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Dear Mr. McMillion:

The State requests approval of the enclosed amendment #22-0006 to the Title XIX
(Medicaid) State Plan for non-institutional services to be effective April 1, 2022 (Appendix I).
This amendment is being submitted based on enacted legislation. A summary of the plan
amendment is provided in Appendix Il.

The State of New York reimburses these services through the use of rates that are
consistent with and promote efficiency, economy, and quality of care and are sufficient to enlist
enough providers so that care and services are available under the plan at least to the extent
that such care and services are available to the general population in the geographic area as
required by § 1902(a)(30) of the Social Security Act and 42 CFR § 447.204.

A copy of pertinent sections of enacted legislation is enclosed for your information
(Appendix IIl). A copy of the public notice of this plan amendment, which was given in the New
York State Register on March 23, 2022, is also enclosed for your information (Appendix IV). In
addition, responses to the five standard funding questions are also enclosed (Appendix V).

If you have any questions regarding this State Plan Amendment submission, please do
not hesitate to contact Regina Deyette, Medicaid State Plan Coordinator, Division of Finance
and Rate Setting, Office of Health Insurance Programs at (518) 473-3658.

Sincerely,

Brett R. Friedman
Acting Medicaid Director
Office of Health Insurance Programs
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Attachment 4.19-B

New York
17

1905(a)(26): Program of All-Inclusive Care for the Elderly (PACE)
[Type of Service]

Method of Reimbursement
The Department uses the following process in establishing rates:

The Department will determine the Amount that Would have Otherwise been Paid (AWOP)
equivalent [a fee-for-service equivalent] per member per month cost for State Plan approved
services provided to an equivalent non-enrolled population group. Medicaid data sources that
will be used to calculate the AWOP include data from the Managed Long Term Care (MLTC)
Partial Capitation program, the Medicaid Advantage Plus (MAP) program, the Mainstream
Managed Care program as well as fee-for-service and supplemental payments. This information;
and/or any information received from the PACE provider, such as the provider’s anticipated
enrolliment, projected utilization of services and costs, cost experience, and indirect/overhead
costs; and/or any other relevant information, will be used by the Department to determine a
per member per month capitation rate for the provider that is less than the AWQOP [fee-for-
service] equivalent per member per month cost determined by the Department.

TN__ #22-0006 Approval Date
Supersedes TN ___ #02-01 Effective Date _APril 1, 2022
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SUMMARY
SPA #22-0006

This amendment proposes to revise the State Plan to update the Amount that
Would have Otherwise been Paid (AWOP) calculation and Rate Methodology description
for PACE Plans due to modifications in the premium rate structure and available data
sources.
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As 0f 01/03/2022 04:32PM, the Laws database is current through 2021
Chapters 1-833

Public Health
* § 4403-f. Managed long term care plans. 1. Definitions. As used in this section:

(a) "Managed long term care plan" means an entity that has received a certificate of authority pursuant to this
section to provide, or arrange for, health and long term care services, on a capitated basis in accordance with this
section, for a population, age eighteen and over, which the plan is authorized to enroll.

(b) "Eligible applicant" means an entity controlled or wholly owned by one or more of the following: a hospital
as defined in subdivision one of section twenty-eight hundred one of this chapter; a home care agency licensed or
certified pursuant to article thirty-six of this chapter; an entity that has received a certificate of authority pursuant
to sections forty-four hundred three, forty-four hundred three-a or forty-four hundred eight-a of this article (as
added by chapter six hundred thirty-nine of the laws of nineteen hundred ninety-six), or a health maintenance
organization authorized under article forty-three of the insurance law; or a not-for-profit organization which has a
history of providing or coordinating health care services and long term care services to the elderly and disabled.

(c) "Operating demonstration" means the following entities: the chronic care management demonstration
programs authorized by chapter five hundred thirty of the laws of nineteen hundred eighty-eight, chapter five
hundred ninety-seven of the laws of nineteen hundred ninety-four and chapter eighty-one of the laws of nineteen
hundred ninety-five as amended.

(d) "Health and long term care services" means services including, but not limited to home and community-
based and institution-based long term care and ancillary services (that shall include medical supplies and
nutritional supplements) that are necessary to meet the needs of persons whom the plan is authorized to enroll. The
managed long term care plan may also cover primary care, acute care and behavioral health services if so
authorized.

2. Certificate of authority; form. An eligible applicant shall submit an application for a certificate of authority to
operate a managed long term care plan upon forms prescribed by the commissioner. Such eligible applicant shall
submit information and documentation to the commissioner which shall include, but not be limited to:

(a) a description of the service area proposed to be served by the plan with projections of enrollment that will
result in a fiscally sound plan;

(b) a description of the proposed target population and the marketing plan;

(c) adequate documentation of the appropriate licenses, certifications or approvals to provide care as planned,
including contracts with such providers as may be necessary to provide the full complement of services required to
be provided under this section.

3. Certificate of authority; approval. The commissioner shall not approve an application for a certificate of
authority unless the applicant demonstrates to the commissioner's satisfaction:

(a) that it will have in place acceptable quality-assurance mechanisms, grievance procedures, mechanisms to
protect the rights of enrollees and case management services to ensure continuity, quality, appropriateness and
coordination of care;

(b) that it will include an enrollment process which shall ensure that enrollment in the plan is informed. The
application shall describe the disenrollment process, which shall provide that an otherwise eligible enrollee shall
not be involuntarily disenrolled on the basis of health status;

(c) satisfactory evidence of the character and competence of the proposed operators and reasonable assurance
that the applicant will provide high quality services to an enrolled population;
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(d) sufficient management systems capacity to meet the requirements of this section and the ability to efficiently
process payment for covered services;

(e) readiness and capability to maximize reimbursement of and coordinate services reimbursed pursuant to title
XVIII of the federal social security act and all other applicable benefits, with such benefit coordination including,
but not limited to, measures to support sound clinical decisions, reduce administrative complexity, coordinate
access to services, maximize benefits available pursuant to such title and ensure that necessary care is provided;

(f) readiness and capability to arrange and manage covered services and coordinate non-covered services which
could include primary, specialty, and acute care services reimbursed pursuant to title XIX of the federal social
security act;

(g) willingness and capability of taking, or cooperating in, all steps necessary to secure and integrate any
potential sources of funding for services provided by the managed long term care plan, including, but not limited
to, funding available under titles XVI, XVIII, XIX and XX of the federal social security act, the federal older
Americans act of nineteen hundred sixty-five, as amended, or any successor provisions subject to approval of the
director of the state office for aging, and through financing options such as those authorized pursuant to section
three hundred sixty-seven-f of the social services law;

(h) that the contractual arrangements for providers of health and long term care services in the benefit package
are sufficient to ensure the availability and accessibility of such services to the proposed enrolled population
consistent with guidelines established by the commissioner; with respect to individuals in receipt of such services
prior to enrollment, such guidelines shall require the managed long term care plan to contract with agencies
currently providing such services, in order to promote continuity of care. In addition, such guidelines shall require
managed long term care plans to offer and cover consumer directed personal assistance services for eligible
individuals who elect such services pursuant to section three hundred sixty-five-f of the social services law; and

(1) that the applicant is financially responsible and may be expected to meet its obligations to its enrolled
members.

4. Solvency. (a) The commissioner shall be responsible for evaluating, approving and regulating all matters
relating to fiscal solvency, including reserves, surplus and provider contracts. The commissioner may promulgate
regulations to implement this section. The commissioner, in the administration of this subdivision:

(1) shall be guided by the standards which govern the fiscal solvency of a health maintenance organization,
provided, however, that the commissioner shall recognize the specific delivery components, operational capacity
and financial capability of the eligible applicant for a certificate of authority;

(i1) shall not apply financial solvency standards that exceed those required for a health maintenance
organization; and

(111) shall establish reasonable capitalization and contingent reserve requirements.

(b) Standards established pursuant to this subdivision shall be adequate to protect the interests of enrollees in
managed long term care plans. The commissioner shall be satisfied that the eligible applicant is financially sound,
and has made adequate provisions to pay for services.

4-a. Role of the superintendent of financial services. (a) The superintendent of financial services shall determine
and approve premiums in accordance with the insurance law whenever any population of enrollees not eligible
under title XIX of the federal social security act is to be covered. The determination and approval of the
superintendent of financial services shall relate to premiums charged to such enrollees not eligible under title XIX
of the federal social security act.

(b) The superintendent of financial services shall evaluate and approve any enrollee contracts whenever such
enrollee contracts are to cover any population of enrollees not eligible under title XIX of the federal social security
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act.

5. Applicability of other laws. A managed long term care plan shall be subject to the provisions of the insurance
law and regulations applicable to health maintenance organizations, this article and regulations promulgated
pursuant thereto. To the extent that the provisions of this section are inconsistent with the provisions of this chapter
or the provisions of the insurance law, the provisions of this section shall prevail.

6. Approval authority. (a) An applicant shall be issued a certificate of authority as a managed long term care plan
upon a determination by the commissioner that the applicant complies with the operating requirements for a
managed long term care plan under this section. The commissioner shall issue no more than seventy-five
certificates of authority to managed long term care plans pursuant to this section. Nothing in this section shall be
construed as requiring the department to contract with or to contract for a particular line of business with an entity
certified under this section for the provision of services available under title eleven of article five of the social
services law.

(b) An operating demonstration shall be issued a certificate of authority as a managed long term care plan upon a
determination by the commissioner that such demonstration complies with the operating requirements for a
managed long term care plan under this section. Nothing in this section shall be construed to affect the continued
legal authority of an operating demonstration to operate its previously approved program.

(c) For the period beginning April first, two thousand twelve and ending March thirty-first, two thousand fifteen,
the majority leader of the senate and the speaker of the assembly may each recommend to the commissioner, in
writing, up to four eligible applicants to convert to be approved managed long term care plans. An applicant shall
only be approved and issued a certificate of authority if the commissioner determines that the applicant meets the
requirements of subdivision three of this section. The majority leader of the senate or the speaker of the assembly
may assign their authority to recommend one or more applicants under this section to the commissioner.

(d) (1) Effective April first, two thousand twenty, and expiring March thirty-first, two thousand twenty-two, the
commissioner shall place a moratorium on the processing and approval of applications seeking a certificate of
authority as a managed long term care plan pursuant to this section, including applications seeking authorization to
expand an existing managed long term care plan's approved service area or scope of eligible enrollee populations.
Such moratorium shall not apply to:

(A) applications submitted to the department prior to January first, two thousand twenty;
(B) applications seeking approval to transfer ownership or control of an existing managed long term care plan;

(C) applications demonstrating to the commissioner's satisfaction that submission of the application for
consideration would be appropriate to address a serious concern with care delivery, such as a lack of adequate
access to managed long term care plans in a geographic area or a lack of adequate and appropriate care, language
and cultural competence, or special needs services; and

(D) applications seeking to operate under the PACE (Program of All-Inclusive Care for the Elderly) model as
authorized by federal public law 105-33, subtitle I of title IV of the Balanced Budget Act of 1997, or to serve
individuals dually eligible for services and benefits under titles XVIII and XIX of the federal social security act in
conjunction with an affiliated Medicare Dual Eligible Special Needs Plan, based on the need for such plans and the
experience of applicants in serving dually eligible individuals as determined by the commissioner in their
discretion.

(1) For the duration of the moratorium, the commissioner shall assess the public need for managed long term
care plans that are not integrated with an affiliated Medicare plan, the ability of such plans to provide high quality
and cost effective care for their membership, and based on such assessment develop a process and conduct an
orderly wind-down and elimination of such plans, which shall coincide with the expiration of the moratorium
unless the commissioner determines that a longer wind-down period is needed.
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(e) For the duration of the moratorium under paragraph (d) of this subdivision, the commissioner shall establish,
and enforce by means of a premium withholding equal to three percent of the base rate, an annual cap on total
enrollment (enrollment cap) for each managed long term care plan, subject to subparagraphs (ii) and (iii) of this
paragraph, based on a percentage of each plan's reported enrollment as of October first, two thousand twenty.

(1) The specific percentage of each plan's enrollment cap shall be established by the commissioner based on: (A)
the ability of individuals eligible for such plans to access health and long term care services, (B) plan quality of
care scores, (C) historical plan disenrollment, (D) the projected growth of individuals eligible for such plans in
different regions of the state, (E) historical plan enrollment of patients with varying levels of need and acuity, and
(F) other factors in the commissioner's discretion to ensure compliance with federal requirements, appropriate
access to plan services, and choice by eligible individuals.

(11) In the event that a plan exceeds its annual enrollment cap, the commissioner is authorized under this
paragraph to retain all or a portion of the premium withheld based on the amount over which a plan exceeds its
enrollment cap. Penalties assessed pursuant to this subdivision shall be determined by regulation.

(i11) The commissioner may not establish an annual cap on total enrollment under this paragraph for plans' lines
of business operating under the PACE (Program of All-Inclusive Care for the Elderly) model as authorized by
federal public law 105-33, subtitle I of title IV of the Balanced Budget Act of 1997, or that serve individuals dually
eligible for services and benefits under titles XVIII and XIX of the federal social security act in conjunction with
an affiliated Medicare Dual Eligible Special Needs Plan.

(f) In implementing the provisions of paragraphs (d) and (e) of this subdivision, the commissioner shall, to the
extent practicable, consider and select methodologies that seek to maximize continuity of care and minimize
disruption to the provider labor workforce, and shall, to the extent practicable and consistent with the ratios set
forth herein, continue to support contracts between managed long term care plans and licensed home care services
agencies that are based on a commitment to quality and value.

7. Program oversight and administration. (a)(i) The commissioner shall promulgate regulations to implement this
section and to ensure the quality, appropriateness and cost-effectiveness of the services provided by managed long
term care plans. The commissioner may waive rules and regulations of the department, including but not limited to,
those pertaining to duplicative requirements concerning record keeping, boards of directors, staffing and reporting,
when such waiver will promote the efficient delivery of appropriate, quality, cost-effective services and when the
health, safety and general welfare of enrollees will not be impaired as a result of such waiver. In order to achieve
managed long term care plan system efficiencies and coordination and to promote the objectives of high quality,
integrated and cost effective care, the commissioner may establish a single coordinated surveillance process, allow
for a comprehensive quality improvement and review process to meet component quality requirements, and require
a uniform cost report. The commissioner shall require managed long term care plans to utilize quality improvement
measures, based on health outcomes data, for internal quality assessment processes and may utilize such measures
as part of the single coordinated surveillance process.

(i1) Notwithstanding any inconsistent provision of the social services law to the contrary, the commissioner shall,
pursuant to regulation, determine whether and the extent to which the applicable provisions of the social services
law or regulations relating to approvals and authorizations of, and utilization limitations on, health and long term
care services reimbursed pursuant to title XIX of the federal social security act, including, but not limited to, fiscal
assessment requirements, are inconsistent with the flexibility necessary for the efficient administration of managed
long term care plans and such regulations shall provide that such provisions shall not be applicable to enrollees or
managed long term care plans, provided that such determinations are consistent with applicable federal law and
regulation, and subject to the provisions of subdivision eight of section three hundred sixty-five-a of the social
services law.

* (b) (1) The commissioner shall, to the extent necessary, submit the appropriate waivers, including, but not
limited to, those authorized pursuant to sections eleven hundred fifteen and nineteen hundred fifteen of the federal
social security act, or successor provisions, and any other waivers necessary to achieve the purposes of high
quality, integrated, and cost effective care and integrated financial eligibility policies under the medical assistance
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program or pursuant to title XVIII of the federal social security act. In addition, the commissioner is authorized to
submit the appropriate waivers, including but not limited to those authorized pursuant to sections eleven hundred
fifteen and nineteen hundred fifteen of the federal social security act or successor provisions, and any other waivers
necessary to require on or after April first, two thousand twelve, medical assistance recipients who are twenty-one
years of age or older and who require community-based long term care services, as specified by the commissioner,
for a continuous period of more than one hundred and twenty days, to receive such services through an available
plan certified pursuant to this section or other program model that meets guidelines specified by the commissioner
that support coordination and integration of services. Such guidelines shall address the requirements of paragraphs
(a), (b), (c), (d), (e), (), (g), (h), and (i) of subdivision three of this section as well as payment methods that ensure
provider accountability for cost effective quality outcomes. Such other program models may include long term
home health care programs that comply with such guidelines. Copies of such original waiver applications and
amendments thereto shall be provided to the chairs of the senate finance committee, the assembly ways and means
committee and the senate and assembly health committees simultaneously with their submission to the federal
government.

(i1) The commissioner, shall seek input from representatives of home and community-based long term care
services providers, recipients, and the Medicaid managed care advisory review panel, among others, to further
evaluate and promote the transition of persons in receipt of home and community-based long term care services
into managed long term care plans and other care coordination models and to develop guidelines for such care
coordination models. The guidelines shall be finalized and posted on the department's website no later than
November fifteen, two thousand eleven.

(ii1) Notwithstanding and in addition to any provision of subparagraph (i) of this paragraph and subject to any
federal requirements, persons dually eligible for medical assistance and benefits under the federal Medicare
program who are enrolled in a Medicare Dual Eligible Special Needs Plan and who do not require community-
based long term care services, as specified by the commissioner, for a continuous period of more than one hundred
and twenty days shall be required to enroll with an available affiliated plan certified pursuant to this section when
program features and reimbursement rates are approved by the commissioner.

(v) The following medical assistance recipients shall not be eligible to participate in a managed long term care
program or other care coordination model established pursuant to this paragraph until program features and
reimbursement rates are approved by the commissioner and, as applicable, the commissioner of developmental
disabilities:

(1) a person enrolled in a managed care plan pursuant to section three hundred sixty-four-j of the social services
law;

(2) a participant in the traumatic brain injury waiver program or a person whose circumstances would qualify
him or her for the program as it existed on January first, two thousand fifteen;

(3) a participant in the nursing home transition and diversion waiver program or a person whose circumstances
would qualify him or her for the program as it existed on January first, two thousand fifteen;

(4) a person enrolled in the assisted living program,;

(5) a person enrolled in home and community based waiver programs administered by the office for people with
developmental disabilities;

(6) a person who is expected to be eligible for medical assistance for less than six months, for a reason other
than that the person is eligible for medical assistance only through the application of excess income toward the cost

of medical care and services;

(7) a person who is eligible for medical assistance benefits only with respect to tuberculosis-related services;
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(8) a person receiving hospice services at time of enrollment; provided, however, that this clause shall not be
construed to require an individual enrolled in a managed long term care plan or another care coordination model,
who subsequently elects hospice, to disenroll from such program;

(9) a person who has primary medical or health care coverage available from or under a third-party payor which
may be maintained by payment, or part payment, of the premium or cost sharing amounts, when payment of such
premium or cost sharing amounts would be cost-effective, as determined by the social services district;

(10) a person receiving family planning services pursuant to subparagraph six of paragraph (b) of subdivision
one of section three hundred sixty-six of the social services law;

(11) a person who is eligible for medical assistance pursuant to paragraph (b) of subdivision four of section three
hundred sixty-six of the social services law;

(12) Native Americans;

(13) a person who is permanently placed in a nursing home for a consecutive period of three months or more. In
implementing this provision, the department shall continue to support service delivery and outcomes that result in
community living for enrollees; and

(14) a person who has not been assessed as needing at least limited assistance with physical maneuvering with
more than two activities of daily living, or for individuals with a dementia or Alzheimer's diagnosis, assessed as
needing at least supervision with more than one activity of daily living, as defined and determined using an
evidenced based validated assessment instrument approved by the commissioner and in accordance with applicable
state and federal law and regulations of the department, provided that the provisions of this clause shall not apply
to a person who has been continuously enrolled in a managed long term care program beginning prior to October
first, two thousand twenty.

(v-a) For purposes of clause two of subparagraph (v) of this paragraph, program features shall be substantially
comparable to those services available to traumatic brain injury waiver participants as of January first, two
thousand fifteen, subject to federal financial participation.

(v-b) For purposes of clause three of subparagraph (v) of this paragraph, program features shall be substantially
comparable to those services offered to nursing home transition and diversion waiver participants as of January
first, two thousand fifteen, subject to federal financial participation.

(v-¢) Any managed care program providing services under clause two or three of subparagraph (v) of this
paragraph shall have an adequate network of trained providers to meet the needs of enrollees and provide services
under this subdivision.

(v-d) Any individual providing service coordination pursuant to subparagraph (v-a) or (v-b) of this paragraph
shall exercise his or her professional duties in the interests of the patient. Nothing in this subparagraph shall be
construed as diminishing the authority and obligations of a managed long term care plan under this article and
article forty-nine of this chapter.

(vi) persons required to enroll in the managed long term care program or other care coordination model
established pursuant to this paragraph shall have no less than thirty days to select a managed long term care
provider, and shall be provided with information to make an informed choice. Where a participant has not selected
such a provider, the commissioner shall assign such participant to a managed long term care provider, taking into
account consistency with any prior community-based direct care workers having recently served the recipient,
quality performance criteria, capacity and geographic accessibility. During the period prior to receiving services
from a managed long term care provider assigned under this subparagraph, the person may receive services under
fee for service Medicaid.
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(vii) If another long term care plan certified under this section is available, medical assistance recipients required
to enroll in such plans pursuant to this section, including recipients who have been assigned to a provider by the
commissioner, may change plans without cause within ninety days of either notification of enrollment or the
effective date of enrollment into a plan, whichever is later, by submitting a request to the entity designated by the
department in a format to be determined by the department. In accordance with federal statutes and regulations,
after such ninety-day period, the department may prohibit a recipient from changing plans more frequently than
once every twelve months, except for good cause. Good cause may include poor quality of care, lack of access to
covered services, lack of access to providers experienced in dealing with the enrollee's care needs, or as otherwise
determined by the commissioner.

(viii) Managed long term care provided and plans certified or other care coordination model established pursuant
to this paragraph shall comply with the provisions of paragraphs (d), (i), (t), and (u) and subparagraph (iii) of
paragraph (a) and subparagraph (iv) of paragraph (e) of subdivision four of section three hundred sixty-four-j of the
social services law.

(ix) (1) The commissioner shall report biannually on the implementation of this subdivision. The reports shall
include, but not be limited to:

(A) satisfaction of enrollees with care coordination/case management; timeliness of care;

(B) service utilization data including changes in the level, hours, frequency, and types of services and providers;
(C) enrollment data, including auto-assignment rates by plan;

(D) quality data; and

(E) continuity of care for participants as they move to managed long term care, with respect to community based
and nursing home populations, including pediatric nursing home populations, and medically fragile children being
served by home care agencies affiliated with pediatric nursing homes and diagnostic and treatment centers
primarily serving medically fragile children.

(2) The commissioner shall publish the report on the department's website and provide notice to the temporary
president of the senate, the speaker of the assembly, the chair of the senate standing committee on health, the chair
of the assembly health committee and the Medicaid Managed Care Advisory Review Panel upon availability of the
report. The initial report shall be provided by September first, two thousand twelve. The reports shall be made
available by each February first, and September first thereafter. Such reports shall be formatted to allow
comparisons between plans.

* NB Effective until April 1, 2023

* (b) The commissioner shall, to the extent necessary, submit the appropriate waivers, including, but not limited
to, those authorized pursuant to sections eleven hundred fifteen and nineteen hundred fifteen of the federal social
security act, or successor provisions, and any other waivers necessary to achieve the purposes of high quality,
integrated, and cost effective care and integrated financial eligibility policies under the medical assistance program
or pursuant to title XVIII of the federal social security act. Copies of such original waiver applications shall be
provided to the chairman of the senate finance committee and the chairman of the assembly ways and means
committee simultaneously with their submission to the federal government.

* NB Effective April 1, 2023
(c)(1) A managed long term care plan shall not use deceptive or coercive marketing methods to encourage

participants to enroll. A managed long term care plan shall not distribute marketing materials to potential enrollees
before such materials have been approved by the commissioner.
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(i1) The commissioner shall ensure, through periodic reviews of managed long term care plans, that enrollment
was an informed choice; such plan has only enrolled persons whom it is authorized to enroll, and plan services are
promptly available to enrollees when appropriate. Such periodic reviews shall be made according to standards as
determined by the commissioner in regulations.

(d) Notwithstanding any provision of law, rule or regulation to the contrary, the commissioner may issue a
request for proposals to carry out reviews of enrollment and assessment activities in managed long term care plans
and operating demonstrations with respect to enrollees eligible to receive services under title XIX of the federal
social security act to determine if enrollment meets the requirements of subparagraph (ii) of paragraph (c) of this
subdivision; and that assessments of such enrollees' health, functional and other status, for the purpose of adjusting
premiums, were accurate.

(e) The commissioner may, in his or her discretion for the purpose of protection of enrollees, impose measures
including, but not limited to, bans on further enrollments and requirements for use of enrollment brokers until any
identified problems are resolved to the satisfaction of the commissioner.

(f) Continuation of a certificate of authority issued under this section shall be contingent upon satisfactory
performance by the managed long term care plan in the delivery, continuity, accessibility, cost effectiveness and
quality of the services to enrolled members; compliance with applicable provisions of this section and rules and
regulations promulgated thereunder; the continuing fiscal solvency of the organization; and, federal financial
participation in payments on behalf of enrollees who are eligible to receive services under title XIX of the federal
social security act.

(g) * (1) Managed long term care plans and demonstrations may enroll eligible persons in the plan or
demonstration upon the completion of a comprehensive assessment that shall include, but not be limited to, an
evaluation of the medical, social, cognitive, and environmental needs of each prospective enrollee in such program.
This assessment shall also serve as the basis for the development and provision of an appropriate plan of care for
the enrollee. Upon approval of federal waivers pursuant to paragraph (b) of this subdivision which require medical
assistance recipients who require community-based long term care services to enroll in a plan, and upon approval
of the commissioner, a plan may enroll an applicant who is currently receiving home and community-based
services and complete the comprehensive assessment within thirty days of enrollment provided that the plan
continues to cover transitional care until such time as the assessment is completed.

* NB Effective until April 1, 2023

* (1) Managed long term care plans and demonstrations may enroll eligible persons in the plan or demonstration
upon the completion of a comprehensive assessment that shall include, but not be limited to, an evaluation of the
medical, social and environmental needs of each prospective enrollee in such program. This assessment shall also
serve as the basis for the development and provision of an appropriate plan of care for the prospective enrollee.

* NB Effective April 1, 2023

(i1) The assessment shall be completed by a representative of the managed long term care plan or demonstration,
in consultation with the prospective enrollee's health care practitioner as necessary. The commissioner shall
prescribe the forms on which the assessment shall be made.

(ii1) The enrollment application shall be submitted by the managed long term care plan or demonstration to the
entity designated by the department prior to the commencement of services under the managed long term care plan
or demonstration. Enrollments conducted by a plan or demonstration shall be subject to review and audit by the
department or a contractor selected pursuant to paragraph (d) of this subdivision.

(iv) Continued enrollment in a managed long term care plan or demonstration paid for by government funds
shall be based upon a comprehensive assessment of the medical, social and environmental needs of the recipient of
the services. Such assessment shall be performed at least annually by the managed long term care plan serving the
enrollee. The commissioner shall prescribe the forms on which the assessment will be made.
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(h) * The commissioner and, in the case of a plan arranging for or providing services operated, certified, funded,
authorized or approved by the office for people with developmental disabilities, the commissioner of the office for
people with developmental disabilities, shall, upon request by a managed long term care plan or operating
demonstration, and consistent with federal regulations promulgated pursuant to the Health Insurance Portability
and Accountability Act, share with such plan or demonstration the following data if it is available:

* NB Effective until September 30, 2023

* The commissioner shall, upon request by a managed long term care plan or operating demonstration, and
consistent with federal regulations promulgated pursuant to the Health Insurance Portability and Accountability
Act, share with such plan or demonstration the following data if it is available:

* NB Effective September 30, 2023

(1) information concerning utilization of services and providers by each of its enrollees prior to and during
enrollment, including but not limited to utilization of emergency department services, prescription drugs, and
hospital and nursing facility admissions.

(1) aggregate data concerning utilization and costs for enrollees and for comparable cohorts served through the
Medicaid fee-for-service program.

(j) Limitations on licensed home care service agency contracts. (1) The commissioner may establish
methodologies to limit the number of licensed home care services agencies licensed pursuant to article thirty-six of
the public health law with which managed long term care plans may enter into contracts, provided that such
limitations are consistent with the specifications set forth in this paragraph.

(1) Managed long term care plans operating in the city of New York and/or the counties of Nassau, Suffolk, and
Westchester may enter into contracts with licensed home care services agencies in such region in a maximum
number calculated based upon the following methodology:

(A) As of October first, two thousand eighteen, one contract per seventy-five members enrolled in the plan
within such region; and

(B) As of October first, two thousand nineteen, one contract per one hundred members enrolled in the plan
within such region.

(iii) Managed long term care plans operating in counties other than those in the city of New York and the
counties of Nassau, Suffolk, and Westchester may enter into contracts with licensed home care services agencies in
such region in a maximum number calculated based upon the following methodology:

(A) As of October first, two thousand eighteen, one contract per forty-five members enrolled in the plan within
such region.

(B) As of October first, two thousand nineteen, one contract per sixty members enrolled in the plan within such
region.

(iv) Notwithstanding subparagraphs (ii) and (iii) of this paragraph, a managed long term care plan shall not enter
into less than the number of contracts with licensed home care services agencies in each county in which the plan
operates as is necessary to remain consistent with network adequacy standards, as determined by the department in
accordance with federal regulations.

(v) When calculating the number of additional contracts that a managed long term care plan may enter using the
methodologies established pursuant to this paragraph, any fractional result shall be rounded down.

(vi) The commissioner may increase the number of licensed home care services agencies with which a managed
long term care plan may contract, on a county by county basis, if the commissioner determines that such increase is
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necessary to: ensure adequate access to services in the geographic area including, but not limited to, special needs
services and services that are culturally and linguistically appropriate; or to avoid disruption in services in the
geographic area.

(vil) Any licensed home care services agency that ceases operation as a result of this paragraph shall conform
with all applicable requirements, including but not limited to demonstrating to the department's satisfaction
continuity of care for individuals receiving services from the agency.

(viii) The commissioner may require managed long term care plans to provide evidence of compliance with this
paragraph, on an annual basis.

(ix) In implementing the provisions of this paragraph, the commissioner shall, to the extent practicable, consider
and select methodologies that seek to maximize continuity of care and minimize disruption to the provider labor
workforce, and shall, to the extent practicable and consistent with the ratios set forth herein, continue to support
contracts between managed long term care plans and licensed home care services agencies that are based on a
commitment to quality and value.

(x) This subparagraph applies where implementation of the limits on contracts with licensed home care service
agencies of this paragraph (i) would otherwise require an enrollee's care to be transferred from the enrollee's
current licensed home care service agency to another licensed care service agency, and (ii) the enrollee (or the
enrollee's authorized representative) wants the enrollee to continue to be cared for by one or more employees of the
current licensed home care service agency, and that continuation would otherwise be provided. In such a case: the
enrollee's managed long term care plan may contract with the enrollee's current licensed home care service agency
for the purpose of continuing the enrollee's care by such employee or employees, and the contract shall not count
towards the limits on contracts under this paragraph for a period of three months.

(k) Increased rates, terms or scope of payment for behavioral health services under this section, where payment
is made by an entity under this section, as a result of a rate, coverage or other change made pursuant to a law,
regulation, rule or official guidance, shall be deemed in effect on the same date that such change would have taken
effect if payment were made other than by the entity. Where payment is not made as of the effective date, the entity
shall make retroactive payments to the appropriate service providers.

8. Payment rates for managed long term care plan enrollees eligible for medical assistance. The commissioner
shall establish payment rates for services provided to enrollees eligible under title XIX of the federal social security
act. Such payment rates shall be subject to approval by the director of the division of the budget and shall reflect
savings to both state and local governments when compared to costs which would be incurred by such program if
enrollees were to receive comparable health and long term care services on a fee-for-service basis in the
geographic region in which such services are proposed to be provided. Payment rates shall be risk-adjusted to take
into account the characteristics of enrollees, or proposed enrollees, including, but not limited to: frailty, disability
level, health and functional status, age, gender, the nature of services provided to such enrollees, and other factors
as determined by the commissioner. The risk adjusted premiums may also be combined with disincentives or
requirements designed to mitigate any incentives to obtain higher payment categories. In setting such payment
rates, the commissioner shall consider costs borne by the managed care program to ensure actuarially sound and
adequate rates of payment to ensure quality of care shall comply with all applicable laws and regulations, state and
federal, including regulations as to actuarial soundness for medicaid managed care.

8-a. Rates for certain residential health care facilities. Notwithstanding any other provision of law or regulation
to the contrary, any residential health care facility established pursuant to article twenty-eight of this chapter
located in a county with a population of more than seventy-two thousand and less than seventy-five thousand
persons based on the two thousand ten federal census shall be reimbursed by any managed long term care plan,
approved pursuant to this section and contracting with the department, at a rate of no less than one hundred four
percent of the average rate of reimbursement in existence on March first, two thousand eighteen for such county.

9. Reports. The department shall provide an interim report to the governor, temporary president of the senate and
the speaker of the assembly on or before April first, two thousand three and a final report on or before April first,
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two thousand six on the results of the managed long term care plans under this section. Such results shall be based
on data provided by the managed long term care plans and shall include but not be limited to the quality,
accessibility and appropriateness of services; consumer satisfaction; the mean and distribution of impairment
measures of the enrollees by payor for each plan; the current method of calculating premiums and the cost of
comparable health and long term care services provided on a fee-for-service basis for enrollees eligible for services
under title XIX of the federal social security act; and the results of periodic reviews of enrollment levels and
practices. Such reports shall provide data on the demographic and clinical characteristics of enrollees, voluntary
and involuntary disenrollments from plans, and utilization of services and shall examine the feasibility of
increasing the number of plans that may be approved. Data collected pursuant to this section shall be available to
the public in an aggregated format to protect individual confidentiality, however under no circumstance will data
be released on items with cells with smaller than statistically acceptable standards.

10. Notwithstanding any inconsistent provision to the contrary, the enrollment and disenrollment process and
services provided or arranged by all operating demonstrations or any program that receives designation as a
Program of All-Inclusive Care for the Elderly (PACE) as authorized by federal public law 105-33, subtitle I of title
IV of the Balanced Budget Act of 1997, must meet all applicable federal requirements. Services may include, but
need not be limited to, housing, inpatient and outpatient hospital services, nursing home care, home health care,
adult day care, assisted living services provided in accordance with article forty-six-B of this chapter, adult care
facility services, enriched housing program services, hospice care, respite care, personal care, homemaker services,
diagnostic laboratory services, therapeutic and diagnostic radiologic services, emergency services, emergency
alarm systems, home delivered meals, physical adaptations to the client's home, physician care (including
consultant and referral services), ancillary services, case management services, transportation, and related medical
services.

11. The department shall develop transition and continuity of care policies for participants in home and
community based long term care, including the long term home health care program, as they move to managed
long term care plans addressing:

(a) a timetable and plan for implementation and transition by participants, plans and providers;

(b) informative disclosure of participants' options as to impending actions affecting or relating to the home care
services they receive;

(c) reasonable opportunity for plans' and providers' good faith pursuit of contracts, program changes or state
approvals relevant to plan implementation;

(d) notice that a participant with a previously established plan of care provided by a certified home health
agency or long term home health care program, or provided pursuant to the personal care or consumer directed
personal assistance service programs, may elect to have such care plan continued subject to the participant's next
comprehensive assessment; and

(e) delineation of responsibilities for service delivery and care coordination, so as to avoid conflict, duplication
and unnecessary disruption of direct care staffing for the patient, and maintain compliance with state and federal
statute and regulation, including the provisions of this section, article thirty-six of this chapter and section three
hundred sixty-five-f of the social services law.

In addition, the department shall provide technical assistance to long term home health care providers with
contracting options under this section. The department shall work with affected stakeholders in the development of
these policies.

11-a. In transitioning individuals to managed long term care, the department shall provide oversight of long term
managed care by ensuring:

(a) participants are appropriately notified of the upcoming changes to their health care, and their rights and
options;
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(b) access to appropriate enrollment assistance, consumer assistance and complaint mechanisms;

(c) access to quality care by requiring network transparency and choice of long term care plans, allowing
patients to choose the plan that best fits their needs;

(d) transparency and accountability from providers, which shall include a mechanism by which staff, participants
and family members can confidentially report concerns relating to quality to the plan and the state;

(e) plans and providers are assessed periodically and data is published regarding enrollment in integrated care
designs, network adequacy, new service designs, outcome measures, including the extent to which care plans are
continued or altered based upon new comprehensive assessments, and the types and amounts of services health
plans have authorized;

(f) mechanisms are in place to state oversight of enrollment and services to prevent waste and abuse in the
managed long term care system; and

(g) incentives are provided for a variety of indicators, including but not limited to, smooth patient transitions,
appropriate enrollment, quality care, high staff retention and positive health care outcomes achieved at a low cost.

11-b. In cases of a managed long term care plan merger, acquisition, or other similar arrangement approved by
the department, any receiving plan that is a party to the arrangement shall submit a report to the department within
twelve months of the effective date of the transaction. Such reports shall be in a form and format to be determined
by the department and shall include, but not be limited to, information about the enrollees transferred and enrollee
service authorization data before and after transfer. The department shall make a summary of the report available to
the public.

** 12. The commissioner may make any necessary amendments to a contract pursuant to this section with a
managed long term care plan, as defined in paragraph (a) of subdivision one of this section, to allow such managed
long term care plan to participate as a qualified health plan in a state health benefit exchange established pursuant
to the federal Patient Protection and Affordable Care Act (P.L. 111-148), as amended by the federal Health Care
and Education Reconciliation Act of 2010 (P.L. 111-152).

** NB There are 2 sb 12's

** 12. Notwithstanding any provision to the contrary, a managed long term care plan may expand the services it
provides or arranges for to include services operated, certified, funded, authorized or approved by the office for
people with developmental disabilities for a population of persons with developmental disabilities, as such term is
defined in the mental hygiene law, including habiltiation services as defined in paragraph (c) of subdivision one of
section forty-four hundred three-g of this article, subject to the following:

(a) Such plan must have the ability to provide or coordinate services for persons with developmental disabilities
as demonstrated by criteria to be determined by the commissioner and the commissioner of the office for people
with developmental disabilities. Such criteria shall include, but not be limited to, adequate experience providing or
coordinating services for persons with developmental disabilities;

(a-1) If the commissioner and the commissioner of the office for people with developmental disabilities
determine that such plan lacks the experience required in paragraph (a) of this subdivision, the plan shall have an
affiliation arrangement with an entity or entities that are non-profit organizations or organizations whose
shareholders are solely controlled by non-profit organizations with experience serving persons with developmental
disabilities, as demonstrated by criteria to be determined by the commissioner and the commissioner of the office
for people with developmental disabilities, with such criteria including, but not limited to, residential, day and
employment services, such that the affiliated entity will coordinate and plan services operated, certified, funded,
authorized or approved by the office for people with developmental disabilities or will oversee and approve such
coordination and planning;
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(a-2) Each enrollee shall receive services designed to achieve person-centered outcomes, to enable that person to
live in the most integrated setting appropriate to that person's needs, and to enable that person to interact with
nondisabled persons to the fullest extent possible in social, workplace and other community settings, provided that
all such services are consistent with such person's wishes to the extent that such wishes are known. With respect to
an individual receiving non-residential services operated, certified, funded, authorized or approved by the office for
people with developmental disabilities prior to enrollment in the plan, such guidelines shall require the plan to
contract with the current provider of such non-residential services at the rates established by the office for ninety
days in order to ensure continuity of care. With respect to an individual living in a residential facility operated or
certified by the office for people with developmental disabilities prior to enrollment in the plan, the plan shall
contract with the provider of residential services for that residence at the rates established by the office for people
with developmental disabilities for so long as such individual lives in that residence pursuant to an approved plan
of care;

(b) The provision by such plan of services operated, certified, funded, authorized or approved by the office for
people with developmental disabilities shall be subject the joint oversight and review of both the department and
the office for people with developmental disabilities. The department and such office shall require such
organization to provide comprehensive care planning, assess quality, meet quality assurance requirements and
ensure the enrollee is involved in care planning;

(¢) Such plan shall not provide or arrange for services operated, certified, funded, authorized or approved by the
office for people with developmental disabilities until the commissioner and the commissioner of the office for
people with developmental disabilities approve program features and rates that include such services, and
determine that such organization meets the requirements of this subdivision and any other requirements set forth by
the commissioner of the office for people with developmental disabilities;

(d) An otherwise eligible enrollee receiving services through the plan that are operated, certified, funded,
authorized or approved by the office for people with developmental disabilities shall not be involuntarily
disenrolled from such plan without the prior approval of the commissioner of the office for people with
developmental disabilities. Notice shall be provided to the enrollee and the enrollee may request a fair hearing
regarding such disenrollment;

(e) The office for people with developmental disabilities shall determine the eligibility of individuals receiving
services operated, certified, funded, authorized or approved by such office to enroll in such plan and shall enroll
individuals it determines eligible in a plan chosen by such individual, guardian or other legal representative;

(f) The oftice for people with developmental disabilities, or its designee, shall complete a comprehensive
assessment for enrollees who receive services operated, certified, funded, authorized or approved by such office.
This assessment shall include, but not be limited to, an evaluation of the medical, social, habilitative and
environmental needs of each prospective enrollee as such needs relate to each individual's health, safety, living
environment and wishes, to the extent that such wishes are known. This assessment shall also serve as the basis for
the development and provision of an appropriate plan of care for the enrollee. Such plan of care shall be focused on
the achievement of person-centered outcomes and shall be consistent with and help inform any other person-
centered plan required for the enrollee by the commissioner of the office for people with developmental
disabilities. The initial assessment shall be completed by such office or a designee other than the plan and shall be
completed in consultation with the prospective enrollee's health care practitioner as necessary. Reassessments shall
be completed by such office or its designee, which may be the managed long term care plan in which the person is
enrolled or proposes to enroll. The commissioner of the office for people with developmental disabilities shall
prescribe the forms on which the assessment shall be made.

(f-1) The plan shall provide the department and the office for people with developmental disabilities with a
description of the proposed marketing plan and how marketing materials will be presented to persons with
developmental disabilities or their authorized decision makers for the purposes of enabling them to make an
informed choice.

public.leginfo.state.ny.us/lawssrch.cgi?NVLWO: 13/14



1/12/22, 10:38 AM Laws of New York

(g) Plans providing services operated, certified, funded, authorized or approved by the office for people with
developmental disabilities shall be subject to all requirements applicable to DISCOs operating under section forty-
four hundred three-g of this article with respect to quality assurance, grievances and appeals, informed choice,
participation in development of plans of care and requirements with respect to marketing, to the extent that such
requirements are not inconsistent with this section.

(h) No person with a developmental disability shall be required to enroll in a managed long term care plan as a
condition of receiving medical assistance and services operated, certified, funded, authorized or approved by the
office for people with developmental disabilities until program features and reimbursement rates are approved by
the commissioner and the commissioner of the office for people with developmental disabilities and until such
commissioners determine that there are a sufficient number of plans authorized to coordinate care for persons with
developmental disabilities pursuant to this article operating in the person's county of residence to meet the needs of
persons with developmental disabilities, and that such plans meet the standards of this section.

** NB Repealed September 30, 2023
** NB There are 2 sb 12's

** 13. Notwithstanding any inconsistent provision to the contrary, the commissioner may issue a certificate of
authority to no more than three eligible applicants who are eligible for Medicare and medical assistance to operate
managed long term care plans that are authorized to exclusively enroll persons with developmental disabilities, as
such term is defined in section 1.03 of the mental hygiene law. The commissioner may only issue certificates of
authority pursuant to this subdivision if, and to the extent that, the department has received federal approval to
operate a fully integrated duals advantage program for the integration of services for persons enrolled in Medicare
and medical assistance. The commissioner may waive any of the department's regulations as the commissioner, in
consultation with the commissioner of the office for people with developmental disabilities, deems necessary to
allow such managed long term care plans to provide or arrange for services for persons with developmental
disabilities that are adequate and appropriate to meet the needs of such individuals and that will ensure their health
and safety.

** NB Repealed September 30, 2023

** 14. The provisions of subdivisions twelve and thirteen of this section shall only be effective if, for so long as,
and to the extent that federal financial participation is available for the costs of services provided thereunder to
recipients of medical assistance pursuant to title eleven of article five of the social services law. The commissioner
shall make any necessary amendments to the state plan for medical assistance submitted pursuant to section three
hundred sixty-three-a of the social services law, and/or submit one or more applications for waivers of the federal
social security act, as may be necessary to ensure such federal financial participation. To the extent that the
provisions of subdivision twelve and thirteen of this section are inconsistent with other provisions of this article or
with the provisions of section three hundred sixty-four-j of the social services law, the provisions of this
subdivision shall prevail.

** NB Repealed September 30, 2023

* NB Repealed December 31, 2024
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MISCELLANEOUS
NOTICES/HEARINGS

Notice of Abandoned Property
Received by the State Comptroller

Pursuant to provisions of the Abandoned Property Law and related
laws, the Office of the State Comptroller receives unclaimed monies
and other property deemed abandoned. A list of the names and last
known addresses of the entitled owners of this abandoned property is
maintained by the office in accordance with Section 1401 of the
Abandoned Property Law. Interested parties may inquire if they ap-
pear on the Abandoned Property Listing by contacting the Office of
Unclaimed Funds, Monday through Friday from 8:00 a.m. to 4:30
p.m., at:

1-800-221-9311
or visit our web site at:
WWW.0sc.state.ny.us

Claims for abandoned property must be filed with the New York
State Comptroller’s Office of Unclaimed Funds as provided in Section
1406 of the Abandoned Property Law. For further information contact:
Office of the State Comptroller, Office of Unclaimed Funds, 110 State
St., Albany, NY 12236.

PUBLIC NOTICE

Department of Civil Service

PURSUANT to the Open Meetings Law, the New York State Civil
Service Commission hereby gives public notice of the following:

Please take notice that the regular monthly meeting of the State
Civil Service Commission for April 2022 will be conducted on April
13 and April 14 commencing at 10:00 a.m. This meeting will be
conducted at NYS Media Services Center, Suite 146, South Con-
course, Empire State Plaza, Albany, NY with live coverage available
at https://www.cs.ny.gov/commission/.

For further information, contact: Office of Commission Opera-
tions, Department of Civil Service, Empire State Plaza, Agency Bldg.
One, Albany, NY 12239, (518) 473-6598

PUBLIC NOTICE
Office of General Services

Pursuant to Section 30-a of the Public Lands Law, the Office of
General Services hereby gives notice to the following:

Notice is hereby given that the Office for Mental Health has
declared Fee parcel 3 on a map entitled, “Acquisition Affecting Lands
of the People of the State of New York, Elmwood Avenue, City of
Rochester, Monroe County, New York”, dated August 20, 2021, last
revised September 7, 2021 and filed in the Office of General Services
as OGS Map No. 2733, surplus, no longer useful or necessary for
State program purposes, and has abandoned the property to the Com-
missioner of General Services for sale or other disposition as Unap-
propriated State Land.

For further information, please contact: Frank Pallante, Esq., Of-
fice of General Services, Legal Services, 36th Fl., Corning Tower,
Empire State Plaza, Albany, NY 12242, (518) 474-8831,
Frank.Pallante @ogs.ny.gov

PUBLIC NOTICE

Department of Health

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

The Department of Health proposes to amend the Title XIX
(Medicaid) State Plan for long term care services to comply with
enacted statutory provisions. The following changes are proposed:

Long Term Care Services

Effective on or after April 1, 2022, noticed provision for capitation
payments intended for services provided by the Program of All-
inclusive Care for the Elderly (PACE) plans will be revised. The
Department proposes to amend the State Plan by updating the Amount
that Would have Otherwise been Paid (AWOP) calculation and rate
methodology description contained in the present State Plan for PACE
plans due to modifications in the premium rate structure effective April
1, 2022. Specifically, as a result of the movement of beneficiaries and
their corresponding cost data to managed care, this data source will
also be used in the development of the AWOP and in the rate method-
ology as well as fee-for-service and other acceptable data sources con-
sistent with Federal requirements. Rates will continue to be subject to
the upper payment limit provisions under 42 CFR 460.182.

There is no estimated annual change to gross Medicaid expenditures
as a result of this proposed amendment.

The public is invited to review and comment on this proposed State
Plan Amendment, a copy of which will be available for public review
on the Department’s website at http://www.health.ny.gov/regulations/
state_plans/status. Individuals without Internet access may view the
State Plan Amendments at any local (county) social services district.

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

New York County
250 Church Street
New York, New York 10018

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

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

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

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

For further information and to review and comment, please contact:
Department of Health, Division of Finance and Rate Setting, 99
Washington Ave., One Commerce Plaza, Suite 1432, Albany, NY
12210, spa_inquiries @health.ny.gov
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Miscellaneous Notices/Hearings

NYS Register/March 23, 2022

PUBLIC NOTICE
Livingston County

The County of Livingston, NY is soliciting proposals from quali-
fied Administrative Service Agencies and/or Financial Organizations
relating to trust service, administration and/or funding of an “‘eligible”
IRC Section 457 deferred compensation plan under the New York
Rules and Regulations and the Model Plan and an IRC Section 401(a)
matching deferred compensation plan.

A copy of the proposal questionnaire may be obtained from: Ste-
phen Brown, Managing Director — Investments, Stifel, 295 Woodcliff
Dr., Suite 305, Fairport, NY 14450, (585) 267-8842,
Stephen.brown @stifel.com

All proposals must be received no later than May 15th, 2022, 60
days from the date of publication in the New York State Register.

PUBLIC NOTICE

Department of State

Notice of Review of Request for
Brownfield Opportunity Area
Conformance Determination
Project: Lincoln at Bankside

Location: Port Morris Harlem Riverfront

Brownfield Opportunity Area

City of New York, Bronx County

In accordance with General Municipal Law, Article 18 - C, Section
970-1, the Secretary of State designated the Port Morris Harlem
Riverfront Brownfield Opportunity Area, in the Bronx, on April 9,
2015. The designation of the Port Morris Harlem Riverfront Brown-
field Opportunity Area was supported by a Nomination or a compre-
hensive planning tool that identifies strategies to revitalize the area
which is affected by one or more known or suspected brownfield sites.

Pursuant to New York State Tax Law, Article 1, Section 21, the
eligible taxpayer(s) of a project site located in a designated Brownfield
Opportunity Area may apply for an increase in the allowable tangible
property tax credit component of the brownfield redevelopment tax
credit if the Secretary of State determines that the project conforms to
the goals and priorities established in the Nomination for a designated
Brownfield Opportunity Area.

On June 29, BOP 101 Lincoln Avenue LLC submitted a request for
the Secretary of State to determine whether the Third at Bankside
Project, which will be located within the designated Port Morris
Harlem Riverfront Brownfield Opportunity Area, conform to the goals
and priorities identified in the Nomination that was prepared for the
designated Port Morris Harlem Riverfront Brownfield Opportunity
Area.

The public is permitted and encouraged to review and provide com-
ments on the request for conformance. For this purpose, the full ap-
plication for a conformance determination is available online at:
https://dos.ny.gov/system/files/documents/2022/03/bop-101-lincoln-
avenue-llc.pdf

Comments must be submitted no later than December 17th, 2021,
either by mail to: Christopher Bauer, Department of State, Office of
Planning and Development, Ellicott Square Bldg., 295 Main St., 8th
Fl., Rm. 821, Buffalo, NY 14203, or by email to:
chris.bauer@dos.ny.gov

PUBLIC NOTICE
Department of State
F-2021-1143
Date of Issuance — March 23, 2022

The New York State Department of State (DOS) is required by
Federal regulations to provide timely public notice for the activities
described below, which are subject to the consistency provisions of
the Federal Coastal Zone Management Act of 1972, as amended.

The applicant has certified that the proposed activity complies with
and will be conducted in a manner consistent with the approved New
York State Coastal Management Program.
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In F-2021-1143, Genesee Yacht Club Inc., is proposing to mainte-
nance dredge up to 5,000 cubic yard of material over a 5-year time pe-
riod with no more than 3,000 cubic yards in any single year. Material
would be mechanically dredged down to an elevation of 237.8" (IGLD
85) from the club basin and riverfront out to the federal navigation
channel.

The stated purpose of the proposed action “is to remove ac-
cumulated silt from uncontrolled upland erosion mainly from the
southern Genesee River watershed. Removal of this stilt will provide
sufficient water depth and allow members to access boat slips and
club facilities.”

The proposed dredging is for the Genesee Yacht Club located along
eastern shoreline of the Genesee River at 10 Marina Drive in the City
of Rochester, Monroe County. The material would be placed at an
open lake placement site in Lake Ontario ~1.5 miles northeast of the
Rochester Harbor entrance.

The applicant’s consistency certification and supporting informa-
tion are available for review at: https://dos.ny.gov/system/files/
documents/2022/03/f-2021-1143publicnotice.pdf or at https://
dos.ny.gov/public-notices

Original copies of public information and data submitted by the ap-
plicant are available for inspection at the New York State Department
of State offices located at One Commerce Plaza, 99 Washington Ave-
nue, in Albany, New York.

Any interested parties and/or agencies desiring to express their
views concerning any of the above proposed activities may do so by
filing their comments, in writing, no later than 4:30 p.m., 30 days from
the date of publication of this notice, or April 22, 2022.

Comments should be addressed to: Consistency Review Unit,
Department of State, Office of Planning, Development and Com-
munity Infrastructure, One Commerce Plaza, 99 Washington Ave.,
Albany, NY 12231, (518) 474-6000, Fax (518) 473-2464. Electronic
submissions can be made by email at: CR @dos.ny.gov

This notice is promulgated in accordance with Title 15, Code of
Federal Regulations, Part 930.

PUBLIC NOTICE
Department of State
F-2021-1151
Date of Issuance — March 23, 2022

The New York State Department of State (DOS) is required by
Federal regulations to provide timely public notice for the activities
described below, which are subject to the consistency provisions of
the Federal Coastal Zone Management Act of 1972, as amended.

The applicant has certified that the proposed activity complies with
and will be conducted in a manner consistent with the approved New
York State Coastal Management Program.

In F-2021-1151, Billy Jo Radecke, is proposing to maintain an exist-
ing 8' x 30" dock, remove an existing ~7' x 15' boat lift and install two
additional docks and a new boat lift. The new docks would include an
up to 13" wide by 46.5' long dock and an up to 12' wide by 42' long
dock. All docks and the proposed boat lift would be pile supported.
The docks, existing and proposed, would be parallel with and against
the shoreline. The proposal is for the applicant’s property on the St.
Lawrence River at 45700 Landon Road, Wellesley Island, Town of Al-
exandria, Jefferson County.

The stated purpose of the proposed action is to “Build new perma-
nent Dock structure to accommodate 3-5 boats and 2 jet skis.”

The applicant’s consistency certification and supporting informa-
tion are available for review at: https://dos.ny.gov/system/files/
documents/2022/03/f-2021-1151publicnotice.pdf or at https://
dos.ny.gov/public-notices

Original copies of public information and data submitted by the ap-
plicant are available for inspection at the New York State Department
of State offices located at One Commerce Plaza, 99 Washington Ave-
nue, in Albany, New York.

Any interested parties and/or agencies desiring to express their
views concerning any of the above proposed activities may do so by



Appendix V
2022 Title XIX State Plan
First Quarter Amendment
Responses to Standard Funding Questions



NON-INSTITUTIONAL SERVICES
State Plan Amendment #22-0006

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 4.19-B of the state plan. 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 2 CFR 200 regarding Cost Principles for State, Local, and Indian
Tribal Governments. The existence of such transfers should in ho way negate the
legitimacy of these facilities' Medicaid payments or result in reduced Medicaid federal
financial participation for the State. This position was further supported by CMS in
review and approval of SPA 07-07C when an on-site audit of these transactions for
New York City's Health and Hospitals Corporation was completed with satisfactory
results.



2. Section 1902(a)(2) provides that the lack of adequate funds from local
sources will not result in lowering the amount, duration, scope, or quality
of care and services available under the plan. Please describe how the
state share of each type of Medicaid payment (normal per diem,
supplemental, enhanced, other) is funded. Please describe whether the
state share is from appropriations from the legislature to the Medicaid
agency, through intergovernmental transfer agreements (IGTs), certified
public expenditures (CPEs), provider taxes, or any other mechanism used
by the state to provide state share. Note that, if the appropriation is not
to the Medicaid agency, the source of the state share would necessarily be
derived through either through an IGT or CPE. In this case, please identify
the agency to which the funds are appropriated. Please provide an
estimate of total expenditure and State share amounts for each type of
Medicaid payment. If any of the non-federal share is being provided using
IGTs or CPEs, please fully describe the matching arrangement including
when the state agency receives the transferred amounts from the local
governmental entity transferring the funds. If CPEs are used, please
describe the methodology used by the state to verify that the total
expenditures being certified are eligible for Federal matching funds in
accordance with 42 CFR 433.51(b). For any payment funded by CPEs or
IGTs, please provide the following:

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

(ii) the operational nature of the entity (state, county, city, other);

(iii) the total amounts transferred or certified by each entity;

(iv) clarify whether the certifying or transferring entity has general
taxing authority: and,

(v) whether the certifying or transferring entity received
appropriations (identify level of appropriations).

Response: Payments made to service providers under the provisions of this SPA
are funded through a general appropriation received by the State agency that
oversees medical assistance (Medicaid), which is the Department of Health.

The source of the appropriation is the Medicaid General Fund Local Assistance
Account, which is part of the Global Cap. The Global Cap is funded by General Fund
and HCRA resources.

There have been no new provider taxes and no existing taxes have been modified.

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: This SPA is not subject to upper payment limit (UPL) calculations.

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: There are various state agencies that perform audits each year to
determine the appropriateness of Medicaid payments. In the event that
inappropriate payments are determined, recoupments would be initiated and the
Federal share would be returned to CMS within the associated quarterly expenditure
report.

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 conditions 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
| viol

actions by the States and the Federal government.

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

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

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

Tribal Assurance:

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

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

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

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

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



Response: Tribal consultation was performed in accordance with the State’s tribal
consultation policy as approved in SPA 17-0065, 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.
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