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DEPARTMENT Q II I JEAl :1'11 & HUMAN SllRVlCES 
Ccinters for Mrdic.sro &. Medimid Scrvln's 
7500 51":t·urity Aouluviml, Mail Stop 52-26-12 
ll,,ltimc)rr., MD 21244-11150 

Financial Mnn agcmcnt Group 

June 11, 2019 

Donna Frcscatorc 
Stnte Medicaid Director 
NYS Department of I foal th 
One Com merce Plaz.a 
Suite 1211 
Albany, NY 12210 

RE: State Plun Amendment (SPA) 19-0013 

Dear Ms. fre.scatorc: 

We hnvi; reviewed the proposed amendrmml 1o A llachmcnt 4.19-A of your Medicaid State Plan 
submitted under transmitcal number ('fN) 19-0013. Effoctiw January I. 20 19 this amendment 
chnngcs reimbursement for free-standing chemical dependence residential rehabilitation for 
youth. 

We conducted our review ofyour submittal according to the statutory requirements 111 seciions 
1902(a)(2), l 902(a)(D), 1902(a)(30), J903(u) and l923 oftht: Social 8ccuriLy /\cl and the 
implcmcnring Federal 1·egulutions al 42 CFR Part 447. This letter is to inform you SP/\ 19-001 3 
is approved cflective January I, 201_9. We are enclosing the CMS- 179 and lhc approved plan 
pages. 

If you ha ve any questions, plense contact Charlene Hol:;,baur at 609-882-4 l 03 Ext. I 04. 

Kristin Fon 
Director 

J.'ncfQSllJ'CS 

Le: R. I folligun 
R. Weaver 
T. Brady 
C. Holzbaur 
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TRANSMITTAL ANO NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

1. TRANSMITTAL NUMBER 

1 9 -0 0 1 3 

2. STATE 

New York 

FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES 3. PROGAA~1 IDENTIFICATION: TITLE XIX Of"' THE SOCIAL 
SECURITY ACT (MEDICAID) 

Tl1 LE XIX OF TH~ SOCIAL SECURITY ACT (MEDICNO) 
TO: REGIONALADMINISTRATOR 

CENTEFIS FOR MEDICARE & MEDICAID SERVICES 
DEPARTMENT OF HEALTH AND HUMAN SERVICE;$ 

4. rnoPOSED EFFECTIVE DATE 

January 1, 2019 

5. TYPE OF PLAN MATERIAL (Check Ono) 

0 NEW STATE PL AN O AMENDMENT TO BE CONSIDERED AS NEW PLAN I!] AMENDMENT 

COMPLETE BLOCKS 6 THAU 10 IF THIS IS AN AMENDMENT (Separala tmnsmillal for &'!Ch amo1111mo11I) 

6. FEDERAL STATUTE/REGULATION CITATION 
· 

Section: 42 CFR 440.160 
8. PAGE: NUMBEA OF THE PLAN SECTION OR ATTACHMENT 

A1tm:l,rm-u1t: <I.19-J\ Pon Ill Poges: 10, 11, 1~ 
AIL,,;.hnienl A Ropl•IC'll11'lnl Pl'Of'S 

10. SUBJECT OF AMENDMENT 

OASAS Residential Rehabilitation for Youth 
(FMAP=50%) 

7. FEOERAt OUOGET IMPACT 
o FFY 01/01/10 09/30/IO $ 1. ltJ0 fO 
b: FFY 1010111n.0013ono ·~: $ 1,!>7~ !iO :_-~-:_ . 

9, PACE NUMBER OF THE SUPERSEDED PLAN SECTION 
OR ATTACHMENT (If /\pplienb/o) 

IIIIIIChment: 4 1!),A Port Ill fl09os: 1o. II, 12 
Allachment A Roplnr.emrmt Pn[I<" 

11 . CiOVERNOR'S REVIEW (Chec)c One) 

[ii GOVERNOR'S OFFICE REPORTED NO COMMENT 0 OTHER, AS SPECIFIED 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO AEPL Y RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

12. :; 16. RETURN TO 

New York Stale Departrnerit or Health 

13. TYPED NAME '-----------1 Division of Finance and Raio Setting 
Donna Frescatore 99 Washington Ave - Ono Commerce Plaza 

- - ----------------------1 Suite 143214. T ITl E Albany. NY 12210 
Mculcold Diroctor, Deparlment of Health 

15. DATE SUBMlfTED fl '•I·, , CJ •iotn 
,, \(, , I. ;1 

FOR REGIONAL OFFICE USE ONLY 
17 DATE RECEIVED 18, DATEAPPROVED 

PLAN APPROVED· ONE COPY ATTACHED 
19. f FFF.CTIVF D,\TE OFAPPROVED MATERIAL 

._)C;\l\l O \ ,Z O) 
22. TITLE 

23. REMARKS 

ln sJructions on Back 



Attachment 4,19-A Part III 

New York 
10 

New York State Office of Alcoholism 
and Substance Abuse Services (OASAS) 

lnpiltlent Psychiatric Services for Individuals tmder 21 

Inpatient Psychiatric Services for indlVlduals under 21 who are admitted to Residential 
Rehabilitation Services for Youth (RRSY) programs that are certified by the New York Office of 
Alcoholism and Substance Abuse Services. Services are limited to those provided for those 
recipients who are medically certified as requiring this level of care in accordance wltll 42 CFR 
441.152. Service are limited to Individuals under the age of twenty-one (21), or receiving 
services Immediately before attaining the age of twenty·one.(21), not to extend beyond the 
e;irlier of: 

(1) lhe date the services are no longer required; or 

(2) lhe date the individual reaches the age of twenty-two (22). 

Coverage of services will be limited to those services provided within a residential rehabilitation 
services program for youth that Is ce,tlfied by the New York Office of Alcoholism and Substance 
Abw;e Services. · 

[Re!;idcntlal Rehabilitation Services for Youth 

Medicaid fees for Residential Rehabilltiltlon Services for Youth C'RRSY") services are established 
uslnrJ a cost model based on service requirements established by the Commissioner of the 
Office of Alcoholism and Substance Abuse Services ("the office") pursuant to regulation at 14 
New 'fork Code of Rules and Regulations Pait 817 ("Part 817"). 

Definitions. 

(1). "Eligible residential rehabilitation services for youth provider" will mean a residential 
rehabilltatlon services for youth provider th<1t has been certifled by the Office to provide 
services p11rsuc1nt to Part 817. 

(2) "Allowable costs" will mean those costs Incurred by an eligible residential 
rehabilltatlon services for youth provider which are eligible for Medicaid payments. To 
be allowable, costs must be reasonable and necessary for efficient provision of chemic.ii 
dependence servic~s, related to patient care, recurring, and approved by the 
commissioner.) 

Approval Date __..___.JUN l l 20fgTN _ tl,19-0013 
Supersedes TN # 05-0054 Effective Date JAN O 1 2019 

https://chemic.ii


Attachment 4.19-A 
Part III 

New York 
11 

Medicaid fees for RRSY services shall be based on both bed size and the county in which the 
facil ity is located. The fees shall be inclusive of both operating and capital reimbursement. 
There shall be no capital add-on to these fees or any separate Medicaid reimbursement for 
capital costs. These fees shall be effective on and a~er January 1, 2019. 

For both existing and new facilities, the "bed size" shall be based on the OASAS-certified 
capacity of the program site. To calculate the fee, the "statewide fee" based on bed size shall 
be taken from the first table below and then adjusted by the applicable regional factor from the 
second table. If the certified bed size changes, the rate shall be revised accordingly and shall 
be effective on the date of the bed size change. Facilities with fewer than 14 certified beds 
shall use the 14 bed fee. Facilities with 60 or more certified beds shall use the 60 bed fee. 

Approval Date ___J_U-,N_1_1_ 20_19 ___TN _ ~#~1=9~-0=0=1=3'------
Effective ·o ate JAN O1 2019Supersedes TN -~#~0~5~-~0~0=5~4_ _ 



Attachment 4.19-A 
Part III 

New York 
12 

Statewide RRSY Fees: 

$418.43 22 $374.90 
$411.47 23 $370.88 

16 $405.07 24 $367.06 
17 $329.14 25 $363.44 
18 $393 .64 26 $359.99 
19 ~388.50 27 $356.70 
20 $383.69 28 $353.57 
21 $372.17 29 $350.5§ 

30 
31 
32 
33 
34 

35 
36 

37 

$347.69 38 
$344.93 39 
$342.28 40 
$J39.73 ,l 41 
$337.27 42 
i334.90 ~ 
$332.62 44 
$330.41 45 

$328.28 46 $313.39 $301.41 
$326.21 47 ·. ,$311.75 $300.07 
$324.21 48 $310.16 56 $298.76 
$322.27 49 : i3os.61 57 $297.48 
$320.39 so $307.10 58 $296.22 
$318.'56 5{ $305.63 59 
$316.79 52 $304.19 
~315.06 53 . ~302.78 

.._ 

The geograghic regions and regional cost factors agglicable to the statewide RRSY fees from 
the first t able are as follows: 

Region fadpr bninties 
l 1.2267 Bronx, Kings, New York, Richmond, Queens 

2 • 1.2001 Westchester 
J 1.1825 Nassau, Suffolk, Rockland, Orange 

1 · 1.1009 Dutchess, Putnam 
~ 1.0317 Erie, Nia ara 
§ 0.9710 Madi erkimer Oneida 
z 0.9192 Rest of State 

TN #19-0013 
App·roval Dat e ··--~ JU--,Nnrrrl,,1:--.2,-0-::'-::19,___ 

Supersedes TN #05-0054 Effective Date JAN O I ·20f9 - - - -----'----
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