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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 HEALTH OPERATIONS 
 
DMCHO: JH:SPA-NY-18-0007-Approval 
 
 
July 30, 2018 
 
 
Ms. Donna Frescatore    
State Medicaid Director     
Office of Health Insurance Programs  
NYS Department of Health 
One Commerce Plaza, Suite 1211      
Albany, NY 12210 
 
Dear Ms. Frescatore: 
 
This is to notify you that New York State Plan Amendment (SPA) #18-0007 has been approved 
for adoption into the State Medicaid Plan with an effective date of January 1, 2018.  This SPA 
adjusts Article 16 clinic rates for increased labor costs due to statutorily required increases in New 
York State minimum wages. 
 
Enclosed are copies of the Plan Pages for SPA #18-0007 and the HCFA-179 form, as approved.  
“Pen & Ink” changes have been made to the Form 179 as instructed by New York.  
 
If you have any questions regarding this amendment, please call Joanne Hounsell at 212.616.2446 
or e-mail at Joanne.Hounsell@cms.hhs.gov. 
 
Sincerely, 

 
Michael Melendez, LMSW 
Associate Regional Administrator 
Division of Medicaid and Children’s Health Operations 
 
Enclosures: HCFA-179 Form 

        State Plan Pages 
 
  
cc: R. Deyette     R. Holligan    

P. LaVenia     N. McKnight    
M. Levesque     M. Tabakov 
J. Yungandreas    J. Hounsell    
R. Weaver     M. Lopez 



)EPARTMEN I OF HIALTH AND HUtvtAN SERVICES
lEr\l,l'H CAfi E FINANCING ,'t IoN

FORN4 APPROVEI)
NO.0938-0t93

1'RANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOR: HE,\LTH CARE FINANCING ADMINISTRATION

TO: REGII )NAL ADMINISTRATOR
HEAI,TH CARE FTNANCINC ADMINISTRATION
DEP/ RTMENT OF HEALTH AND HUMAN SERVICES

5. TYPE CF PLAN MATERIAL (Check One):

n New srATE PLAN ! auruovrENT To BE coNSIDERED AS NEw eLAN X epreNoMENl'
COMPLETE BLOCKS 6 THRU IO IF TI.IIS IS AN AMENDMENT Transmittal each

6, FEDER,\L STATUTE/RECULATION CITATION:
- insert ap rroprintc citation -

8. PACE NUMBER OF THE PLAN SECTION OR

Attachment 4.19-B Pagcs: 2(t.7); 2(t.8); 2(t.9) I

A'[I'ACHMENT:

e (+.s)

-l0.suBJEffi
Article l6 Minimum Wage
(FMAP::;0%)

ll.covEr@
ffi ccvenNoR's oFFtcE REeoRTED No coMMENT
I coruueNTS oF GovERNoR's oFFICE ENCLosED
D Nc REPLY RECEIVED wITHIN 45 DAYS oF SUBMITTAL

ll*,c\p
I3. TYPET'

D orHan, AS SpECTFtED:

I4. TITLB

I5. DATE

id Director
rtment of Health

iuBMIrrED, [,,lAll 2

I7. DATE TECETVED:
FOR RNGIONAL OFFICE USE ONLY

PLAN APPROVED - ONE COPY AT'|ACHED
19. EFFECTIVE DATE OF APPROVED MATERIAL:

2I. TYPET NAME:

23. REMA IKS:

?en "fnk Chwys Were rYlad€ {-o Botes B *Q Ls i65{-rr-refed

by Ne,^l r/o.K.

I . TRANSMI'ITAL NUMBER:
I 8-0007

2. STATE

Nery York
3. PROGRAM IDENTIFICATION: TITLE XIX OF THE

SOCIAL SECURITY ACT (MEDICAID)

4. PROPOSED EFFECTIVE DATE
January l,2018

7. FEDERAL BUDGET IMPACT:(in thousands)
a. FFY 0l/01/18-09/30/18 $ t0.01
b. FFY l0/0t/l&09i30/t9 s 13.35

9. PAGE NUMBER OF THE SUPERSEDED PI-AN
SECTION OR ATTACHIvIENT (lf /pplicabte):

Atlach,nont 4.tq-B Pone : 2(+-s)

TATE AGENCY OFFICIAL: I6. RETURN TO;
Nerv York State Dcpartment of Health
Division of Finance & Rate Setting
99 Washington Ave - One Commerce Plaza
Suite 1432
Albany, NY 12210

E: Jas\n A. Hclgerson

I8. DATE APPROVED:

'ORI\4 HCF \-179 (07-92)

JULY 30, 2018

JANUARY 01, 2018

MICHAEL MELENDEZ
ASSOCIATE REGIONAL ADMINISTRATOR

DIVISION OF MEDICAID & CHILDREN'S HEALTH
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