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Executive Summary 

S ummary Descrip t ion Including Goa ls and Objectives 
The "-c" Yori.. State Department of llcalth (DOIi), m collahorabon \\1th the >,;c" Yori.. 'irate Office for People \\1th De,clopmental D1sab1h111: 
OPV. DD) 1s worl..mg to ex paid the Health I lome program to ser.e 111d v1duals "1th mtcllectual aid/or dc~elopmcntal d1sab1hues ( f '[)[)J The 

amendment, to the I lculth I lomc State Plan mcluded herc111 expand I lcalth Ilome ehg1b1h1y crttcna to include Developmental D1sab1ht) chromd 
cond111on, a~ defined 111 this SPA and cstnbh~h per member per morch rates for Ilcalth I lomes ccn1fied to serve member," 1th I/DD I nrollmcnt 
,t mdl\ 1duals "llh chg1blc De, clopmcntal D1'iab1ht) cond111011s m I lcnlth I tomes "an11c1pated to bcgm Jul\ 2018. and ma, be pha!.cd 11\ 

rcg1onall\ fl1c State 1s :,cck111g 90, 10 Federal/Stale milch for eight Q!lnncr, foll0\\int; the 1mplcmc111a11on ot the nc" Hcnlth I lomc 
()c,clo mental D1sab1h1, chrome co11d111ons 111 each re 10 1 

The c,pnns1on of I lcallh I lomc tn scr. e the l'J)I) popul.11011 1s pan of the Sta1c·s Medicaid Rcde~1g.11 plan to tnu1S1t1on the 191 'i(c) OPWDD 
CnmprchcnSJ,e \','ai\crll'-IY 0238 to the 1115 Waiver. 1rans111on Med1cn1d Scr.·icc Coordina1on to llcalth llomc and tran-111nn the OPWDD 
I DD no ulnt1on to 111m1ag,cd care 

Dependency Description 

Description of any dependencies between this s ubmission package a nd any other submission package undergoing review 
l he c,pansmn ot I lc.:ahh I lomc to ~er.'e the I/DD population 1s part of the State 's Medicaid Rcdc"gn plan to 1rans111on the 191 S(cJ OP\\ DD 
(:omprchens1ve Waiver #NY CIB8 to the 1115 Waiver. 1rans111011 Medicaid Scr.'1Cc (.'oord111.11on to I lcahh I lnmc and 1rans111on the OPWDD 
L'DD populauon to mam1g~d care 
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lndicare whether public commc111was solicited with respec t to this submission. 
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Explain why this SPA is 
not like ly to have 
a direct effec t o n Indians, 
Indian Hea lth Programs 
o r Urban In d ian 
Orga nizations 

There is one fcder-ally rccoj:!nizcd tribe in NYS that operates an aJ.:cncy lhat delivers boch rargeted case manai:emcnt services and llomc 
and Com munity Based W11ivcr ~ervices ( HCBS) to mem bers oflhe Tribe. In 11ccordnncc with the C~IS-llpprovetl trnnsition plnn to 
address connict ofinccrcs l, thi s case managemcnt/l lCBS llj:!Cncy will he dcsilj?natetl IO provide both care management and IICBS service$ 
based on the need for culturally comperenr care for tribes· mem ber~. Ind ian lleallh Programs and l rban Indian Organizat ions will be 
encouraged. 1)111 nor required. 10 pnrticipale in heallh home deli,•c ns :1 cart' ma~e a enc network provider. 
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D T he stare has not solieited advice fro m Indian Ilea Ith 
Programs and/or Urban Indian Ori;:nniza tions prior to 
s ubmiss ion or this SPA 

Complete the following Information regarding nny tribul consultation conducrcd with respect ro this s ubmission 

Tribal cons ulta t ion wns conducred in the following ma nner 

00 Indian Health Programs 

~fame or P rogram D11te o r consultation Method/location or cons ultation 

1lc:alth Clinic 

D Urban Indian Organizations 

tates a rc not required to consult with Indian tr'ibal governments. but if such consullation was conducted voluntarily. provide 
informntion about s uch consull:ltion 

00 lndi11 n Tribes 

Name orT ribe Date of cons ullation Method/Loca tion of cons ultation 

Cayuga Nation 

Oneida Indian Nation 

Onondaga Nauon 

Seneca No tion of Indians 

Shinnecock Indian Nm1on Triba l Office 

St Regis Mohawk Tribe 

Tonawanda Seneca Nauo n T ribe 

Tuscarora Indian Nm1on 

Ukechang Indian Terri tory 

The sta te must upload copies of documents thal support the solicitation of advice in accordance with sta tu tory requireme nts. including 
any notices sent to Indian Health Programs and/or Urban Indian Organizations, as well as a ttendee lis ls iffnce-to-fncc meeti n,::s were 
held. Also. upload d ocuments with comments received from Indian llcalth Pro~n11ns or ll rbnn Indian Organi1.a tions and the s tate's 
responses to any issues raised. Alterna ti vely, indica te the key issues a nti s ummarize any comments received below and d escribe how the 
s tate incorporated them in to the d esign of its program. 

Name Dute Crea ted T ype 
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rribal 4 

T ribal 5 

Indicate the key issues raised (optional) 

DAccess 
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Not Started In Pr<>grcss Complete 
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S uperseded S PA 

ID 
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View All Responses 

Name of Health llomes Program NYS Health Home Progrnm 

IRI The S tate provides assurance that it has consulted and Date of consultation 

coordinated with the S ubstance A buse and Mental I lca lth 7/20/17 
Scniccs Ad ministration (SAM HSA) in nddressing issues 
regarding the prevention and treatment of menta l illness 
und subs tance abuse among eligible individuals with 
ch ronic conditions. 
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Records/Submission Packages 
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Requcsl System I ldp 
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Health Homes Intro 

MEDICAID- Health I lo mcs- NYS I leal1h Home Program 

Not Sunec! In Prog,cs, Complc<c 

Package Header 

Pac kage II) SPA ID 

S ubmission T y pe lnitfal Submission l>atc TDD 

Approval Date Effeclivc Da te 

Supersed ed SPA NIA 

ID 

V,,:v. 1mptcmcn1.at1on Guide: 

Program Authority 

1945 of the Social Security Act 
The s tate elects 10 IIJlllement the Health Homes Stale plan opuon under Secuon 1945 of the Social Securny Act. 

Name of l k a l1h llomes Program NYS Health Home Program 

Executive Summary 

Provid e :rn executive summary of this Health llomes program including the goals and obj ec ti ves of the program, the population, 
provider~. services a nd service d elivery model used 
Summary descript ion including goals and objectives 

1he 'sc" Yori. ~tmc Department ot I lcalth (DOI I). m colluborallon w1lh the New York State Oflice tor l'eopte With Developmental D1sab1l111c, 
OPWDD) 1s \\Ori.mg 10 c,p.rid th.: t I cal th I lomc progrmn to serve mdi, ,duals" nh mtcllectual md/or dc,clopmcntal d1sab11tue~ (I DD) I he 
mcndmcms 10 the I lcalth I lorne ~tile Plan included herem expilld I lcalth I lomc d1g1b1ltt) cruena to include De,clopmcntal lJ1sab1l11, chrom 

·n11d11tons ,l\ de lined m the SPA. and establish per member per month rntcs for I lcalth I lomes cert11ied to serve members,, llh I/DI) l·nrollmen \ 
I 111d1, tduab "1th cltg1blc Dcwlopmcntal D1sab1ltt} cnnd1ttons 111 I lcalth I lomes ,~ an1tc1patcd to begm Jul) 2018. and ma, be phased 111 

{eg1onall\ rhe State 1s sccl..r1g 90, 10 l·cderal State milch for e1 ht quancr. lollo\\utl, the 1mplcmcnta1ton oflhc nc" Health !lorn 
l>c,cln mental D1,11b1lt1 , hro111c condt11ons III each remon 

I !cal th I lnrnes that arc cert! tied to sen c the 1rd1, ,duals "nh 1ntcllcctual and 'or de,cloprncntal d1,ab1l t11cs and that meet State and federal 
Standard, " ,II be paid a per member per month care mana1:.emcnt tee that ts based on assessment data and rcs1dcn1tal status Rates tor Health 
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Homes certified to serve 1rdiv1duals with mtellectual md/or developmental disabilities wall be establi!hed for the first month ofcnrollmcm and 
for each month of enrollment thereafter Individuals enrolled in Ilealth Homes cert tficd to serve individuals with intellectual md/or 
developmental disabilities will not be sulltect to a case finding_PMPM 

For the twenty-four months bcg11111111g rrom the effective d!lc the State authom.cs I kalth I tomes. locmed in a region or regions. wh1d1 arc 
tcrtified to serve individuals with intellectual and developmental disabilities to begin to enroll individuals with e ligible DD chronic conditions. 
the per member per 11101101 case management fee will include a rate add on for initial infrastnicture and governance costs associated with the 
1m lcmcntation I lealth I lomcs certified to serve individuals with intellectual and developmental di:x1bilities, 

General Assurances 

[R) The state provides assura nce that eligible individuals will be given a free choice of Health Homes providers. 

[R) The s tate provides assurance that it will not prevent individ ua ls who are dually eligible for Medicare and Medicaid from receiving 
Health Homes services. 

[R) The s tate provides a ssurance that hospitals participating under the state plan or a waive r of s uch plan wi ll be instructed to esta blish 
procedures 
for referring e lig ible individuals with chronic conditions who seek or need treatment in a hospital emergency d epar tme nt to designated 
Health Homes p roviders 

[R) The s tate provides assu rance that FMAP for Health Home Services s hall be 90% for the first eig ht fisca l quarters from the effective 
date of the S PA after the firs t eig ht quarters. expenditures will be claimed at the regular matching r ate. 

he State provides s uch assurance from the effective date the Sta te authorizes Health Homes. located in a region or reJ:(ions. which are 
certified to scrYC members with intellectual and 1lcwlopmen1al disabilities to bej:(in to enroll members with eligible DO chroni 
conditions. the F'\IAP for Health Home ser vices shall be 90% for the first eight fiscal quarter~ from such effective date. Su ch cffectin• 
date shall bcJ?in on the fi rst da fa month. and the Sta te will notify CI\IS 111 least 30 d •s prior to such effective date a nd ident if · the 
authori1..Cd regions. 

00 The state provid es assurance that it will have the systems in place so that only one 8-quarter period of enha nced FMAP for each 
health homes enrollee will be cla im ed. 

[R) The sta te provides assu rance that there will be no duplication of se rvices and pay ment for s imilar se rvices provided under other 
:'\ledicaid a uthorities. 
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ID 
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View All Rcsponi.cs 

Categories of Individuals and Populations P rovided Health Homes Services 

The state will make Health Homes services avai lable to the followin g categories of Medicaid Participants 

CBJ Cutegorirally 'eedy (Mandatory and Options for Coverage) Eligibility Groups 

00 Medically eedy Eligibility G roups Mnndatory Medically Needy 

CBJ Medically Needy Pregnant Women 

00 Medically Needy C hildren under Age 18 

Optional Medicallv cedv {selec t the groups included in the 
population 

Families and Adults 
00 Medically Needy C hildren i\gc 18 through 20 

00 Medically 'eedy Pare nts and Other C aretaker Relatives 

Aged, Blind and Disabled 

00 Medically Need y Aged. Blind. Disabled 

00 Medically Needy Blind. Disabled Individuals Eligible in 
1973 

Population C riteria 

The State elects to offer Health Homes services to individua ls with 

CBJ T wo or more chronic conditions Specify the conditions included 

00 Menta l Health Condilion 
00 Substuocc sc Disorder 

C&:I Asthma 

00 Diabetes 

C&:I I lcnrt Disease 

00 BMI over 25 

C&:I Other (specify) 
:\amc Description 

8Ml ovcr 25 BM I is defined as at or above 25 for adults and BMI at or abo ve thc85 percentile for children. 

Sec dcscripuon bclo" 

C&:I One chronic condition and the risk of developing another Specify the conditions included 

0 Mental 1-fcalth Condition 

0 Subs tnnce l lsc Disorder 

D Asthma 

0 Diabetes 

D Henri Disease 

0 8Ml OYcr2S 

00 Other (specify) 

Name Dcscnpuon 

IIIV/A IDS sec dcscnpuon below 

http:Rcsponi.cs
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One Serious Mental illness sec description be low 

SF.D/Complex Trauma sec descri ption below 

)evclopmental Disabiht sec description bclmv 

Specify the criteria for at risk of developing another chronic condition 

HIV, Serious Mental Illness (SMI) and Serious Emotional Disturbance (SED). Mfk:omplex trauma and the chronic conditions defined in the 
developmental disabihttcs catcgorv (resulting in funcuonal limitations that constitute a substantial handicap as defined b) New York State Mental 
Hygiene Law Section 1.03(22) and dctcmuned by the New York State Offia: for People With Developmental Disabilities <OPWDDl or tts 
&cs1gnccj are each single quali fy ing conditions for which NYS is was approved. 

Providers do not need to document a risk of developing anaher condition in these cases. 

New York's Medicaid program serves over 5 million cnrollo:s with a broad array ofhealth care needs and challenges. While mmy Medicaid 
enrollees are relatively healthy and access practitioners to obtain episodic and preventive hcallh care. the Medicaid program also has several 
population groups who have complex mcdiml. behavioral. and long term care needs that drive a high volume of high 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 cl igiblcs) have been 
identified as high cost/high need enrollees with two or more chronicconditions and/or a Serious Persistent Mental Illness. In addition, 
!!lmroximately I OQOOO Cincludmg dual eligibksl have been identified as havmg a developmental cisabililX, i!S defined 111 New Yori.. State Merna! 
I lvgiene Law secuon 1.03(22), These high cost/high need enrol lees are categorhed into four groups representing enrollees with intellectual 
and/or dcvc;lopmcnlaLdisabi lilies. enrollees in need of long term care servia:s, enrollees wilh 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 certi fy health homes that build on current provider panncrships. Health homes mav be certified 10 
$pccializc u1 servmg adults. children age Othrough 20 and/or individuals with I/DD, Appl icant heal th home providers will be required to meet 
State defined health home requiremertS that assure access to primary, specialty. behavioral heald1 care and developmental d1sab1litv services that 
support the integration and coordination of all care. Recently passed New York Stae Law prov ides the Commissioners of Mental Health. 
Alcoholism and Substance Abuse Services. and People with Developmcnld Disabilities the authority to integrate care de livery by synching 
health can:. substance abuse services. developmental d1subili!)' services. and mcnwl health certification requirements for health homes. Approved 
health homes wi ll directl y provide. or contra;t for. heal01 home services to lhe identified eligible beneficiaries. To meet this goal . it is expected 
that health home providers wi ll dewlop heallh home networks with pr imary. medical. specialty and mental heallh. developmental d1sabjlity 
providers, substance abuse service prov iders, community based organizations. managed care plans and others to provide enrollees access to 
needed services. 

To facili1a1e the use of health infonnation technology by health homes to improve service de livery and coordination across the care continuum. 
NY has developed initial and fi nal I IIT standards for heal01 homes that are consistent with NYS' Operational Plmi for Health lnfonnation 
Technology and Exchange approved by CMS. Providers must meet initial HIT standards 10 implement a health home. l'urthcm1ore. applicants 
must provide a plan 10 achieve the rmal standards within eighteen months of program initiation in order 10 be approved as a health home provider 

To the extent possiJle health home providers will be encouraged to uti lize regional health information organizations or quali fied entities to access 
patient data and 10 develop partnerships that maximize tl1e use of HIT across providers (i.e. hospitals. TCMs). Health home providers wil l be 
encouraged to utilize HIT. as feasible. to create. documenL execute ftld update a plan of care lhat is accessible to the interdisciplinary team of 
providers that is for every palienl Hcallh home providers will also be encouraged toutilizc HIT a~ feasible to process and follow up on patient 
testing. treatments. community based services and provider referrals. 

NY will target popll lations for health homes services in the major categories and the associated 3M Clinical Risk Group categories ofchronic 
behavioral and medical conditions and the developmental d1sabjhties listed below: 

Major Category: A lcoho l and Substance Abuse 3M C linical 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. Olhcr Significant Drug Abuse 

Major Category: Mental Health 3M Clinical Risk Group (3M CRGs) Category 
I. Bi-Polar Disorder 
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2 ConducL Impulse Control. and Other Disruptive Behavior Disorder~ 
3. Demcntmg 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 Ancry Disease 
2. Cerebrovascular Disease 
3. Congesti ve Heart Failure 
4 . I lypcncns1on 
5. Peripheral Vascular Disease 

MaJor Category: I IIY/AIDS 3M Clinical Risk Group (3M CRGs) Category 
I. IIIY Disease 

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

MaJor Category: Respiratory Disease 3M Clinical Risk Group (3M CRGs) Category 
I . Asthma 
2. Chronic Obstructive Pulmonary l)i<;ease 

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

M1uor Cme •o ,. Developmental D1snb1ltt · Careg_g_ry 

Intellectual D1sab1ht) 
:. Cerehral Pals-. 

l· p1lcpsy 
4 '\curol0j!1cal lmpa1m1t:nt 
~ Fam1lml Dysaurononua 

Pra<lt:r-W1lh ·ndromc 
•\UtlSlll 

Description of population selection criteria 

1'111: target population to receive health home services under this amendment includes categoncally nee~ and mechcally needy bcne!icmncs 
served by Medicaid managed care or fee for service and Medicare/Medicaid dual eligible beneficiaries who meet health home selec11011 criteria. 
NY will ofTer Health I tome services to individuals with two or more Chronic conditions, individuals with HI Y/AIDS, individuals with one 
serious mental illness. individuals with SED. individuals with complex traima. l2LJ!ldLv1(!1JJ1JD'llh one of the de,c!opmcotal d1sablilllc> mthe 
dcvctopmcntnl disab1li.n::..£lt1cgory o1 chronic cond)llons ond which result~ m (11nc11onol l!nutnuons that const1tu11: u s11bsrnn11ul.b.11ndmuu~ 
dcfin.£.Q.!u_'\J~k State McnlJII t bmcne l 0" Secuon L03!22l and deJennmed by the Ne\\ York Slil!c Office I.Qr People Wjth Dcvclopmclllal 
D1:,abil 111,;~ COPWD..Ql.Qut~ dcsignec Ne" Yor~ ,, ill aho ofTer Iknl\h..l!Qin_~s tQ..filill.ldual.£..ID.Jb _on d1;vclo.niru;1JJald15..abtliti. 1,uhc 
{lcv£1oruuc1 al 111c I I II ns cli c S · and a 1 > c h , c I n 1d1v1cl I · enrol 
llJ t tealth t tomes ccnl(jed to ,cn·c chddrcn or udult~ as npproprmtc for their needs Enrollees in the behavioral health category have been 
identified through claims and encounter data anal ysis as having received mental health 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 
populallon. many of these cnroUees have social issues. such as lack ofpem111nent 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 
1wo or three chronic medical conditions. 

Complex trauma exposure in childhood has been shown to impair brain development aro the ability to learn aid develop social and emotional 
ski lls during childhood. consequently increasing the risks of developing serious or chronic diseases in adolcsccna:: and adulthood. Children who 
have experienced corrplex trauma and who arc not old enough to have experienced long,tem1 impacts arc uniquely vulnerable. Chilchood 
exposure to child maltreatmcnL including emotional abuse and neglect. exposure to violence. sexual an! physical abuse arc often traumatic 
events that continue to be distressing for children even aflcr the maltreatment has ceased. with negative physical. behavioral. and/or psychological 
effects on the children. Since child maltreatment occurs m the context oflhc child's relationship with a caregiver, the child's ability to form 
secure attachment bonds. sense ofsafety and stability, nrc disrupted Withou111mcly and efTec11ve ir1ervcntion during childhood. a growing 
body of research shows that a child's experience of these events (simultaneous or scqucrtial maltreatment) can create wide-ranging and lasting 
adverse eOccts on developmental functioning. und phys ical. soc~1I. cmotionnl or spiritual well-bcmg. Enrolling children who are experiencing 

http:tQ..filill.ldual.�..ID
http:COPWD..Ql
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complex trauma in Health Homes wi ll work to prcvenL whi le an individual is slill in childhood. lhe developmenl of other more complex chroni:; 
conditions in adulthood. 

Enrollees in the complex trauma category will be identified for referral to Health Homes by various enlties. including chi ld welfare systems { i.e .. 
foster care and local department~of social services) health and behavioral health care providers and other systems (e.g. education) thnt impact 
children. 

ffhc primary mechm,sm for referral to Health I lomcs for individuals in the developmental di:;:ibility cmcgorv will be OPWDD, through ,ts 
Developmental Disability Regional Offices <DDROsl or designee. OPWDD's DDROs arc well connected to area schools. health care providers 
!Ind other governmental ard non-governmental social service providers and will make referrals to Health I tomes tha1 can mee1 !heir 111d1v1dual 
needs. Referrals WIii consider the region where a member lives and 1he connecuvuv of providers tha1 serve the chgible person to the cerufied 
l~ealth Homes. All certified Health I lomes mav also directly receive referrals from the commumty. mcluding providers and managed care plans 
and will ensure the individual is referred to a certified I lealth I lome that can meet their individual needs. 

Enrollees in the behavioral health category have been idcrtificd through claims and encounter data analysis as having received mental health or 
substance abuse services and/or having select mental health diagnosis. These enrollees oncn have eermorbid chronic, medical conditions. In 
addition. based on experience in working witl1 this population. many of these enrollees have social is~cs. such as lack ofpermanent housing. that 
take priority to these individuals over their health care conditions. Enrollees in the chronic medical condi!ion calegory have been identified 
through claims and encounter data analysis as havmg two or three chronic medical conditions. 

00 One serious and persistent mental health condition 

Specify the criteria for a serious and persistent mental health condition 

The guidance on complex trauma draws upon the domains within the definition of serious emotional disturbance. While there may be similarities 
in the condition(s) and symp1oms that arise in either complex trauma or SED. the therapeutic approaches associated with the same diagnoses may 
vary significantly when the symptoms arising from traumatic experiences arc idenlitied as such. Trauma cxpertS indicate that with complex 
trauma. the cli nical diagnoses may be more severe and typically present as co-morbidities or multiple diagnoses. I. Definition ofComplex 
Trauma a the term complex trauma incorporates at least: i. infan1s/ehildren/or adolescents· exposure to miltiple traumatic events. often of an 
invasive, interpersonal nature and ii . The wide ranging long-tenn impact of this exposure b. Nature of the traumatic events: i. ollen is severe and 
pervasive. sud, as abuse or profound neglecl ii. usually begins early in life iii . Can be disruptive of the child"s development and the formation 
of a healthy sense ofself (with self-regulatory, executive functioning. sell-perceptions. cic.) iv. often occur in lhe context or the child's 
relationship with a caregiver and v. can interfere with the chi ld's abil ity to fom1 a secure attachmenl bond which is considered a prerequisite for 
healthy social-emotional functioning. c. Many aspects ofa chi ld's healthy physical and mental development rely on this secure attachment, a 
primary sou rce of safety and stabi lity d. widc-ranging. long-tenn adverse effects cnn include impairments in i. physiological responses nnd 
related ncurodevebpmcnt. ii . emotional responses.. iii. cognitive processes incliil ing the ability to think. learn and concentrate iv. Impulse control 
and other self-regulat ing behavior. v. self-image and vi. relationships with others. Effective October. I 20 16 complex trauma and $ED will each 
be a single qual ifying condi1 ion. 

Enrollment of Participants 

Participation in a Health Homes is voluntary. Indicate the method the 
state will use to enroll eligible Medicaid Individuals into a Health Home 

D Opt-In to Health Homes provider 

00 Referral and assignment to llcalth Homes provider with opt-o ut 

D Other (describe) 

Describe the process used 

Individuals eligible for health home s:rviccs rna ' wttl be identified by !he State. Individuals will be assigned to a hcal01 home provider based on 
existing relatiooships with health care providers or heallh care delivery system relationships. geography. and/or other 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 healt11 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 to sclccl aiother health home or opt-out from receiving health home services within a 
designated time period and briefl y describe health home services. The Sta c would provide healh home providers a roster of assig,cd enrollees 
imd current demographic information to facilitate outreach and engagement. 

Individuals that arc under 21 years ofage. including those for which consent to enroll in a health home wi ll be provided by a parent or guardian. 
will be referred to health homes by health homes care managers, managed care plans, and oilier providers aid entities. including local 
departments ofsocial services. developmental d1sabiljty regional offices <DDROs) and local government units. Referrals will be processed for 
assignmcnL and such assignments will take into account existing relationships with heal th care providers or health care dc l ivcry sys1em 
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rclauonships. geography. am/or qualifying condition. Such mdiv1duals/parent/guardians will be given me opuon to choose another health home 
when available or opto u1 ofenrollment of n health home. 

Ilic ppmar\ 111ech1111sm for relerral to Health IIQmc~ for 111tbv1cl11als m the deYi:lopmcnml d1,ab1lit\ category will he OPWDD, through II~ 
)C\ el<1pmcn1al D1~,b1ht, Regional Offices CDDl~ili}_Qul~s1gi_1ec. OP\\1)1)' , DDROs arc "ell conncc1ccl 10 urea schooh, health care (l[llV~ 

net other go, emmental and non-govcmmcntal social service prov llcrs. Referrals" 111 consider the region" here a member lives and the 
connect!\ 11, o[prm 1den; trot serve the ehg1hlc person 10 the ccrificd Health I tomes. I lcnlth I tomes ma, also dm:c11} receive referrals lrom the 
£!.immJ.!!1!!4 1nclud111E,.lliQ.Y.!..der, and managed care plans. AIJ...l;ert1fied l lcnllh I tomes ma\ nl~Q.Jhrealy receive referrals lrom the con1111~1~ 
1nclt1ill!!£..Illi!.VHlcr~ iUld manpgcd care plans and Will ensure the 11dividual I'> referred to a cerllfied l leald1 f lQJne that can meet their 1pd1v1dual 
11 ,ed~. lnd1v1dyab will be &" en tie opuon 10 choose anod1cr health home" hen available or op10111 of cnrollmgll mto a health home 

CRI The s1111e provides nss urance tha t ii wi ll clearly 
communicate individual's right to opt out of the Health llomes 
benefit or to change Health llomes providers al any time and 
agrees to submit to CM S 11 copy of any letter or 
communication used to inform the individuals of the I lculth 
llomcs benefit and the rights to choose or chnnge Hcnlth 
llomcs pr0\'idcrs or to elect not to receive the benefit. 

Name Date Created T ype 

NY Health Home Brochure 9/ 14/2016 I 0:08 AM F.DT 

Records/Submission Packages 

NY- Sub mission Package- NY201 6M H00020- (N Y-17-0025) Follow 

Request S) stem Hdp 

-1\II Rcvicwable Un11• 

Health Homes Geographic Limitations 

Ml::.DICAID- Health Homes- NYS Health I tome Program NY-

'1"oc St•ncd In Proi;re,, Complc1e 

Package Header 

Pac kage ID SPA ID 

Submiss ion T ype Initia l ubmission Date 

A pprovnl Date Effective O:1te 

Superseded SP/\ NIA 

II) 

View imp1cmcn1a11on Guide 

CRI llealth llomes services will be ava ilable s tatewide 

0 IleaIth llomcs scrvi<'es will be limited to the followini: geographic 11rcas 

CRI Ilea Ith Homes services will be provided in geographic phased-in approuch 

Rccords/Submission Packages 

NY- S ubm ission Package- Follow 
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RequC$1 Sy.icm Hdp 

-All Revu:wnbfc Uniu 

Health Homes Services 

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

Not Staned In Progrc-S$ Complete 

Package Header 

Package ID SPA ID 

Submission Type Initial Submission Date 

App roval Date Effective Date 

Superseded SPA 

ID 

View impkmcnumon Gmdc 

View All RcspOnscs 

Service Definitions 

Provide the state's defini tions of the following Health Homes services and the specific activities perfo rmed 
under each service 

Comprehensive Care Management Defin ition 

Defi nition 

A comprehensive individualized patient-ccntcf£!1 care plan wi ll be required for all health home enrollo::s. The care plan wi ll be developed based 
on the infom1ation obtained from a comprehensive health risk assessment used LO identify the enrol Ire's phys ical. mental health. chemical 
dependency. Jong 1erm suppons and scryjccs dcvclopmen1al disability sco•ice.s and social service needs. The ndividualizcd care plan will be 
required 10 include and integrate the individual's medical and behavioral health services. rehabilitative. long term care. devclopmcnt11l d1:;ab1lity 
~ and social service needs as applicable. The care ptm wi ll be requ in::d to clearly identi fy the primary care physician/nurse practitioner. 
spccialist(s), behavioral health care providcr(s). developmental djsabilj1y s~1)'1cc prov1dcr(s}, care manager and other providers directly invohed 
in the individuals care. The individual 's plan of care must also identi fy community networks and supports that wi ll be utilized to address their 
needs. Goals and timeframcs 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 wi ll be required to make sure that the individual (or their guardian) plays a central and active parl in the development and 
execution of their plan of care. and that they arc in agreement with the goals. interventions and time frames contained in the plan. Family 
members and other supports involved in the patient's care should be identified and included in the plan and execution of care as requested by the 
111dividual 

The care plan must also include outreach and engagement activ ities which will support engaging the patient in their own care and promote 
continuity of care. In addition, the plan of care will include periodic reassessment of tl1c individual's needs and goals and clearly identify the 
patient's progress in meeting goals. Changes in the plan of care will be made rosed on changes in patient need. 

Describe how Hea lth Information Technology will be used to link this service in a compre hensive approach across th e 

ca re continuum 

To facilitruc the use ofhealtl1 infonnation technology by health homes to improve service deli,-cry and coordination across the care continuum. 
NY has developed init ial and final HIT standards. Providers must meet the initial HIT standard to implement a health home. as feasible. NY 
anticipates that a portion of health home providers may 110 1 uti lize HIT in l11cir current programs. These providers wi ll be crcouraged lo utilize 
regional health information organizations (RH IO's} or a qualified entity to access patient data and to develop partnersh ips that maximize the use 
ofl IIT across providers (i.e. Hosptals. TCMs). Applicants must provide a plan in order lo achieve Ilic final HIT standards within eighteen 
months of' program ini tiation in order to be approved as a hcall11 home providers. Health home providers will be mcouraged to utilize HIT as 
lcasible to create. document and execute and update a plan of care for every patient that is access ible 10 the interdisciplinary team of providers 
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Hen Ith home providers wi ll a lso be en::ouraged to util ize I IIT as feasible to process and follow up on patient testing. treatments, services and 
referrals. 

Scope of service 

The service can be provided by the following provider types 

D Bchnvioral Ilea Ith P rofessionals or Specialists 

D Nursc Prac lilioner 

O Nurse C are Coordinators 

0 urscs 

D lcdical Specialists 

DPhysicians 

DPhysician's Assistants 

D Plmrmacists 

D Socinl Workers 

DDoctors of C hiropractic 

Ducc nsed Complemen111 ry a nd alternative Medicine l'rnctitioners 

ODieticians 

O Nutrilionisls 

OO0thcr (specify) 

Provider T ype Description 

Multidisciplinary teams NY health homes will use multoisciplinary teams of medical, mental health. chemical 
dependency trcatmeni providers. dC\ clopmental d1sablluy :,cmce~ pro, 1dcc, social 
workers. nurses and other care providers led by :1 dedicated care manager who will assun: 
thnt enrollees n:ceive needed medical. behavioral, and social services in accordance with 
a single plan ofcare. 

Care Coordination 

Definition 

The heal th home provider wi ll be acmuntable for engaging ard retaining health home e nrolla:s in care. as well as coord inat ing and arranging for 
the provision of services. 9.lpponing adherence to treatment recommendations. and monitoring and evaluating the enrollee's needs. The 
individualized plan ofcare will identify all of the services necessary to ma:t goals needed for care management of the enrolla: such as 
prevention. wellness. medical treatment by specialists and behavioral health providers dc,clopmental chsab1l1l) >c0:1ce>, transition ofcare from 
provider to provider. and social and community services when: appropriate . 

In order to fulfill the care coordna11on requirements. the health home provider will assign each individual enrollee one dedicated care manager 
who 1s responsible for overall management of~1c enrollee's plan of care. The enrollee's health home care manager will be clcarty iden111icd in 1hc 
patient record and wi ll have overall responsibili ty and accountability lor coordinating all aspects of the indiv idual's care. T hi.: health home 
provider will be responsible to as!Urc that communication will be fostered be1,1een the dedicated care manager and treating clinicians to discuss 
a~ needed enrollee's care needs. conncting treatments. change in condition etc. "hich may ncccssitme treatment change (i.e .. written orders 
and/or prescriptions). 

The health home provider will be required to develop aro have polices. procedures and accountabilillcs (contractual agrcc111a11s) in place. to 
suppon and define the roles and responsibilities for e1Tec11ve collaborauonbetwccn primary care. speaalist behavioral health providers. 
(lcvclqpmcntul disability provider~ and community-based organizations. The health home provider's policies and procedures will direct md 
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incorporate successful collabontion through use ofevidenc<>based referrals. follow-up consultations. and regular. scheduled case review 
meetings with all members of the in terdisciplinary team. The hcald1 home provide r will have the o pion ofutili zing technology conterencing 
tools inc luding audio. video and/or web deplo)ed solutions when securi ty protocols and precau tions arc in place to protect PHI 10 suppo rt care 
management coordinat ion activities. 

The health home provider will be required to develop aoo utilize a system to track and share patient infom1ation and care needs across providers . 
monitor patient outcomes. and initiate changes in care as necessary to address patient need. 

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

Health home provKlers wi ll be encouraged to uti lize RHI0s or a qualified entity to access patient data and to develo p partnersh ips that maximize 
lhe use of HIT across providers (i.e. hospitals. TCMs).Health home providers will uti lize HIT as feasible to cre~e. document and execute and 
update a plan ofcare for e very patient that is accessible to the interd isciplinary team of providers Health home providers will a lso be e ncouraged 
to uti lize HIT as feasible to monitor patient outcomes. initiate changes in care and follow up on patient test ing. treatments. se rvices and referrals. 

Scope of Service 

T he service can be provided by t he fo llowing provider types 

DBe haviora l Health Professionals or S pecialists 

D Nursc Practitioner 

D Nurse Care Coordina tors 

D Nurses 

D Medica l SpecialisL~ 

DPhysicians 

D P hysicinn 's Assista nts 

OPharmacists 

D Social W orkers 

Dooctors of C hiropractic 

DLiccnsed Com plementa ry a nd alternative Medicine P racti tioners 

ODicticia ns 

D Nut ri tionists 

1:8:lOther (specify) 

Provider Type 

Multidisciplinary teams 

Description 

NY health homes wi ll use multi::li sc iplinary teams of medical. 
mental health . chemical depe nde ncy treatment providers. 
~ - social workers. nurses aid 
other care providers led by a dedicated care manager who will 
assure tJ1at enro llees receive needed medical . behavioral . and social 
services in accordance with a sing le plan of care . 



P a g. 1.. 118 

Health Promotion 

Definition 

Health promotion begins for e ligib le health home cnrollo:s with the commencement ofotdreach and engagement activities. N VS' health ho me 
plan for outreach and engagement will require a health home provider to active ly seek to e ngage patients in care by phone. letter. I I IT and 
community " in reach" and outreach. Each of these outreach and engagement functions will include aspects ofcomprehensive care management. 
care coordination. and referral to community and social support services. All of the activities are built around the notion of linkages to care that 
address all o f the clinical and non-clinical care needs ofan individual and health promotion. T he health home provider will suppo rt continuity o f 
care and health promo tion through the development of a trea1nent relationship with the individual and the interdisciplinary team o f pro viders. 
The health home provider will promote evidence bascdwellness and pre,1cntion by linking health home enrollees with resources for smoking 
cessation. diabetes. asthma, hypertension, se lf- help recovery resources. and other services based on individual needs and prefe rences. Health 
promotion activ ities wi ll be utilized to promote patient education and self-management of their chronic condition. 

Describe how Health In formation Technology will be used to link this service in a comprehensive approach across the 

care continuum 

Health Home providers will be encouraged to t1ili1.c RHI0s or a qualified e ntity to access patie nt data and to develop partnerships that maximize 
the use of HIT across providers (i.e.: Hospitals. TCMs). The health home providers will utilize HIT as feasible to promote. lirk. manage and 

follow up o n enro llee heallh promotion activities. 

Scope of service 

The service can be provided by the following provider types 

0 Behavioral Health Professionals or Specialists 

D Nursc P ractitioner 

O Nursc Care Coordinators 

ONurses 

DMedical S pecialists 

DPhysieians 

DPhysician's Assis tants 

DPha rmacis ts 

D Social Workers 

D Doctors or Chiropractic 

DLicensed Complementary and alte rnative Medicine Practitioners 

D0ieticians 

DNutritionists 

OOOther (specify) 

Provider Type Description 

NY health homes will use multidisciplinary teams o f medical. mental health. Multidiscipl inary teams 
chemical dependency treatment providers.Jlcvclopmcmal djsab1lny providers, 
social workers. nurses :J1d other care providers led by a dalicated care 
manager who will assure thaJ. enro llees receive needed medical, behavioral. 
and social services in accordance with a single plan ofcare. 
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Comprehensive Transitional Ca re from Inpatient to Other Settings (including appropriate follow up) 

Definition 

Comprehensive transitional care will be provided to prevent enrollre avoidable readmission after discharge from an inpatient faci lity (hospital. 
rehabilitative. psychiatric, skilled nursing or treatment faci lity) and lo 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 residential/rehabilitation facilities in thei r network to 
provide 1.he hea lll1 home care manager prompt notification of an enrollee's admission and/or discharge to/ from an emergency room. inpatiem. or 
residential rehabilitation setting. 

The health home provider wil l also have policies and procedures in place with local practitioners. health faci lities including emergency rooms. 
hospitals, and residential rehabilitation settings, providers and community-based services to ensure coordnated, and safe transition in care for its 
patients who require transfer to/from si tes ofcare. 

The health home provider will be required 10 develop and have a systematic follow-up protocol in place 10 assure timely access 10 follow-up care 
post discharge that includes at a minimum receipt ofa summary care record from the discharging entity. medication reconciliation. and a plan for 
timely scheduled ~pointmenls al recommended outp111iem providers. 

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

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

Health home providers will be encouraged to utilize RHIOs or a qualified entity to access patient data and to develop partnerships that maximize 
the use of HIT across providers (i.e. hospitals. TCMs). The health home provider will utilize HIT as feasible to commlilicatc with health fucilitics 
and to faci litate interdisciplinary collaboraticn among all providers. the patient. fan1ily. caregivers. and local supports. 

Scope of service 

The service can be provided by the following provider types 

0 Bchnvioni l H cnllh Professiona ls or Specialis ts 

ONurse Practitioner 

DNurse Care Coordinators 

DNurscs 

D Medical Specialists 

0Physicians 

0Physician's Assistants 

D Phar macists 

0 S0<:ial Workers 

D Doctors of Chiropractil' 

OLicenscd Complementary and alternative Medicine Practitioners 

DDicticians 

ONutritionists 

IRIOther (specify) 
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Provider Type Description 

Multidisciplinary teams NY health homes will use multilisc1plinary teams of medical, mental health, chcmu:al 
dependency treatment providers. J;tcvc!opmcntal d1511b1lits prov,~. 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 
s ingle plan ofcare. 

Individual and Family Support (which includes authorized representatives) 

Definit ion 

fhc patient 's 111d1viduali1.,cd plm orcare will reflect and incorporate the patient and family or caregiver prefacnces, education and suppon for 
self-management. self-help recovery, and other resources as ~propriate. The provider will share and make accessible to the enrollee. their 
families or other caregivers (based o n the individual's preferences). the individualized plan of care by prcscn111g options for accessing the 
enrollee's cl inical information. 

Peer suppons. suppon groups. and self-care programs will be utilized by the health home provider to increase patients' and carcgiver's knowledge 
uoout the individual's disease(s). promote the enrollee's engagement and self-management capabilities. and help the enrollee improve adherence 
to their prescribed treatment l'he provider will discuss and provide the enrollee. the enrollee's family and caregivers, mfom1atioo on advance 
directives in order to allow them to nnke in fom1cd end-of-li fe decisions ahead of time. 

l'he health home provider will ensure tint all communication and mforma11on shared with the enrollee. the enrollee's family and caregivers 1s 
language, literacy and culturally appropriate so it can be understood. 

Describe how Health Infor mation Technology will be used to link th is service in a comprehensive approach across the 
care continuum 

Ilcalth Home providers will be encouraged 10 1tilizc RH IOs or a qualified en tity to access patient data and to develop pannerships that maximize 
the use of HIT across providers (i.e. hospitals. TCMs). The hcald1 home provider will util i1.e l OT a~ feasible to provide the patient access to care 
plans and options for accessing clinical infonnation. 

cope of service 

The service can be provided by the following provider types 

D Behavioral Health Professionals or Specialists 

O Nurse Practi tioner 

D 1ursc Care Coon linntors 

0 ' u rses 

DMcdical S pecia lists 

0 Physicians 

DPhysician 's Assis1a nt~ 

0 Pharmacists 

D Social Workers 

D Doctors or Chiro1>racti c 

D Licensed Complementary and a lternati ve i\lcdicinc Practit ioners 

OOicticians 

O Nutrilionists 
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IRI0ther (specify) 

Provider Type Description 

Multidisciplinary teams NY health homes will use multilisciplinary teams ofmedical. mental health .. 
chemical dependency treatment providers. developmcmal d1sab1hty providers, 
social workers. nurses aid o lher care providers led by a dlllicated care 
manager who wil l assure that enrollees receive needed medical. behavio ral. 
and social services in accordance with a single plan of care. 

Referral to Community and Social Support Services 

Definition 

The health home provider will identify available community based resources and actively manage appropriate referrals. access to care. 
engagement with odler community and social supports. coordinate services and follow-up post engagement with services. To accompli!h this. 
the health home provider will devdop policies. procedures and accountabi lities (through contractual agreements} to support effective 
collaboration with community based resources that clearly define the roles and responsibi lities of the participants. 

The plan ofcare will include commmity- based and other social support services. Appropriate and ancillary healtl1care services that address and 
respond to lhe patient's needs and preferences. and contribute to achiev ing lhe patient's goals. 

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

I lcalth Home providers will be encouraged to uilize RH I0s or a qualified cnlity to access patient data and to develop partnerships that maximize 
the use of HIT across providers (i.e. I lospitals. TCMs). The health home providers will utilize I-UT as feasible to initiate. manage. and fo llow-up 
on community-based and other social service referrals. 

Scope of service 

The service can be provided by the following provider types 

0 Behavioral Health Professionals or Specialists 

D Nursc Practitioner 

D Nurse Care Coordina tors 

O Nurscs 

DMcdical Specialists 

DPhysicians 

DPhysician 's Assistants 

DPharmacists 

D Social Workers 

DDoctors of Chiropractic 

0 Licensed Complementary and alternative Medicine Practi tioners 

ODieticians 

D Nutritionis ts 

IRI0ther (specify) 



P a g 1.· 122 

Provider Type Description 

Multidisciplinary teams NY health homes will use multllisciplinary teams ofmedical. 
mental health . chemical dependency treatment providers. 
developmental d1sab1I11y prov1dro, social workers. nurses 111d 
other care providers led by a dedicated care manager who will 
assure that enrollees receive needed medical. behavioral. and social 
services in accordance with n s ingle plan of care. 

Health Homes Patient Flow 

Describe the patient n ow through the state's llealth Homes system. Submit with th e state plan amendment n ow-chnrts of tbe ty picul 
process a Health llomes Individual would e ncounter 

Sec NY Health I lome Patient now chan bclo\\ 

Name Date Created Type 

NY I lealth Home Patiert Flow Charts 9/19/20 16 3:56 PM EDT 

Records/Submission Packages 

NY- Submission Package- Follow 

l\cquc>1 Sy>1cm Hdp 

Health Homes Providers 

MEDICAID- I lcalth Homes- NYS Health Ilome Program 

Noc Sur1cd In ProSJOU Cocnplelc 

Package Header 

Package ID S PA ID 

Submission T y r,e Init ia l Submission Oatc 

Approval Date Effective Ontc 

S uperseded SPA NIA 

ID 

View 1mplcmcn1auon Vu1dc 

View All R"""'°sn 

Types of Health Homes Providers 

[&] Designated Providers 
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lnd icale lhc llca llh llomcs Desig nalcd Providers lhc slalc includes in its program and lhc 
provider qualificalions and s landards. 

OPhysicians 

D C linica l Praclices or Clinical Group Practices 

DRural llealth Clinics 

D Communi ty Health Ccnlcrs 

D Communi ty Menial Heallh Ccnlcrs 

DHome Heallh Agencies 

D ease Managcmcnl Agencies 

D Community/ Behavioral Heallh Agencies 

DFcdcrally Qualified Health Centers (FQHC) 

OOOthcr (specify} 

Provider T ype Description 

Designated Providers as described Please see text below 
in section 1945 (h)(5} 

DTeams of llcalth Care Professiona ls 

DHealth T eams 

Provider Infrastructure 

Describe the Infrastructure of provider arrangements for Hea lth Home Serv ices 

New Yorl;s health home pro vider infrastructure will include des ignated providers working with multidisciplinary teams as described below. 
N YS Medicaid providers c l ig ible to become health homes include mooegetl-va~. hospitals, medical. menta l and chemical de pendency 
treatment teams, primary care practitioner practices. PCMHs. FQHCs. Targeted Case Management (TCM) providers. certified ho me health ca re 
agencies and any othe r Medicaid enrolled provider that meet health home provider standards. To assure Ihm NY health homes meet the proposed 
federal health home model o f service delive !Y and NYS standards. health home provider quali fication standards were developed. The standards 
were developed with Input fro m a varie ty o f stakeholders. ilcluding hospitals. clinics. phys icians. mental health expe rts, che mical depende ncy 
treatment experts and ho us ing provide rs. Representatives fro m the 0epartm:nt of Health's Offices of Health Syste ms M1r1agemcnt Heallh IT 
Transfonnation and tht: AIDS Institute and the NYS Offices of Mental Health and Alcoholism and Substance Abuse Services also parti cipated in 
the development of these s tandards. The standards set the ground work for assuring that health home enrollees will rece ive appropriate and 
timely access to medi:al. behavioral. developmental disabiljty and social services in a coordinated and imcgrated manner. 

NY health homes wi ll use multidisciplinary teams of medical. mental health. developmental disabiljty. chemical dependency trcatmert prov iders. 
social workers. nurses aid other care pro viders led by a dwicated care manager who will assure that e nrollees receive needed medical , 
behavioral. developmental djsability. jncludjng community-based crisis prevention and response servjccs and social services in accordance with a 
single plan of care. Optional team members may include nutritionists/dieticians. phannacists. outreach workers. including peer specialists and 
other representatives as appropriate lo meet the e nrollee needs (housing representatives. entitlement. employn~nt). All members o f the team will 
be n.:spons iblc for repo rting oock to the care manager on patient status. treatment options. actions taken and outcomes as a result of those 
interventions. All members of the team will also be responsible for ensurirg that care is person centered . culturally compete nt and linguistically 

.:apablc. 

/\ smgle care management record will be agreed to md shared by all team ~ofess ionals and case re views will be co nducted on a regular basis. 
The care manager will be responsib le for overal l management and coordination o f the enrollee's care plan which will include both 
m1:dical/behav1oral health. developmental d1sab11ilY and social service needs and goals 

In order to ensure the delivery ofquality health home services, tl1e State will provide edocational opportunities for health home provide rs. such as 
webinar.;. reg ional meetings and/or learning collaboratives 10 foster shared learning. information sharing and pro blem solving. Ew cat ionul 
opportuni ties wi ll be provided 10 !Upport the provision o f timely comprehens ive. hig,-quality health homes services 1h11 arc who le person 
focused and that integrate medical. behaviora l health ~vi,:loprnental disabiljucs scrv1ccs1and 0 U1er needed supports and social services. T he 
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State will maintain a highly collaborauve and coordinated working relatiomhip wi th mdividual health home providers through frequent 
communication and feedback. Leaming activities and technical assistance will also support providers of health homes services to address the 
followmg heath home functional components: 

I. Provide quality-driven. cost-clTective. culturally appropnate. and person- and family-centered health home services. 

2 Coordinate and provide access to high-quality health care services infonned by cvidenc~based clinical practice guidelines. 

3. Coordmate and provide access 10 preventive and health promotion services. includmg prevention ofmental illness and substance use disorders: 

4. Coordinate and provide access to mental hcal01 and subs1ance abuse services: 

5. Coordinate and provide access 10 comprehensive care mmagcment care coordinauon. and transitional care across senings. Transitional care 
includes appropriate follow-up from inpatient to other scnings. such as participation in discharge planning and facilitating transfer from a 
pediatric to an adult system of health care. 

6. Coordmatc and provide access 10 chronic disease management including self-management support to individuals and their families. 

7. Coordinate and provide access 10 individual and fami ly supports. including referral to community. social support. and recovery services. 

8. Coordinate and provide access to long-1cm1 care supports and services. 

9. Develop a persoo-ecntcred care ploo for each mdividual that coordmatcs and m1egra1cs all of l11s or her climcal and non-clinical health care 
related needs md services. 

I 0. Dem0ll)lratc a copacuy 10 use health infonnotion technology to link services. facilitate communication among team members .-id between U1e 
health team and mdividual and family caregivers. and provide fccdba:k to practices. as feasible and appropriate. and 

11. Establish a continuous quality 1111provcmcn1 program. and collect and report on data that pcm1its an evaluation of increased coordination of 
care and chronic disease management on 111d1v1dual-lcvcl clinical outcomes. experience ofcare out:omes. and quality of care outcomes Ill the 
popul:11,on lcveL 

The Dcpanmenl of I lcalth in pannership with the Office of Mental Hcnlt l1,-and-t-lw Office of Alcoholism ard Substance Abuse Services.~ 
for Cb1lslrcn and l·am1b Services and the Office for People W11h Developmental [)~11b1h11es will closely monitor health home providers 10 ensure 
that health home services arc beilg provided that meet the NYS health home provider standards and CMS' health home core functional 
requirements. Oversight activities will inch.de. but not be limited to: medical chart and care management record review. site audits. team 
composition analysis. and review oftypes nnd number of contacts. etc. 

Supports for Health Homes Providers 

Describe the methods by which the state will su1>port providers of Health Homes services in address ing the fo llowing 
components 

I. Provide quality-driven. cost-elTcctive. culwmlly appropriate. and person- and family- centered Health Homes services. 

2. Coordinate and provide access 10 high quality health care services infomied by cv1dcne<>based clinical pracLicc guidelines. 

3. Coordinate and provide access 10 preventive and health promotion services. including prevcn1ion of mental illness and substance use disorders 

4. Coordinate and provide access to memal health and substm1cc abuse services 

5. Coordinate and provide access 10 comprehensive care mmagement, care coordination. and trans111011al care across scttmgs. Transitional care 
mcludcs appropriate follow-up from inpatient 10 0U1er scttmgs. such as panicipation in discharge planning and facilitating transfer from a 
pcdiatnc 10 and adult system of hcalL11 care. 

6. Coordmate and provide access to chronic chsease manage ment, mcludmg self-management support to individuals and 1hc1r families 

7. Coordinate and provide access 10 individual and family supports, including referral to community. social suppon. and recovery services. 

8. Coordinate and provide access 10 long-1em1 care supports and se r.•1ce). 

9. Develop a perso1rcc111ered care pion for each individual Ll1111 coordinates and integrates all of his or her clinical and non-clinical health-care 
related needs md services. 

I 0. Ocmonstrate a capacity 10 use l1e3th infomrntion technology 10 link services. facilitate communication among team members and between the 
health team and individual and fami ly caregivers. and provide fcedba:k to practices. as feasible and approprimc 
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11. Establish a continuous quality improvement program. and collect and report on data that permits an evaluation of increased coordination of 
care and chronic disease management on individual-level clin ical outcomes. and quality ofcare outcomes it the population level 

Description 

Other Health Homes Provider Standards 

The state's requireme nts a nd expectations for Health Homes providers arc as follows 

The state 's minimum requirements and expectations for Health Home provocrs are as follows: Under New York State's approach to health ho me 
implementation. a health home provider 1s 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: providing timely post 
discharge follow-up. and improving patient outcomes by addressing primary medical . specialist and behavioral hea lth care through direct 
provision. or through contractual arrangements with appropriate service providers ofcomprchemivc integrated services. 

General Qualifications 

I . Health home providers/plans must be enrolled (or be elig ible for cnrdlmenl) in the NYS Medicaid program and agree 10 comply with all 
Medicaid program requirements. 

2 . Health home providers c111 either directly provide. or sutx:ontract for the provision ofhealth home services, as provided by Health Homs; 
standards and requirements. The health home provider remains responsible for all health home program requirements. including services 
performed by the sl.bcontractor. 

3 . Care coordination and integration ofhealth 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, ruHI community social supports and developmental disabilitv services as defined in the enrollee care plan. 

4 . I lospitals that are part of a health home network must have procedures in place for referring any e ligible indi\idual with chronic conditions 
who seek or need treatment in a hospital emergency department to a DOH designated health home provider. 

5. I lcalth home providers must demonstrate their ability 10 perfonn each ofthe eleven CMS health home core n.tnctional componen1s . (Refer tli 
section iii Provider Infrastructure) Including: 

i. processes used to perform these functions. 

ii. processes and timeframcs used to assure service delivery takes place in tl1c described manner, and 

iii. description of multiface ted health home service interventims tlrnt will be provided to promote patient engagement. participation in 
their plan of care and tliat ensures patients appropriate access to the continuum of physical and behavioral health care. dcvclopmc111al 
U1sabjhty scry1ces. and socia l services. 

6. HealO, home providers must meet the following core health home requirements in the manner described below. Health home providers must 
provide written documentation that clearly demonstrates how the req.iiremcnts arc being met 

Please note whenever the individual patient /enrollee is s tated when applicable the term is interchangeable with guardian. 

I. Comprehensive Care Management 

Policies and procedures are in place 10 create. dorument. execute and update an individualized, patient centered plan of care for each individual. 

1 a .A comprehensive health assessment that identifies medical . mental health. chemical dependency developmcnhi djsabjljtY and social service 
needs is developed 

I b.Thc individual's plan ofcare integrates the continuum of medical. behavioral health services. rehabi litative. long term care. ~...!llillill!I 
disabjljty services and social service rx:eds and clearly identifies the primary care physician/nurse practitioner, specialist(s). behavioral health 
care providcr(sl dcvclopme111al disabihtv orov1de,rs.. care manager and otl1er providers directly involved inthe individual's care. 

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

I d.Thc individual plan ofcare clearly identifies primary. specialty. bchlvioral health. dcvclopmcmal disability and community networks and 
supports tlrnt address their needs. 



p ii ~ l 126 

I c.Thc individual's plan of care clearly identifies fanily members and other supports involved in the patient's care. Family and other supports arc 
included in the plan and execution ofcare as requested by the individual. 

If.The individual's plan of care clearly identifies goals aid time frames for improving the pa1ie111·s health and health care status. independence and 
community integration and the interventions that will produce this clTcct. 

I g. The individual ·s plan ofcare must include outreach and engagement activities that will support engaging patients in care and promoting 
continuity ofcare 

I h.Thc 111d1viduars plan of care includes periodic reassessment of the individual ·s needs and clearly identifies the patient's progress 111 meetmg 
goals and changes in the plan of care based on changes in patient's need. 

II . Care Coordination and I lealth Promotion 

2a.The health home provider is accountable for engaging 111d retaining health home enrollees in care coordinating and arranging for the provision 
of services. supporting adherence to treatment recommenootions and monitoring and evaluating a patient's needs. including prevention. wellness. 
medical. specialist and behavioral health treatment care transitions. de, clopmental disutiilit\ se" 1cc~long tern, supports and services. and social 
and community services where appropriate through the creation of an individual plan ofcare. 

2b.Thc health home provider will assign cad1 mdividual a dedicated care manager who is responsible for overall management of01e patient's care 
plan. The health home care manager is clearly 1dcntified 111 the patient record. Each mdividuaJ enrolled with a health home will have one 
dedicated care manager who has overall responsi l:ility and accountability for coordinating all aspects ofthe mdividual'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 trerument 
change (1.e written orders and/or prescripuons) update 

2d.Thc health home provider must define how paticm care will be directed when conllicting treatment is bemg provided. 

2e.Thc health home provider has policies and procedures and accountabilities (contractual agreements) to support effective collaborauons 
between prnnary core. specialist. land] behavioral health and developmental drmb1hl) provider:,. evidence-based referrals ond follow-up and 
consultations that clearly define roles and responsibi lities. 

21:The health home provider s14>ports continuity of care and health promotion through the development ofa trcament relationship with the 
individual and the interdisciplinary team of providers. 

2g.Thc health home provider supports care coordination and facilitates collaboratioo through the establishment of regular case review meetings. 
including all members of the i11erdisciplinary team on a schedule detcm1incd by the health home provider and member. The heahh home 
provider has the option ofutilizmg technology conferencing tools includmg audio, video. and/or web deplo)ed solutions \\hen security protocols 
and precautions arc in place to protect PHI 

2h.The health home provider ensures 24 hours/seven days a week availability to a care manager to provide i1fonnation and emergency 
consullllt1011 services. 

2i.The health home provider will ensure the nvai looility of priori ty ai:,,oinuncnts for hcal01 home enrollees to medical and behavioral health care 
services within their health home provider network to avoil unnecessary. m~propriate utilization ofemergency room and inpatient hospital 
se rvices. 

2j.Thc health home provider promotes evidence lnsed wel lness and prevention by linking health home enrollees with resources for smoking 
cessation. Diabetes. asthma. hypcrtcns1on. self-help recovery resources. and other services based oo individual needs and preferences. 

2k.Thc health home provider has a system to track patient 111fom1auon and care needs across providers and to monitor patient outcomes and 
1111tiate changes 111 care as necessary. to address patient need 

111. Comprehensive Transitional Care 

Ja.The health home provider has a system on place with hospitals and residential rehabilitation facilities in their network 10 provide the health 
home prompt notification of an individual's admission and/or discharge to/1.rom an emergency room. inpatient. or residential/rehabilitation 
setting. 

Jb.The health home provider has policies .r,d 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 pat ients 
who require transfers in the site of care. 

Jc.The health home provider utili/CS IIIT as feasible 10 facilitate interdisciplinary collaboration :mong all providers. the patient. fam1I}. care 
givers. and local supports. 
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3d.Thc health home provider has a systematic follow-up protocol in place to assure timely access to follow- up care post discharge that includes 
at a minimum receipt of a summary care record from the discharging entity. medication reconciliation. timely scheduled ~pointmcnts at 
recommended OUlpatient providers. care manager verification with outpatient provider that the patient attended the appointmenL and a plan to 
outreach and reengage the pttient in care if the appointment was missed. 

IV Patient and Family Suppon 

4a.Patienl's individualized plan ofearc reflects patient and family or caregiver preferences. education and support for self-management: self-hdp 
recovery. and other resources as appropriate. 

4b.Paticnt's individualized plan ofcare is accessible 10 the individual and their fami lies or other caregivers based on the individual's preference. 

4c.The health home provider utilizes peer supports. support groups and self-care programs to increase patient's knowledge about their disease. 
engagement and sci f-management capabilities. and to improve adherence 10 prescribed treatment 

4d.The health home provider discusses advance directives wilh enrollees and flcir families or caregivers. 

4e.The health home provider communicates and shares infonnation with individuals and their families and other caregivers with appropriate 
consideration for language. literacy aid cultural preferences. 

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

V. Referral to Community and Social Support Services 

Sa.The health home provider identifies available community-based resources and actively manages appropriate referrals. access. engagement. 
follow-up and coordination ofservices. 

Sh.The health home provider has policies. procedures mid accounlahilitics (contractual agreements) 10 suppon effective collaborations with 
community-based resources. which dearly define roles and rcspon;ibilities. 

Sc.The plan of care should include community-based and other social support services as well as healthcare. long term supports. scr.·1ccs ,md 
developmental disability scmccs that respond to the patient's needs and prctercnces and contribute to achieving the patient' s goals. 

VI Use o f I lcallh Information Technology to Link Services 

l lcalth home providers will make use of available HIT and accesses data through U1e regional hcaltti information organiza1ioo (RH IOs)/Qualified 
Entities (QE) to conduct 1hese processes as lcasiblc to cOJrply with the in itial standards ci ted in items 6a.--6d for implementation of health 
homes. In order 10 be ipproved as health home provider. applicants must provide a plan to achieve the final standards cited in items 6e.-6i 
within eighteen (18) months of program initiation. 

Initial S1andards 

6a.HealU1 home provider has stmctured infomiation systems, policies. procedures and practices to create. document, execute and update a plan of 
care for every pal ient 

6b.Hcallh home provider has a systemalic process to follow-up on tests. treatments. services and referrals which is incorporated into the patient's 
plan ofcare 

6c.Health home provider has a health record system which al lows Lhe patient's health information and plan ofcare to be access ible to the 
interdisciplinary team or providers and which allows for population management and identification ofgaps in care including prcvcntivc services. 

6d.Hcallh home provider makes use of available HIT and accesses data through the RHIO/QE to conduct these processes.as feasible. 

fi nal Standards 

6c.Heallh home provider has sLnJctured interoperable health infomiation technology systems. policies. procedures and practices to support the 
creation. documentation. execution and ongoing management ofa plan of care for every patienL 

6f.l lcalth home provider uses an electronic health record system tmt qualifies under the Meaningful Use provisions of the HITECH Act which 
allows the patienl's health infomiation and plan ofcare to be accessible 10 the interdisciplinary team of providers. If the provider does 1101 

currently have such a system they wiU provide a plan for when and how !hey wi ll implement it. 

6g.Hcalth home provider wi ll be rcqured to comply with U1e current and future version ofthe Statewide Policy Guidance 
(l!)Jp 1 "" \\ hcallh n) .govitt:cln olog)'.LStatcwid.: policy gur.lancc htm) which includes common information policies. standards and technical 
approaches governing heallh infom1ation exchange. 

http:processes.as
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6h.l lcalth home provider commits to joining regional henld1 information networks or qualified healU1 IT entities for data exchange and includes a 
commitment to share infonnation with all providers panicipating in a care plan RHIOs/QE provides policy and technical services required for 
health infom1ation exchange through the Statewide Health lnfom1ation Network ofNew York (SHIN-NY). 

6i.l lcalth home provider S14JpOrtS the use ofevidence lxlsed clinical decision making tools. consensus guidelines. and best practices 10 achieve 
optimal outcomes and cost avoidance. One example ofsuch a tool 1s PSYCKES 

VII. Quality Measures lkportini: to State 

7a rhe health home provider has the capabiluy ofshar01g mfonnauon with other providers md collectmgand reporting specific quality measures 
as required by NYS and CMS. 

7b. fhe health home provider is accountable for reducing avoidable healthcare costs specifically preventable hospial admissions/readmissions 
and avoidable '--mergeney room visits. providing timely post discharge follow up. and improving patient outcomes as measured by NYS and CMS 
required qua I ity measun:s. 

Nam1· 0111c Created Type 

No items available 

Records/Submission Packages 

NY- S ubmission Package- Follow 

Rcqu<SI Sy>1cm lldp 

•All Hcv,l!'wab1c llni1s 

Health Homes Service Delivery Systems 

MEDICAID- I lcal th Homes- NYS I lcalth I!omc Program 

Noc Sr.a.n«t In l>rogrcss Ccmplc,c 

Package Header 

Package ID SPA 10 

Submission Type Initial Submission Date 

Approval Date t::ffcc tivc Date 

Superseded SPA NIA 

IO 

View implcrncnlalion Guide 

Identify the service delivery system(s) that will be used for individuals receiving Health Homes services 

C&I Fee for Service 

DPCCM 

Oitisk Based Managed Care 

C&IOthcr Service Delivery System 

Describe if the providers in this other delivery system will be a des ignated provider or part of the team of health care 
professionals and how payment will be del ivered to these providers: 

Managed Care Considerations 
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Similar to ihe NY palient 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 my existing care management resources in the current plan premium for 
health home enro llees under CMS guidelines (bring this resource out of the capitation and create federal matd1ing for those resources under the 
health home payment). Plans wi ll pay health home providers State set rates when providers arc cor1.ractcd to provide all hcald1 home services. In 
the case where the plan does a portion of the health home service (e.g. tc lc,:honic post-discharge tracking) 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. 

!RI The State provides assurance that any contract requirements 
specified in this sec tion will be included in a ny new or the nex t contract 
amendment submitted to CMS for review. 

Name Date 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 omilled from 9/14/20 16 9:40 AM EDT 
MMDI.Y p. 54 

Records/Submission Packages 

NY- Submission Package- follow 

Request System Help 

-All Rcv1ewable Units 

Health Homes Payment Methodologies 

MEDICAIO- Health Homes- NYS Health Home Program NY-

Not S1ar1cd In Progress Complete 

Package Header 

Package ID SPA ID 

S ubmission Type Initial Submiss ion Date 

Approval Oate Effective Date 

Superseded SPA N/A 

ID 

ViC\V implemcn!Ation Guide 

Payment Methodology 

T he State's Hea lth Homes payment methodology will conta in the fo llowing features 

!RI Fee for Ser vice 

0 Individual/Rates Per Service 
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!RI Per Member, Per Month Rates !RI Fee for Service Rates based on 

!RI Sever ity of each indiv idua l's 
chronic conditions 

D Ca pabilities of the tea m of 
health care professionals. 
des ignated provider, or hea lth 
tea m. 

!RI Other (Describe Below) 

Sec text box bclo\, regarding rate~. 

D Comprehensive Methodology Included in the Plan 

D lncentive Payment Reimbursement 

Describe any variations in payment based on provider qualification individual care needs. or the intensi ty of the sen •ices provided 

Sec text below 

D r CCM (descript ion included in Service Delivery section) 

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

D Alternative models of pnyrnent other than Fee fo r Service or rMPM payments (descr ibe be low) 

Agency Rates 

Describe the rates used 

£RI FFS Ra tes included in plan 

D Comprehensive Methodology included in the plun 

D The agency rates are set as of the following date and arc crrcclivc for services provided on or after th111 date 

Rate Development 

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

In the SPA please provide he cost data and assumptions that were used lO develop each of the rates 

2 Please identify the reimbursable unit(s) of service 

J Please describe the minimum level ofactivities that the state agency requires for providers to receive payment per thedclincd unit 

4 Please describe the s1aie·s s tandards and process required for serv ice dou1111cnta1ion. and 

5. Please describe 111 the SPA the procedures for reviewing and rcbasing the rates. including 

the frequency with "h1d1 the stale will revi~·w the rates. md 

the factors dial will he reviewed by the s late in order to understand if the rates arc economic aid efficient and sunic1c111 10 
ensure qual ity services 
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Provide a comprehensive description of the rate-setting policies the State will use to estJblish Health Homes provider re imbursement fee for 
service or PMPM rates. Explain how lhe methodology is consi!l.ent wi lh the goals of efficiency. ecmomy and quality of care within your 
description please explain the reimbursable wiit(s) of service, the cost assumptions and other relevant factors used to detennine the payment 
amounts. the minimum level ofactivities that the Slate agency requires for µ-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: manageEI er.re f*B!¼S, hospi tals. 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 that arc certified to serve adults and meet+ng State ,md federal standards will be paid a per member per month care management 
fee that is adjusted based on region and case mix (from 3M Clinical Risk Groups (CRG) method for adults, ffh1s fee will eventually be adrustec;! 
oy (aflcr the data 1s available) patient functional status. Health homes lhat arc certified to serve children (age Othrough 2.Q) and meet State and 
Federal standards will be paid a per member per month care management fee thll 1s adjusted based. OF the Child and Adolescent Needs ain 
Strength Assessment of New YO'k (CANS-NY) for children. ~ lhre~). ..'.J'.hi;;..fee ·,•ill ~·1eAtu~~~ 
IIYllil~ ~HWl\6ff9~l!S-i Until such time as the behavioral health benefit is moved to managed care the fee will include a fee for 
conducting the CANS-NY assessment Ilcalth Homes that arc certified to serve the individuals wilh intellectual and/or developmental disahil111cs 
and mectmg State and federal standards will be pmd a per member per momh care management fee that 1s based on assessment data. rcs1dcnuaj 
llatus and other fllllct,onal md1ca1ors. Rates for Health Homes certified to serve md1v1duals wnh mtellcctual aid/or developmental d1sabih11cs 
w1l1 be established for lhc first month ofenrollment and for each month ofenrollment thcrcalkq The risk adjusted payments will allow providers 
to receive a diverse po~lation ofpatients and ass ign 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 DOH website. Exceix as oll1crwise noted in Ilic plan. state 
developed fee schedule rates are tic same for both governmental aid private providers. Rates for Health Home services to children arc effective 
October I. 201 6 and apply to services furnished on and after October I, 20 16 through September 30. 20 18. Rates for Health Home services 
furnished to oilier populations arc set October I. 20 16 and apply to services furn ished on and aflcr that date. Rates for Health I lomc certified to 
sqvc mdjv1duals with 1ntellcctual aid/or developmental di!abilit1es may be phased m rcg1onally but will begm no earlier thmi July I. 2018 

State I lealth Home rates may be found at: http:/www.health.ny.gov/hcalth_care/mcdieaid/program/medicaid_hcnl th_homcs/ratc_in formation.htm 

This care management fee will be paid in two increments based on whcthc.:r a patient is in I) the case finding group or 2) the activi.: care 
management group. The case finding group will receive a PMPM that is a reduced percentage (80%) of the active care management PMPM 
through November 30. 20 16. On December I. 20 16. thc case fi nding fee will be set at$ 135. The case finding PMPM will be available for the 
three monlhs after a patient has been assigned to a health home. Then. nothing can be billed for that patient for ll1e next three monll1s. Following 
this interval. case findi ng can be billed for another lhree monlhs while outreach and engagement is allemptcd once again. This PMPM is intended 
to cover the cost of outreach and engagement. Pauents with developmental dimb1h11es and enrolled ID Hca!Lh Ilomes ccruficd 10 serve md1v1dual~ 
with 111tcllcc1ual md/or dcvc!oomcmal disabilities will not be sub1ec110 a case finding PMPM '. 

Effecti ve August I. 2014. the per member per monlh care management fee will be adjusted by a temporary rate add-on to distribute Ilic annual 
amounts authorized LDidcr the State's Medicaid Redesign Team (MRT) Waiver and as shown below. 

August I. 201410 March 31. 2015·$80 million 

April I. 20 15 to December 31. 20 15: $66.7 mill ion 

January I. 2016to 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 wil I be paid to State designated I lea Ith I Jomes. Funds received through this rate add-on must be used to support costs 
related to one or more of the folbwing authorized purposes: I) Member engagement and promotion of Health Homes 2) Workforce training and 
re training. 3) Health infonnation technology (HIT) and clinical connectivity and 4) Jo int governance technical ass istance. 

Each Health Home will be required to submit semi-annual reports documenting how the f1111ds were used in accordance with the four authorized 
purposes Semi-annual reports shall be submitted until such lime as it is verified lhat all funds have been used in accordance with authorized 
purposes. Funds that are not disbursed in accordance with authori zed purposes will be recouped by 1he Department within 90 days orsuch 
fi nding. 

I-or the twentv-toyr months beginning from the effective d1tc lhc State authori;\cs I lcalth Homes. located in aregjon or regions. whicb..J!n; 
certified 10 serve individuals w11h 1ntellcc1ual and developmental disabilities 10 begm 10 enroll individuals with eligible DD duonic conditi.QD.Ji. 
\h~rncmru:rncr month case management fee will include arate add on for ini11al 111fras1rnc1urc and governance costs associated witbJll,11 
1mo!cmcmat1on I lcalth I Jomes certified 10 serve rnchviduals w11h m1cUcc1ual and developmemol d1sibjh11es Ilcalth I lomes must use the to 

http:conditi.QD.Ji
http:/www.health.ny.gov/hcalth_care/mcdieaid/program/medicaid_hcnlth_homcs/ratc_information.htm
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,l,uppon cost, rc!ated to one or more ol thcpumoscs 1dcn1ifjcd above atd are sub1cc110 the rcponmg requirements and rccoupmem provts1ons 
prp, 1dcd abo, c, 

/\ unit of service will be defined as a billable uni t per service montl1 In order 10 be rcimrursed for a billable 1.D1i1 of se rvice per month health 
home providers Ill.ISi at a minimum. provide one ofthe core healthhomc services per mond1. 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 11 is the mtcntion of the State 10 coordinate and pay 
for health home service~ through health plans but at State set rates for d1e service ·n1e State will address my extStmg care management resource~ 
111 the current plan premium for health home enrollees under CMS guidelines (bring this resource out oflhc capllallon and create federal matching 
for those resources under the health home payment). Plans will pay health home providers State set rmcs when providers arc controcted 10 
provide all health home services. In Ire case where the plan docs a pon1on of the health home service (e.g. telephon1e post discharge tracking) 
and downstream providers do a separate portion (e.g. face 10 face care management) the plan will then split the State generated PMPM 
proportional to the comractcd effort. 

The Medicaid/FHP Model Cootract will be modified at the next scheduled amendment to include language similar to that outlined below which 
will address :Uly duplication ofpayment between the MCO capitation payments and health home payments. The delivery design and payment 
methodology will not result i1 any duplication ofpayment between 1 lealth Homes and managed care 

• The managed care plan is not required to provide services that would duplicate the CMS reimbursed I lealth Home services 
for members participating in the State's Health I lorne program. 

• The managed care organization wi ll be infonncd of members ,tSsigncd 10 a Health Home or will assign its members 10 a 
1 lealth Horne for health home services Plans may need to expa,d their network 10 include additional State designated 
health home providers to ensure ..,propriatc access. 

• Plans will need 10 have sig1ed contmcts including clearly established rcspoosibi litics wi th the provider based health homes 
• Thi.: managed care plan will be required 10 infom1 either the individual's Health I lornc or die Slate of any inpatient 

admission or discharge of a I lealth I lome member that the plan learns ofthrough its inpatient admission initial 
outhori:iauon and concurrent review processes as soon as possible to promote appropriate follow-up and coordination of 
services 

• Plans will assist State designated I lcalth Horne providers in the network with coordinating access to data.as needed 
• Plans will. as ,.,propriatc. assist wuh the collection of rcc1ured care manageme111 and patient experience ofcare d:!ta from 

State designated Health 1 lornc providers in its network. 

Thi.: State has a health home advisory commlllcc of providers and managed care plans through which any issues with payment would be r.used 
and addressed Directions have been given to health plans to match health home payment 10 provi1ers based on rclatJvc health home care 
management effort. Funher ilforrnation on specific constmclion on health home rates includes specific administrntion compensation 10 guide rate 
differential consLruct 

Targe1ed Case Management (TCM) and Chronic Il lness Dcrnunstrallon Projects (CIDPs) Conversion Considcrauons. 

The State env1sioos that eventually all targeted case management programs opcratmg in New York will convcn 10 or become pan of hcnld1 
homes. and these providers w1ll n.:qu1rc time 10 meet S1:11c and Federal health home standards. The State will allow TCM providers that can meet 
heallh home standards to conven to health homes or join with larger health homes. TCM providers dull convcn 10 heallh homes will be go,emed 
under NYS Health Home Provider Qwlification Standards not TCM standards. The payment rnetl1od will be designed to transition all existing 
TCM capacity from the current rates 10 the new Health I lorne paym;:nt structure. Effective January I. 2015 TCM programs for adults will be paid 
their existing TCM rates until November 30. 2016. Effective October I. 2016 through September 30. 2018 TCM programs for children will be 
paid a transitional rate that is as financially equivalent as practicable to their current rate. ' 'CM.Jllm'ld~rs. mcludmg Mcd1cpjd Serv11;c 
~'fill.mllill:iJ!v15i]JhalJl~1rc management 10 mill' 1duais "uh developmental dtsah11i1Jcs "111 trunsiuon Jo Health I Jome care 
mumu:emcnt and\\ 11! be r;ud the cure manaccmrn1 fee dc~cnbed ab<n c for mdJ\ 1dua1s \\ 1th devciopmcntal qsab1h11esf 

HealLh 1 lome care management services may be provided 10 Children that are eligible and enrolled in both the Eudy Intervention Program and 
Health Horne and will moct and fulfill the rc~ircrnenL~ ofthe ongoing service coordi rntion required to be provided lo Children enrolled 111 the 
Early Intervention Program. 

All payments will be made under the health home payment detailed above in the care management fee section if they convcn to or 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 availmle 
for 1111: three mo111hs after a paticnl has been a~s1gned to a health home. Then. nothing can be billed for that patient for the next three months 
Following this interval. case fmding can be billed for anolhcr three mond1s while oulreach md engagement is auernpted once again. Tlus rate 
\,ould be prud for both case finding and active care management 



New York Slate's health home services arc set as ofJanuary I . 20 12, and are e ffecti ve for services on or after that date. All rates wi ll be published 
on the DOI I website t:Xeept as otherwise noted in the plan. state developed fee Schedule rotes are the same for bod1 governmental aid private 
providers. All of the above payment po licies have been developed to assure that there is no duplication of payment for health homes services. 

C IDP information has been moved to non-duplication o f payment for s imilar services section 

Assurances 

[&I T he S tale provides assurance that it will ensure non-duplication of payment for services similar to Health Homes ser vices that are 
olTercd/covered under a differen t statutory authority such as 1915(c) waivers or targeted case ma nagemen1 

Describe below how non-duplication of payment will be achieved 

All rates arc published on the DOH website. F,xcq,1 as otherwise noted in the plan. state developed fre schedule rates arc the same for both 
governmental and private providers. All o f the above payment policies have been developed 10 assure that the re is no duplication ofpayment for 
health home services. hnp://www.health.ny.gov/heallh_rare/mcdicaid/program/mcdicaid_hcalth_homcs/rate_information.htm 

The State anticipates lhat most of the S IX Cl DPs will conven 10 health homes T he CIDP providers arc well positio ned to become healtl1 ho mes 
and meet State and Federal health home standards The C l DPs that convert to heald1 homes will be paid at their existing C IDP rate for a period of 
one (I) year from the eli:ctive date of the SPA if they convert to health home for the ir existing patients. For new patients that may be assigned to 
a C IDP program that has converted 10 health home the State will pay the State set health home PMPM. Al the beginning ofthe second year after 
the clTective dac of tile SPA these converted programs will be pad for all patients under !lie State set hcald1 home PMPM. C IDPs that do no t 
convert to hcaltll homes. ifany. will end operations as CIDPs on March 29. 20 12 when the cont ract with the State terminates. 

HEALTH HOME DEVELOPMENT RA TE ADD ON SCHEDULE FROM PREVIOUS SECTION PLACED 
HERE DUE TO SPACE CON STRAINTS: 

Payments will be app l icablc 10 c laims with dates of service on and aIler August I. 2014 and will be paid beginning March 20 15 a nd quarterly 
thereafter as shown below. The rate add-o n fo r each period will be calculated by dividing the authorized payment amount by total number of 
claims ror such period. 

Raic add on applied Rate Add-on Amount of Payment 
10 claims with the Paymcn1 Da1c authorized under waive, 
following 
dale~ of payment 

8/ 1/ 1410 2/28/1 ~ March 2015 S80 m1lhon 

3/1/IS to 5/'ll/15 June 2015 $22.2 m1lhon 

<,tt/1S to8/31/IS September 20 I S i22 2 milhon 
'l/1/15 to I t/30/tS December 201 S S22.3 millioo 
12/1/ IS to 2/29/16 March 20 16 SI09 milli011 
3/ i /16 to 5/31/16 June 2016 $109 million 
M i /lb to l!/31/16 September 2016 SIO Q million 
0/1/16 to I 1/30/16 lxccmbcr20 t6 SI I 2 million 

[&I T he S tate meets the requirements of 42 CFR Part 447. Subpiirl A and sections I 902(a)(4).1902(a)(6), 1902(a)(30)(A).a nd 1903 with 
r espect to no n-payment of provider-preventable conditions. 

[&I The State provides assurance that all governmental and private providers a rc reimbursed accord ing to the same rate schedule unless 

o thern·ise described above. 

00 The State provides assurance tha t it shall reimburse providers direc tly, except when there a re employment or contractual 

ar rangem ents consis tent with section 1902(a )(32). 

Records/Suhmission Packages 

NY- Submission Package- Follow 

Rcque5t Sy5ttm I lclp 

-All Rcvicwablc Unit~ 

Health Homes Monitoring, Quality Measurement and Evaluation 

MEDICAID- Heal th Homes- NYS Health Home Program 

Not Stane<I In ProgrC3S Complete 

Package Header 
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Package ID SPA ID 

Submission Type Initial Submission Date 

Approval Date Effective Date 

Superseded SPA ID NIA 

View 1mplcmcnt11111on Guide 

Monitoring 

Describe the state's methodology f>r calculaung cost saving (and rep<>n cost savmgs annually In Quahry Measure Report). lrcludc savmgs that 
result from improved coord i1at1011 ofcare and chronic disease management achieved through the Health I lomes Program. including data sources 
and measurement specifications. as well as any savings associated with dual eligibles and if Medicare data was available to die state to utili Lc in 
arriving at its cost-savings estimates. 

NYS will monitor cost savings from health homes through measures or preventable cventS. including PPRs. potentially preventable hospllal 
admissions and potentially avoidable ER vi!i ts. These metrics arc the same metrics for cvalu!lion in section IX. Measures ofpreventable 
hospitalizations and avoidable ER will be calwlated for the entire Medicaid program. Similur to Section VII. A.NYS will use health home rosters 
to 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 cohons that arc not receiving heallh home services. 

Describe how tJ1c state will use I lcalth lnfonnation Technology in providing I lcalth Homes services and 10 improve service delivel)' and 
coordination across the care continuum (including the use ofwireless patient tcclmology to improve coordination and managemem of care aid 
patient adherence to recommcnda ions made by their provider). 

To facilitate the use ofheal01 information technology by health homes to improve service delivery and coordination across the care cont inuum. 
NY has developed intial and final HIT standards. Providers must meet the initial I IIT standard to implement a health home. In addition. provider 
applicant must provide a plan in to achieve the f111al standards within eighteen months of program initiation in order to be approved a~ a health 
home provider 

The initial slllndards require health home providers to make use ofavailnble IIIT for the following processes, as feasible: 

I I lave a stmcturcd infom1at1on systems. policies. procedures and practices to create. document. execute Bnd update a plan or care for every 
patient 

2. I lave a sys1cnrnt1c process to follow-up on tests. treatments. services and referrals which is ineorporntcd into the patient's plan or care: 

J . I lave a health record system which allows the patient health information and plan ofcare to be accessible 10 the interdisciplinary team of 
providers and allow for populauon management and identification of gaps m care mcludmg preventive services: and 

4 Is required 10 make use of available HIT and access members' data through the RH 10 or QE to conduct all processes as feasible 

The final standards require health home pro,•ider to use IIIT for the following: 

I. I lave strm.111rcd interoperable hcald1 infomrntion technology systems. policies. procedures and practices to support the creation, 
documentation. execution and ongoing management of a plan of care for evel)' patient: 

2. Utilize an electronic health record system that qualifies under the Meanmgful Use provisions or lhe IIITECH Act that allows the patients ' 
health lnfonnation and plan of care 10 be accessible to the interdisciplinary team ofproviders. If the provider does mt currently have such a 
system, they will have to provide a plan for when aid how they will implement it. Health home providers will comply with all current and future 
versions of the Statewide Policy Guidance fi1u, "'"' hrnhh 11, gnv tcc;hnrli,i;.> sta1i;,rnlc_pnh1:~11Cl111~< 111111..which 111cludes common 
infonnation policies. standards and technical approaches governing health information exchange. 

3 Join regional health information networks or qualified health IT entities for data exchange and make a commitment to share infonna11on with 
all providers panicipating 111 a care plan. Regional I lealth Information Orgmizntion /Quali fied Entities will be provided policy and technical 
scrvices required for heald1 information cxeh1u1gc through the Statewide I lcalth lnfcnnation Network of New York (SI IIN-NY): and 

4 Suppon the use ofevidence based clinical decision making tools. consensus guidelines nnd best practices to achieve optnnal outcomes and cost 
avoidance. For example. in New York. he Office ofMental I lealth has a web and evidence based practices system known as Psychiatric Services 
and Clinical Knowledge Enhan cement System (PSYCKES) which utilizes mfonnatics to improve the quality ofcare acco1.111ability. and cost 
effectiveness of mental health prescribing pmct1ces in psychiatric centers. 
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NY health home providers will be enoouraged to use wireless technology as available to improve coordimtion and management or care and 
patient adherence to recommendaions made by their provider. This may include the use ofcell phones. peripheral monitoring devices. and access 
patient care management records, as feasible 

To facilitate state reporting requirements to CMS. NY is working toward the development ofa ~i ngle portal to be used by health homes for 
submission of functional 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 who currently do not have an electronic care management record 
system. 

Significant investment has been made in New York's Health lnfonnation Infrastructure to ensure d1at 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 evaluatim designed to evaluate die impact of HIT on quality and outcomes ofcare is underway by the Office of Health 
Information Technology and Transformation. 

Qual ity Measurement and Evaluation 

00 The stale provides assurance that all Health Homes providers report 10 the state on all applicable quality measures as a condition of 
receiving payment from the sta te. 

00 The s tate provides assurance that it will identify measurable goals for its Health Homes model and intervention and also identify 
qua Ii i)' measures rela ted to each goal lo measure its success in achieving the goals. 

00 The s tate provides assurance that ii will report to C MS information submitted by lleallh Homes providers 10 inform evaluations, as 
well as r eports 10 Congress as described in Sec tion 2703{b) of the AITordable Care Act and as described by CMS. 

00 The s tate provides assurance thal it will track avoidable hospital readmissions and repor t annually in the Quality Measures report. 



DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
.HEALTH CARE FINANCING ADMINISTRATION 0MB NO 0938 0193 

TRANSMITTAL AND NOTICE OF APPROVAL OF I. TRANSMITTAL NUMBER: 2. STATE 
STATE PLAN MA TE RIAL 17-0025 

New York 
FOR: HEALTH CARE FINANCING ADM IN ISTRATION 

TO: REGIONAL ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MA TERlAL (Check One): 

3. PROGRAM IDENTIFICATION: TlTLE XIX OF THE 
SOCIAL SECURITY ACT (MEDICA ID) 

4. PROPOSED EFFECTIVE DATE 
July 1, 2018 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN ~AMENDMENT 

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment) 
6. FEDERAL STATUTE/REGULATION CITATION: 
I902(a) of the Social Security Act and 42 CFR 447 

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 

MacPro Portal SPA - Attachment 3. 1-H 

IO. SUBJECT OF AMENDMENT: 
Health Home IDD 
(FMAP =90%) 

11. GOVERNOR 'S REVIEW (Check One): 
~ GOVERNOR'S OFFICE REPORTED NO COMMENT 
0 COMMENTS OF GOVERNOR' S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUB MITT AL 

12. SIGNATURE OF STATE AGENCY OFFICIAL: 

13. TYPED NAME: Jason A. Helgerson 

14. TITLE: Medicaid Director 
Department of Health 

15. DATE SUBMITTED: 

7. FEDERAL BUDGET IMPACT: (in thousands) 
a. FFY 10/01/17-09/30/18 $ 41,174.10 
b. FFY 10/01/18-09/30/19 $ 166,377.51 

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

MacPro Porta l SPA - Attachment 3.1-H 

0 OTHER, AS SPECIFIED: 

16. RETURN TO: 
New York State Department of Health 
Division of Fi nance & Rate Setting 
99 Washington Ave - One Commerce Plaza 
Suite 1432 
Albany, NY 12210 

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

PLAN APPROVED - ONE COPY ATTACHED 
20. SIGNATURE OF REGIONAL OFFICIAL:19. EFFECTIVE DATE OF APPROVED MATERIAL: 

22. TITLE: 21. TYPED NAME: 

23. REMARKS: 

FORM HCF A-179 (07-92) 

http:166,377.51
http:41,174.10


Fiscal Calculations 

SPA# 17-0025 

Description: IDD Health Home 

Effective Date: 7/ 1/2018 

Source: DOH (SPA Unit/Program) 

Date Modified: 8/31/2017 16:58 FFY 

Months 3 12 

7/1/18 - 9/30/18 10/1 /18 - 9/30/19 

New CCO Spend 
Gross Amount 

Monthly Amount 

70,544,773 

23,514,924 I 
284,988,941 

23,749,078 

FMAP 

Federal Share 

Year 1 90.00% I 7/1/18 - 9/30/18 3 months 63.490 296 

Year 2 90.00% 10/1 /18 - 9/30/19 12 months 256 490.047 

Total 63,490,296 256,490,047 

Non-Federal Share 

Year1 10.00% 7/1/18 - 9/30/18 3 months 7,054,477 

Year2 10.00% 10/1/18 - 9/30/19 12 months 28.498,894 
Total ' 7,054,477 28,498,894 

Total 70,544,773 284,988,941 

Remove Historical MSC 
Gross Amount 

Monthly Amount 

-44,632,395 

-14,877.465 I 
-180,225,073 

-15,018. 756 

FMAP 

Federal Share 

Year1 50.00% 

Year 2 50.00% 

7/1/18 - 9/30/18 

I 10/1 /18 - 9/30/19 

3 months 

12 months 

-22.316 197 

-90. 112.537 
Total -22,316, 197 -90, 112,537 

Non-Federal Share 

Year 1 50.00% 7/1/18 • 9/30/18 3 months -22.316,197 

Year 2 50.00% 10/1 /18 - 9/30/19 12 months -90. 112,537 

Total I -22,316, 197 -90, 112,537 

Total -44,632,395 -180,225,073 

Total 
Gross Amount 

Monthly Amount 

25,912.379 

8,637,460 I 104,763,868 

8,730,322 

FMAP 

Federal Share 

Year 1 Varies [ 7/1/18 - 9/30/18 3 months 41 174 099 

Year2 Varies 10/1/18 - 9/30/19 12 months 166,377.510 

Total 41 ,174,099 166,377,510 

Non-Federal Share 

Year1 Varies 7/1/18 · 9/30/18 3 months -15,261 ,720 

Year2 Varies 10/1/18 - 9/30/19 12 months -61 ,613.642 

Total r -15,261 ,720 -61 ,613,642 

Total 25,912,379 104,763,868 
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developmen1al disabil ity under !he demons1rmiun who have access 10 
Comprehensive Third Pany Heallh Insurance or Medicare wi ll remain 
in Fee For Service (FFS) Medicaid uni ii 1hese exclusions from 1'vlMC 
enrollmenl are remo\'ed. 

Additional i1!fnr111atio11 co11cemillg the MRT Pla11 a11d 1111,r a111end-
111e111 requests can be oht11i11ed b_,. 11·riti111:: rn: Departmenl of Heallh. 
Office of Heallh Insurance Programs. Corning Tower (OCP Suite 720). 
Wai\'t:r Management Unit. Albany. NY 12237 or by e-mai l: 
I I I 5waivers@heallh.s1a1e.ny.us. 

Written comments concerning 1he amendment will be accep1ed at 
1he abu\'e address for a period of thirty (30) days from the date of 1his 
nor ice. 

M RT Plan informal ion is also avai lable 10 1he public on- line a1 
htlp ://www. hea Ith. ny.gov/hea IIh_care/ med icaid/redesign/ 
medicaid_waiver_l 115.hun 

PUBLIC NOTICE 
Department of Health 

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

The Departmenc of H ealth proposes to amend che, Ticle XIX 
(Medicaid) State Plan for non-institutional services related to Heal1h 
Homes. The following changes are proposed: 

Effective on or after January I. 20 18 the Commissioner of Health, 
in consultation with the Commissioner of the Office for People Wi1h 
Developmental Disabilities (OPWDD). will amend the State Plan for 
Health Home services to prioritize and phase in the enrollment of 
individuals with intellectual and/or developmental disabilities (1/DD) 
into Health Homes. Proposed State Plan Amendments include amend­
ing the Health Home eligibility chronic condi tion criteria to include 
new qualifying intellectual and/or developmental disabilities and 
establishing per member, per month Health Home rates for I/DD 
members that are based on a needs assessmem. The State will be seek­
ing an enhanced federal match of 90% for the new I/DD qualifying 
Health Home chronic conditions. 

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

Copies of the proposed State Plan Amendments will be on fi le in 
each local (county) social services district and avai lab le 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 
ll4 Willoughby Street 
Brooklyn, New York ll201 

Bronx County, Tremont Center 
1916 Monterey Avenue 
Bronx, New York 10457 

Richmond County. Richmond Cen1er 
95 Central Avenue. SI. George 
S1a1en Island. New York 10301 

ForJi,rrlwr it1(on11ati1111 and w rc1·i(,11· and comment. please co111act: 
Department of Health. Division of Finance and Rate Seuing. 99 

Miscellaneous Notices/Hearings 

Washington Ave .. Ont: Commerce Plaza. Suite 1432. A lbany. NY 
122 10. spa_inquiries@heallh.ny.go\' 

PUBLIC NOTICE 
Oneida-Herkimer Solid Waste Authority 

Oneida-Herkimer Solid Waste Authority is so lici ting proposals from 
administrat ive st:rvict: agencies relating to trust service. administra­
tion and/or fund ing of a Dt:fe1Ted Compensation Plan for the employ­
ees or the Oneida-Herkimer Solid Was1e Authority. They must mee1 
1he requirements of sec tion 457 of !ht: Internal Revenue Cude and 
Section 5 of the Siate Finance Law. including all rult:s and regulations 
issued pursuant thereto. 

A copy 11fthe proposal q11estio111111irc may be obtai11edjim11: Ont:ida­
Herkimer Solid Waste Au1hori1y. Pa1rick J . Donovan. Comptroller. 
1600 Genesee St., Utica. NY 13502. or paid@ohswa.org 

All proposals mus! be rect:ived no later 1han 30 days from the date 
of publication in !he New York S1a1e Regis1er. 

PUBLIC NOTICE 
Department or State 

Notice of Routine Program Change 
Town of Huron 

Local Waterfront Revitalization Program 
PURSUANT 10 15 Cl-'R 923.84(1>). the New York St.tie Depanment 

of Slate (DOS) has submilled a routine program change lO the federal 
Office of Coastal Management (OCM). The change ro 1he Nt:w York 
S1ate Coastal Man.igement Program (CMP) covered by this reques1 i, 
the incorporat ion of the Town of Huron Loe.ii Waterfront Revitaliza­
tion Program (LWRP) into the S1a1e·s CMP. 

A major componenl of the Siate·, CMP is the provision 1hat local 
government , be a llowed to prepare Local Waie rfrunt Revitalization 
Programs. which fu rtht:r detail and make g,;:ugr;1phically specific the 
S ta1e·s coastal policies. Each LWRP is reviewed for consistency wi1h 
1he S1a1t:·, CMP and approved if i1 meets the guidel ine, established in 
the Stale CMP and Article -12 of 1he NYS Execu1ive Law. 

The Town of Huron LWRP is a long- te rm managt:ment program for 
the Town's waterfront resources along Sodus Bay, Lake Ontario. East 
Bay. and Pon Bay. prepared under rhe provis ions or Article 42 of 1he 
Executive Law and its implementing regulations. T he LWRP rt:vises 
the inland a lignment of the coastal boundary by incorporating land 
acquired for prt:servation purposes located south and west or Shaker 
Tract Road. Th<:: LWRP includes comprehensive text and graphics 
dt:scribing the existing land uses and controls in the Town uf Huron. 
including the Building Law that was amended in 20 11 to implement 
the New York Staie Uniform Firt: Prevention and Building Code and 
its ,iandards. the Septic Law thai was amt:ndt:d in 2013 10 supplemem 
and expand the local requiremenls for septic system maintenance and 
upgrades. the Land Developmen1 Regulations and Public Works 
Requirements Law adopted in 2005 10 replace the Subdivision Regula­
tions adopted in 1969. the local Coastal Erosion Hazard Area Law 
adop1cd in 2002 (() regulale nt:w cons1ruction or placemen! of 
structures in order 10 ensure !hat they art: located a ,afc dis1a11ce from 
areas of active erosion and tht: impacts of coas ta l storms. the Dock 
and rvloorings Law adopted in 2005 to regulate 1he placement. 
con~trnction and use ofdocks. piers. boathouses. boat hois1s. and other 
,1ruc1ures or moorings in public wa1erways. and the LWRP Consis­
tency Review Law adopted in 2016 10 eswblish the li.:gal framework 
for rhe review of direct and indirec t Town actions with the warcrfron1 
revitaliza1ion art:a covered by the LWRP. 

The draft LWRP was c ircula1ed by tht: Nt:w York State Department 
of State to potentially affec ted State. federa l. and rt:giuna l agencies 
during a revit:w period from April 23. 20 14 10 June 26. 20 14. Follow­
ing thi~ review pt:riud. the Depanmeni of S1att: coordinated responses 
IO comments received with the Town of Huron. and revised 1he draft 
LWRP where necessary. The Town of Huron LWRP was adopted by 
resolution by the Town ur Huron Town Board on April 18. 20 I6. and 
<1pprO\'ed by the New York Stare Secrerary of Stale on May 15.20 17. 
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Social Services 

§ 365- 1 . Health homes . 1 . Notwithstanding any law, rule or regulation 
to the contrary , the commissioner of health is authorized, in 
consultation with 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 , standards for the provision of 
health home services to Medicaid enrollees with chronic conditions , (b) 
establish payment methodologies for health home services based on 
factors including but not limited to the complexity of the conditions 
providers will be managing , the anticipated amount of patient contact 
needed to manage such conditions , and the health care cost savings 
realized by provision of health home services , (c) establish the 
criteria under which a Medicaid enrollee will be designated as being an 
eligible individual with chronic conditions for purposes of this 
program, (d) assign any Medicaid enrollee designated as an eligible 
individual with chronic conditions to a provider of health home 
services . 

2 . In addition to payments made for health home services pursuant to 
subdivision one of this section , the commissioner is authorized to pay 
additional amounts to providers of health home services that 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 unavailable . 

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 opportunities , geographic and demographic factors , 
including the population served, and prevalence of qualifying 
conditions , connectivity to providers , and 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 establish coordination between the health homes and 
the criminal justice system and for the integration of information of 
health homes with state and local correctional facilit ies, to the extent 
permitted by law . Such rate adjustments may be made to health homes 
participating in a criminal justice pilot program with the purpose of 
enrolling incarcerated individuals with serious mental illness , two or 
more chronic conditions , including substance abuse disorders , or 
HIV/AIDS , into such health home . Health homes receiving funds under this 
subdivision shall be required to document and demonstrate 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 certified 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 conditions that have been recently discharged or 
are pending release from state and local correctional facilities . Funds 
allocated for certified application counselors and assistors shall be 
expended through a request for proposa l process . 
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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 enrollee shall be 
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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 law, 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 the 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 
integrated delivery of such services in each location approved by the 
commissioner; and 

(b) meet the standards established pursuant to subdivision one of this 
section for providing and receiving payment for health home services ; 
provided, however , that an entity meeting the standards established 
pursuant to subdivision one of this section shall not be required to be 
an integrated service provider pursuant to this subdivision . 

In establishing a single set of operating and reporting requirements 
and a single set of construction and survey requirements for entities 
described in this subdivision, the commissioners of the department of 
health , the office of mental health , the office for people with 
developmental disabilities , 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 
integrated delivery of services in a rational and efficient manner . 

8 . (a) The commissioner of health is authorized to contract with one 
or more e ntities 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 . Responsibilities of the 
contractor shall include but not be limited to : developing 
recommendations with respect to program policy, reimbursement , system 
requirements , reporting requirements , evaluation protocols , and provider 
and patient enrollment ; providing technical assistance to potential 
medical home and health home providers ; 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 fi nance law, or section 
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 : 

http://public.leginfo.state.ny.us/lawssrch.cgi?NVL WO: 8/31 /2017 

http://public.leginfo.state.ny.us/lawssrch.cgi?NVL


Laws ofNew York Page 4 of 4 

(i) The department of health shall post on its website , for a period 
of no less than thirty days : 

(1) A description of the proposed services to be provided pursuant to 
the contract o r contracts ; 

(2) The criteria for selection of a contractor or cont ractors ; 
(3) The period of time during which a prospective contractor may seek 

selection , which shall be no less than thirty days after such 
information is first posted on the website ; and 

(4) The manner by which a prospective concractor may seek such 
selection, which may include submission by electronic means ; 

(ii) All reasonable and responsive submissions that are received from 
prospective contractors in timely fashion shall be reviewed by the 
commissioner of health ; and 

(iii) The commissioner of health shall select such contractor or 
contractors that , in his or her discretion , are best suited to serve the 
purposes of this section . 

9 . The contract entered into by t he commissioner of health prior to 
January first , two thousand thirteen pursuant to subdivision eight of 
this section may be amended or modified without t he need for a 
competitive bid or reques t for proposal process , and without regard to 
the provisions of sections one hundred twelve and one hundred 
sixty- three of the state finance law, section o ne hundred fo rty- two of 
the economic development law, or any other provision of law, excepting 
the responsible vendor requirements of the state fina nce law, including , 
but not l imited to , sections one hundred sixty- three and one hundred 
thirty-nine-k of the state finance law, to allow the purchase of 
additional personnel and services , subject to available funding , for the 
limited purpose of assist ing the department of health with implementing 
the Balancing Incentive Program, the Fully Integrated Duals Advantage 
Program, the Vital Access Provider Program, the Medicaid waiver 
amendment associated with the public hospital transformation , the 
addition of behavioral health services as a managed care plan benefit , 
the delivery system reform incentive payment plan , activities to 
facilitate the transition of vulnerable populations to managed care 
and/or any workgroups required to be established by the chapter of the 
laws of two thousand thirteen that added this subdivision . The 
department is authorized to extend such contract for a period of one 
year , without a competitive bid or reques t for proposal process , upon 
determination that the exist ing contractor is qualified to continue to 
provide such services ; provided, however , that the department of health 
shall submit a request for applications for such contract during the 
time period specified in this subdivision and may terminate the contract 
identified herein prior to expiration of the extension authorized by 
this subdivision . 

http://public.leginfo.state.ny.us/lawssrch.cgi ?NVL WO: 8/31/2017 

http://public.leginfo.state.ny.us/lawssrch.cgi


Mental Hygiene 

§ 1 . 03 Definitions . 
When used in this chapter , unless otherwise expressly stated or unless 

the context otherwise requires : 
1 . " Department " means the department of mental hygiene of the state of 

New York . Except as used in article five of this chapter , the term 
"department " shall hereafter refer to an offi ce of the department 
created by section 5 . 01 of this chapter . 

2 . "Commissioner " means the commissioner of mental heal th , the 
commissioner of developmental disabilities and the commissioner of 
alcoholism and substance abuse services as used in this chapter . Any 
power or duty heretofore ass igned to the commissioner of mental hygiene 
or to the department of mental hygiene pursuant to this chapter shall 
hereafter be assigned to the commissioner of mental health in the case 
of facilities , programs , or services for individuals with mental 
illness , to the commissioner of developmental disabilities in the case 
of facilities , programs , or services for individuals with developmental 
disabilities , to the commissioner of alcoholism and substance abuse 
services in the case of facilities , programs , or services for 
alcoholism, alcohol abuse , substance abuse , substance dependence , and 
chemical dependence in accordance with the provisions of titles D and E 
of this chapter . 

3 . " Mental disability " means mental illness , intellectual disability, 
developmental disability, alcoholism, substance dependence , or chemical 
dependence . 

4 . "Services for persons with a mental disability" means examination, 
diagnosis , care , treatment , rehabilitation , supports , habilitation or 
training of the mentally disabled . 

5 . " Provider of services " means an individual , association , 
corporation, partnership , limited liability company, or public or 
private agency , other than an agency or department of the state , which 
provides services for persons with a mental disability . It shall not 
include any part of a hospital as defined in article twenty-eight of the 
public health law which is not being operated for the purpose of 
providing services for the mentally disabled . No provider of services 
shall be subject to the regulation or control of the department or one 
of its offices except as such regulation or control is provided for by 
other provisions of this chapter . 

6 . " Facility" means any place in which services for the mentally 
disabled are provided and includes but is not limited to a psychiatric 
center , developmental center , institute , clinic, ward , institution , or 
building , except that in the case of a hospital as defined in article 
twenty-eight of the public health law it shall mean only a ward , wing , 
unit , or part thereof which is operated for the purpose of providing 
services for the mentally disabled . It shall not include a place where 
the services rendered consist solely of non-residential services for the 
mentally disabled which are exempt from the requirement for an operating 
certificate under article sixteen , thirty-one or thirty-two of this 
chapter , nor shall it include domestic care and comfort to a person in 
the home . 

7 . " Department facility " means a facility within one of the off i ces of 
the department . 

8 . " Examining physician " means a physician licensed to practice 
medicine in the state of New York . 

9 . "Certified psychologist " means a person who has been certified and 



registered to practice psychology in the state of New York pursuant to 
the education law. 

* 10 . "Hospita l " means t he in-patient services of a psychiatric center 
under the jurisdiction of the office of mental health or other 
psychiatric in- patient facility in the department , a psychiatric 
in- patient facility maintained by a political subdivision of the state 
for the care or treatment of the mentally ill , a ward , wing , unit , or 
other part of a hospital , as defined in article twenty- eight of the 
public health law, operated as a part of such hospita l for the purpose 
of providing services for the mentally ill pursuant to an operating 
certificate issued by the commissioner of mental health , a comprehensive 
psychiatric emergency program which has been issued an operating 
certificate by such commissioner , or other facility providing in- patient 
care or treatment of t he mentally ill which has been issued an operating 
certificate by such commissioner . 

* NB Effective until July 1 , 2020 
* 10 . " Hospital " means the in-patient services of a psychiatric center 

under the jurisdiction of the office of mental heal th or other 
psychiatric in-patient facility in the department , a psychiatric 
in- patient facility maintained by a political subdivision of the state 
for the care or treatment of the mentally ill , a ward , wing , unit , or 
other part of a hospital , as defined in article twenty-eight of the 
public health law, operated as a part of such hospital for t he purpose 
of providing services for the mentally ill pursuant to an operating 
certificate issued by the commissioner of mental health , or other 
facility providing in- patient care or treatment of the mentally ill 
which has been issued an operating certificate by such commissioner . 

* NB Effective July 1 , 2020 
11 . "School " means the in-patient service of a developmental center or 

other residential facility for individuals with developmental 
disabilities under the jurisdiction of the office for people with 
developmental disabilities or a facility for the residential care , 
treatment , training, or education of individuals with developmental 
disabilities which has been issued an operating certificate by t he 
commissioner of developmental disabilities . 

12 . "Alcoholic beverages " means alcoholic spirits , liquors , wines , 
beer , and every liquid or fluid containing alcohol , which is capable of 
being consumed by human beings and produces intoxicat ion in any form or 
in any degree . 

13 . "Alcoholism" means a chronic illness in which the ingestion of 
alcohol usually results in the further compulsive ingestion of alcohol 
beyond the control of the sick person to a degree which impairs normal 
functioning . 

14 . "Alcoholic " means any person who is afflicted with the illness of 
alcoholism . 

15 . "Recovered alcoholic" means a person with a history of alcoholism 
whose course of conduct over a sufficient period of time reasonably 
justifies a determination that the person ' s capacity to function 
normally within his social and economic environment is not , and is not 
likely to be , destroyed or impaired by alcohol . 

16 . "Alcohol abuse " means any use of alcohol which interferes with the 
health , social or economic functioning of the individual or of society . 

17 . "Alcoholism facility " means an in- patient facility in the 
department designated by the commissioner of alcoholism and substance 
abuse services as suitable for the care and treatment of alcoholics or 
an in-patient facility which has been approved by such commissioner as 
suitable for t he care and treatment of persons suffering from alcoholism 



and which has been issued an operating certificate by such commissioner . 
18 . "Alcoholism programs ", " treatment facilit ies ", and "services " mean 

programs , treatment facilities , and services provided to persons 
suffering from alcoholism, alcohol abusers , and significant others . 

19 . "Significant other " means a relative , close friend , associate or 
individual otherwise concerned with the welfare of a person suffering 
from alcohol and/or substance abuse when that individual is directly 
affected by the person ' s alcoholism and/or substance abuse . 

20 . "Mental illness " means an affliction with a mental disease or 
mental condition which is manifested by a disorder or disturbance in 
behavior , feeling , thinking , or judgment to such an extent that the 
person afflicted requires care , treatment and rehabilitation . 

22 . " Developmental disability" means a disability of a person which : 
(a) (1) is attributable to intellectual disability , cerebral palsy, 

epilepsy , neurological impairment , familial _g_ysautonomia , Prader- Willi 
syndrome or autism ; 

(2) is attributable to any other condition of a person found to be 
closely related to intellectual disability because such condition 
results in similar impairment of general intellectual functioning or 
adaptive behavior to that of intellectually disabled persons or requires 
treatment and services similar to those required for such person; or 

(3) is attributable to dyslexia resulting from a disability described 
in subparagraph one or two of this paragraph ; 

(b) originates before such person attains age twenty-two; 
(c) has continued or can be expected to continue indefinitely; and 
(d) constitutes a substantial handicap to such P.erson ' s abilit to 

function normally in society . 
23 . " Patient " means a person receiving services for the mental ly 

disabled at a facility . It includes a resident at a school . 
24 . " Informal caregiver " means t he family member , friends , neighbors , 

or other natural person who normally provides the daily care or 
supervision of a mentally disabled person . Such informal caregiver may , 
but need not reside in the same household as the mentally disabled 
person . 

25 . "Chemical abuse " means the use of alcohol and/or one or more 
substances to the e xtent that there is impairment of norma l development 
or functioning due to such use in one or more of the major life areas 
including but not limited to the social , emotional , familial , 
educational , vocational , or physical . The term "chemical abuse '' shall 
mean and include alcohol and/or substance abuse . 

26 . " Infant " or "minor" means a person who has not attained the age of 
eighteen years . 

27 . "Aftercare services " means services for persons no longer 
receiving in-patient services for t he mentally disabled and may i nclude , 
but shall not be limited to , medical care , including psychiatric care , 
and vocational and social rehabilitation . 

28 . " Community residence " means any facility operated by or subjec t to 
licensure by the office of mental health or the office for people with 
developmental disabilities which provides a supervised residence or 
residential respite services for individuals with mental disabilities 
and a homelike environment and room , board and responsible supervision 
for the habil i tation or rehabilitation of individuals with mental 
disabilities as part of an overall service delivery system . A community 
residence shall include an intermediate care facility with fourteen or 
fewer residents that has been approved pursuant to law , and a community 
residential f acil ity as that term is used in section 41 . 36 of this 
chapter . Such term does not include family care homes . 



28- a . "Supervised living facility " means a community residence 
providing responsible supervisory staff on- site twenty-four hours per 
day for the purpose of enabling residents to live as independently as 
possible . 

28-b . "Supportive l iving facility " means a community residence 
providing practice in independent living under supervision but not 
providing staff on-site on a twenty- four hour per day basis . 

29 . " Release " means the termination of a patient ' s in-patient care at 
a school , hospital , or alcoholism facility . 

30 . "Conditional release " means release subject to the right of the 
school , hospital , or alcoholism facility to return the patient to 
in-patient care pursuant to the conditions set forth in section 29 . 15 o f 
this chapter . 

31 . " Discharge " means release and the termination of any right to 
retain or treat the patient on an in- patient basis . The discharge of 
such a patient shall not preclude the patient from receiving necessary 
services on other than an in-patient basis nor shall it preclude 
subsequent readmission as an in- patient if made in accordance with 
article nine , fifteen , or twenty-two of this chapter . 

32 . "Conference " means the New York state conference of local mental 
hygiene directors as established pursuant to section 41 . 10 of this 
chapter . 

33 . "Residential treatment facility for children and youth " shall mean 
an inpatient psychiatric facility which provides active treatment under 
the direction of a physician for individuals who are under twenty- one 
years of age , provided that a person who , during the course of 
treatment , attains the age of twenty-one may continue to receive 
services in a residential treatment facility for children and youth 
until he or she reaches the age of twenty- two . The term " residential 
treatment facility for children and youth " does not apply to the 
children ' s psychiatric centers described in section 7 . 17 of this chapter 
or to facilities specifically licensed by the office of mental health as 
children ' s hospitals . Residential treatment facilit ies for children and 
youth are a sub- class of the class of facilities defined to be 
"hospitals " in subdivision ten of this section . 

34 . "Authorized agency" shall have the meaning defined in section 
three hundred seventy- one of the social services law . 

35 . "Social services official " shall have the meaning defined i n 
section two of the social services law . 

36 . "Residential care center for adults " means a facility which 
provides long term residential care and support services to mentally il l 
adults , provides case management and medication management services , and 
assists residents in securing clinical , vocational and social services 
necessary to enable the resident to continue to live in the community . 
No residential care center for adults established after September first , 
nineteen hundred eighty- six shall have more than one hundred fifty 
residents . A residential care center for adults is not an adult care 
facility subject to licensure by the department of social services , nor 
is it an inpatient treatment facility . 

* 37 . "Comprehensive psychiatric emergency program" means a program 
which is l icensed by the office of mental health to provide a full range 
of psychiatric emergency services within a defined geographic area to 
persons who are believed to be mentally ill and in need of such 
services , and which shall include crisis intervention services , crisis 
outreach services , crisis residence services , extended observation beds , 
and triage and referral services , as such terms are defined in section 
31 . 27 of this chapter . 



* NB Repealed July 1 , 2020 
38 . "Alcoholism community residence " means any facility licensed or 

operated by the office of alcoholism and substance abuse services which 
provides a supervised residence for persons suffering from alcoholism or 
alcohol abuse and a homelike environment , including room , board and 
responsible supervision for the rehabilitation of such persons as part 
of an overall service delivery system . 

* 39 . "Substance " shall mean : 
(i) any controlled substance lis ted in section thirty-three hundred 

six of the public health law; 
(ii) any substance listed in section t hirty-three hundred eighty of 

the public heal th law; 
(iii) any substance , except alcohol and tobacco , as listed in the 

published rules of the office which has been certified to the 
commissioner by the commissioner of health as having the capability of 
causing physical and/or psychological dependence . Notice of a proposed 
rule listing any such substance shall be given to the speaker of the 
assembly and the temporary president of the senate . The commissioner 
shall consider the advice and recommendations of the legislature and 
shall hold a public hearing prior to listing any substance in its 
published rules . 

* NB There are 2 sub 39 ' s 
* 39 . " Employee assistance program" means a confidential program 

designed to assist employees and their families , t hrough identification , 
motivation referral , and follow- up , with problems that may interfere 
with the employees ' ability to perform on the job effectively, 
efficiently and safely . Such problems include alcohol and substance 
abuse problems , emotional , marital , family , and other personal problems . 

* NB There are 2 sub 39 ' s 
40 . "Substance abuse " shal l mean the repeated use of one or more 

substances , as defined in this section , except when such substance is 
used in accordance with a lawful prescription . 

41 . "Substance dependence " shall mean the physical or psychological 
reliance upon a substance as defined in this section , arising from 
substance abuse or arising from the lawful use of any such substance for 
the sole purpose of alleviating such a physical or psychological 
reliance . 

42 . "Substance abuse program" shall mean any public or private person, 
corporation , partnership, agency , either profit or non-profit , or state 
or municipal government which provides substance abuse services , in 
either a residential or ambulatory setting, to persons who are substance 
abusers , substance dependent , in need of services to avoid becoming 
substance abusers , substance dependent or to significant others . Any 
person or entity providing such services as a minor part of a general 
health or counseling unit subject to regulations promulgated by the 
commissioner and other appropriate agencies shall not be considered a 
substance abuse program . 

43 . "Substance abuse services " shall include services to inhibit the 
onset of substance abuse or substance dependence ; to address the social 
dysfunction , medical problems and other disabilities associated with 
substance abuse or substance dependence , and to rehabilitate persons 
suffering from substance abuse or dependence . 

44 . "Chemical dependence " means the repeated use of alcohol and/or one 
or more substances to the extent that there is evidence of physical or 
psychological reliance on alcohol and/or substances , the existence of 
physical withdrawal symptoms from alcohol and/or one or more substances , 
a pattern of compulsive use , and impairment of normal development or 



functioning due to such use in one or more of the major life areas 
including but not limi ted to the social , emotional , familia l , 
educ a t ional, vocat i onal , and physical . Unless otherwise provided, for 
the purposes of this chapter , the term "chemical dependence " shall mean 
and include a l coholism and/or substance dependence . 

45 . "Alcohol , substance abuse , and chemical dependence prevention" 
shal l mean strategies and approaches , primary and secondary, to prevent 
the onset or reduce the incidence of use and abuse of alcohol and/or 
substances . 

46 . " Record" of a patient or client shall consist of admission , 
transfer or retention papers and orders , and accompanying data required 
by this article and the regulations of the commissioner . 

47 . "Director of commun i ty services " shall mean the director of 
community services for the mentally disabled appointed pursuant to this 
chapter . 

48 . "Practitioner " shall mean a physician , dentist , podiatri st , 
veterinarian , scientific investigator , or other person licensed, or 
otherwise permitted to dispense , administer or conduct research with 
respect to a controlled substance in the course of a licensed 
professional practice or research licensed pursuant to this article . 
Such person sha l l be deemed a "practitioner" only as to such substances , 
or conduct relating to such substances , as i s permitted by his license , 
permit or otherwise permitted by l aw . 

49 . " Prescription " shal l mean an official New York state prescription , 
a written prescription or an oral prescription . 

50 . "Controlled substance " shall mean the definition of "controlled 
substance " as contained in section thirty-three hundred two of the 
publ ic health law . 

52 . "Persons with seri ous mental i l lness " means individuals who meet 
crit eria established by the commissioner of mental health , which shall 
i ncl ude persons who are i n psychiatric crisis , or persons who have a 
designated diagnosis of mental illness under the most recent edition of 
the Diagnostic and Statistical Manua l of Mental Disorders and whose 
severity and dura t ion of mental illness results in substant i al 
func t ional disability . Persons with serious mental illness shall include 
ch i ldren and adolescents with serious emotional disturbances . 

53 . "Children and adolescents with serious emotional disturbances " 
means individuals under eighteen years of age who meet criteria 
establ i shed by the commissioner of mental health , which shall include 
children and adolescents who are in psychiatric crisis , or children and 
adolescents who have a designated diagnosis of mental illness under the 
most recent edition of the Diagnostic and Statistical Manual of Mental 
Di sorders and whose severity and duration of mental illness results in 
s ubstantial functional disabi l ity . 

54 . "Compulsive gambl ing" means an impulse control disorder , as 
defined by the most recent edition of the diagnostic and statistical 
manual of mental disorders (DSM) , publ i shed by the American Psychiatric 
Assoc i a tion . 

55 . "Chemical dependence services " shall mean examination , eva l uation , 
d i agnosis , care, t reatment , rehabilitation , or training of persons 
suffering from alcohol and/or substance abuse and/or dependence and 
significant others . Unless otherwise provided, for the purposes of this 
chapter , the term "chemical dependence services " shal l mean and include 
alcoholism and/or substance abuse services . 

56 . "Substance use disorder " means the misuse of , dependence on, or 
addiction to alcohol and/or legal or illegal drugs leading to effects 
that are detrimental to the individual ' s physical and mental hea l th , or 



the welfare of others and shall include alcoholism, alcohol abuse , 
substance abuse , substance dependence , chemical abuse , and/or chemical 
dependence . 

57 . "Substance use disorder services " shall mean and include 
examination , evaluation , diagnosis , care , treatment , rehabilitation , or 
training of persons with substance use disorders and their families or 
significant others . 

58 . " Behavioral heal th services " means examination , diagnosis , care , 
treatment , rehabilitation, or training for persons with mental illness , 
substance use disorder , or compulsive gambling disorder . 



NON-INSTITUTIONAL SERVICES 
State Plan Amendment #17-0025 

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 required 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 I ndian 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 



5. Does any governmental provider receive payments that in the aggregate 
(normal per diem, supplemental, enhanced, other) exceed their 
reasonable costs of providing services? If payments exceed the cost of 
services, do you recoup the excess and return the Federal share of the 
excess to CMS on the quarterly expenditure report? 

Response: The rate methodology included in the State Plan for health home 
services is a per member per month (PMPM) case management fee adjusted by 
region and case mix (from clinic risk group (CRG) methodology). This fee will 
eventually be adjusted by the patient functional status. We are unaware of any 
requirement under current federal law or regulation that limits individual provider's 
payments to their actual costs. 

ACA Assurances: 

1. Maintenance of Effort (MOE). Under section 1902(gg) of the Social 
Security Act (the Act), as amended by the Affordable Care Act, as a 
condition of receiving any 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 condit ions of the MOE provision of section 
1902(gg) 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. 



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 
t he 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.Sl(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. 



Response: This SPA would [ ] / would not [ ./] 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: This 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 tribal 
consultation policy as approved in SPA 11-06, and documentation of such is included 
with this submission . To date, no feedback has been received from any tribal 
representative in response to the proposed change in this SPA. 




