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Medicaid Director 
NYS Department of Health 
One Commerce Plaza 
Suite 1211 

Albany, NY 12210 

RE: State Plan Amendment (SPA) 18-0031 

Dear Ms. Frescatore: 

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan 

submitted under transmittal number 18-0031. This amendment continues supplemental payments to 

private hospitals for inpatient services, effective April 1, 2018. 

We conducted our review of your submittal according to the statutory requirements at sections 
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a), and 1923 of the Social Security Act and the 

implementing Federal regulations at 42 CFR 447 Subpart C. We have found that the proposed 
reimbursement methodology complies with applicable requirements and, therefore, have approved 
them with an effective date of April 1, 2018. We are enclosing the CMS-179 and the amended 
approved plan pages. 

If you have any questions, please call Charlene Holzbaur at ( 609) 882-4103 Extension 104. 

Sincerely, 

Kristin Fan 
Director 

cc: 
R. Weaver 
R. Holligan 
T. Brady 
C. Holzbaur 
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Attachment 4,19-A 

New York 
161(1) 

Voluntary Supplemental Inpatient Payments 

Effective for the period July 1, 2010 through March 31, 2011, additional inpatient hospital payments are 
authorized to voluntary sector hospitals, excluding government general hospitals, for inpatient hospital services 
after all other medical assistance payments, of $235,500,000 for the period July 1, 2010 through March 31, 2011; 
$314,000,000 for the period April 1, 2011 through March 31, 2012; $281,778,852 for the period April 1, 2012 
through March 31, 2013; $298,860,732 for the period April 1, 2013 through March 31, 2014; and $226,443,721 
for the period April 1, 2014 through March 31, 2015; and $264,916,150 for the period April 1, 2015 through 
March 31, 2016; and $271,204,805 for the period of April 1, 2016 through March 31, 2017; and $319,459,509 for 
the period of April 1, 2017 through March 31, 2018: and $177.247,671 for the period of April 1. 2018 through 
March 31, 2019 subject to the requirements of 42 CFR 447.272 (upper payment limit) . Such payments are paid 
monthly to eligible voluntary sector owned or operated general hospitals, excluding government general 
hospitals. 

Eligibility to receive such additional payments, and the allocation amount paid to each hospital, will be based on 
data from the period two years prior to the rate year, as reported on the Institutional Cost Report (!CR} 
submitted to the Department as of October 1 of the prior rate year. 

(a)eThirty percent of such payments will be allocated to safety net hospitals based on each eligible hospital's
proportionate share of all eligible safety net hospitals' Medicaid discharges for Inpatient hospital services,
including both Medicaid fee-for-service and managed care discharges for acute and exempt services;e

(i) Safety net hospitals are defined as non-government owned or operated hospitals which provide emergencye
room services having either: a Medicaid share of total inpatient hospital discharges of at least 35%,e
including both fee-for-service and managed care discharges for acute and exempt services; or a Medicaide
share of total discharges of at least 30%, Including both fee-for-service and managed care discharges fore
acute and exempt services, and also providing obstetrical services.e

(b)eSeventy percent of such payments will be allocated to eligible general hospitals, which provide emergency
room services, based on each such hospital's proportionate share of all eligible hospitals' Medicaid dischargese
for inpatient hospital services, Including both Medicaid fee-for-service and managed care discharges for acutee
and exempt services;e

(c)eNo payment will be made to a hospital described In (i) and (ii}. Payment amounts w/11 be reduced as necessarye
not to exceed the limitations described in (iii). 

(i)e did not receive an Indigent Care Pool (ICP) payment;e
(II)e the hospital's facility specific projected disproportionate share hospital payment celling Is zero; or,e
(iii) the annual payments amount to eligible hospitals exceeds the Medicaid customary charge limit at 42 CFRe

447.271. 

(d)eAny amounts calculated under paragraphs (a) and (b) but not paid to a hospital because of the requirements
in paragraph ( c) will be allocated proportionately to those eligible general hospitals that provide emergency
room services and which would not be precluded by paragraph (c) from receiving such additional allocations.e
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