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DEPARTMENT OF HEALTH & HUMAN SERVICLE
Centers o1 Medicare & Medicald Services

7500 Security Boulevard, Mail Stop 52-26-12
Baltimorg, MD 21244-1850

CEMTERS FOR MEDICART & MEDICAID SERVICES

Financial Management Group

Donna Frescatore

Stale Medicaid Director
NYS Department of [ealth
One Commerce Plaza
Suite 1211

Albany. NY 12210

RE: State Plan Amendment (SPA) 18-0001
MNovember 9, 2018

Trear Ms. Frescatore :

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State Plan
submitted under transmittal number (I'N) 18-0001. Flfective July 1, 2018 this amendment will
provide a scparate reimbursement rate for carc and scrvices furnished in licensed distinet units

that provide specialized hospital-based psychiatric services dedicated solety to the treatment of

persons aged 18 and older.

We conducted our review of your submittal according to the statutory requirements at sections
1902¢a)(2), 1902(a)(13), 1902(2)(30), 1903(a) and 1923 of the Social Security Act and the
implementing Federal regulations at 42 CFR Part 447. This letter is to inform you SPA 18-0001
is approved effective July 1, 2018, We are enclosing the CMS-179 and the approved plan page.

If you have any questions, please contact Charlene Holzbaur at 609-882-4103 Ext. 104,

Linclosures

co M. Melender
R. Holligan
R. Weaver
T. Brady
C. Holzbaur

Sincerely,

Kristin Fan
Direetor
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Attachment 4,19-A

New York
119

12. Neow hospitals ard new hospital units, The operating cost com ponent of rates of payment for
mew hospitals, or hospital units, without adequate cost experience [shall] will be computed
basad on either budgeted cost projections, subsequently reconciled ta actual reported cost

data, or the reglonal cailing calculated In accordance with paragraph (10) of this section,
whichever is lower. The capltal cost companent of such rates [shall] will be caiculated in
accordance with the capital cost provisions of this Attachment.
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