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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
New York Regional Office 
26 Federal Plaza, Room 37-100 
New York, NY 10278 

DIVISION OF MEDICAID AND CHILDREN'S HEALTII OPERATIONS 

DMCHO:GC 

December 22, 2014 

Jason A. Helgerson 
State Medicaid Director 
Deputy Commissioner 
Office of Health Insurance Programs 
NYS Department of Health 
Empire State Plaza 
Coming Tower (OCP-1211) 
Albany, NY 12237 

RE: SPA 11-0039-000B 

Dear Commissioner Helgerson: 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

This is to notify you that New York State Plan Amendment (SPA) #11-0039-000B has been approved 
for adoption into the State Medicaid Plan with an effective date of October 1, 2011. The payment for 
preschool supportive health services (PSHS) to school districts with the exception of those located in a 
city with a population of over one million will be based on a certified public expenditure reimbursement 
methodology. Counties will be paid only for PSHS that are provided to Medicaid-eligible students with 
disabilities pursuant to an Individualized Education Program (IEP). 

Enclosed are copies of SPA #11-0039-000B and the CMS-179 form, as approved. Although the Cost 
Report Guide, Appendix 1 of the Cost Report Guide, and Oversight and Monitoring Protocol for CPEs 
are also approved, copies of these documents are not enclosed. 

If you have any questions, please contact Gary Critelli at 518-396-3810 xllO or Rob Weaver at 410-
786-5914. 

Sincerely, ~) 

Michael ~l~ez .. 
Associate Regional Administrator 
Division of Medicaid and Chil<;lren's Health Operations 

Enclosures 

cc: JUlberg 
KKnuth 



DEPARTMENT OF 111:,\tTII AND lllJMAN SERVICES 
m:ALTII CARL' FINAN{'INOI\OMINISl'RATION 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

TO: REGIONAL ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES . 5. TYPE OF PLAN MATERIAL rc heck One): 

I. TRANSMITTAL NUMBER: 
#ti-39-B 

FORM APPROVI]) 
OMB NO 0918..(119~ 

2. STATE I 
New York _j 

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE I 

SOCIAL SECURITY ACT (MEDICAID) I 
I 

4. PROPOSED EFFECTIVE DATE 
Oc:tober I. ZO 11 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN (8l AMENDMENT 

Attachment 4.19-B- Pages 17(p), 17(q), 17(r}, 17(r)(i}, 17(r)(ii), 
t 7(s), 17(s)(i), 17(t), 17(t}(i), J 7(u) 

10. SUBJECT OF AMENDMENT: 
Preschool Supportive Health Services Program (SSHSP) 
(FMAP= 50%) 

II. GOVERNOR'S REVIEW 
(8l GOVERNOR'S OFFICE REPORTED NO COMMENT 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

D£C 1 4 Z011 

FORM HCFA-179 (07-92) 

0 OTHER. AS SPECIFIED: 






















