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TRANSMITTAL AND NOTICE Of APPROVAL Of I. TRANSMIITAL NUMBER: 2. STATE
STATE PLAN MATERIAL 13-0074-A

FOR: HEALTH CARF. FINANCING ADMINISTRATION 
New York 

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID)

TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DA TE
HEAL TU CARE rlNANCING ADMINISTRATION January I, 2014 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Ched One):

O NEW STATE PLAN O AMENDMENT TO BE CONSIDERED AS NEW PLAN 12] AMENDMENT
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Seoorote Transmitto/for each umendmentJ 

6. FEDERAL STA.I UTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: (in thousands)
§ 1902( a) or the Social Security Ad, arid 42 CFR 447 a. FFY 01/01/14-09/30/14 S 63.48

b. fFY 10/01/14-09-30/IS S 84.63
8. PAGE NUMBER OF THE PLAN SECTION OR AITACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN

SECTION OR AITACHMENT (If Applicable):
Atlachment 4.19-0: Page 2(al)(3) 

I 

10. SUBJECT OF AMENDMENT:
Safety NetN AP - Non-Institutional (FQHCs - finger Lakes & Rochester)
(fMAP = SO•/o)

11. GOVERNOR'S REVIEW (Ched One):
f8] GOVERNOR'S OFFICE REPORTED NO COMMENT O OTHER, AS SPECIFIED: 

' O COMMENTS OF GOVERNOR S OFFICE ENCLOSED
O NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMIIT AL

16. RETURN TO:
New York State Department or Hulth

--------� Division or Flnimce and Rate Setting 
99 Washing1on Ave- One Commerce Plaza 

__ _,,__E.\--M-
ed
-ic-a -id-O-lr-ec -,o-r--------------1 Suite 1460

De artmcnt of Health Albany, NV 12210 

15. DATE SUBMITIED:

17. DA TE RECEfVED:
03/30/2016 

PLAN APPROVED - ONE COPY A Tr ACHED 
19. EFFECTIVE DA TE OF APPROVED MA TBRl'AL: 20. SIONA 'flRE OF REGIONAI.f)FFICIAL:

21. TYPED NAME:
MICHAEL MELENDEZ

23. REMARKS:

FORM HCFA-179 (07-92) 

22. Ttn.E: ASSOCIATE REGIONAL ADMIN STRATOR
DMSION OF MEDICAID & CHILDREN'S HEALTH
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1/1/14






