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

Financial Management Group 

Ms. Donna Frescatore 
State Medicaid Director 
Office of Health Insurance Programs 
NYS Department of Health 
One Commerce Plaza, Suite 1211 
Albany, NY 12210 

RE: TN 15-0056 

Dear Ms. Frescatore: 

ttNUKS t-OK MtfJICARf & MUJl\oJ\IIJ �l:KYICES 

CENTER FUR MEDICAID & CHIP SERVICES 

JUN 2 6 20ID 

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State Plan 
submitted under transmittal number (TN) 15-0056. Effective July 1, 2015, this amendment 
provides annual payments of $70 million to be distributed proportionally among all nursing 
homes to supplement rate year base payments. 

We conducted our review of your submittal according to the statutory requirements at sections 
l 902(a)(2), 1902(a)(l 3), 1902(a)(30)and l 903(a) of the Social Security Act and the
implementing Federal regulations at 42 CFR Part 447. This letter is to inform you that New
York 17-0007 is approved effective January 1, 2017. The CMS-179 and approved plan pages
are enclosed.

If you have any questions, please contact Betsy Pinho at 518-396-3810. 

Enclosures 

cc: R. Deyette
M. Levesque
P.LaVenia
R. Halligan
R. Weaver
M. Tabakov
B. Pinho

Sincerely, 

Kristin Fan 
Director 
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Attachment 4.19-D 
Part I 

New York 
A(1) 

Supplemental Payments 

(1) Effective July L 2015 and State Fiscal Years thereafter, supplemental payments will be distributed 
to all nursing home facilities through lump sum or monthly payments and calculated as follows: 

a) An individual facility revenue will be calculated by taking each facility's promulgated rate in effect 
for the given period multiplied by actual Medicaid days for the corresponding period as reported 
in the facility's cost report or an estimate of Medicaid days based on most recent available data. 
If a facility fails to submit a timely filed cost report, the most recent cost report will be utilized. 

b) The resulting individual facility revenue will be divided by total Medicaid revenues of all facilities. 
The result will be multiplied by the appropriate total dollar amount to be distributed per the chart 
below to determine each facility's portion of the supplemental payment. 

2) After the end of each State Fiscal Year, a reconciliation of any estimated Medicaid days to actual 
Medicaid days will be conducted. Any resulting payment adjustments will be made within the 2-
year claiming rule. 

Supplemental Payment Schedule 

Approval Date-June 26, 2018----TN #15-0056 
Effective Date     July 1, 2015Supersedes TN ___,NEW ____ _ 
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