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I 0. SUBJECT OF AMENDMENT: -~ 
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** This amendment implements regulations for Provider Preventable Conditions (PPCs) and related payJent 
adjustments for Medicaid and incorporates the CMS pre-print for PPCs for outpatient services into .. f 
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Citation 

New York 
A(S) 

42 CFR 447, 434, 438, and 1902(a)(4), 1902(a)(6), and 1903 

Payment Adjustment for Provider Preventable Conditions 

OMB No.: 0938-1136 
CMS Form: CMS-10364 

Attachment 4.19-B 
(07/11) 

The Medicaid agency meets the requirements of 42 CFR Part 447, Subpart A, and 
sections 1902(a)(4),1902(a)(6), and 1903 with respect to non-payment for provider­
preventable conditions. 

Other Provider-Preventable Conditions 

The State identifies the following Other Provider-Preventable Conditions for non­
payment under Section 4.19 (B) of this State plan. 

_x_ Wrong surgical or other invasive procedure performed on a patient; surgical or 
other invasive procedure performed on the wrong body part; surgical or other invasive 
procedure performed on the wrong patient. 

Additional Other Provider-Preventable Conditions identified below: 

Effective July 1. 2011, Medicaid will not pay the incremental cost associated with the 
above situations occurring within an ambulatory health care setting. Implementation of 
this provision will include a ramp-up period and will be fully implemented on July 
1.2012. During the ramp-up implementation period, in the event cases are identified, 
Medicaid payment will not be made for such cases. 
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