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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-26-12 
Baltimore, Maryland 21244-1850 

JUN 1 9 201~ 

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

RE: State Plan Amendment (SPA) 14-020 

Dear Mr. Helgerson: 

CENTERS FOR MEDICARE & MEDICAID SERVICES 
CENTER FOR MEDICAID & CHIP SERVICES 

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan submitted 
under transmittal number (TN) 14-020. Effective March 13, 2014 this amendment proposes to set the inpatient 
hospital payment rate for those out-of-state hospitals in larger cities - with a population equal to or greater than 
500,000 people - at a rate equal to the weighted average rate for in-state rate hospitals in the Downstate 
Region. 

We conducted our review of your submittal according to the statutory requirements at sections 1902(a)(13), 
1902(a)(30), 1903(a) and 1923 of the Social Security Act and the implementing Federal regulations at 42 CFR 
Part 44 7. We have found that the proposed reimbursement methodology complies with applicable 
requirements and therefore have approved them with an effective date of March 13,2014. We are enclosing 
the CMS-179 and the amended approved plan page. 

If you have any questions, please contact Tom Brady at (518) 396-3810 or Rob Weaver at (410) 786-5914. 

Sinc~ely, 

. \ . 
Cindy Mann 
Director 

Enclosures 
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