System Help 

-AJI Rcvicwablc Units 

Submission -Summary 

MEDICJ\ID- I lcalth Homes- NYS Health I lome Program NY- 2016 

CMS- I 0434 0 MB 0938-1 188 

No, St>ncd In PrO!jJ<SS Compl<1e 

Package Header 

Package m NY2016MH00020 SPA ID Y-17-0053 

Submission Type Official - Review I Initial Submi ssion Date 9/29/20 16 

Approval Date EfTfcth•c Date 10/1/2017 

Superseded SPA 16-0034 

ID 

\'icw impfcmcntabon Guide 

View All Rcsponsn 

State Information 

State/Territory l'iame New York ~ledicaid Agency Name Depanmcnt of Health 

Submission Component 

[8] State Plan Ame nd ment [8] Medicaid 
0 CIIIP 

Submission Type 

[8] Official Submission Package 
D Draft Submi ssion Paeknf.!c Allow this official package to be viewable by oth er states? 

D Yes 
[8] No 

Key Contacts 

Name Title Phone Number Email Addr ess 

Gallagher. Regina NYS Medicaid State Plan Coordinator (5 18)473-3658 rcgina.gal laghcr@hcallh.ny.gov 

SPA ID and Effective Date 

mailto:laghcr@hcallh.ny.gov
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Records/Submission Packages 

NY- Submission Package- NY2016MH00020- (NY-17-0053) Fo llow 

Request System Help 

-A ll Revicwable Un its 

Submission -Medicaid State Plan 

MEDICAID- Heal th Homes- NYS Health Home Program NY- 20 16 

CMS-10434 0MB 0938-1188 

Nol S1med lnProgrCM Complcic 

Package Header 

Package ID NY20 l6M H00020 SPA ID NY-17-0053 

Submission Type Offi cial - Review I Initial Submission Date 9/29/2016 

Approval Date Effec ti ve Date 10/1/20 17 

Superseded SPA 16--0034 

ID 

View implcmcnlation Guide 

View All Responses 

Submission - Medicaid State Plan 

The submission includes the following 

!RI Benefits 

OOHealth Homes Program 
D Create new Health Homes program 
[RI Amend existing Health Homes program 
D Terminate existing Health Homes program 

D Create new program from blank form 
00 Copy from existing Health Homes program 

Name of Health Homes Program: NYS I lealth Home Program 
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Records/Submission Packages 

FollowNY- Submission Package- NY2016MH00020- (NY-17-0053) 

Requ,st Syuem Hdp 

-AJI ReVtC'\\ablc Units 

Submission - Public Comment 

M EDICA ID- Health Homes- NYS Health Home Progr:1m NY- 2016 

CMS- 10434 0M B 0938-11 88 

In Progr,ss Compktc 

Package H eader 

Pac kai:e ID NY2016MII00020 SPA ID NY- 16-003-l 

Submiss ion T ype Official - Review I In itia l Submiss ion Da te 9/29/20 16 

Approval Date 12/22/2016 EITective Date NIA 

Superseded SPA NI A 

ID 

View implementation (iuidr 

a mc of lleallh Homes Proi:r11m NYS I lealth Home Program 

Indicate whether public comment was solicited with respect 10 this submission. 

D Public no tice was not requ ired a nd comment was 110 1 solicited 

D Public notice was not req uired but comment was solicited 

00 Public notice was required and comment was solicited 

Indicate how the public notice was iss ued a nd pu bl ic comment was solicited 

D News pape r Announcement 

00 Publicat ion in s tates administ rative record in accordance Da te of Publicat ion June 14. 20 17 
with the administ rative procedure requirements 

D E mail lo Elect ronic M ailing Lis t o r Similar 

D ~lrc hnn ism Webs ite :'\otice 

D Public Hear ing or Meeting 

D Other ~lethod 

Upload copies of p ublic not ices a nd other documents used 

Name Date Created T ype 

NYS Rcfiltcr 8-17- 16 9113/2016 8.·22AM EDT 

NYS Register (.8 -J 1-16 9113/20 16 8::22AM EDT 

Upload with this application a written su mmary of public comments received (optiona l) 

Name Date Crea ted T ype 
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No items ava ilable 

Indicate the key Issues ra ised during the public comment period (optional) 

D Access 

O Qunlity 

D cost 

DPnyment methodology 

D Eligibility 

DBcncfits 

D Scrvice Delivery 

D 0ther Issue 
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Records/Submission Packages 

NY- Submission Package- NY2016MH00020- (NY-17-0053) Follow 

Request System llclp 

Submission - Tribal Input 

MEDICAID- Health I tomes- YS Health Home Program NY- 2016 

CMS-I 0434 0MB 0938-1188 

Xoc Stancd lnPr0\!1<U C"omple1c 

Package Header 

Package ID NY20 I 6MH00020 SPA ID NY- 16-0034 

Submiss ion T ype Official - Review I Initial Submission Date 9/29/2016 

Approval Date 12/22/2016 Effcclivc Da te NIA 

S upersed ed SPA N/A 

ID 

View implcmcnunion Guide 

Name of Hen Ith Homes Program NYS I lcalth I tome Program 

One or more Indian health programs or Urba n Indian Orga nizations furni h hea lth care services in this state 

IRJ Yes 

D o 

This stale plan is likely to hnve a direc t effect on Ind ians, Indian hea lth p rograms or Urban Indian Organizations 

D Yes 

1RJ No 
Expla in why this SPA is - II extends hcah.h home legacy rates. 
not likely to have 
a direct effec t on India ns, 
Indian Health Proi:rams 
or l ·rban Indian 
Org11niza1ions 

IR1 Even though not required. the s ta le has solicited a dvice fro m 
India n Henlth Progra ms and/o r Urban Indian Organizations 
prior to submission of this SPA 

D T he stale has not solicited ad,·icc from Indian Health 
Proi: rams and/or Urban Indian O rganizations prior lo 
submission of this SPA 

Complete the following Information rega rding any tribal consultation conducted with respect 10 this s ubmission 

Triba l consultation w:is conducted in the following manner 

IR1 Ind ia n Health Programs 

:'Ilame ofProgr:im Da te of consullalion Mcthod/loca tioo of consulta tion 

Heahh Clinic 9/2/20 16 tribal consultation sent , no comment rcc·vd 
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D Urban Indian Orga ni zations 

States arc not required to consult with Indian tribal governments, but irsuch consultation was conducted voluntarily, provide 
information about such consultation 

!RI Indian Tribes 

Na me orTribc 

Cayuga Nation 

Oneida Indian Nation 

Onondaga Nation 

Seneca Nation of Indians 

Shinnecock Indian Nation Tribal Office 

St Regis Mohawk Tribe 

Tonawanda Seneca Nat ion Tribe 

Tuscarora Indian Nation 

Ukcchang Indian Territory 

Date or consultation 

9/2/20 16 

9/2/2016 

9/2/20 16 

9/2/20 16 

9/2/20 16 

9/2/2016 

9/2/20 16 

9/2/2016 

9/2/20 16 

Method/Location or consultation 

tribal consultation sent, no comment rec' vd 

tribal consultation sent. no comment rec ' vd 

tribal consultati on sent. no comment rcc ' vd 

tribal consultation sent, no comment rcc ' vd 

tribal consultation sent, no comment rec 'vd 

tribal consultation sent. no comment rcc ' vd 

tribal consultation sent. no comment rec 'vd 

tribal consultation se nt. no com ment rec'vd 

tribal consultation sent , no comment rcc' vd 

The state must upload copies of documents that support the solicitation orad,•ice in accordance with statutory requirements, including 
any notices sent to Indian Health Programs and/or Urban Indian Organi1.ations, as well as attendee lists if face-to-race meetings were 
held. Also, upload documents with comments receh·cd from Indian Health Programs or Urban Indian Organizations and the state's 
responses to any issues raised. Alternatively, indicate the key issues and summarize any comments received below and describe how the 
state incorporated them into the design of its program. 

Name 

Tribal I 

Tribal 2 

Tribal 3 

Tribal 4 

Tribal 5 

Indicate the key issues raised (optional) 

D Access 

DQuality 

D cost 

D Payment method ology 

D Eligibility 

DBenefits 

D Scrvicc delivery 

DOther issue 

Date Created Type 

9/13/2016 8:51AM EDT 

9/ 13/2016 8:51AM EDT 

9/ 13/20168:SIAM EDT 

9/ 13/2016 8:54AM EDT 

9/ 13/20 16 8:54AM EDT 
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Records/Submission Packages 

NY- Submission Package- NY2016MH00020- (NY-17-0053) Follow 

Submission - SAMHSA Consultation 

M EDICAID- Health Homes- NYS Health Home Program NY- 2016 

CMS- I 0434 OMl3 0938-1 I 88 

Not Stancd In Progress 

Package Header 

Package ID NY20I6Ml!00020 

Submission Type Official - Review I 

Approval Date 12/22/2016 

S uperseded S PA NI A 

ID 

Name of IleaIth Ho mes Program NYS Health Home Program 

!RI The State provides assurance that ii has consulted a nd 
coordinntcd with the Substance Abuse and Menta l llcalth 
Services Administration (SAMHSA) in addressing issues 
r egarding the prevention and treatment of mental illness 
and substance abuse a mong eligible individua ls with 
chronic conditions. 

RcquCSI System Help 

.AJt Rcvicwablt Unit.s 

Complc<c 

SPA ID NY-16-0034 

Initial Submission Da te 9/29/20 16 

Effective Date NIA 

View impltmcntalion Guide 

View AH R~ponscs 

Date of consulta tion 
ltn01l4 
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Records/Submission Packages 

NY- Submission Package- NY2016MH00020-(NY-17-0053) Follow 

Reques1 Sys1em Hdp 

·AJI Rcvicwablc Units 

Health Homes Intro 

MEDICAID- Health Homes- NYS Health Home Program NY- 2016 

CMS-1 0434 0MB 0938- 1188 

No, Started In Progress Comple1< 

Package Header 

Package ID NY2016MH00020 SPA ID NY-17-0053 

S ubmission Type Official - Review I Initial Submission Date 9/29/2016 

Approval Date EITectivc Date 10/1 /2017 

Superseded S PA 16-0034 

ID 

View implementation Guide 

View All Responses 

Program Authority 

1945 of the Social Security Act 
The state elects to illl)lement the Health Homes slate plan option under Section 1945 of the Social Security Act. 

Name of llcallh Homes Program NYS Health Home Program 

Executive Summary 

Provide an executi ve summary of this I lcalth Hornes program including the goals and objectives of the program, the population. 
providers, services and service delivery model used 
Summary description including goals and objectives 
New state plan amendment supersedes transminal# 16-0034 
Transmittal# 17-0053 Outreach and Engagement Restructuring 
'This State Plan Amendment 1s in Attachment 3.1-H of the State Plan. except for tl1c Payment Melhodolog!_!,s section, which is in Anachment 
4.19-B of the State Plan. 

Part I. Summary of new State Plan Amendmen (SPA)# 17-0053 
The Department of Health proposes to amend the Title XIX (Medicaid) State Plan for non-institutional services. The following changes are 

o osedi 

Effective October I. 2017. the purpose of this State Plan Amendment is to modify the outreach and engagement process ofthe Health I Jome 
program, and to delete a technical inaccuracy related to the assessment fee for the CANS-NY applicable to children. 
Amendment change is located in MACPro Unit 7. Health Homes Payment Methodologies p. 33 and 34 

Pan II : As instructed b CMS. all 11re iousl underlined and bracketed information concemmg approved SPA 16-0034 has been removed ii) 
MACPro, 

Part III: As requested by SAMHSA the definition ofComplex Trauma has been amended to include "dissociation · 
his chang,e can be found in Unit 2, Health Homes Population and Enrollment Criteria p. 14. 
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General Assurances 

IRI The stnte p rovides assurance that elig ible individuals will be g iven a free choice of Health I lomes providers. 

IRI T he states provides assura nce tha t it wi ll not pre,•enl individ ua ls who a rc dually eligible for Medicare a nd Medica id fro m receiving 
Health Homes services. 

IRI The sla te provides assura nce lha l hospitals participating under the Stille plan or II wniver of s uch plnn will be instructed 10 es111blish 
procedures 
for referrinJ! elig ible individuals wi th chronic conditions who seek or need treatment in a hospita l emergency department 10 designa ted 
lle11 t1h Homes providers 

IRI T he sta te pro,•ides assura nce tha t FMAP for Health Home crvices s ha ll be 90% for the first eight fisca l qua rters from the c!Tcctivc 
date of the SPA after the first eil(hl qua rters, expenditu res will be cla imed nl the reg ular matching ra te. 

IRI T he state provides assurance that ii will have the systems in place so that only one 8-qua rter period of enha nced FMAP for each 
health homes en rollee n ill be cla imed. 

IRI The sta te provides assurance that there will be no duplica tion of services a nd payment for similar se rvices provided under other 
Medicaid authorities. 
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Records/Submission Packages 

NY- Submission Package- NY2016MH00020- (NY-16-0053) Follow 

Roquclt Sys1<m Help 

-All Rcvicwablc Units 

Health Homes Population and Enrollment Criteria 

MEDICAID- Health Homes- NYS llealth Home Program NY- 2016 

CMS-I 0434 0MB 0938-1 188 

Not Started In Progress Complete 

Package Header 

Package ID NY20 16MH00020 SPA ID NY- 16-0034 

Submission T ype Official - Review I Initial S ubmission Date 9/29/2016 

Approval Date 12/22/201 6 EITective Date I 0/ 1/20 I 6 

S uperseded S PA NIA 

ID 

View implcmcn1.ation Guide 

View All Responses 

Categories oflndividuals and Populations Provided Health Homes Services 

The s tate will make Health Homes serv ices available to the following categories of Medicaid Participants 

!RI Categorically Needy (Mandatory and Options for Coverage) Eligibili ty Groups 

!RI Medically Needy Elig ibility Groups Mandatory Medically Needv 

!RI Medically Needy Pregnant Women 

!RI Medically Needy Children under Age 18 

Optional Medicallv Needy (select the groups included in the 
population 

Families and Adults 

!RI Medically Needy Children Age 18 through 20 

!RI Medically Needy Parents and Other Care taker Relatives 

Aged. Blind and Disabled 

!RI Medically Needy Aged, Blind, Disabled 

!RI Medically 'eedy Blind, Disabled Individuals Eligible in 
1973 

Population Criteria 

T he S tate elects to offer H ea lth Homes services to individuals with 

!RI T wo or more chronic conditions Specify the conditions included 

!RI Mental Health Condition 

!RI Substance Use Disorder 

!RI Asthma 

!RI Diabetes 
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lfil Heart Disease 
lfil BM I over 25 
lfil Other (specify) 

Numc Description 

OM! over25 OM! is defined as at or above 25 ror adults and 13MI at or above the 85 percentile for children. 

lfil One ch ronic condition a nd the risk of developing another Specify the condit ions included 
0 Mental Health Condit ion 
D Substance Use Disorder 

D Asthma 
D Diabetes 
D licurt Disease 
0 Bl\11 over 25 
lfil Other (specify) 

ame Description 

IIIV/A IDS sec description below 

One Serious Memal illness see description bclo,, 

Sl:£D/Complcx Trauma see description below 

Specify the criteria for at risk of developing another chronic condition 

HIV, Serious Mental Illness {SMI) and Serious Emotional Disturbance {SEO) and complex trauma arc each single qualifying ccnditions for 
which NYS was approved. 

Providers do not need to document a risk ofdeveloping ana.her condition in these cases. 

New York's Medicaid program serves over 5 million cnrollocs wi th a broad array of health care needs and challenges. Whale mmy Medicaid 
enrollees arc relatively healthy and access practitioners 10 obtain episodic and preventive hcald1 care. the Medicaid program also has several 
population groups who have complex medical. behavioral and long tem1 can: needs that drive a high volume of high cost services including 
inpatient and long 1em1 institutional care. 

Of the 5.4M Medicaid enrollees who access services on a fee for service or managed care basis. 975.000 (including dual eligibles) have been 
identified as high cost/high need enrollees with two or more ehronicconditions and/or a Serious Persistent Menial Illness. These high cost/high 
need enrollees arc categorized into four groups representing enrollees with intellectual disabilities, enrollees in need of long term care services. 
enrollees wi th behavioral heald1 issues. and enrollees wi th two or more chronic medical conditions. One ofNY's first health home ini tiatives will 
focus on enrollees with behavioral health and/or chronic medical conditions. 

The NYS Medicaid program plm1s to cenify health homes that build on current provider panncrships. Applicant health home providers will be 
required to meet State defined health home requiremenlS lhat assure access to primary. specialty, behavioral hcald1 care th at support the 
integration and coordination of all care. Recently passed New York State Law provides the Commissioners of Mental I lcalth. Alcoholism and 
Substance Abuse Services. aid People with Developmental Disabilities the authority to mtcgrate care delivery by synching health care, substance 
abuse services and mcnlol health ccni fication requirements for health homes. Approved hcalti homes will directly provide. or contm:t for, 
health home services to die identified eligible beneficiaries. To meet h is goal. it is cxpeclcd that health home providers \\ill develop health home 
networks with primary. medical. specialty and mental health providers. substance abuse service providers. community based organizations. 
managed care plans and others to provide enrollees access to needed servio.:s. 

To facilitate the use ofhealth infonnation technology by health homes to improve service deli,ery and coordination across the care continuum. 
NY has developed iniial and final I IIT standards for health homes that are consistent with NYS' Operational Plan for Health Information 
Technology nnd Exchange approved by CMS. Providers must meet initial HIT standards to implement a health home. Furthermore, applicants 
must provide a plan to achieve the fu1al standards within eighteen months of program initiation in order to be npproved as a health home provider. 

To the extent possiJle health home providers will be encouraged to utilize regional I health information orgamzations or qualified entities to 
access patient data and to develop partnerships that maximize the use of HIT across providers (i.e. hospitals. TCMs). Health home providers will 
be encouraged to utilize IIIT as feasible 10 create. documcnL execute .rtd update a plan of care that is accessible to the interdisciplinary team of 
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providers that is for every patient Health home providers will also be encouraged toutilize HIT as feasible to process and follow up on patien t 
testing. treabncnts, community based services and provider referrals. 

NY wi ll target populations fo r health homes services in the major categories and the associated 3M Clinical Risk Group categories ofchronic 
behavioral md medical conditions listed below: 

Major Category: Alcohol and Substance Abuse 3M Clin ical Risk Group (3M CRGs) Category 

I . Alcohol Liver Disease 
2 . Chronic Alcohol Abuse 
3. Cocaine Abuse 
4 . Drug Abuse- Cannabis/NOS/NEG 
5. Substance Abuse 
6. Opioid Abuse 
7. Other Significant Drug Abuse 

Major Category: Mental Heald1 3M Clinical Risk Group (3M CRGs) Category 

I . Bi-Polar Disorder 
2. Conduct, Impulse Control. md Other Disruptive Behavior Disorders 
3. Demcnting Disease 
4. Depressive and Other Psychoses 
5. Eating Disorder 
6. Major Personality Disorders 
7. Psychiatric Disease (Except Schizophrenia) 
8. Schizophrenia 

Major Category: Cardiovascular Disease 3M Clinical Risk Group (3M CRGs) Category 

I. Advanced Coronary Artery Disease 
2. Cerebrovascular Disease 
3. Congest ive Heart Failure 
4. Hypertension 
5. Peripheral Vascular Disease 

Major Category: HIV/AIDS 3M Clinical Risk Group (3M CRGs) Category 
I. HIV Disease 

Major Category: Metabolic Disease 3M Clinical Risk Group (3M CRGs) Category 
I. Chronic Renal Fai lure 
2. Diabetes 

Major Category: Respiratory Disease 3M Clinical Risk Group (3M CRGs) Category 
I . Asthma 
2 . Chronic Obstructive Pulmonary Disease 

Major Category: Other 3M Clinical Risk Group (3M CRGs) Category 
I. Other Chronic Disease -conditions listed above as well as o ther specific diagnoses of the population. 

Description of population selection criteria 

The target population to receive health home services under this amendment includes categorically needy and medically needy beneficiaries 
served by Medicaid managed care or fee for service and Medicare/Medicaid dual e ligible beneficiaries who meet health home selection criteria 
NY will offer Health Home services to individuals with two or more Chronic conditions. individuals witl1 HIV/AIDS, individuals with one 
serious mental illness, individuals with SED. and individuals with complex trauma. 

Enrollees in the behavioral health category have been idertified tl1rough claims and encounter data analysis as having received menatl healtl1 
substance abuse services and/or having se lect mental health diagnoses. These enrollees often have co-morbid, chronic medical conditions. In 
addition. based on experience in working with tl1is population. many of these e nrollees have social issues. such as lack ofpemiancnt housing that 
lake priority to these individuals over their health care conditions. Enrollees in the chronic medical condition category have been idertificd 
through claims and encounter data analysis as having two or three chronic medical conditions. 

Complex trauma exposure in childhood has been shown to impair brain development and the abil ity to learn and develop social and e motional 
ski lls during childhood, consequent ly increasing the risks ofdeveloping serious or chronic diseases in adolescence and adu lthood. Chi ldren who 
have experienced complex trauma and who are not old enough to have experienced long-term impacts arc uniquely vulnerable. Childhood 
exposure to child maltreatmenL. including emotional abuse and neglect, exposure 10 violence. sexual art! physical abuse are o ften traumatic 
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even is that continue to be distressing for children even afier the maltreatment has ceased. with negative piysical. behavioral. md/or psychological 
elTccts on the children. Since child maltreatment occurs in the context of the child's relationship with a caregiver. the child's ability to fom1 
secure attachment bonds, sense of safety and stability, arc disrupted. Wi thout timely and cfTectivc irtcrvcntion during childhood. a growing 
body ofresearch shows thru a child's experience ofthese c,ents (simultaneous or scquertial maltreatment) can create wide-ranging and lasting 
adverse efTccis on developmental functioning. and physical. social. emotional or spiritual well-being. Enrolling children who are experiencing 
complex trauma m Health Homes will work to prevent, while an individual is still in childhood. the development ofother more complex chroni: 
conditions in adulthood 

Enrollees in the complex trauma category will be identified for referral to I leallh Homes by various enilics. including chi d welfare systems (i.e .. 
foster care and local depanmcnts ofsocial services) health and behavioral health care providers and other systems (e.g. cduca1ion) that impac1 
children. 

Enrollees in the behavioral heallh category have been idc1tificd th rough claims and encounter data analysis as having received mental health or 
substance abuse se rvices and/or having sclecl mental health diagnoses. These enrollees oflcn have co-morbid chronic. medical condilions. In 
addition. based on experience il working witl1 this population. many of these enrollees have social issues such as lack ofpem1anen1 housing that 
take priority to these individuals over their health care conditions. Enrollees in the chronic medical condition category have been iden tified 
through cln,ms and encounter data analys is as having two or three chronic medical conditions. 

00 One serious and persistent mental health cond ition 

Specify the criteria for a serious and persistent mental health condition 

The guidance on complex trauma draws upon the domains wi thin the definition ofserious emotioml dislurbance. While there may be similarities 
in the condi tion(s) and symptoms that arise in either complex trauma or SED. the thcrapculic approaches associated with the same diagnoses may 
vary signi ficauly when the symptoms arising from traumatic experiences are identified as such. Trauma experts indicate that with complex 
trauma. the clinical diagnoses may be more swerc and typically present as co-morbidities or multiple diagnoses. I. Definition ofComplex 
Trauma a. the tenn complex 1rauma incorporates at least: i. infants/children/or adolescents' exposure to m.Jltiple traumatic events. oficn of an 
invasive, interpersonal nature and ii. The wide ranging Ions-term impact of this exposure b. Nature of the traumatic events: i. often is severe and 
pervasive. sud1 as abuse or profound neglect ii. usually begins early in li fe iii. Can be disruptive of the child's development aild the formation 
of a healthy sense of self (with self-regulatory. executive functioning. sell-perceptions. etc.) iv. often occur in the context or the child's 
relationship \\ith a caregiver and v. can interfere with the child's ability 10 fom1 a secure atachment bond which is considered a prerequisite for 
healthy social-emotional fimctioning. c. Many aspects of a child's healthy phys ical and mental development rely on this secure anachment. a 
primary source ofsafety and stability d. wide-ranging. l011g-1em1 adverse clTects can include impaim1cnts in i. physiological responses and 
related neurodevebpment. ii. emotional responses. iii. cognitive processes including the ability to think. learn and concentrate iv. Impulse 
control and other self-regulaung behavior. v. self-image vi. relationships with others and vrr . d1ssoc1a1rop Effective October. I 2016 complex 
trauma and SF.D wi ll each be a single qualifyrng condition. 

Enrollment of Participan 

Participat ion in a Health Homes is voluntary. Indicate the melhod t he 
state w ill use to enroll eligible Medicaid Individuals in to a Hea lth Home 

D Opt-In to Hcnllh Homes provider 

00 Referral and assignment 10 Health Homes provider with opt-out 

0 Other (describe) 

Describe the process used 

Individuals eligible for health home ~rviccs will be identified by the Smte. Individuals will be assigned to a health home provider based on 
existing rclatio1ships with health care providers or heal01 care delivery system relationsh.,s. geography, nnd/or other quali fyi ng condition. 
Individuals will be enrolled into an appropriate health home and be given tl1e option 10 choose another health home when available, or opt out of 
enrollment in a health home. Individuals will be notified by U.S. mail of their health home enrollment. The notification letter will identify the 
assigned health home, describe the individual's option 10 select mother henlth home or opt-out from receiving health home services withil a 
designated time period and briefly describe health home services. The Stile would provide healh home providers a roster of assigned enrollees 
and current demographic infom1ation to facililate outreach and engagement. 

Individuals that arc under 21 years ofage. including those for which consem 10 enroll in a health home will be provided by a parent or guardian, 
will be referred to health homes by health homes care managers. managed care plans. and other providers md entities. including local 
departmenlS ofsocial services, and local government 111i ts. Referrals will be processed for assignment. and such assignments will take into 
account existing relationships with health care providers or health care delivery system re lationships, geography, and/or qualifying condition. 
Such individuals/parent/guardians will be given 1hc option 10 choose another health home when available or opt out ofenrollment ofa health 
home. 
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!B1 The sla le provides assurance 1h01 it will dearly 
communicale individual 's r ighl lo opl 0111 oflhe Hcnllh Homes 
beoefil or to change Heallh Homes providers at any l ime and 
agrees 10 submil 10 CMS a copy of any leu cr or 
comm unica lion used 10 inform lhc individuals of the Heallh 
llomes benefit and lhe rights 10 choose or chnnge Heallh 
llo mes pro,•iders or to elecl 1101 to receive the benefit . 

Name Date Crea ted T y pe 

NY HealLh Home Brochure 9/ 1-1/2016 10:08 AM c DT 
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IEI Ilea Ith llomcs services" ill be available slatewide 

D IleaIth llomes services will be limited to the following geographic a reas 

D llcalth llo mes services will be provided in geograph ic phased-in approach 
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Service Definitions 

Provide the state's definitions of the following Health Homes serv ices and the specific activities performed 
under each service 

Comprehensive Care Manngement Definition 

Definition 

A comprehensive individualized patient center care plan will be required fer all health home enrollees The care plan will be developed based on 
the information obtained from a comprehensive health risk assessment used to identify the enrollee's physical. menral health, chemical 
dependency and social service needs. The individuali zed care plan will be required to include and integrate the individual's medical and 
behavioral health services. rehabilitative. long term care. social service need;, as applicable. The care plan will be required to clearly identify the 
primary care physician/nurse practitioner. spccialist(s). behavioral health care provider(s). care mmagcr and other providers directly invo lved in 
the individuals care. The individual's plan ofcare must also iden tify community networks and supports that wi ll be Ulilized to address their needs. 
Goals and time frames for improving the patient's health. their overall health care status and the interventions that will produce this effect, must 
also be included in the plan or care. 

The care manager will be required 10 make sure that the individual (or their guardian) plays a cemral and active pan in the development and 
execution o f their plan o f care. and that they arc in agreement with the goals. uitcrventions and time frames contained in the plan. Family 
members and other supports involved in the patients care should be identified and included in the plan and cxeculion ofcare a~ requested by the 
individual. 

The care plan must also include o utreach and engagement activities which will support engaging the patient in their own care and promote 
continuity o f care. In adcition. the plan o f care will include periodic reassessment of the individual 's needs and goals and clearly identify the 
patient' s progress in meeting goals. Changes in the plan ofcare will be made rosed on changes in paticnl need. 

Describe how Health Information Technology wi ll be used to link this service in a comprehensive approach across the 
care continuum 

To facilitate the use of health information technology by health homes lo improve service dcli,CI)' and coordination across the care continuum. 
NY has develo poo initial and final HIT standards. Providers must meet the initial HIT standard to implement a health home. as feasible. NY 
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anLicipaies Lhat a portion of hcalLh home providers may not utilize HIT in their current programs. These providers will be en.:ouraged to utilize 
regional hcalLh infom1ation organizations (RHIO's) or a qualified entity to access patient data and to develop panncrships that maximize the use 
of HIT across providers (i .e. Hosµtals. TCMs). Applicants must provide a plan in order Lo achieve the final HIT standards wiLhin eighteen 
months of program initiation in order to be approved as a health home providers. Health home providers will be aicouraged Lo utilize HIT as 
feasible to crcah:. document and execute and update a plan of care for every patient that is accessible to the interdisciplinary team of providers. 
IlealLh home provK!ers will also be eocouraged to utilize HIT as feasible to process and follow up on patient testing. trcatmcnLs, services and 
referrals. 

Scope ofservice 

The service can be provided by the following provider types 

DBchavioral Health Professionals or Specialists 

D Nursc Practitioner 

D Nurse Care Coordinators 

D Nurses 

DMcdical Specialists 

D Physicians 

DPhysician's Assistants 

DPharmacists 

D Social Workers 

DDoctors of Chiropractic 

D Licensed Complementary and alternative :\lcdicine Practit ioners 

D Dieticians 

O Nutririonis ts 

!RI0 ther (speci fy) 

Provider Type Description 

Multidisciplinary teams NY health homes will use mullK!isciplinary teams ofmedical. mental health. chemical 
dependency treatment providers, social workers. nurses and other care providers led by a 
dedicated care manager who will assure thin enrollees receive needed medical. 
behavioral, and social servi ces in accordance with u single plm of care. 

Care Coordination 

Definit ion 

The health home provider will be acrountablc for engaging ard retaining health home cnrollres in care, as well as coordinating and arranging for 
the provision of services. s.tpporLing adherence to treatment recommendations. and monitoring and evaluaLing the enrollee's needs. The 
individualized plan ofcare will identify all of the services necessary to mCfl goals needed for care maiagcmem ofthe enroDce such as 
prevention, wellness, medical treatment by specialists and behavioral health providers. transition of care from provider to provider. and social and 
community services where appropriate. 

In order to fu lfill the care coordilatton requirements, the health home provider will assign each individual enrollee one dedicated care manager 
who is responsible for o,·crall management of the enrollee's plan of care. The enrollee's health home care manager will be clearly identified in the 
patient record and will have overaD responsibility and accountability for coordinating all aspccLs of the individual's care. The health home 
provider wi ll be responsible to as!Urc that communication will be fostered bcl\11:en the dedicmed care manager and treating clinicians to discuss 
as needed enrollee's care needs. con fl i:ting treatments. change in condi tion etc. which may nccessitae treatment change (I.e .. written orders 
and/or prescriptions). 
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The health home provider will be required to develop ard have policies. procedures and accountabilities (contractual agreements) in place, to 
support and define the roles and responsibilities for effective collaboration between primary care. speaalisl behavioral health providers and 
community-based organizitions. The health home providers policies and procedures will direct aid Incorporate successful collaboration through 
use ofcvidenc<>based referrals, follow-up consultations. and regular. scheduled case review meetings with all members of the interdisciplinary 
team. T he health home provider will have the option ofuti lizing technology conferencing tools including audio. video and/or web depl0}Cd 
solutions when security protocols and precautions are in place to protect PH1 10 support care management coordination activities. 

The health home provider wi ll be required to develop and uti li ze a system to trad. and share patient information and care needs across providers. 
monitor patient outcomes. and initiate changes in care as necessary 10 address patient need. 

Describe how H ealth Information T echnology will be used to link this service in a comprehensive approach across the 

car e continuu m 

Health home providers will be encouraged 1o u1ilizc RJ-11 0s or aqualified entity 10 access patient data and to develop partnerships that maximize 
the use o f HIT across providers (i.e. hospitals. TCMs). l lca lth home providers wil l uti lize I IIT as feas ible to cre!le. document and execute and 
update a plan of care for every patient that is access ible to the interdisciplinary team of providers Health home providers wi ll also be cnc-0uraged 
to utilize HIT as feasible to monitor patient outcomes. initiate changes in care and follow up on patient testing, treatments, services and referrals. 

Scope of Service 

The service can be provided by the following provider types 

D Behavioral Health Professionals or Specialists 

D urse Prac ti tioner 

D Nurse Care Coordina tors 

D Nurscs 

D Medical Specialists 

DPhysicians 

OPhysician's Assistan ts 

OPharmacists 

D Socia l Workers 

Dooctors o f C hiroprnctic 

D Licensed Complementary and alternative Medicine Practitioners 

Doicticians 

D N11tr itionis1s 

!RI Other (specify) 

Provider Type Description 

Multidisciplinary teams NY heahl1 homes will use multi:lisciplinary teams of medical. 
menial healtJ1. chemical dependency 1rcatmcnt providers. social 
workers. nu rses and other care providers led by adedicated care 
manager who wi ll assure that enrollees receive needed medical. 
behavioral. and social services in accordance with a single plai of 
care. 
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Health Promotion 

Delini1io11 

Health promotion begins for eligible health home enrollees with the commencement of01Jrcach and engagement octivities. NYS' health home 
plan for outreach and engagement wi ll require ahealth home provider to actively seek to engage patients in care by phone, letter, HIT and 
community "in reach" and outreach. Each of these outreach and engagement functions will include aspects of comprehensive care management. 
care coordination, and referral to community and social support services. All of the activities arc built around the notion of linkages to care that 
address all of the cl ilical and non-clinical care needs of an individual and health promotion. The healtl1 home prov ider will support continuity of 
core and health promotion through the development of n trean1ent relationship with the individual and the interdisciplinary team of provide rs. 
The health home provider wi ll promote evidence basedwellness and prevent ion by linking health home enrollees wi th resources for smoking 
cessat ion. diabetes, asthma. hypertension. self- help recovery resources. and other services based on individual needs and preferences. Health 
promotion activities wi ll be uti lized to promote patient education and self-management of thc1r chronic condition. 

Describe how Health Info rmat ion Technology will be used to link th is service in a comprehensive a pproach across the 
ca re continuum 

Ilcal th I Jome providers wi ll be encouraged to uilizc RI IIOs or a qualified entity 10 access patient data and to develop partnerships that ma.ximize 
the use of HIT across providers (i.e.: Hospitals. TCMs). The health home providers wi ll utili1,c HIT as feas ible 10 promote. Iirk, manage rn1d 
follow up on enrollee health promotion activities. 

Scope of serv ice 

The service can be provided by the following provider types 

D Behavioral Health Professionals or Specialists 

D Nurse Prnctitioner 

O Nurse Care Coord inators 

D 'urses 

D Mcdical Specialists 

D r ttysicians 

DPhysician 's Assistants 

0 Pharmacists 

O Social Workers 

D Doctors of Chiropractic 

DLicensed Complementary and alternative Medicine Practi tioners 

DDiclicians 

O Nulr itionists 

lElO1her (specify) 

Provider Type Description 

Mul tidiscipl inary teams NY health homes will use mult o isciplinary teams of medi:al. mental health. 
chemical dependency treat ment prov iders, social workers, nurses and other 
care providers led by adedicated care manager who will assure that enrollees 
receive n~-cdcd medical. behavioral. and social services in acco rdance with a 
single plan of care. 
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Comprehensive Transitional Care from Inpatient to Other Settings (including a ppropriate follow up) 

Definition 

Comprehensive 1mnsi1ional care will be provided 10 prevent enrollee avoidable readmission after discharge from an inpatient faci lity (hospital , 
rehabilitative, psychiatric, skilled nursing or treatment faci lity) and 10 ensure proper and timely follow up care. To accomplish this. the health 
home provider will be required todevelop and have a system in place with hospitals and rcsidcntial/rehabililation faci lities in !heir network to 
provide the health home care manager prompt notification ofan enrollee's oom1ssion and/or discharge 10/frorn m emergency room, inpatient. or 
residential rehabilitation selling. 

The health home provider will also have policies anl procedures in pace with local practitioners, heald1 facilities including emergency rooms. 
hospitals. and residential rehabilitation settings. providers and community-based services 10 ensure coordnate<l and safe transition in care for its 
patients who require transfer to/from sites ofcare. 

The health home provider will be required to develop ard have a systematic follow-up protocol in place 10 assure timely access 10 follow-up care 
post discharge that includes al a minimum receipt ofa summary care record from the discharging entity. medication reconci liation. and a plan for 
timely scheduled ~pointments at recommended 0Lrtpalient providers. 

The health home care manager will be an active participant in all phases ofcare transition Including discharge planning and follow-up 10 assure 
that enrollees n:ceived follow up care and services and re-engagement of pllicnts who have become lost 10 care. 

Describe how Health Information Technology will be used to link this service in a comprehensive approach 
across the care continuum 

I lealth home providers will be encouraged to utilize RHIOs or a qualified entity 10 access patient data and to develop partnerships !hat maximize 
the use of HIT across providers (i.e. hospitals. TCMs). The hcaltl1 home provider will utilize l·OT as feasible 10 commmicale with health faci lities 
and to facilitate interdisciplinary collabora1io1 among al l providers. the patient. family. caregivers, and local supports. 

Scope of service 

The service can be provided by the fo llowing provider types 

0 Behu,·ioral I lcn llh Professionals or Specialists 

O Nursc Praclilioncr 

D ' ursc Care Coordinators 

D Nurses 

D Mcdical Specialists 

DPhysicians 

0Physician's Assislllnts 

DPhormacists 

D ocial Workers 

O Ooctors of Chiropraclic 

0 Licensed Complementary and alternative Medicine Praclilioners 

OOie1icians 

O Nutritionists 

0001hcr (specify) 
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Provider Type Description 

Multidisciplinal)• teams NY heallh homes will use multi:lisciplinary 1cams of medical , menial health, chemical 
dependency treatment providers. social workers. nurses and other care providers led by a 
dedicated care manager who will assure tha enrollees receive needed medical. 
behavioral. and social services in accordance wilh a single plan ofcare. 

Individual and Family Support (which includes authorized representatives) 

Definition 

The patient's individualized plan of care will renec1 and incorporate the patient and family or caregiver pref:renccs, education and suppon for 
se lf-managc mcm. self-help recovery. and other resources as "'propriate. The provider will share and make accessible to the enrollee. theJT 
families or other c:ucg1vers (based on the individual's preferences). the individualized plan of care by present ilg options for accessing the 
enrollee's clinical information. 

Peer suppons. suppon groups. and self-care programs will be utilized by 1hc health home provider to increase patients' and caregivers knowledge 
about the individual's disensc(s), promote the enrollee's engagement and self-management capabilities. and help the enrollee imJ)"ovc adherence 
to thei r prescribed treatment. The provider will discussand provide the e nrollee, the enrollee's family and caregivers, information on advance 
directives in order to allow them to nuke infom1ed end-of-life decisions ahead of time. 

The health home provider will ensure LIBI all communication and infommtion shared with the enro llee. the enrollee's family and caregivers is 
language. literacy and culturally appropriate so it can be understood. 

Describe how Hea lth Information Technology will be used to link this service in a comprehensive approach across the 
care continuum 

Health I lome providers will be encouraged to llilizc RI IIOs or a qualified entity to access patient data and to develop panncrships that maximize 
the use of HIT across providers (i .e. hospi tals. TCMs). The health home provider will utilize I OT as feasible to provide the patient access to care 
plans and options for accessing clinical infonnation. 

Scope of service 

The service can be provided by the following provider types 

0 Behavioral lleallh Professionnls or Specialists 

O Nursc Practi tioner 

O Nursc Care Coordinators 

O Nurscs 

DMcdical S pecialists 

DPhysicia ns 

DPhysician's Assistants 

DPhnrmacists 

O Social Workers 

DDoctors of C hiropractic 

DLiccnscd Cornplemcntnry and alternative Medicine Prnctitioncrs 

DOicticians 

0 'utritionists 

[E]Q1her (specify) 
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Provider Type Description 

Multidisciplinary teams NY health homes will use multilisciplinary teams of medical. mental health, 
chemical dependency treatment providers. social workers. nurses and other 
care providers led by a dedicated care manager who will assure that enrollees 
receive needed medical , behavioral. and social services in accordance with a 
single plan ofcare. 

Referral to Community and Social Support Services 

Definition 

The health home provider will identify avai lable commurity based resources and actively manage appropriate referrals. access to care, 
engagement with other commw1ity and social supports. coordinate services and follow-up post engagement with services. To accompli91 this. 
the health home provider will develop policies, procedures and accountabilities (through contractual agreements) to Sll)port effective 
collaboration with community based resources that clearly define the roles and responsibilities ofthe participants. 

The plan ofcare wi ll include comn1.mity- based and other social support services. Appropriate and ancillary healthcare services that address and 
respond to tl1e patient's needs and preferences. and contribute 10 achieving tl1e patient 's goals. 

Describe how Health Information Technology will be used to link this service in a comprehensive approach across the 
care continuum 

Health Home providers will be encouraged to uilize RHIOs or a qualified entity to access patient data and to develop partnerships that maximize 
the use of HIT across providers (i .e. Ilospitals. TCMs). The health home providers will utilize 1-DT as feasible to initiate, manage. and follow-up 
o n community-based and oilier social service referrals. 

Scope of service 

The service can be provided by the following provider types 

DBehavioral Health Professionals or Specialists 

D Nurse Practitioner 

D Nurse Care Coordinators 

D Nurscs 

D Mcdical Specialists 

DPhysicians 

DPhysician 's Assistants 

DPharmacists 

D social Workers 

DDoctors of Chiropractic 

DLiccnscd Complementary and alternative Medicine Practitioners 

D Dieticians 

D Nutritionists 

IIDOther (specify) 
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Provider Type Description 

Multidisciplinary teams NY hcallh homes will use rnulti:tisciplinary learns ofmcdcal. 
mental healLh. chemical dependency 1tcaunent providers. social 
workers. nurses and oLher care providers led by a dedicated care 
manager who will assure lhat enrollees receive needed medical . 
behavioral. and social services in accordance wilh a smgle plm of 
care. 

Health Homes Patient Flow 

Describe the patient flow through the slate's Health llomes system. Submit with the state plan amendment fl ow-char ts of the ty pical 
process u Health llomes Individual would encounter 

Sec NY Ilcalth Horne Pa1icnt flow chart below 

Name Dale Crcaicd Type 

NY Health Home Patic_. Flow Chans 9/19/2016 3:56 PM EDT 
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Not Staned ln Progr<SS Complete 

Package Header 

Package ID NY2016MH00020 SPA ID NY-16-0034 

Submission Type Official - Review I Initial Submission Date 9/29/2016 

Approval Date 12/22/2016 Effecti ve Date 10/1/2016 
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ID 

View implementation Guide 

View All Resp0nscs 

Types of Health Homes Providers 

!RI Designated Providers 

Indicate the Health Homes Designated Providers the s tate includes in its program and the 
provider qualifications and standards. 

DPhysicians 

DClinical Practices or Clinical Group Practices 

DRural Health C linics 

D Community Health Centers 

D community Mental Health Centers 

DHome Health Agencies 

D e ase Management Agencies 

D Community/Bchavioral Health Agencies 

DFederally Qualified Health Centers (FQHC) 

IR!Othcr (specify) 

Provider Type Description 

Designated Providers as described Please sec text below 
in section 1945 (h)(S) 

D Tca ms of Health Care Professionals 

DHealth T eams 
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P rovider Infrastructure 

Describe the Infrastructure of provider arrangements for Health Home Services 

New York's health home provider infrastructure will include designated providers w()(king with multidisciplinary teams as described below. 
NYS Medicaid providers eligible to become health homes include managed care plans, hospitals. medical. mental and chemical dependency 
treatment. teams, primary care practitioner practices, PCMHs. FQHCs, Targeted Case Management. (TCM) providers. certified home health care 
agencies and any other Medicaid enrolled provider that. meet health home provider standards. To assure that NY health homes meet d1e proposed 
federal health home model ofservice delive~ and NYS st.andards. health home provider qualification standards were developed. The standards 
were developed with Input. from a variety of stakeholders. ncluding hospitals, clinics. physicians. mental health experts, chemical dependency 
lrcatment experts and housing providers. Representatives from the Departircnt of Health's Offices of Health Systems Mmagement Heald1 IT 
Transformation and the AIDS Institute and the NYS Offices of Mental Heal th and Alcoholism and Substance Abuse Services also participated in 
the development of these standards. The standards set the ground work for assuring that. health home enrollees will receive appropriate and 
timely access to medical. behavioral, and social se rvices in a coordinated and integrated manner. 

NY health homes will use multidisciplinary teams of medical, mental health. chemical dependency treatmelll providers. social workers, nurses 
and other care provide rs led by a dedicated care manager who will assure that enrollees receive needed medical . behavioral, and social services in 
accordance with a single plan ofcare. Optional team members may include nutritionists/dieticians, pham1acists, outreach workers, including peer 
specialists and other representatives as appropriate to meet the enrollee needs (housing represent::tives, entitlement.. employment}. All members 
of the team wi ll be responsble for reporting back t.o the care manager on patient status, treatment options. actions taken and outcomes as a result. 
ofthose interventions. All members of the team will also be rcsponsble for ensuring that care is person centered, culturally competent and 
linguistically capable. 

A single care management. record will be agreed to aid shared by all team JJ"Ofessionals and case reviews will be conducted on a regular basis. 
The can: manager will be responsible for overall management and coordination of the enrollee's care plan which will include both 
medical/behavioral heald1, and social service needs and goals. 

In order to ensure the delivery ofquality health home services, the State wi ll provide edu:ational opportunities for health home providers, such as 
webinars, regional meetings and/or learning collaboratives to foster shared learning, information sharing and problem solving. Educational 
opportunities will be provided 10 9.lpport the provision of timely comprehensive. hig1-quality health homes services Llui are whole person 
focused and that integrate medical , behavioral health. and other needed supports and social services. The St:1t.c will maintain a highly 
collaborative ard coordinated working relationship with individual health home providers througt, frequent. communication and feedback . 
Leaming activities and teclmical assistance will also support providers ofhealth homes services to oodress the following heath home functional 
components: 

I. Provide quality-driven, cost-effective. culturally appropriate, and person- and fan1il y-centered health home services. 

2. Coordinate and provide access to high-quality health care services infom1ed by evidence-based clinical practice guidelines. 

3. Coordinate and provide access to preventive and health promotion services, including preventioi of mental illness and substance use disorders: 

4. Coordinate and provide access to mental heald1 and substance abuse services: 

5. Coordinate and provide access to comprehensive care mmagcment care coordination, and transitional care across sel!ings. Transitional care 
includes appropriate follow-up from inpatient to other sellings. such as participation in discharge planning and facilitating transfer from a 
pediatric to an adult system ofhealthcare. 

6. Coordinate and provide access to chronic disease management including self-management support to individuals and their fami lies. 

7. Coordinate and provide access to individual and family supports. including referral to community, social support, and recovery services. 

8. Coordinate and provide access 10 long-tenn care supports and services. 

9. Develop a person-centered care plan for each individual that coordinates and imegratcs all of his or her clinical and non-cl inical health care 
related needs md services. 

I0. Demonstrate a capacity to use heal th infomiat.ion technology to link services, facilitate communication among team members and between the 
healt.11 tean1 and individual and fami ly caregivers. and provide feedbock to practices. as feasible and appropriate, and 

11 . Establish a continuous quality improvement progran1 , and collect and report on data Lliat pem1its an evaluation of increased coordination of 
care and chronic disca~e management on individual-level clinical outcomes. experience ofcare out:omes, and quality ofcare outcomes at the 
population level. 

The Department of Healt.11 in partnership with the Office of Mental Health and the Office of Alcoholism and Substance Abuse Services will 
closely monitor health home providers to ens.ire that health home services are being provided Lliat meet the NYS health home provider standards 
and CMS' health home core functional requirements. Oversight activities will include, but not be limited to: medical chart and care management 
record review. site audits. team composition analysis, and review of types and number ofconuicts. etc. 

http:Healt.11
http:healt.11
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Supports for Health Homes Providers 

Describe the methods by which the state w ill s upport providers of Health Homes services in addressing the following 
components 

I. Provide quality-driven, cost-effective. culturally appropriate. and person- and family- centered Health Homes servia:s. 

2. Coordinate and provide access to high quality health care services infonred by evidenco-based clinical practice guidelines. 

3. Coordinate and provide access to preventive and health promotion services. including prevention ofmental illness and substance use disorders 

4. Coordinate and provide access to mental health and substance abuse services 

5. Coordinate and provide access to comprehensive care management. care coordination. and transitional care across settings. Transitional care 
includes appropriate follow-up from inpatiem to other settings, such as participation in discharge planning and faci litating transfer from a 
pediatric to and adult system of health care. 

6. Coordinate and provide access to chronic disease management. including self-management support to individuals and their families. 

7. Coordinate and provide access to individual and famil y supports. including referral to community, social support, and recovery services. 

8. Coordinate and provide access to long-tem1 care supports and services. 

9. Develop a person-centered care plan for each individual that coordinates and integrates all ofhis orher clinical and non-clinical health-care 
re lated needs and services. 

10. Demonstrate a capacity to use health infonnation technology to link services, facilitate communication among team members and between the 
health team and individual and family caregivers. and provide feedback to practices, as feasible and appropriate 

11 . Establish a continuous quality improvement program. and collect and report on data that pem1its an evaluation of increased coordination of 
care and chronic disease management on individual-level clinical outcomes. and qua! ity ofcare outcomes a the population level. 

Description 

Other Health Homes Provider Standards 

The state's requirements a nd expecta tions for Health Homes providers arc as follows 

The state's minimum requirements and expectations for Health Horne providers are as follows: Under New York State's approach to health home 
implementation. a health home provider is the central point for directing patient-centered care and is accountable for reducing avoidable 
healthcare costs, specifically preventable hospital admissions/readmissions and avoidable emergency room visits: providi1g timely post 
discharge fo llow-up, and improving patient outcomes by addressing primary medical, specialist and behavioral health care through direct 
provision. or through contractual arrangements with appropriate service providers of cornprehemivc integrated services. 

General Qualifications 

I .Health home providers/plans must be enrolled (or be eligible for enrdlrnent) in the NYS Medicaid program and agree to comply with al l 
Medicaid program requirements. 

2. Health home providers can either directly provide, orsubeontract for the provision ofhealth home services. The health home provider remains 
responsible for all health home program requirements, including services perfom1ed by the stbcontractor. 

3. Care coordination and integrat ion of health care services will be provided to all health home enrollees by an interdisciplinary team of providers 
where each individual's care is under the direction of a dedicated care manager who is accountable for assuring access to medical and behavioral 
health care services. land] community social supports as defined in the enrollee care plait 

4. Hospitals that are part ofa health home network must have procedures in place for referring any eligible indi\idual with chronic conditions 
who seek or need treatrnert in a hospital emergency department to a DOH designated health home provider. 

5. Healtl1 home providers must demonstrate their ability to pcrfom1 each ofthe eleven CMS health home core functional components. (Refer to 
section iii Provider lnfrastnicwre) Including: 

i. processes used to perfom1 these ti.11ctions. 
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ii . processes and timeframes used to assure service delivery takes place in the described manner, and 

iii. description ofmultifaceted health home service intcrventims that will be provided to promote patient engagement. pamcipation 111 

their plan orcare and that ensures patients appropriate access 10 the continuum orphysical and behavioral health care and social 
services. 

6. Health home providers ml?it meet the following core health home requirements in the manner described below. Health home providers must 
provide wriucn documentation that clearly demonstrates how the req.Jirements are being met 

Please note whenever the individual patient /enrollee is stated when applicable the tem1 is interchangeable with ~ardian. 

I. Comprehensive Care Management 

Policies and procedures are in place 10 create. document. execute t11d update an individualized. patient centered plan ofcan: for each individual. 

1a.A comprehensive health assessmcm that identifies medical, mental health. chemical dependency and social service needs is developed. 

l b.Thc individual's plan or can: integrates the continuum or medical, behavioral health services, rehabilitative. long term care and social service 
needs and clearly identifies the primary care physicit11/nurse practitioner, spccialist(s), behavioral health care provider(s). care manager and other 
providers directly invoh\!d in the individual's care. 

l c.The individual (or their guardian) play a central and active role in the development and execution oftheir plan of care and should agree with 
the goals. interventions and time frames contained in the plan. 

l d.The individual plan ofcare clearly identifies primary. ~pecialty. behavioral health and community networks and suppons that address their 
needs. 

le.The individual's plan of care clearly identifies fanily members and other supports involved in the patient's care. Fan1ily and other supports arc 
included in the plan and execution orcare a.~ requested by the individual. 

l f.Thc individual's plan or care clearly identifies goals md timeframes for improving the patient's health and health care status and the 
interventions that will produce this effect. 

I g. The individual's plan of care must include outread1 and engagement activities that will suppon engaging pntients in care and promoting 
continuity ofcare l h.The individual's plan or care includes periodic reassessment of the mdividual ·s needs and clearly identifies the patient's 
progress in meeting goals aid changes in the plan of care based on changes in patient's need. 

II. Care Coordination and Health Promotion 

2a.The health home provider is accountable for engaging md retaining health home enrollees in care coordinating and arranging for the provision 
ofservices, supponing adherence to treatment recommendations and monitoring and evaluating a patient's needs. including prevention. wellness. 
medical. specialist and behavioral health treatment, care transitions. and social and community services where appropriate through the creation of 
an individual plan orcare. 

2b.The health home provider will assign eadt individual a dedicated care manager who is responsible for overall management ofthe patient's care 
plan. The health home care manager is clearly identified in the patient record. Each individual enrolled with a health home will have one 
dedicated care manager who has overall responsilility and accountability for coordinating all aspects of the individual's care. The individual 
cannot be enrolled in more than one care management program funded by the Medicaid program 

2c.The health home provider must describe the relationship and communication between the dedicated care manager and the treating clinicians 
that assure that the care manager can discuss with clinicians on an as needed basis. changes in patient condition that may necessitate treatment 
change (i.e. written orders and/or prescriptions). 

2d.The health home provider must define how patient care will be directed when conflicting treatment is being provided 

2c.The health home provider has policies and procedures and ac-countabilities (contractual agreements) to suppon effective col laborations 
between primary care. specialist and behavioral healtl\ evidence-based referrals and follow-up and consultations th at clearly define roles and 
rcsponsibil ities. 

2f.The health home provider s~ports continuity ofcare and health promotion through the development of a treament relationship with the 
individual and the interdisciplinary team ofproviders. 

2g.The health home provider suppons care coordination and facilitates collaboration through the cstablishmem of regular case review meetings, 
including all members of the ilterdisciplinary team on a schedule determined by the hcaltl1 home provider. The health home provider has the 
option ofutilizing technology conferencing tools including audio. video. and/or web dcplO)ed solut ions when security protocols and precautions 
arc in place to protect PHI. 

2h.Thc health home provider ensures 24 hours/seven days a week availability 10 a care manager 10 provide ilfom1ation and emergency 
consultation services. 
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2i.The health home provider will ensure the availability ofpriority awointments for healtl1 home enrollees to medical and behavioral heallh care 
services within their heallh home provider network to avo i:l unnecessary. inappropriate utilization ofemergency room and inpatient hospital 
services. 

2j.The health home provider promotes evidence blsed wellness and prevention by linking heallh home enrollees with resources for smoking 
cessation. Diabetes, asthma, hypertension. self-help recovery resources. and other se rvices based Cl1 individual needs and preferences. 

2k.The health home provider has a system to track patient in fom,ation and care needs ocross providers and to monitor patient outco mes and 
initiate changes in care as necessary. to address patient need. 

Ill. Comprehensive T ransi tional Care 

3a.Thc health home provider has a system o n place with hospitals and residential re habilitation facilities in their netwo rk to provide die health 
home prompt notification of an individual's admission and/or discharge to/from an e mergency room, inpatient. or residential/rehabilitation 
setting. 

3b.Thc health home provider has policies and procedures in place with local practitioners, health facilities, including emergency rooms. hospitals. 
and residential/rehabilitation settings, providers and community-based services to help ensure coordinated, safe transitions in care for its patients 
who require transfer.; in the site ofcare. 

3c.The health home provider utilizes HIT as feasible to facilitate interdiscipl inary collaboration anong all providers. the patient, family, care 
givers. and local supports. 

3d.The health home provider has a systematic follow-up protoco l in place to assure timely access to follow- up care post discharge that includes 
at a minimum receipt ofa summary care record from the discharging entity. medication reconciliation. timely schedu led 1')pointments at 
recommended outpatient providers. care manager verification with outpatient provider that the patient attended the appointment, and a plan to 
outreach and reengage the jXltient in care iftl1e appointment was mi ssed. 

IV. Patient and Family Support 

4a.Patient's individualized plan ofcare renects patient and fam ily or caregiver preferences, education and support for se lf-management: se lf.help 
recovery, and other resources as appropriate. 

4b.Paticnt's individualized plan ofcare is accessible to the individual and the ir fami lies or other caregivers based o n the individual's preference. 

4c.The health home provider utilizes peer suworts. support groups and se lf-care programs to increase patient 's knowledge about their disease. 
engagement and se lf-management capabilities, and to improve adherence to prescribed treatment 

4d.Thc health home provider discusses advance directives with e nrollees and t,cir families or caregivers. 

4e.The health home provider communicates and shares information with individuals and their fan1ilies and other caregivers with appropriate 
consideration for language, literacy md cultural prefere nces. 

4f.The heallh home provider gives the patient access to care plans and options for accessing clinical infomiation. 

V. Referral to Community and Social Support Services 

Sa.The health home provider identifies available commw1ity-bascd resources and actively manages ~ propriate re ferrals, access. engagement, 
follow-up and coordinat ion ofservices. 

Sb.The health home provider has policies, procedures and accountabilities (contractual agreements) to suppo rt effective collaborations with 
community-based resources, which dearly define roles and resporsib ilities. 

Sc.The plan of care should include community-based and other social support services as wel l as healthcare, that respond to the patient 's needs 
and preferences and contri bute to achieving tl1e patient 's goals. 

VI. Use of Health lnfonnation Tcch1ology to Link Services 

Health home providers will make use of avai lable I-OT and accesses data through the regional heald1 infonnation organization (RHIOs)/Qualified 
Entities (QE) to conduct tl1cse processes as feas ible to corrvly with the initial s tandards cited in items 6a.--6d for implementation of health 
homes. In order to be 1')provcd as health home prov ider. applicants must provide a plan to achieve the final standards ci ted in ite ms 6c.-6i 
within eighteen (18) months of program initiation. 

Init ial Standards 
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6a.Heallh home provider ms structured infomiation systems, policies, procedures and practices to create, document, execute aid update a plan of 
care for every patient 

6b.Hcalth home provider has a systematic process to foll<:M·Up on tests. treatments. services and referrals which is incorporated into the patient's 
plan ofcare 

6c.Heallh home provider ms a health record system which allows the patient's health information and plan ofcare to be accessible to the 
interdisciplinary team or providers :rid which allows for population management and identification of gaps in care including preventive services. 

6d.Hcalth home provider makes use ofavailable HIT and accesses data through the Rl-110/QE to conduct these processes.as feasible . 

Final Standards 

6c.Hcalll1 home provider ms stnrctured interoperable health information technology systems. policies, procedures and practices to suppon the 
creation. documentation. execution and ongoing management ofa plan of care for every patient 

6f.Health home provider uses an electronic health record system that qualifies under the Meaningful Use provisioos ofthe HITECI I Act which 
allows the patient's health information and plan of care to be accessible to the interdisciplinary team ofproviders. If the provider docs not 
currently have sud1 a system they will provide a plan for when and how they will implement it. 

6g.l lcalth home provider will be requred to comply with the current and future version of the Statewide Policy Guidance 
(hup://health.ny.gov/technolo&YIStatewide_policy_guilancc.hlm) which includes common information policies, standards and technical 
approaches gove rn ing he~th information exchange. 

6h.Health home provider commits to joining regional heal ti infomiation networks or qualified health IT en tities for data exchange and includes a 
commument to share information with all providers participating in a care plan. RI IIOs/QE provides policy and technical services required for 
health information exchange through the Statewide Health Information Network of New York (S HIN-NY). 

6i.Hcalth home provider s~ports the use ofevidence lnscd clinical decision making tools. consensus guidelines. and best practices to achieve 
optimal outcomes and cost avoidance. One example ofsud1 a tool is PSYCKES 

VII. Quality Measures Reporting to State 

?a.The health home provider has the capability ofsharing mformation with other providers a-ad collecting and reponing specific quality measures 
as required by NYS and CMS. 

7b.Thc health home provider is accountable for reducing avoidable healthcare costs speci fically preventable hospial admissions/readmissions 
and avoidable en1ergcncy room visits, providing timely post discharge follow up, and improving patient outcomes as measured by NYS and CMS 
required quality measures. 

Name Date Created Type 

No items avai lable 

http:processes.as
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Records/Submission Packages 

NY- Submission Package- NY2016MH00020- (NY-1 7-0053) Follow 

Request System Hdp 

-All Rcviewablc Units 

Health Homes Service Delivery Systems 

MEDICAID- Health Homes- NYS Health Home Program NY- 2016 

CMS-10434 0MB 0938- 11 88 

Not Stancd In ProgfCSS Complete 

Package Header 

Package ID NY2016Mll00020 SPA ID NY- 16-0034 

Submission Type Official - Review I Initial Submission Date 9/29/20 I6 

Approva l Date 12/22/2016 Effective Date I 0/1/2016 

Superseded SPA NIA 

ID 

View implementation Guide 

View All Responses 

Identify t he service delivery system(s) tha t will be used for individua ls receiving Hea lth Homes services 

IEI Fee for Service 

D PCCM 

D Risk Based Managed Care 

IEI Other Service Delivery System 

Describe if the providers in this other delivery system will be a designated provider or part of the team of health ca re 
professiona ls and how payment will be delivered to these providers: 

Managed Care Considerations 

Similar to the NY patient centered Medical Home program. it is the intention of the State to coordinate and pay for health home services lhrough 
health plans but at State set rates for the service. The State will address a1y existing care management resources in the current plan premium for 
health home enrollees under CMS guidel ines (bring this resource out of the capitation and create federal matching for those resources under the 
health home payment).Plans will pay health home providers State set rates when providers are cortracted to provide all hcalti home services. In 
the case where the plan does a portion of the health home service (e.g. tele(i10nic post-discharge tracking) and downstream providers do a 
separate portion (e.g. face to fuee care management) the plan will then split the State generated PMPM proportional to the contracted effort. 

IEI The State provides assu rance tha t a ny contract requi remen ts 
specified in this section will be included in a ny new o r the next contrac t 
a mendment submitted to CMS for review. 

Name Da te C reated Type 

Unit 8 - Material on Quality Measures from 9/9/2016 3:43 PM EDT 
previously approved 15-20 SPA 

Unit 8 - Material on Monitoring omitted from 9/14/2016 9 :40 AM EDT 
MMDLYp. 54 
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Records/Submission Packages 

NY- Submission Package- NY201 6MH00020- (N Y-17-0053) Follow 

R<qucst S)S:<m Hdp 

•All Rcvicwablc Un,t) 

Health Homes Payment Methodologies 

MEDICAID- I lcalth Homes- NYS Health I lomc Program NY-2016 

CMS-1 0434 0MB 0938-1 188 

~oc S1antd In Prog,,ss Compl<1e 

Package Header 

Package ID NY2016MII00020 SPA ID NY- 17-0053 

Submission Type Official - Review I Initial ubmission Dare 9/29/2016 

Approval Onie Effective Dare I0/ tn017 

upersedcd S PA 16-0034 

ID 

View 1mplcmcnu,uon Guide 

Payment Methodology 

The State's Health Hom es payment methodology will conta in the fo llowing features 

@ Fee for Service 

D Individual/Rates Per Service 

@ Per Member, Per Month Ra tes @ Fee for Service Rates based on 

@ Severi ty of each individual 's 
chron ic condit ions 

D Capabilities of the team of 
health care professionals, 
designated provider, or health 
team. 

@ Other (Describe Below) 

Sec text box below regarding rates. 

D Comprehensive Methodology Included in the Plan 

Otncentive Payment Reimbursement 

Describe any variations in pay ment based on provider qualili ca rion indh•id ual care needs, or the intensity of the services provided 

Sec rcxr below 
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D PCCM (description included in Service Delivery section) 

D Risk Based Managed Care (description included in Service Delivery section) 

D Alternative models of payment other than Fee for Service or PMPM payments (describe below) 

Agency Rates 

Describe the rates used 

IRl FFS Rates included in plan 
D Com prehensive Methodology included in the plan 
D The agency rates arc set as of the following date and are effect ive for services provided on or after that date 

Rate Development 

Provide a comprehensive description in the SPA of the ma nner in which rates were set 

I. In the SPA please provide tie cost data and assumptions that were used to develop each ofthe rates 

2. Please identify the reimbursable unit(s) ofservice 

3. Please describe the minimum level of activities that the state agency requires for providers to receive payment per thedefincd unit 

4. Please describe tl1e state's standards and process required for service documentation. and 

5. Please describe in tl1e SPA the procedures for reviewing and rebasing the rates. including 

the frequency witl1 whid1 the state will review the rates, and 

tl1e factors tlrnt will be reviLwed by the state in order to understand if the rates are economic aid efficie nt and sufficient to 
ensure quality services. 

Provide a comprehensive description ofthe rate-setting policies the State will use to estlblish Health Homes provider reimbursement fee for 
service or PMPM raes. Explain how the methodology is consi!lcnt with the goals ofefficiency, cc01omy and quality of care within your 
description please explain the reimbursable unit(s) ofservice. the cost assumptions and other relevant factors used to detem1ine the payment 
amounts, the minimum level of activities that the State agency requires for l)'Oviders to receive payment per the defined unit. and the State's 
standards and process required for service documentation. 

Provider Type 

NYS Medicaid providers eligible to become health homes include: managed care plans, hospitals, medical. mental and chemical dependency 
treatment clinics, primary care practitioner practices. PCMHs, FQHCs. Targeted Case Management (TC:M) providers, ccnificd home health care 
agencies and any other Medicaid enrolled provider that meet healtl1 home provider standards. 

Care Management Fee 

Health Homes meeting Stae and federal standards will be paid a per member per month care management fee thll is adjusted based on region 
and case mix (from 3M Clinical Risk Groups (CRG) method for adults or the Child and Adolescent Needs ard Strength Assessment ofNew York 
(CANS-NY) for children age 0 through 20. This fee will eventually be adjisted by (after the data is available) patient functional status . . [llntif 
such time as the behavioral health benefi t is moved to managed care the fee will include a fee for conducting the CANS-NY assessment.] 
Effective Oc19bcr I, 2017, or on the first day ofthe calendar month following any month in which the State has determmed providers and 
managed care plans bi!hng systems arc in place the per member per month care management fee for adults will be based oo region and case mps 
[he State wjll oroyjdc mamged care plans and providers wjth at !cast 30 days notice of the jmp)emcntation ofsuch fees for adults. The risk 
adjusted payments will allow providers to receive a diverse population ofpatients and assign patients to various levels of care management 
intensity without having to meet present standards for contact counts. Providers will be able to respond to and adjust the intensity and frequency 
of intervention based on patient's current condition and needs (from trocking to high touch).AII rates will be published on the DOH website. 
Except as otherwise noted in the plan, state developed fee schedule rates are the same for both governmental and private providers. Rates for 
I lealth Home services to d1ildren are effective October L 2016 and apply to services furni!i1ed on and after October I, 2016 through September 
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30. 20 18. R:itcs for Heallh Home senices furnished 10 01hcr popula1ions arc set Oc1obcr I. 2016 and apply to services furnished on and after that 
dale. State I lealth Home rates may be found at: 
hup://\\\1\\ h,;allh m .gov.h~alth tnrc1mcd1cu1d/prot!.rn111/111~d1ca1d hc~lth hnmcslrntc mlnrmntton.htm 

The care management fee will be paid in two increments based on whether a patient was m I) the case finding group or2) the active care 
management group. EITectivc October I 20 17, the case finding group will receive a PMPM [that is a reduced percentage (80%) ofthe active care 
management PMPM through November 30. 2016. On December I. 2016. the case findmg fee will be set at $135.The case finding PMPM will be 
available I for ~ (the three] months after n patient has been assigned or referred to the health home, IThen. nothing can be billed for that patient 
for the next three months Following this interval, case finding can be billed for anod1cr three months while outreach and engagement iS 
auempted once agam. he Medicaid Managed Care Orgam,a11on or Health I Jome for a member not enrolled in a Managed Care Organ11.a11on. 
ma) extend aroroval to bill the case findmg fee for a penod not to exceed an add11ional t\\O months. This PMPM is intended to cover the cost of 
outreach and engagement. 

Effective August I. 2014. lhc per member per month care management fee will be adjusted by a temporary rate add-on to distribute the annual 
amounts authonzed wider the State's Medicaid Redesign Team (MRT) Waiver and as shown below. 

August I. 20 14 to March 31. 2015·$80 million 

April I. 2015 to December 31. 20 15: $66.7 million 

January I. 2016 to December 31. 2016:$43.9 million 

(SEE TA13L E LOCATED UN DER SECTION ON NON-DUPLICATION OF PAYM ENT.MOVED DUE TO SPACE CONSTRAINTS) 

The temporary rate add on will be paid to State designated l lcalth Homes. Funds received di rough this rate add-on must be used to support costs 
related 10 one or more of the folbwing authorized purposes: I) Member engagement and promotion of I lealth Homes. 2) Workforce training and 
retraining. 3) l lealth infom1ation technology (I IIT) and clinical connectivity and 4) Joint governance technical assistance. 

Each I lealth Home will be required to subrnil semi-annual reports documenting how the f1mds were used i.n accordance with the four authorized 
purposes Semi-annual reports shall be submiucd until such lime as it is verified that all funds have been used in accordance with authorized 
purposes. Funds that arc not disbursed in accordance with authorized purposes will be recouped by die Department within 90 days of such 
finding. 

/\ unit of service will be defined asa billable wiit per service rnonlh In order to be reimbJrscd for a billable unit ofservice per month health 
home providers n"l.lst at a minimum, provide one of the core health home services per mond1. The mondily payment will be paid via the case 
finding and active care management PMPM. Once a palient has been assigned a care manager and is enrolled in the health home program the 
active care managemenl PMPM may be billed. 

Managed Care Considerations Similar to the NY patient centered Medical I lome program it is the intention of the State to coordinate and pay for 
health home se rvices thra,gh health plans but al Stale se t rates for die service. The State will actlrcss any existing care nuuiagement resources in 
the current plan premium for health home enrollees under CMS guidelines (bring this resource Olli of the capitation and create federal matching 
for those resources under the health home payment). Plans will pay health home providers State set rates when providers are contracted to 
provide all health home services. In tic case where the plan docs a portion ofthe health home service (e.g. telephonic post discharge tracking) 
and downstream providers do a separate portion (e.g. face to face care management) the plan will then split the Stale generated PMPM 
proportional to the contracled elfort. 

The Medicaid/Fl IP Model Cootract will be modified at the next scheduled amendmem 10 include language similar to that outlined below which 
will address any duplication ofpayment between the MCO capitation payments and health home paymentS. The delivery design and payment 
methodology will not result in any duplica11on of payment between Health I lornes andmanaged care 

• The managed care plan is not required to provide services that would duplicate the CMS reimbursed l-leald1 Home se rvices 
for members participatmg in the State's Health Home program. 
The managed care organiz:tion will be informed of members as!igncd to a Health Home or win assign its members to a 
Health I lome for health home services Plans may need to exp111d their network to include additional State designated 
health home providers to ensure appropriate access. 

• Plans will need to have sigied contracts including clearly established respmsibi litics with the provider based health homes 
• The managed care plan will be requin:d to infom1 either the individual's Health I lome or the Stale of any inpatient 

admission or discharge of a Health Home member that the plan learns of through its inpatient admission initial 
authorization and concurrent review processes as soon as possible to promote appropriate follow-up and coordination of 
services 

• Plans will assist Slate designated I lcalth Home providers in the network with eoor<inating access to data.as needed. 
• Plans will. as ~propriate. assist with the collection of requrcd care management and patient experience ofcare <bta from 

State designated Heald1 Ilome provio::rs in its network. 

The State has a health home advisory committee ofproviders and managed care plans through which any issues with paymcnl would be raised 
and addressed Directions have been given to health plans to match health home payment to provilcrs based on relative health home care 
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management efTon. Further in fonnation on specific construction on health home rates includes specific administration compensation to guide rate 
differential construct 

Targeted Case Management (TCM) and Chronic Illness Demonstration Projects (ClDPs) Conversion Considerations: 

The State envisicns tliat eventually al l targeted case management programs operating in New York will conven to or become prrt of health 
homes, and these providers will require time to meet State and Federal health home standards. The State will allow TCM providers tliat can meet 
health home standards to conven to health homes or join with larger health homes. TCM providers that conven to health homes will be go\erned 
under NYS Health Horne Provider Qtnlification Standards not TCM standards. The payment method will be designed to transition all existing 
TCM capacity from the current rates 10 the new Health Home payment structure. Effective January I, 20 15 TCM programs for adults will be paid 
their existing TCM rates until Nove mber 30. 2016. Effective October I . 2016 through September 30. 2018 TCM programs for children will be 
paid a transitional rate tl1at is as financially equivalent as practicable to their current rate. 

Health Horne care maiagement services may be provided to Children tliat arc eligible and enrolled in both the Early Intervention Program and 
Health Home and will meet and fulfill the requirements of the ongoing service coordination required to be provided to Children enrolled in the 
Early Intervention Program. 

All payments will be made under tl1e health home payment detai led above in the care management fee section iftl1ey conven toor become pan of 
a health home. This existing TCM rate will be paid for both case finding and active care management. The case finding PMPM will be availoole 
for the three months after a patient has been assigned to a health home. Then. nothing can be billed for that patient for the next three months. 
Following tl1is interval. case finding can be billed for anolhcr three monlhs while outreach aid engagement is anempted once again. This rate 
would be paid for both case finding and active care management 

New York State's heallh home services are set as of January I. 2012 and are effective for services on or after that date. All rates will be published 
on the DOH websi te except as otherwise noted in tl1c plan. state developed fee Schedule rates are fie same for both governmental :nd private 
providers. All of the above paymentpolicics have been developed to assure that there is no duplication ofpayment for health homes services. 

CIDP infom1ation has been moved 10 non-duplication ofpayment for simila- services section. 

Assurances 

CRI The State provides assurance that it will ensure non-duplica tion of paymen t fo r services sim ilar to Health Homes services that arc 
oITerecl/covered under a different statutory authority such as 191S(c) wah•crs or targeted case management 

Describe below how non-duplicat ion of payment will be achieved 

All rates arc published on the DOH website. Except as otl1erwisc noted in the plan, state developed fre schedule rates are the same for both 
governmental and private providers. All of the above payment policies have been developed to assurctliat there is no duplication ofpayment for 
health home services. http://www.hcalth.ny.gov/hcaltJ1_care/mcdicaid/program/medicaid_health_homes/rate_information.htm 

The State anticipates that most of the SIX CIDPs will conven 10 health homes The CIDP providers arc well positioned to become health homes 
and meet State and Federal health home standards The CIDPs that conven to health homes will be paid at their existing CIDP rate for a period of 
one (I) year from the effective date oftl1e SPA if they convcn to health home for their existing patients. For new patients that may be assigned to 
a CIDP program that has convened to health home the State will pay the State set health home PMPM. At the beginning of the second year af'lcr 
the effective dite oftl1e SPA these convened programs will be pad for all patients under tl1e State set health home PMPM. CIDPs that do not 
conven to health homes. if any, will end operations as CIDPs on March 29. 2012 when the contract witl1 tl1e State tern1ina1es. 

HEALTH HOME DEVELOPMENT RA TE ADD ON SCHEDULE FROM PREV IOUS SECTION PLACED 
HERE DUE TO SPACE CONSTRAINTS: 

Payments will be applicable to claims with dates of service on aid after August I.2014 and will be paid beginning March 20 15 and quanerly 
thereafter a~ shown below. The rate add-on for each period will be calculated by dividing the authorized payment amount by total number of 
claims for such period. 

Rate add on applied Rate Add-on Amount of Payment 
to claims "ith the Payment Da1e authori zed under waiver 
following 
dates ofpaym ent 

8/ 1/14 10 2/28/15 Match 2015 $80million 
3/ 1/15 10 5/31/15 June 20 15 $22 2 million 
6/1/15 108/31/1 5 Scplcmbcr 20 I 5 S22.2 million 
9/1/15 10 11/30/15 DccembC1' 2015 $22 l million 
12/1/1510 2/29/1 6 March 20 16 SJO 9 million 
3/1/16 to 5/31/16 lune 20 16 Sl0 9million 
6/1/16 10 8/3 1/ 16 ScptcmbC1' 20 I 6 SI0.9 million 
9/1/1610 11/30/ 16 O.Ccm~r 2016 SI I 2 million 

http://www.hcalth.ny.gov/hcaltJ1_care/mcdicaid/program/medicaid_health_homes/rate_information.htm
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!RI The State meets the requirements of 42 CFR Part 447. Subpart A and sections l902(a)(4).1902(a)(6), 1902(a)(30)(A).and 1903 with 
respect to non-payment of provider-preventable conditions. 

!RI The State provides assurance that all governmental and private providers are reimbursed according to the same rate schedule un less 

othern·ise described above. 

!RI T he State provides assurance that it shall reimburse providers directly, except when there arc employment or contractual 

arrangements consistent with section 1902(a)(32). 
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NY- Submission Package- NY2016MH00020- (NY- 17-0053) Follow 

Request System Help 

·All Rcvlewab1c Unit$ 

Health Homes Monitoring, Quality Measurement and Evaluation 

MEDICA ID- Health Homes- NYS Health Home Program NY- 2016 

CMS-I 0434 0 MB 0938-1188 

N<ll Stan«I ln Progrcu Complete 

Package Header 

Package ID NY20 16MH00020 SPA ID NY-16-0034 

Submission Type Offi cial - Review I Initial Submission Date 9/29/201 6 

Approval Date 12/22/20 I 6 Effective Dale IO/l /2016 

Superseded SPA ID NIA 

View implcrncntatlon Guide 

Monitoring 

Describe the state's methodology i>r calculating cost saving (and repon cost savings annually In Quality Measure Report). Include savilgs that 
resul t from improved coordnalion of care and chronic disease management achieved through the Hcallh Homes Program, including data sources 
and measuremem specifications. as well as any savings associated with dual eligibles and if Medicare data was available 10 die stale 10 utilize in 
arriving al its cost-savings estimmes. 

NYS will monitor cost savings from health homes through measures or prcvcn1.t>le evcms. including PPRs, potentially preventable hospital 
admissions and potentially avoidable ER vists. These metrics are the sanie metri cs for evaluaion in section IX. Measures of preventable 
hospitalizations and avoidable ER will be calailated for the entire Medicaid program. Similar to Section VII. A.NYS will use health home rosters 
10 calculate potential cost savings for enrollees in health homes. 

NYS will also compare total costs ofcare for enrollees in health homes, including all services costs, health home costs and managed care 
capitation to similar cohorts 1ha1 are not receiving health home services. 

Describe how the state will use Health lnfom1a1ion Technology in providing Health Homes services and to improve service delivery and 
coordination across the care continuum {including lhe use of wireless patient technology lo improve coordination and management of care <11d 
patient adherence Lo recommcndaions made by their provider). 

To facili1a1e the use of health in formation technology by health homes to improve service oclivery and coordination across the care continuum. 
NY has developed initial and final HIT standards. Providers must meet tl1e initial HIT standard to implement a health home. In addition, provider 
appl icant must provide a plan in to achieve the fmal standards within eighteen months of program initiation in order to be approved as a health 
home prov ider. 

The initial standards require health home providers to make use of available HIT for the following processes. as feasible: 

I. Have a structured information systems. policies. procedures and practices to create. document. execute <11d update a plan or care for every 
patiem 

2. Have a systematic process 10 follow-up on 1es1S. treatments, services and referrals which is incorporated into the patient's plan or care: 

3. Have a hcaltl1 record system which allows the patient health infonnation and plan of care to be accessible to the interdisciplinary team of 
providers and allow for population management and identification of gaps in care including preventive services: and 

3. Is required lO make use of available HIT and access members' data through the RHIO or OE to conduct all processes as feasible 
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The final standards require health home pro,•ider 10 usr IIIT for the follonin.g: 

I. Have stnictured interoperable health information technology systems. policies. procedures and practices to support the creation. 
documentation. execution and ongoi ng management ofa plan of care for CVCI)' patient: 

2. Utilize an electronic health record system that qualifies under the Meaningful Use provisions or tic HITECI I Act that allows the patients· 
health lnfonnation and plan of care to be accessible to the interdisciplinary team of providers. If the provider does notcurrcntly have such a 
system. they will have to provide a plan for when 111d how they will implement it. Health home providers wil l comply with all ament and future 
versions ofthe Statewide Policy Guidance (http://health.ny.gov/technology/statewide_policy_guidance.htm) which includes common infom1ation 
policies. standards and technical approaches governing health infom1ation exchange: 

J . Join regional health infonnation networks or qualified health IT entities for data exchange and make a commitment to share information with 
all providers participating in a care plan. Regional Health lnfomiation Orgmization /Qualified Entities wi ll be provided policy and technical 
services required for heal di infomiation exchange through the Statewide I I calth lnfcnnation Network of New York (SIII N-NY): and 

-1 . Support the use of evidence based clinical decision making tools. consensus guidelines and best practices to achieve optimal outcomes and cost 
avoidance. For example. in New York. fie Office of Mental I lealth ha~a web and evidence based practices system known as Psychiatric Services 
and Clinical Knowledge Enhancement System (PSYCKES) which utilizes informat ics to improve the quality of care occomtability. and cost 
dTcctiveness of' mental health prescribing practices in psychiatric cente rs. 

Y health home providers will be enoouragcd to use wireless technology as available 10 improve coordimtion and management or care md 
patient adherence to recommcnda ions made by their provider. This may mclude the use ofcell phones. penpheral monnonng devices. and access 
patient care management records, as feasible 

l'o facilitate state reporting requirements 10 CMS, NY is working toward the development of a single portal to be used by health homes for 
submission of fwictional assessment and quality measure reporting to the State. Consideration is being given to also include a care management 
record. also accessed via the portal as an option for health home providers \\ho currently do not have an electronic care management record 
system. 

Significant investment has been made in New York's Health Information lnfrastruaure 10 ensure that medical infomiation is in the hands of 
clinicians and New Yorkers to guide medical decisions and supports the delivery ofcoordinated. preventive. patient-centered and high quality 
care. Ongoing statewide evaluati01 designed to evaluate the impact of IIIT on quality and outcomes ofcare is underway by the Office ofHealth 
Information Technology and Transfomiation. 

Quality l\lci1surement and £,•11luation 

[R) The state provides assurance that all Health Homes providers rcpon to the state on all applicable quality measures as a condition ofreceiving 
payment from the state. 

[R) The state provides assurance that it will identify measureable goals for its Health 1-bmes model aid intervent ion and also identify quality 
measures related to each goal to meruure its success in achieving the goals. 

[R) The state provides assurance that it will report to CMS information submitted by Health I lomes providers to inform evaluations. as well as 
reportS to Congress as described in Section 2703(b) of the Affordable Care Act and as described by CMS. 

[R) The Slate provides assurance that it will track avoidable hospital readmissions and report annually in the Quality Measures n:port. 

http://health.ny.gov/technology/statewide_policy_guidance.htm
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Health Homes Intro 
MEDICAID I Medicaid State Plan I Health Homes I NY2017MH0006D I NYS Health Home Program 

CMS-10434 0MB 0938-1188 

Package Header 
Package ID NY2017MH0006D SPA ID N/A 

Submission Type Draft Initial Submission Date N/A 

Approval Date NIA Effective Date 10/1/2017 

Superseded SPA ID NY-16-0034 

Program Authority 

1945 of the Social Security Act 

The state elects to Implement the Health Homes state plan option under Section 1945 of the Social Security Act. 

Name of Health Homes Program 

NYS Health Home Program 

Executive Summary 

Pr ovide an executive summary of this Health Homes program including the goals and objectives of the program, the population, 
providers, services and service delivery model used 

Summary description lndudlng goals and objectives: 
New state plan amendment. 
Supersedes transmittal # 16-0034 
Transmittal# 17-0053 Outreach and Engagement Restructuring 
This State Plan Amendment Is In Attachment 3.1-H of the State Plan, except for the Payment Methodologies section, which Is in Attachment 

4.19-B of the State Plan. 

---·····-----··-···---------------------·---..-···-······-,·--------·-------------·--·-------------
Part t: Summary of new State Plan Amendment (SPA) #17-0053 
The Department of Health proposes to amend the Title XIX (Medicaid) Sta te Plan for non-Institutional services. The following changes are 

proposed: 

Effective October 1. 2017, the purpose of this State Plan Amendment Is to modify the outreach and engagement process of the Health Home 
program, and to delete a technical Inaccuracy related to the assessment fee for the CANS-NY appllcatton to children. 
Amendment change located in MACPRO Unit 7, Health Home Payment Methodologies 

Part II: As Instructed by CMS, all prevtously underlined and bracketed Information concerning approved SPA 16-0034 has been removed In 

MACPro. 

Part Ill: As requested by SAMHSA the definition of Complex Trauma has been amended to Include 'dissociation". This change can be found In 
Unit 2. Health Home Population and Enrollment Criteria. 

General Assurances 

I~ I The state provides assurance that eligible individuals will be given a free choice of Health Homes providers. 

~ IThe states provides assurance that It will not prevent Individuals who are dually eligible for Medicare and Medicaid from receiving Health 
Homes services. 

·~ , The state provides assurance that hospitals participating under the state plan or a waiver of such plan will be instructed to establish 
1procedures for referring eligible individuals with chronic conditions who seek or need treatment In a hospital emergency department to 

designated Health Homes providers. 

:" !The state provides assurance that FMAP for Health Homes services shall be 90% for the first eight fiscal quarters from the effective date of 
' ; the SPA. After the first eight quarters, expenditures will be claimed at the regular matching rate. 

1~ '. The state provides assurance that lt will have the systems in place so that only one a-quarter period of enhanced FMAP for each health 
homes enrollee will be claimed. 

~ i The state provides assurance that there will be no duplication of services and payment for similar services provided under other Medicaid 
authorities. 

PRA Disclosure Statement: According 10 the Paperwork Reduction Act of 1995, no persons are required lo respond lo a collection or Information unless It 
displays avalid 0MB control number. The valid 0MB control number for this information collection is 0938-1188. The time required to complete this 
Information collection Is estimated to average 40 hours per response, including the time to review instructions. search existing data resources, gather the data 
needed. and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for 
improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05. Baltimore, Maryland 21244-1850. 
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Health Homes Population and Enrollment Criteria 
M EDICAID I Medicaid State Plan I Health Homes f NY2017MH0006D I NYS Health Home Program 

CMS-10434 0 MB 0938-1188 

! ' , 'I , I '~ I, 11 +1',I ' 1,··,11 ii .• 

Package Header 

Package ID NY2017MH0006D SPA ID N/A 

Submission Type Draft Initi al Submission Date NIA 

Approval Date NIA Effective Date 10/112016 

Superseded SPA ID NY-16-0034 

Categories of Individuals and Populations Provided Health Homes Services 

The state will m ak e Health Homes services available to the following categories of Medicaid participants 

!" ; Categorically Needy (Mandatory and Options for Coverage) Eligibility Groups 

1-..,, j Medically Needy Eligibility Groups 

Population Criteria 

The state elects to offer Health Homes services to individuals with 

.v" I Two or more chronic conditions 
I I 

!v" ! One chronic condition and the risk of developing another 
I < 

Mandatory Medically Needy 
Iv": Medically Needy Pregnant Women 

iv"[ Medically Needy Children under Age 18 

Optional Medically Needy lsefect the groups locluded In the 
population) 

Families and Adu lts 

, ~ i Medically Needy Children Age 18 through 20 

:"'IMedically Needy Parents and Other Caretaker Relatives 

Aged, Blind and Disabled 

'v'! Medically Needy Aged, Blind or Disabled 

I"':Medically Needy Blind or Disabled lndMduals Ellgibie In 1973 

Specify the conditions included 

I v" Mental Heal th Condition 

1v" I Substance Use Disorder 

Iv" ' Asthma 

'"'i Diabetes 

v' Heart Disease 

v'' BMI over 25 

v' Other (specify) 
1 

Name 

BMI over 25 

Specify the conditions Included 

Description 

BMI Is defined as, at or above 
25 for adults, and BMI at or 
above the 85 percentile for 
children. 
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, Mental Health Condition 

: Substance Use Disorder 

i Asthma 

Diabetes 

!Heart Disease 

, BMI over25 

~ · Other (specify) 

Name Description 

HIV/AIDS see description below 

One Serious Mental Illness see descript ion below 

SEO/Complex Trauma see description below 

Specify the cri teri a f or at r isk of devel oping another chr onic 
condition 

HIV, Serious Mental Illness (SMI) and Serious Emotional Disturbance 
(SED) and complex trauma are each single qualifying conditions for 
which NYS was approved. Providers do not need to document a risk 
of developing another condition in these cases. 
New York's Medicaid program serves overs million enrollees with a 
broad array of health care needs and challenges. While many 
Medicaid enrollees are relatively healthy and access practitioners to 
obtain episodic and preventive health care, the Medicaid program 
also has several population groups who have complex medical, 
behavioral, and long term care needs that drive a high volume of h igh 
cost services Including Inpatient and long 
term institutional care. 

Of the 5.4M Medicaid enrollees who access services on a fee for 
service or managed care basis, 975,000 (Including dual eligibles) have 
been identified as high cost/high need enrollees with two or more 
chronic conditions and/or a Serious Persistent Mental Illness. These 
high cost/high need enrollees are categorized Into 
four groups representing enrollees with Intellectual disabilities, 
enrollees In need of long term care services, 
enrollees with behavioral health issues, and enrollees with two or 
more chronic medical conditions. One of NY's first health home 
initiatives will focus on enrollees with behavioral health and/or 
chronic medical conditions. 

The NYS Medicaid program plans to certify health homes that build on 
current provider partnerships. Applicant health home providers will 
be required to meet State defined health home requirements that 
assure access to primary, specialty and behavioral health care that 
support the integration and coord ination of all care. Recently passed 
New York State Law provides the Commissioners of Health, Mental 
Health, Alcoholism and Substance Abuse services, and People with 
Developmenta l Disabilities the authority to Integrate care delivery by 
synchlng health care, substance abuse services, and mental health 
certification requirements for health homes. Approved health homes 
will directly provide, or contract for, health home services to the 
identified eligible beneficiaries. To meet this goal, It Is expected that 
health home providers will develop health home networks with 
primary, medical, specialty and mental health providers, substance 
abuse service providers, community based organizations, managed 
care plans and others to provide enrollees access to needed services. 

To facilitate the use of health information technology by health 
homes to improve service delivery and coordination across the care 
continuum, NY has developed Initial and final HIT standards for health 
homes that are consistent with NYS' Operational Plan for Health 
Information Technology and Exchange approved by 
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CMS. Providers must meet Initial HIT standards to Implement a health 
home. Furthermore, applicants must provide a plan to achieve the 
final standards within eighteen months of program Initiation in order 
to be approved as a health home prov1der. 

To the extent possible health home providers will be encouraged to 
utilize regional health Information organizations or qualified entitles 
to access patient data and to develop partnerships that maximize the 
use of HIT across providers (I.e. hospitals, TCMs). Health home 
providers will be encouraged to utilize HIT as feasible to create, 
document, execute and update a plan of care that Is accessible to the 
lnterdlsclplinary team of prov1ders 
for every patient. Health home providers will also be encouraged to 
utilize HIT as feasible to process and follow up on patient testing, 
treatments, community based services and provider referrals. 

NY will target populations for health homes services in the major 
categories and t he associated 3M Clinical Risk Group categories of 
chronic behavioral and medical conditions llsted below. 

Major Category: Alcohol and Substance Abuse 
3M Clinical Risk Group (3M CRGs) Category 
1. Alcohol Uver Disease 
2. Chronic Alcohol Abuse 
3. Cocaine Abuse 
4. Drug Abuse. Cannabis/NOS/NEC 
5. Substance Abuse 
6. Opioid Abuse 
7. Other Significant Drug Abuse 

Major Category: Mental Health 
3M Clinical Risk Group (3M CRGs) Category 
1. Bi-Polar Disorder 

2. Conduct, Impulse Control, and Other Disruptive Behavior Disorders 
3. Dementing Disease 
4. Depressive and Other Psychoses 
5. Eating Disorder 
6. Major Personality Disorders 
7. Psychiatric Disease (Except Schizophrenia) 
8. Schizophrenia 

Major Category: Cardiovascular Disease 
3M Clinical Risk Group (3M CRGs) Category 
1. Advanced Coronary Artery Disease 
2. Cerebrovascular Disease 
3. Congestive Heart Failure 
4. Hypertension 
5. Peripheral Vascular Disease 

Major Category: HIV/AIDS 
3M Clinical Risk Group (3M CRGs) Category 
1. HIV Disease 

Major Category: Metabolic Disease 
3M Clinical Risk Group (3M CRGs) Category 
1. Chronic Renal Failure 
2. Diabetes 

Major Category: Respiratory Disease 
3M Clinical Risk Group (3M CRGs) Category 
I .Asthma 
2. Chronic Obstructive Pulmonary Disease 

Major Category: Other 
3M Clinical Risk Group (3M CRGs) Category 
1. Other Chronic Disease -conditions listed above as well as other 
specific diagnoses of the population. 

Description of population selection criteria 

The target population to receive health home services under this 
amendment includes categorically needy and medically needy 
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I..-,IOne serious and persistent mental health condition 

beneficiaries served by Medicaid managed care or fee for service and 
Medicare/Medicaid dual eligible beneficiaries who meet health home 
selection criteria. NY will offer Health Horne Services to 
Individuals with two or more chronic conditions, individuals with 
HIV/AIDS, Individuals with one serious mental Illness, Individuals with 
SEO, and individuals with complex trauma. 

Enrollees In the behavioral health category have been identified 
through claims and encounter data analysis as having received 
mental health or substance abuse services and/or having select 
mental health diagnoses. These enrollees often have co-morbid 
chronic, medical conditions. In addition, based on experience In 
working with this population, many of these enrollees have social 
issues, such as lack of permanent housing. that take priority 
to these individuals over their health care conditions. Enrollees In the 
chronic medical condition category have been Identified through 
cla ims and encounter data analysis as having two or three chronic 
medical conditions. 

Complex trauma exposure In childhood has been shown to Impair 
brain development and the ability to learn and develop social and 
emotional skills during childhood, consequently Increasing the risks of 
developing serious or chronic diseases in adolescence and adulthood. 
Children who have experienced complex trauma and who are not old 
enough to have experienced long-term Impacts are uniquely 
vulnerable. Childhood exposure to child maltreatment, Including 
emotional abuse and neglect, exposure to violence, sexual and 
physical abuse are often traumatic events that continue to be 
distressing for chlidren even after the maltreatment has ceased, with 
negative physical, behavioral, and/or psychological effects on the 
children. Since child maltreatment occurs In the context of the child's 
relationship with a caregiver, the child's ability to form secure 
attachment bonds, sense of safety and stability are disrupted. 
Without timely and effective Intervention during childhood, a growing 
body of research shows that a child's experience of these events 
(simultaneous or sequential maltreatment) can create 
wide-ranging and lasting adverse effects on developmental 
functioning. and physical, social. emotional or spiritual well -being. 
Enrolling children who are experiencing complex trauma In Health 
Homes will work to prevent, while an Individual Is stil l In childhood, 
the development of other more complex chronic conditions In 
adulthood. 

Enrollees In the complex trauma category will be Identified for referra l 
to Health Homes by various entitles, including child welfare systems 
(i.e., foster care and local departments ofsocial services), health and 
behavioral health care providers, and other systems (e.g., education) 
that impact children. 

Enrollees in the behavioral health category have been Identified 
through claims and encounter data analysis as having received 
mental health or substance abuse services and/or having select 
mental health diagnoses. These enrollees often have co-morbid 
chronic, medical conditions. In addition, based on experience In 
working with this population, many of these enrollees have social 
issues, such as lack of permanent housing. that take priority 
to these individuals over their health care conditions. Enrollees in the 
chronic medical condition category have been Identified through 
claims and encounter data analysis as having two or three chronic 
medical conditions. 

Specify t he crit eria for a serious and persi stent mental health 
condition 

The guidance on complex trauma draws upon the domains within the 
definition of serious emotional dlsturbance(SED). While there may be 
similarities In the condltlon(s)and symptoms that arise In either 
complex trauma or SEO. the therapeutic approaches associated with 
the same diagnoses may vary significantly when the symptoms arising 
from traumatic experiences are Identified as such. Trauma experts 
indicate that with complex trauma, the 
clinical diagnoses may be more severe and typica lly present as 
comorbidlties or multiple diagnoses. 1.Deflnltion of Complex Trauma 
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Enrollment of Participants 

Participation In a Health Homes Is voluntary. Indicate the 
method the stat e w ill use to enroll eligib le Medicaid individuals 
Into a Health Home 

, Opt-In to Health Homes provider 

, Referral and assignment to Health Homes provider with opt-out 

Other (describe)
1 

a. The term complex trauma Incorporates at least: 
I. Infants/children/or adolescents' exposure to multiple traumatlc 
events, often ofan Invasive, Interpersonal nature, and II. the wide 
ranging long-term Impact of this exposure. b. Nature of the traumatic 
events: i. often is severe and pervasive, such as abuse or profound 
neglect 11. usually begins early in life Iii. can be disruptive of the child's 
development and the formation of a healthy sense of self (with self­
regulatory, executive functioning. self-perceptions, etc.) Iv. o ften occur 
In the context of the child's relationship with a caregiver, and v. can 
interfere with the ch lid's ablllcy to form a secure attachment bond, 
which Is considered a prerequisite for healthy social-emotional 
functioning. c. Many aspects of a child's healthy physical and mental 
development rely on this secure attachment a primary source of 
safety and stability. d. Wide-ranging, long-term adverse effects can 
include Impairments In I. physiological responses and related 
neurodevelopment ii. emotional responses 
Iii. cognitive processes Including the ability to think, learn, and 
concentrate Iv. Impulse control and other self-regulating behavior v. 
self-image, and vi. relationships with others and vii. dissociation. ~ 
Effective October 1, 2016 complex trauma and SETi will each be a 
single qualifying condition. 

Describe the process used 

Individuals eligible for health home services will be Identified by the 
State. Individuals will be assigned to a 
health home provider based on existing relationships with health care 
providers or health care delivery system relatlonshlps, geography, 
and/or qualifying condition. Individuals will be enrolled into an 
appropriate health home and be given the option to choose another 
health home when available. or opt out of enrollment in a health 
home. Individuals wil l be notified by U.S. mall of their health home 
enrollment. The notification letter will identify the assigned health 
home, describe t he individual's option to select another health home 
or opt-out from receiving health home services with In a designated 
time per1od, and briefly describe health home services. The State will 
provide health home providers a roster of assigned enrollees and 
current demographic information to facilitate ou treach and 
engagement. 

Individuals that are under 21 years of age, Including those for which 
consent to enroll In a health home will be provided by a parent or 
guardian, will be referred to health homes by health homes, care 
managers, managed care plans and other providers and entitles, 
Including local departments of social services, and local government 
units. Re ferrals will be processed for assignment, and such 
assignments will take Into 
account existing relationships with health care providers or health 
care delivery system relationships, geography, and/or qualifying 
condition. Such individuals/parents/guardians will be given the option 
to choose another health home when available, or opt out of 
enrollment ofa health home. 

! ~ ; The state provides assurance that It will clearly communicat e the 
' ' Individual's right to opt out of the Health Homes benefit or to 

change Health Homes providers at any t ime and agrees to 
submit to CMS a copy of any letter or communication used to 
inform the individuals of the Health Homes benefit and their 
rights to choose or change Health Homes providers or to elect 
not to receive the benefit 

Name Date Created Ty 
pe 

NY Health Home Broch urP 9/14/2016 10:08 AM EDT 

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of Information unless it 
displays a valid 0MB control number. The valid 0MB control number for this information collection Is 0938-1188. The time required to complete this 
information collection Is estimated to average 40 hours per response. including the time to review instructions, search existing data resources, gather the data 
needed, and complete and review the Information collection. Ifyou have comments concerning the accuracy of the time estlmate(s) or suggestions for 
Improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mall Stop (4-26-05, Baltimore, Maryland 21244-1850. 
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Health Homes Payment Methodologies 
MEDICAID I Medicaid State Plan I Heal th Homes I NY2017MH0006D I NY$ Health Home Program 

CMS· 10434 0MB 0938-1 188 

Package Header 
Package ID NY2017MH0006D SPA ID NIA 

Submission Type Draft Initial Submission Dat e NIA 

Approval Date N/A Effective Date 101112017 

Superseded SPA ID NY-16-0034 

Payment Methodology 

The State's Health Homes payment methodology will contain the following features 

1 , y'IFee for Service 

. Individual Rates Per Service 

y': Per Member, Per Month 
' Rates ·~ Fee for Service Rates based on 

i¥'ISeverity of each 
' lndivldua l's chronic 

conditions 

j Capabilities of the team of 
' health care professlonals, 

designated provider, or 
health team 

1¥'1Other 

Describe below 

see text box below regarding 
rates 

1 Comprehensive Methodology Included In the Plan 

• Incentive Payment Reimbursement 

Describe any variations in see text below 
payment based on provider 

quali fications, Individual care 
needs, or the Intensity of the 

services provided 

i PCCM (description Included In Service Delivery section) 

! Risk Based Managed Care (description Included In Service Delivery section) 

1 Alternative models of payment, other than Fee for Service or PMPM payments (describe below) 

Agency Rates 

Describe the rates used 

. FFS Rates included in plan 

) Com prehensive methodology Included In plan 

1 The agency rates are set as of the following date and are effective for services provided on or after that date 

Rate Development 

Provide a comprehensive description in t he SPA of the manner In which rates were set 

1. In the SPA please provide the cost data and assumptions that were used to develop each of the rates 
2. Please identify the reimbursable unlt(s) of service 
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3. Please describe the minimum level of activities that the state agency requires for providers to receive payment per the defined unit 
4. Please describe the state's standards and process required for service documentation, and 
5. Please describe in the SPA the procedures for reviewing and rebasing the rates, including 

the frequency with which the state will review the rates, and 
• the factors that will be reviewed by the state In order to understand if the ra tes are economic and efficient and sufficient to ensure 

quality services. 

Comprehensive Description Provide a comprehensive description of the rate-setting policies the State will use to establish Health 
Homes provider reimbursement fee for service or PMPM rates. Explain how the methodology Is consistent 
with the goals of efficiency, economy and quality of care. Within your description, please explain: the 
reimbursable unit(s) of service, the cost assumptions and other relevant factors used to determine the 
payment amounts, the minimum level of activities that the State agency requires for providers to receive 
payment per the defined unit, and the State's standards and process required for service documentation. 

Provider Type 

NYS Medicaid providers eligible to become health homes Include managed care plans; hospitals; medical, 
mental and chemical dependency treatment clinics; primary care practitioner practices; PCMHs; FQHCs; 
Targeted Case Management (TCM) providers; certified home health care agencies and any other Medicaid 
enrolled provider that meet health home provider standards. 

Care Management Fee: 

Health Homes meeting State and federal standards wlll be paid a per member per month care 
management fee that Is adjusted based on region and case m ix (from 3M Clinical Risk Groups (CRG) 
method for adults, or the Child and Adolescent Needs and Strength Assessment of New York (CANS-NY) for 
children age 0 through 20). This fee will eventually be adjusted by (after the data Is available) patient 
functional status. Effective October 1, 2017, or on the first day of the calendar month following any month E-­
in which the State has determined providers and managed care plans billing systems are in place, the per 
member per month care management fee for adults will be based on region and case mix. The State will 
provide managed care plans and providers with at least 30 days notice of the Implementation ofsuch fees 
for adults. The risk adjusted payments wlll allow providers co receive a diverse population of patients and 
assign patients to various levels of care management Intensity without having to meet preset standards for 
contact counts. Providers will be able to respond to and adjust the Intensity and frequency of Intervention 
based on patient's current condition and needs (from tracking to high touch). All rates will be published on 
the OOH website. Except as otherwise noted in the plan, state developed fee schedule rates are the same 
for both governmental and private providers. Rates for Health Home services to children are effective 
October 1, 2016 and apply to services furnished on and after October 1, 2016 through September 30, 2018. 
Rates for Health Home services furnished to other populations are set October 1, 2016 and apply to 
services furnished on and after that date. 

State Health Home rates may be found at: 
http://www.health.ny.gov/health_care/medlcald/program/medlcaid_health_homes/rate_lnformation.htm 

The care management fee will be paid In two Increments based on whether a patient was in 1) the case 
finding group or 2) the active care management group. Effective October 1, 2017, the case finding group 
will receive a PMPM for two months after a patient has been assigned or referred to the health home. The 
Medicaid Managed Care Organization, or Health Home for a member not enrolled In a Managed Care 
Organization, may extend approval to bill the case finding fee for a period not to exceed an additional two 
months. This PMPM Is Intended to cover the cost ofoutreach and engagement. 

Effective August 1, 2014, the per member per month care management fee will be adjusted by a temporary 
rate add-on to distribute the annual amounts authorized under the State's Medicaid Redesign Team (MRT) 

Waiver and as shown below. 

August 1, 2014 to March 31, 2015: $80 mllllon 
April 1, 2015 to December 31, 2015: $66.7 million 
January 1, 2016 to December 31 , 2016: $43.9 million 

(SEE TABLE LOCATED UNDER SECTION ON NON-DUPLICATION OF PAYMENT. MOVED DUE TO SPACE 

CONSTRAINTS) 

The temporary rate add on will be paid to State designated Health Homes. Funds received through this 
rate add-on must be used to support costs related to one or more of the following authorized purposes: 1) 
Member engagement and promotion of Health Homes, 2) Workforce training and retraining, 3) Health 
information technology (HIT) and clinical connectivity, and 4) Joint governance technical assistance. 

Each Health Home will be required to submit semi-annual reports documenting how the funds were used 
In accordance with the four authorized purposes. Semi-annual reports shall be submitted until such time 
as it is verified that all funds have been used in accordance w1th authorized purposes. Funds that are not 
disbursed in accordance with authorized purposes will be recouped by the Department within 90 days of 
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such finding. 

A unit of service will be defined as a billable unit per service month. In order to be reimbursed for a billable 
unit of service per month health home providers must, at a minimum, provide one of the core health 
home services per month. The monthly payment will be paid via the case finding and active care 
management PMPM. Once a patient has been assigned a care manager and Is enrolled in the health home 
program, the active care management PMPM may be billed. 

Managed Care Considerations: Similar to the NY patient centered Medical Home program, It Is the 
Intention of the State to coordinate and pay for health home services through health plans but at State set 
rates for the service. The State will address any existing care management resources in the current plan 
premium for health home enrollees under CMS guidelines (bring this resource out of the capitation and 
create federa l matching for those resources under the health home payment). Plans will pay health home 
providers State set rates when providers are contracted to provide all health home services. In the case 
where the plan does a portion of the health home service (e.g. telephonic post discharge t racking) and 
downstream providers do a separate portion (e.g. face to face care management) the plan will then split 
the State generated PMPM proportional to the contracted effort. 

The Medicaid/FHP Model Contract will be modified at the next scheduled amendment to include language 
similar to that outlined below which will address any duplication of payment between the MCO capitation 
payments and health home payments. The delivery design and payment methodology will not result in any 
duplication of payment between Health Homes and managed care. 

The managed care plan Is not required to provide services that would duplicate the CMS reimbursed 
Health Home services for members participating In the State's Health Home program. 

The managed care organization will be informed of members assigned to a Health Home or will 
assign its members to a Health Home for health home services. Plans may need to expand their networks 
to Include additional State designated health home providers to ensure appropriate access. 

Plans will need to have signed contracts Including clearly established responsibilities with the provider 
based health homes. 

The managed care plan will be required to inform either the individual's Health Home or the State of 
any Inpatient admission or discharge ofa Health Home member that the plan learns of through Its 
In pa dent admission Initial authorization and concurrent review processes as soon as possible to promote 
appropriate follow-up and coordination of services. 

Plans will assist State designated Health Home providers in their network with coordinating access to 
data, as needed. 

Plans will, as appropriate, assist with the collection of required care management and patient 
experience of care data from State designated Health Home providers In Its' network. 

The State has a health home advisory committee of providers and managed care plans through which any 
Issues with payment would be raised and addressed. Directions have been given to health plans to match 
health home payment to providers based on relative health home care management effort. Further 
information on specific construction on health home rates Includes specific administration compensation 
to guide rate differential construct. 

Targeted Case Management (TCM) and Chronic Illness Demonstration Projects (CIDPs) Conversion 
Considerations: 

The State envisions that eventually all targeted case management programs operating in New York will 
convert to or become part of health homes. and these providers will require time to meet State and 
Federal health home standards. The State will allow TCM providers that can meet health home standards 
to convert to health homes or Join with larger health homes. TCM providers that convert to health homes 
will be governed under NYS Health Home Provider Qualification Standards, not TCM standards. The 
payment method will be designed to transition all existing TCM capacity from the current rates to the new 
Health Home payment structure. Effective January 1, 2015 TCM programs for adults will be paid their 
existing TCM rates until [August 31, 2016] November 30. 2016 . Effective October 1, 2016 through 
Septem~r 30, 2018 TCM programs for children will be paid a transitional rate that is as financially 
equivalent as practicable to their current rate. 

Health Home care management services may be provided to children that are eligible and enrolled in both 
the Early Intervention Program and Health Home, and will meet and fulfill the requirements of the ongoing 
service coord ination required to be provided to children enrolled In the Early Intervention Progra m. 

All payments will be made under the health home payment detailed above In the care management fee 
section if they convert to or become part of a health home. This existing TCM rate will be paid for both case 
finding and acdve care management. The case finding PMPM will be available for the three months after a 
patient has been assigned to a health home. Then. nothing can be billed for that patient for t he next three 
months. Following this interval. case finding can be billed for another three months while outreach and 
engagement Is attempted once again. This rate would be paid for both case finding and active care 

management. 

New York State's health home services are set as ofJanuary 1, 2012 and are effective for services on or 
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after that date. All rates will be published on the DOH website. Except as otherwise noted in the plan, state 
developed fee schedule rates are the same for both governmental and private providers. All of the above 
payment policies have been developed to assure that there is no duplication of payment for heal th homes 
services. 

CIDP information has been moved to non-duplication of payment for similar services section. 

Assurances 

l" I The State provides assurance that it will ensure non-duplication of payment for services similar to Health Homes services that are 
offered/covered under a different statutory authority, such as 191 S(c) waivers or targeted case management. 

Describe bel ow how non- All rates are published on the DOH website. Except as otherwise noted in the plan, state developed fee 
dupl ication of payment w ill be schedule rates are the same for both governmental and private providers. All of the above payment 

achieved policies have been developed to assure that there is no duplication of payment for health home services. 
http://www.health.ny.gov/health_care/medicald/program/medlcald_health_homes/rate_lnformatlon.htm. 

The State anticipates that most of the six Cl DPs will convert to health homes. The CIDP providers are well 
positioned to become health homes and meet State and Federal health home standards. The ClDPs tha t 
convert to health homes will be paid at their existing CIDP rate for a period of one (1) year from the 
effective date of the SPA if they convert to health home for their existing patients. For new patients that 

may be assigned to a CIDP program that has converted to health home the State will pay the State set 
health home PMPM. At the beginning of the second year after the effective date of the SPA these 
converted programs will be paid for all patients under the State set health home PMPM. CIDPs that do not 
convert to health homes, If any, will end operations as ClDPs on March 29, 2012 
when the contract with the State terminates. 

HEALTH HOME DEVELOPMENT RATE ADD ON SCHEDULE FROM PREVIOUS SECTION PLACED HERE DUE TO 
SPACE CONSTRAINTS: 

Payments will be applicable to claims with dates of service on and after August 1, 2014 and will be paid 
beginning March 2015, and quarterly thereafter as shown below. The rate add-on for each period will be 
calculated by dividing the authorized payment amount by total number ofclaims for such period. 

Rate add on applled 
to claims with the Amount of Payment 
following dates Rate Add-on Authorized Under 
of payment Payment Date the Waiver 

···-············-·----·-··--·-------
8/1 /14 to 2/28/15 March 201 S $80mililon 
3/1/15 to 5/31/lS June 2015 $22.2 million 
6/1/1 S to 8/31/15 September 2015 $22.2 million 
9/1/lSto 11/30/15 December2015 $22.3 mill ion 
1211115 to 2/29/16 March 2016 $10.9 million 
3/1/16 to 5/31/16 June 2016 $10.9 million 
6/1/16 to 8/31/16 September 2016 $10.9 million 
9/1/16 to 11/30/16 December 2016 $11.2 million 

" 1 The State meets the requirements of 42 CFR Part 447, Subpart A, and sections 1902(aX4), 1902(a)(6), 1902(a)(30XA), and 1903 wi th respect to 
· non-payment for provider-preventable conditions . 

. " I The State provides assurance that all governmental and private providers are reimbursed according to the same rate schedule, unless 
' ' otherwise described above. 

" I The State provides assurance that It shall reimburse providers directly, except when there are employment or contractual arrangements 
1 consistent with section 1902(aX32). 

PRA Disdosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it 
displays a valid 0MB control number. The valid 0MB control number for this Information collection Is 0938-1188. The time required to complete this 
information collection Is estimated to average 40 hours per response. including the time to review instructions. search existing data resources, gather the data 
needed, and complete and review the information collection. Ifyou have comments concerning the accuracy of the time estimate<s) or suggestions for 
Improving this form, please write to: CMS, 7500 Security Boulevard. Attn: PRA Reports Clearance Officer, Mall Stop C4-26·05, Baltimore, Maryland 21244-1850. 

This view was generated on 7/1912017 11:12 AM EDT 
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SUMMARY 
SPA # 17-0053 

The purpose of this State Plan Amendment is to modify the outreach and engagement process 
of the Health Home program. Effective on or after October 1, 2017, the care management fee 
will be paid in two increments based on whether a patient was in 1) the case finding group or 
2) the active care management group. The case finding group will receive a PMPM for two 
months after a patient has been assigned or referred to the health home. The Medicaid 
Managed Care Organization, or Health Home for a member not enrolled in a Managed Care 
Organization, may extend approval to bill the case finding fee for a period not to exceed an 
additional two months. This PMPM is intended to cover the cost of outreach and engagement. 
In addition, no earlier than October 1, 2017, the per member per month care management fee 
for adults will be modified to be based on region and case mix. 
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,aws of New York http: //public.leginfo.state.ny.us/lawssrch.cgi?NVLWO: 

As of 06/28/2017 12:32PM , the Laws database is current through 
2017 Chapters 1-48, 55-59 

Social Services 

§ 365-1 . Hea l th homes. 1. Notwiths tanding any law, rule or regulation 
to the contrary, the commissione r of health is authorized , in 
consultation wi th the commissioners of the office of mental health , 
office of alcoholism and substance abuse services , and office for people 
with developmental disabilities , to (a) establish, in accordance with 
applicable federal law and regulations , standar ds for the provision of 
health home services to Medicaid enrollees with chronic cond i tions , (b) 
establish payment methodologies for health home services based on 
factors including but not limited t o the complexity of the condi t ions 
providers will be managing , the anticipated amount of patient contact 
needed to manage such condit i ons , and the health care cost savings 
realized by provi sion of health home servi ces , (c) establish the 
criteria under which a Medicaid enrollee wil l b e designated as being an 
eligible individual with chronic conditions for purposes of this 
program, (d) assign any Medicaid enrollee designated as an el i gible 
individual wi th chronic conditions to a provider of health home 
services . 

2 . In addition to payments made f o r health home services pursuant to 
subdi vision one of this section, t he commissioner is authorized to pay 
additional amounts to provi de r s of health home services t hat meet 
process or outcome standards specified by the commissioner . Such 
additional amounts may be paid with state funds only if federal 
financial participation for such payments is unavailabl e . 

2- a . Up to fifteen million dollars in state funding may be used to 
fund health home infrastructure development . Such funds shall be used to 
develop enhanced systems to support Health Home operations including 
assignments , workflow, and transmission of data . Funding will also be 
disbursed pursuant to a formula established by the commissioner to be 
designated health homes . Such formula may consider prior access to 
similar funding opportuniti es , geographic and demographic factors, 
including the population served, and prevalence of qualifying 
conditions , connectivity to provide r s , a nd other criteria as established 
by the commissioner . 

2-b . The commissioner is authorized to make lump sum payments or 
adjust rates of payment to providers up to a gross amount of five 
million dollars , to establ ish coordination bet ween the heal t h homes and 
the criminal justice system and for the integration of information of 
health homes with state and local correctional facilities, to the extent 
permitted by law . Such rate adjus tments may be made to health homes 
participating in a criminal j ustice pilot program with the purpose of 
enrolling incarcerated individuals with serious mental il lness, two or 
more chronic conditions, including substance abuse disorders , or 
HI V/AIDS, into such health home. Health homes r eceiving funds under this 
subdivision shall be requi r ed to document and demonst rate the · effective 
use of funds distributed herein. 

2-c. The commissioner is authorized to make grants up to a gross 
amount of one million dollars for certifi ed application counselors and 
assistors to facilitate the enrollment of persons in high risk 
populations, including but not limited to persons with mental health 
and/or substance abuse condition s that have been. recently discharged or 
are pending release f r om state a nd loca l correctional facilities. Funds 
allocated for certified applicat ion counselors and assistors shall be 
e xpended through a request for proposal process. 

http://public.leginfo.state.ny.us/lawssrch.cgi?NVLWO
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offered an option of at least two providers of health home services, to 
the extent practicable. 

4 . Payments authorized pursuant to this section will be made with 
state funds only, to the extent that such funds are appropriated 
therefore, until such time as federal financial participation in the 
costs of such services is available . 

5. The commissioner is authorized to submit amendments to the state 
plan for medical assistance and/or submit one or more applications for 
waivers of the federal social security act , to obtain federal financial 
participation in the costs of health home services provided pursuant to 
this section, and as provided in subdivision three of this section. 

6. Notwithstanding any limitations imposed by section three hundred 
sixty-four-1 of this title on entities participating in demonstration 
projects established pursuant to such section, the commissioner is 
authorized to allow such entities which meet the requirements of this 
section to provide health home services . 

7 . Notwithstanding any l aw, rule , or regulation to the contrary, the 
commissioners of the department of health, the office of mental health , 
the office for people with developmental disabilities., and t he office of 
alcoholism and substance abuse services are authorized to jointly 
establish a single set of operating and reporting requirements and a 
single set of construction and survey requirements for entities that : 

(a) can demonstrate experience in the delivery of health , and mental 
health and/or alcohol and substance abuse services and/or services to 
persons with developmental disabilities, and the capacity to offer 
i ntegrated delivery of such services in each location approved by the 
commissioner; and 

(b) meet the standards establ ished pursuant to subdivision one of this 
section for providing and receiving payment for health home services ; 
provided, however, that an ent i ty . meeting the standards establ i shed 
pursuant to subdivision one of this section shall not be required to be 
an integrated service provider pursuant to thi s subdi vision . 

In establishing a single set of operating and reporting requiremen ts 
and a single set of construction a nd survey requirements for entities 
described in this subdivision, the commissioners of the department of 
health, the office of mental he~lth , the office for people with 
developmental disabilit i es , and the office of alcoholism and substance 
abuse services are authorized to waive any regulatory requirements as 
are necessary to avoid duplication of requirements and to allow the 
i ntegrated delivery o f services in a rational and efficient manner . 

8. (a) The commissioner of health is authorized to contract with one 
or more entities to assist the state in implementing the provisions of 
this section. Such entity or entities shall be the same entity or 
entities chosen to assist in the implementation of the multipayor 
patient centered medical home program pursuant to section twenty - nine 
hundred fifty-nine - a of the public health law . Responsibil i ties of the 
contractor shall include but not be limited to : developi ng 
recommendations with respect to program policy, reimbursement , system 
requirements , reporting requirements , evaluation protocols , a nd provider 
and patient enrollment ; providing technical assistance to potential 
medical home and health home provider s ; data collection ; data sharing; 
program evaluation, and preparation. of reports . 

(b) Notwithstanding any inconsistent provision of sections one hundred 
twelve and one hundred sixty-three of the state finance law , or sect i on 
one hundred forty-two of the economic development law, or any other law, 
the commissioner of health is authorized to enter into a contract or 
contracts under paragraph (a) of this subdivision without a competitive 
bid or request for proposal process , provided, however , that : 

/ ,,..,... ,, ..... 1 ,. ... "'" .. 
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3. Until such time as the commissioner obtains necessary waivers 
and/or approvals of the federal social security act, Medicaid enrollees 
assigned to providers of health home services will be allowed to opt out 
of such services . In addition , upon enrollment , an enrol l ee shall be 
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Miscellaneous Notices/Hearings 

- ESG U.S. equity stra tegics using the Russell 3000. Russell I 000 
or S&P 500 as their primary benchmark will be considered. Strategics 
wi th an extreme style bias. sector focus or small cap orientation wi ll 
not be considered. 

The RFP process for both the Opportunistic Growth and ESG op­
tions is open to evaluating mutual funds. CIT's. or other daily valued. 
daily liquid pooled vehicles that arc funded and able to accept NYSDC 
participant assets. Separate accounts anti unfunded commingled 
vehicles wi ll not be considered for these RFPs. 

PUBLIC NOTICE 
Department of Health 

Pursuant to 42 CFR Section 447.205. the Department of Health 
hereby g ives public notice of the following: 

The Department of Health proposes Lo amend the Title XIX 
(Medicaid) S tate Plan for non-institutional services. The following 
changes arc proposed: 

The fo llowing clarification to the April 29. 2015. notice provision 
to revise provisions of the Early anti Periodic Screening, Diagnostic 
and Treatment (EPSDT) services related to the expansion of behavioral 
health services provided to individuals under the age of 21 years to 
add the following six new services wi ll take effect on or after July I , 
2018. 

• Crisis Intervention 
• Other Licensed Providers 
• Community Psychiatric Supports and Treatment 
• Psychosocial Rehabilitative Supports 
• Family Peer Support Services. and 

• Youth Peer Support and Training 
The public is invited to review and comment on this proposed State 

Plan Amendment, a copy of which will be available for public review 
on the Department's website at http://www.health.ny.gov/regulations/ 
st.ite_plans/status. 

Copies of the proposed St.1tc Plan Amendments will be on tile in 
each local (county) social services district and avai lable for public 
review. 

For the New York City district. copies will be avai lable at the fo l­
lowing places: 

New York County 
250 Church Street 
New York. New York I 0018 

Queens County, Queens Center 
3220 Northern Boulevard 
Long Island City. New York 11101 

Kings County. Fulton Center 
114 Willoughby Street 
Brooklyn. New York 1120 I 

Bronx County. Tremont Center 
1916 Monterey Avenue 
Bronx. New York I 0457 

Richmond County. Richmond Center 
95 Central Avenue. St. George 
Staten Island. New York I 030 I 

Forfurrher infornu11io11 and ro review and co111111e111, please conracr: 
Department of Health. Division of Finance anti Rate Setting. 99 
Washington Ave .. One Commerce Plaza. Suite 1432. Albany. NY 
12210. spa_inquirics@health.ny.gov 

Pursuant to 42 CFR Section 447.205. the Department of Health 
hereby gives public notice of the following: 

NYS Register/June 14, 2017 

The Department of Health proposes to amend the Title X 
(Medicaid) State Plan for non-institutional services. The followin g 
changes arc proposed: 

Effective on or after October I. 2017. the Commissioner of Health 
wi ll amend the State Plan for Health Home services to reduce the per 
member per month (pmpm) ··outreach' ' payment for members in the 
case fi nding group that have been assigned to a Health Home from 
S135 (pmpm) to a rate no less than $ I00. In addition. the billing cycles 
applicable to outreach wi ll be modified. and may include limiting pay­
ments for outreach to two consecutive months and requiring a face-to­
face meeting in the second month. 

The public is invited to review and comment on this proposed State 
Plan Amendment. a copy of which will be avai lable for public review 
on the Department's website at http://www.health.ny.gov/regulatio ns/ 
state_plans/status. 

Copies of the proposed State Plan Amendments will be on file in 
each local (county) social services district and available for public 
review. 

For the New York City district. copies will be available at the fol­
lowing places: 

New York County 
250 Church Street 
New York. New York 10018 

Queens County. Queens Center 
3220 Northern Boulevard 
Long Island City, New York 11101 

Kings County. Fulton Center 
114 Willoughby Street 
Brooklyn. New York 11201 

Bronx County. Tremont Center 
19 16 Monterey Avenue 
Bronx. New York 10457 

Richmond County, Richmond Center 
95 Central Avenue. St. George 
Staten Island. New York 10301 

Fur.further i11for111ario11 and ro reviell' and co111111e111. please cunracr: 
Department of Health , Division of Finance ,rnd Rate Setting. 99 
Washington Ave .. One Commerce Plaza. Suite 1432. Albany. NY 
12210.spa_inquiries@health.ny.gov 

PUBLIC NOTICE 
Department of Health 

The New York State Department of Health is submitting a request 
to the federnl Centers for Medicare and Medicaid Services (CMS) to 
amend New York State's Medicaid Section 111 5 Medicaid Redesign 
Team (MRT) Waiver. 

Beginning no earlier than January I. 2018. New York is seeking ap­
proval with this demonstration amendment to: 

• Expand the 1115 benefit package to include those OPWDD 
Medicaid services targeted for individuals with intellectual and 
developmental disabi lit ies not previously included in the waiver bene­
fit package. 

• Transition coverage under the Ofticc for People with Develop­
ment Disabi lities (OPWDD) 191 S(c) Comprehensive Home and Com­
munity Based Services (HCBS) waiver 10 the 1115 demonstr.ition. 

• Remove the exemption from mandatory enrollme nt in to Medicaid 
Managed Care (MMC) for Medicaid eligible persons who have an 
inte llectua l and/or developmental disability (IDD) as defined in 
Mental Hygiene Law 1.03. unless the individual is otherwise excluded 
from enrollment. i.e .. available comprehensive Third Party Health In­
surance and/or Medicare. Individuals who have an intellectual and/or 

80 

mailto:12210.spa_inquiries@health.ny.gov
http://www.health.ny.gov/regulatio
mailto:spa_inquirics@health.ny.gov
http://www.health.ny.gov/regulations




NYS Register/July 26, 2017 

3220 Northern Boulevard 
Long Island City. New York 1110 I 

Kings County. Fulton Ccmcr 
114 Willoughby Street 
Brooklyn. New York I 1201 

Bronx County. Tremont Center 
1916 Monterey Avenue 
Bronx. New York I 0457 

Richmond County. Richmond Center 
95 Central Avenue, St. George 
Staten Island, New York 10301 

For ji,rrlier i11(or111atio11 and to reviell' and comment. please conwct: 
Department of Hcahh. Bureau of Federal Relations & Provider As­
sessments. 99 Washington Ave .. One Commerce Plaza; Suite 1460. 
Albany. NY I 22 IO.spa_inquirics@health.ny.gov 

PUBLIC NOTICE 
Department or Health 

Pursuant to 42 CFR Section 447.205. the Department of Health 
hereby gives public notice of the following: 

The Department of Health proposes to amend the Title XIX 
(Medicaid) State Plan for institutional temporary rate adjustments to 
providers that are undergoing a c losure. merger, consolidation. 
acquisition or restructuring themselves or other health care providers. 
These payments arc authorized by § 2826 of the New York Public 
Health Law. 

This notice provides for a temporary rate adjustment wi th an aggre­
gate payment amounts totaling up to$I0.001,000 annually. for the pe­
riod April I. 2017 through March 3 1, 2019. These payments wi ll be 
made to the following approved providers: A.O Fox Memorial 
Hospital. Adirondack Medical Center. Alice Hyde Hospital Associa­
tion. Auburn Memorial Hospital. Bassett Hospi tal of Schoharie 
County- Cobleski ll Reg, Brooks Memorial Hospital. Canton-Potsdam 
Hospital , Carthage Arca Hospital. Catskill Regional Hospital - Sul­
livan. Catskill Regional Medical Ccnter-Hcnnann Div. Cayuga Medi­
cal Center-Ithaca. Champlain Valley Physicians HMC. Chenango Me­
morial Hospital, Claxton Hepburn Hospital. Cl ifton-Fine Hospital. 
Columbia Memorial Hospital. Community Memorial Hospital, Corn­
ing Hospital. Cortland Memorial Hospital. Cuba Memorial Hospital. 
Delaware Valley Hospital. Elizabethtown Community Hospi tal. El­
lenville Community Hospital. Gouvcrnt!ur Hospital. Ira Davenport 
Memorial Hospital , Jones Memorial Hospital, Lewis County General 
Hospital. Little Falls Hospital, Margaretville Memorial Hospital. Mary 
Imogene Bassett Hospital. Massena Memorial Hospital. Medina Me­
morial Hospital. Moses-Ludington Hospital. Nathan Littauer Hospital. 
Northern Dutchess Hospi tal , Noyes Memorial Hospital, O'Connor 
Hospital. Olean General Hospital - Main. Oneida City Hospi tal. 
Oswego Hospital. River Hospital, Samaritan Medical Center. Schuyler 
Hospital. Soldiers and Sailors Memorial Hospital. St. James Mercy 
Hospital. TLC Health Network. Tri Town Regional. Westfield Memo­
rial Hospital. Wyoming County Community Hospital. WCA Hospital. 
United Memorial Medical Center, S1. Mary"s Healthcare. 

Tht: public is invited to review and commem on this proposed Stale 
Plan Amendment. Copies of which wi ll be available for public rt!vicw 
on the Department's website at http://www.hcalth.ny.gov/rcgulations/ 
state_plans/status. 

Copies of the proposed Stale Plan Amendments will be on tile in 
each local (county) social services district and avai lable for public 
review. 

For the New York City district. copies wi ll be avai labk at the fol ­
lowing places: 

New York Cou111y 
250 Church Street 
New York. New York 10018 

Miscellaneous Notices/Hearings 

Queens County, Queens Center 
3220 Northern Boulevard 
Long Island City. New York 11 IO I 

Kings County. Fulton Center 
11 4 Willoughby Street 
Brooklyn. New York I 1201 

Bronx Count y. Tremont Center 
1916 Mo111erey Avenue 
Bronx, New York I 0457 

Richmond County. Richmond Center 
95 Central Avenue. St. George 
Staten Is land. New York I 030 I 

For further i11fon11ation and to rel'ie,r and co111111e111. please cmuact: 
Department of Health. Division of Finance and Rate Setting. 99 
Washington Ave.. One Commerce Plaza. Suite 1460. Albany. NY 
12210. spa_inquiries@health.ny.gov 

PUBLIC NOTTCE 
De artment of Health 

Pursuant to 42 CFR Section 447.205. the Department of Health 
hereby gives public notice of the following: 

The Department of Hcahh proposes lo amend the Title XIX 
(Medicaid) State Plan for non-institutional services. The followinc 
changes arc proposed: -

The fo llowing is a clarification LO the June 14, 2017 noticed provi­
sion which proposed to reduce the per member per month (pmpm) 
'"outreach"' payment for members in the case finding group that have 
been assigned to a Health Home. This notice clarities that the proposed 
State Plan Amendment wi ll a lso simplify and modify the Health Home 
services per member per month care management fee to be based on 
region and case mix that wi ll be defined by type of population served. 

The public is invited to review and comment on this proposed State 
Plan Amendment, a copy of which will be available for public review 
on the Department's website at ht1p://www.health.ny.gov/regulations/ 
state_plans/status. 

Copies of the proposed State Plan Amendments wi ll be on file in 
each loca l (county) social services district and available for public 
review. 

For the New York City district. copies will be available at the fol­
lowing places: 

New York County 
250 Church Street 
New York, New York I 0018 

Queens County. Queens Center 
3220 Northern Boulevard 
Long Island City. New York 111 01 

Kings County. Fulton Center 
11 4 Willoughby Street 
Brooklyn. New York 11 20 I 

Bronx County. Tremont Center 
19 16 Monterey Avenue 
Bronx. New York 10457 

Richmond County, Richmond Center 
95 Central Avenue. St. George 
Staten Island. New York I 030 I 

Forf11rtlier i11for111ation and to rel'iell' and co111111ent. please conwct: 
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Miscellaneous Notices/Hearings NYS Register/July 26, 2017 

Department of Health. Di vision of Finance and Rate Setting. 99 
Washington Ave., One Commerce Plaza. Suite 1432, Albany. NY 
12210, spa_inquiries@health.ny.gov 

PUBLIC NOTICE 
Monroe County, New York 

Notice or Final Request for Proposals (RFP) 
Notice is Hereby Given. That Scaled Proposals are Sought and 

Requested by the County of Monroe. New York for 1he Perfom1ancc 
of 1he Following Contract, According 10 Terms of the Final RFP: 

Proposal for the Operation and Maintenance of the Monroe County 
Resource Recovery Facility and Transfer Station 

Monroe County is soliciting proposals for the Operation and Main­
tenance of the County Resource Recovery Facili1y and Transfer 
Station. These operations include the receiving, processing. markcling 
and/or disposal associated with solid waste. industrial. commercial & 
instilutional waste. construction & demolition debris. was1e tires, and 
organics thal arc collected by privalc and public haulers. Prospec1ive 
Responden1s mus! offer a proposal tha1 will mccl 1hc scope of ser­
vices. qualifications and general dcscrip1ion of work aclivitics identi­
fied in this Requcsl for Proposals (RFP). 

A drafl RFP was issued on Febrnary 17.2017 pursuant 10 !he prov·i­
sions of New York General Municipal Law (NY GML) § 120-w. All 
comments and questions regarding !he draft RFP from prospcc1ive 
Respondents and 1he public were incorporalcd as appropriale into lhe 
final RFP. or tiled with the final RFP, as set forth in the RFPdocumenl. 

The final RFP will be released on July 28.2017 in accordance wi th 
the timclinc and regulations sci forth in New York General Municipal 
Law (NY GML) § 120-w. The final RFPwill be available for download 
from the Monroe County websile. at h1tp://www.monroccounty.gov/ 
bid/rfps. Individuals must register through the Monroe County wcbsilc 
to obtain the PDF version of the final RFP. In addition. the fina l RFP 
will be on file at the Monroe County Clerk's Office. 39 W. Main St.. 
Rm. IO I , Roches1er, NY. 14614. and at 1hc Ccn1ral Library of Roches­
ter and Monroe County. 115 S. Ave., Rochester. NY. 14604. 

Monroe County is solici1ing proposals by 3:00 PM EST on Oc1ober 
27. 2017. Any verbal or other communicalion sent or made to anyone 
other than to the RFP Coordinator will not be considered and may be 
cause for rejection of the Respondent's proposal. Respondents· propos­
als are due 10 1he RFP Coordi nator in accordance with the timeline 
and proposal requirements listed in the final RFP at the Monroe 
County Division of Purchasing and Central Services. 39 W. Main St.. 
Rm. 200. Roches1er. NY. 14614. 

PUBLIC NOTICE 
Department of State 

A meeting of lhc New York State Board of Real Eslate Appraisal 
will be held ~on September 28. 2017 at I :00 p.m. at the Departmenl of 
State. 99 Washin2ton Ave.. Rm. 505. Albany: 65 Court St.. Rm. 208. 
Buffalo; and 123 ~William St.. Rm. 231. New York City. 

Should you wish to attend or require further informalion. please 
contacl Sharon Charland. Board Coordinator. at 
sharon.charland@dos.ny.gov or (518) 473-2733. 

PU BLIC NOTICE 
Department of Stale 

Proclamation 
Revoking Limited Liability Partnerships 

WHEREAS, Article 8-B of the Partnership Law. requires registered 
limited liability partnerships and New York registered foreign limited 
liabilily partnerships to furnish the Dcpartmcnl of State with a state­
ment every five years updating specified information. and 
WHEREAS, the following registered li mited liability partnerships and 
New York registered foreign limited liability partnerships have 1101 
furnished the department wi th lhc required sta1emen1. and 
WHEREAS. such registered limited liability partnerships and New 

York registered foreign limited liability partnerships have been 
provided with 60 days notice of this action; 
NOH,: THEREFORE, I. Rossana Rosado. Secretary of State of the 
State of New York. do declare and proclaim !hat the regis1rn1ions of 
lhe following regis tered limi1ed liability partnerships are hereby 
revoked and the status of lhc following New York foreign limited li­
abi li1y partnerships are hereby revoked pursuant to 1he provisions of 
A11icle 8-8 of the Partnership Law. as amended: 

DOMESTIC REGISTERED UMITED 
LIABILITY PARTNERSHIPS 

A 

ACTIVE CA RE CHfROPRACTIC, LLP ( 12) 
ALBANY PHYSICAL THERAPY ASSOCIATES L.L.P. (06) 
ALBER & LOGLISCI LLP (05) 
ALL ClTY PODIATRY. LLP ( 12) 
AMP MEDICAL DIAGNOSTICS LLP (07) 
ARCH ITECTURE FOR RADIOLOGY LLP (96) 

ARNOLD J. HODES & COMPANY CERTIFIED PUBLIC AC­
COUNTANTS, L.L. (95) 

ASHER GAUGHRAN LLP (06) 
ATHA RI & NIXON. LLP (04) 

B 
BAKER, NELSON & WILLIAMS. LLP (96) 

BARILE LAW LLP (l2) 
BAUER AND COLABELLA, LLP ( 12) 
BELAIR & EVANS LLP (96) 
BERNSTONE AND GRIECO. LLP (0 I) 
BPLG RUNOFF LLP ( 12) 

C 
CAMA & CAMA. LLP ( 12) 
CHARLES E. BINDER & HARRY J. BINDER - ATTORNEYS AT 

LAW. LLP ( I I) 
COGNITIVE AND BEHAVIORAL CONSULTANTS LLP (04) 
COLTHIRST & WALKER. LLP (04) 

CONDE & GLASER L.L.P. ( 12) 
COOPER, PA ROFF & COOK., LLP ( 12) 
CORNING EMERGENCY PHYSICIANS ASSOCIATES. RLLP 

(01) 
COSMETIC DENTAL ASSOCIATES. LLP (0 I) 
CROWE DEEGAN LLP <0 I) 

D 
D&F ASSOCIATES. LLP (04) 

DANZIGER AND MANGOLD LLP (06) 
DEFOREST GLOBAL PARTNERS LLP ( 11) 
DELL & LITTLE. LLP (96) 
DENNIS GROSS. MD. LLP (99) 
DESIMONE. AVILES. SHORTER & OXAMENDI LLP (01) 
DEUTSCH. METZ & DEUTSCH. LLP (94) 
DEVEREAUX AND ASSOCIATES. LLP (05) 
DEVITO ZSUFFA LLP (05) 
DIGIACOMO & DETOMMASI. L.L.P. (97) 
DOLCE AND GOLD. LLP ( 11 ) 
DOLOBOFF. NADLER & UPBIN LLP (I I) 

E 
EAST ORANGE PSYCHIATRIC ASSOCIATES. LLP (06) 
EDWARDS & EDWARDS L.L.P. ( 12) 
EICHLER BERGSMAN & CO .. LLP (94) 
EMDIN & RUSSELL. LLP (0 I) 
EMERY. CELLI. BRINCKERHOFF & AB ADY LLP (97) 

F 
FAGA SAVINO. LLP (05) 
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Appendix V 
2017 Title XIX State Plan 

Fourth Quarter Amendment 
Responses to Standard Funding Questions 





NON-INSTITUTIONAL SERVICES 
State Plan Amendment #17-0053 

CMS Standard Funding Questions 
The following questions are being asked and should be answered in relation to all 
payments made to all providers reimbursed pursuant to a methodology described in 
Attachment 3.1-H of this SPA. For SPAs that provide for changes to payments for clinic 
or outpatient hospital services or for enhanced or supplemental payments to physician 
or other practitioners, the questions must be answered for all payments made under the 
state plan for such service. 

1. Section 1903(a)(1) provides that Federal matching funds are only 
available for expenditures made by States for services under the approved 
State plan. Do providers receive and retain the total Medicaid 
expenditures claimed by the State (includes normal per diem, 
supplemental, enhanced payments, other) or is any portion of the 
payments returned to the State, local governmental entity, or any other 
intermediary organization? If providers are required to return any portion 
of payments, please provide a full description of the repayment process. 
Include in your response a full description of the methodology for the 
return of any of the payments, a complete listing of providers that return a 
portion of their payments, the amount or percentage of payments that are 
returned and the disposition and use of the funds once they are returned 
to the State (i.e., general fund, medical services account, etc.). 

Response: Providers do retain the payments made pursuant to this amendment. 
However, this requirement in no way prohibits the public provider, including county 
providers, from reimbursing the sponsoring local government for appropriate 
expenses incurred by the local government on behalf of the public provider. The 
State does not regulate the financial relationships that exist between public health 
care providers and their sponsoring governments, which are extremely varied and 
complex. Local governments may provide direct and/or indirect monetary subsidies 
to their public providers to cover on-going unreimbursed operational expenses and 
assure achievement of their mission as primary safety net providers. Examples of 
appropriate expenses may include payments to the local government which include 
reimbursement for debt service paid on a provider's behalf, reimbursement for 
Medicare Part B premiums paid for a provider's retirees, reimbursement for 
contractually requi red health benefit fund payments made on a provider's behalf, 
and payment for overhead expenses as allocated per federal Office of Management 
and Budget Circular A-87 regarding Cost Principles for State, Local, and Indian Tribal 
Governments. The existence of such transfers should in no way negate the 
legitimacy of these facilities' Medicaid payments or result in reduced Medicaid federal 
financial participation for the State. This position was further supported by CMS in 
review and approval of SPA 07-07C when an on-site audit of these transactions for 
New York City's Health and Hospitals Corporation was completed with satisfactory 
results. 

2. Section 1902(a)(2) provides that the lack of adequate funds from local 
sources will not result in lowering the amount, duration, scope, or quality 
of care and services available under the plan. Please describe how the 
state share of each type of Medicaid payment (normal per diem, 





supplemental, enhanced, other) is funded. Please describe whether the 
state share is from appropriations from the legislature to the Medicaid 
agency, through intergovernmental transfer agreements (IGTs), certified 
public expenditures (CPEs), provider taxes, or any other mechanism used 
by the state to provide state share. Note that, if the appropriation is not 
to the Medicaid agency, the source of the state share would necessarily be 
derived through either through an IGT or CPE. In this case, please identify 
the agency to which the funds are appropriated. Please provide an 
estimate of total expenditure and State share amounts for each type of 
Medicaid payment. If any of the non-federal share is being provided using 
IGTs or CPEs, please fully describe the matching arrangement including 
when the state agency receives the transferred amounts from the local 
governmental entity transferring the funds. If CPEs are used, please 
describe the methodology used by the state to verify that the total 
expenditures being certified are eligible for Federal matching funds in 
accordance with 42 CFR 433.51(b). For any payment funded by CPEs or 
IGTs, please provide the following: 

(i) a complete list of the names of entities transferring or certifying 
funds; 

(ii) the operational nature of the entity (state, county, city, other); 
(iii) the total amounts transferred or certified by each entity; 
(iv) clarify whether the certifying or transferring entity has general 

taxing authority: and, 
(v) whether the certifying or transferring entity received 

appropriations (identify level of appropriations). 

Response: Payments made to service providers under the provisions of this SPA 
are funded through a general appropriation received by the State agency that 
oversees medical assistance (Medicaid), which is the Department of Health. The 
source of the appropriation is the Local Assistance Account under the General 
Fund/ Aid to Localities. 

3. Section 1902(a)(30) requires that payments for services be consistent 
with efficiency, economy, and quality of care. Section 1903(a)(1) provides 
for Federal financial participation to States for expenditures for services 
under an approved State plan. If supplemental or enhanced payments are 
made, please provide the total amount for each type of supplemental or 
enhanced payment made to each provider type. 

Response: The payments authorized for this provision are not supplemental or 
enhanced payments. 

4. For clinic or outpatient hospital services please provide a detailed 
description of the methodology used by the state to estimate the upper 
payment limit (UPL) for each class of providers (State owned or operated, 
non-state government owned or operated, and privately owned or 
operated). Please provide a current (i.e., applicable to the current rate 
year) UPL demonstration. 

Response: Health Home payments are not subject to UPL requirements. 





If supplemental or enhanced payments are made, please provide the 
total amount for each type of supplemental or enhanced payment 
made to each provider type. 

Response: The payments authorized for this provision are not 
supplemental or enhanced payments. 

ACA Assurances: 

1. Maintenance of Effort (MOE). Under section 1902(99) of the Social 
Security Act (the Act), as amended by the Affordable Care Act, as a 
condition of receiving fillX_Federal payments under the Medicaid program 
during the MOE period indicated below, the State shall not have in effect 
any eligibility standards, methodologies, or procedures in its Medicaid 
program which are more restrictive than such eligibility provisions as in 
effect in its Medicaid program on March 10, 2010. 

MOE Period. 
• Begins on: March 10, 2010, and 
• Ends on: The date the Secretary of the Federal Department of Health 

and Human Services determines an Exchange established by a State 
under the provisions of section 1311 of the Affordable Care Act is fully 
operational. 

Response: This SPA complies with the conditions of the MOE provision of section 
1902(99) of the Act for continued funding under the Medicaid program. 

2. Section 1905(y) and (z) of the Act provides for increased FMAPs for 
expenditures made on or after January 1, 2014 for individuals determined 
eligible under section 1902(a)(10)(A)(i)(VIII) of the Act. Under section 
1905(cc) of the Act, the increased FMAP under sections 1905(y) and (z) 
would not be available for States that require local political subdivisions to 
contribute amounts toward the non-Federal share of the State's 
expenditures at a greater percentage than would have been required on 
December 31, 2009. 

Prior to January 1, 2014 States may potentially require contributions by 
local political subdivisions toward the non-Federal share of the States' 
expenditures at percentages greater than were required on December 31, 
2009. However, because of the provisions of section 1905(cc) of the Act, 
it is important to determine and document/flag any SPAs/State plans 
which have such greater percentages prior to the January 1, 2014 date in 
order to anticipate potential violations and/or appropriate corrective 
actions by the States and the Federal government. 

Response: This SPA would [ ] / would not [ v ] violate these provisions, if they 
remained in effect on or after January 1, 2014. 





3. Please indicate whether the State is currently in conformance with the 
requirements of section 1902(a)(37) of the Act regarding prompt 
payment of claims. 

Response: The State does comply with the requirements of section 1902(a)(37) of 
the Act regarding prompt payment of claims. 

Tribal Assurance: 

Section 1902(a){73) of the Social Security Act the Act requires a State in 
which one or more Indian Health Programs or Urban Indian Organizations 
furnish health care services to establish a process for the State Medicaid 
agency to seek advice on a regular ongoing basis from designees of Indian 
health programs whether operated by the Indian Health Service HIS Tribes 
or Tribal organizations under the Indian Self Determination and Education 
Assistance Act ISDEAA or Urban Indian Organizations under the Indian 
Health care Improvement Act. 

IHCIA Section 2107{e){I) of the Act was also amended to apply these 
requirements to the Children's Health Insurance Program CHIP. 
Consultation is required concerning Medicaid and CHIP matters having a 
direct impact on Indian health programs and Urban Indian organizations. 

a) Please describe the process the State uses to seek advice on a regular 
ongoing basis from federally recognized tribes Indian Health 
Programs and Urban Indian Organizations on matters related to 
Medicaid and CHIP programs and for consultation on State Plan 
Amendments waiver proposals waiver extensions waiver amendments 
waiver renewals and proposals for demonstration projects prior to 
submission to CMS. 

b) Please include information about the frequency inclusiveness and 
process for seeking such advice. 

c) Please describe the consultation process that occurred specifically for 
the development and submission of this State Plan Amendment when 
it occurred and who was involved. 

Response: Tribal consultation was performed in accordance with the State's t ribal 
consultation policy as approved in SPA 11-06, and documentat ion of such is included 
with this submission. To date, no feedback has been received from any t ribal 
representative in response to the proposed change in this SPA. 






