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MS 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

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 & CHILDREN’S HEALTH OPERATIONS 
DMCHO: ZYM: SPA-NY-17-0008-Approval Letter 

May 17, 2018 

Donna Frescatore 
Medicaid Director 
Office of Health Insurance Programs 
NYS Department of Health 
Corning Tower (OCP-1211) 
Albany, NY 12237 

RE:  Title XIX State Plan Amendment (SPA), Transmittal # NY 17-0008 

Dear Ms. Frescatore: 

We have reviewed the proposed New York State Plan Amendment 17-0008, which was submitted to 
the New York Regional Office on November 18, 2016.  This SPA was submitted based on enacted 
legislation to list a payment increase to minimum wages for Assisted Living Programs (ALPS) 
program sufficient enough to enlist enough providers for care. 

Based on the information provided, the Medicaid State Plan Amendment 17-0008 was approved 
on May 17, 2018.  The approved effective date of this amendment is January 1, 2017.  We are 
enclosing the approved HCFA-179 inclusive of the pen and ink changes provided by New York 
on May 15, 2018 with the official request for additional information response and the approved 
plan pages. 

If you have any additional questions or need further assistance, please contact Yvette Moore at 
(646) 694-0915 or Yvette.Moore@cms.hhs.gov. 

Sincerely, 

Michael Melendez, LMSW 
Associate Regional Administrator 
Division of Medicaid & Children’s Health Operations 

mailto:Yvette.Moore@cms.hhs.gov
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Attachment 4.19-B 

New York 
4(c)(1.1) 

Assisted Living Programs 

Beginning January 1, 2017, and every January 1 thereafter until the minimum wage reaches 

the state statutorily described per hour wage as shown below, the Department will recognize cost 

increases experienced by ALP providers in accordance with established ALP rate setting methodology. 

This minimum wage methodology will include an examination of the regional nursing home impact and 

apply a fifty percent factor. The minimum wage rates as approved are as follows: 

December December Decem~[ Decem~[ Decembe[ Dec:lembec 

~1,2016 ~1,2Q1.Z ~1. 2Q1.§ ~1. 2Q1.2 ~1.,2Q2Q ~1.. 2Q21. 

New York Citv $11.00 $13.00 $15.00 $15.00 · $15.00 $15.00 

Ni.!:iSsl!.!, SuffQlk & .ilQ.,QQ lli.&Q $12.00 $13.00 $14.00 $15.00 
W~stcheg;~c 

Remairn:!er Qf State $9.70 $10.40 $11.10 $11.80 $12.50 $12.50 

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both 

governmental and private providers of Assisted Living Programs. The agency's fee schedule rate 

was set as of January 1, 2017, and is effective for services provided on or after that date. Rates 

of payments to Assisted Living Programs are available at: 

hnps://\\\\\\.hcahh.m.gcn/lacililies long term care rcimbur~cmcnt alp 2017-01-01 aln min \\age rales.hlln 

TN ___ --"#~1=7_-=00=0=8 ___ _ Approval Date. __________ _ 

SupersedesTN __ ~N=E=w ____ _ Effective Date __________ _ 

05/17/2018 

01/01/2017 



New York 
4(c}(l.2} 

Attachment 4.19-B 

Minimum Wage Reconciliation - After the end of each calendar year, the Department of 

Health will survey providers to obtain the following information for the purpose of reconciling annual 

minimum wage reimbursement. The state will release the reconciliation survey by the end of March 

and providers will have two weeks to complete the survey or request an extension if a provider 

determines it is unable to complete the survey within that time. Approval of extensions, and the time 

of the extension, is at the discretion of the state. I f the reconcil iation survey is not submitted within 

the two weeks or within the extension t ime frame, should one be granted, the provider's minimum 

wage add-on for the calendar year covered by the survey will be recouped. 

i. Total annual minimum wage funding paid to the provider (as determined from the 

minimum wage add-on to claims paid for services rendered in the prior calendar year) 

for the Medicaid share of the minimum wage law increase requirement. (This 

information will be supplied by the Department of Health.) Medicaid's share is the 

percentage of minimum wage costs that are attributable to Medicaid services based on 

the proportion of Medicaid services to a provider's total services. 

ii. Medicaid's share of the total amount the provider was obligated to pay to bring salaries 

up to the minimum wage for the calendar year. (This information will be completed by 

the provider.) 

iii. Minimum wage funds to be recouped or additional funds to be received by the 

provider. (This information will be completed by the provider.) This will be the 

difference between the amount paid to the provider for the Medicaid share of the 

minimum wage law increase requirement and the corresponding amount the provider 

determined it was actually obligated to pay. 

iv. The State agency will review providers' submissions for accuracy and reasonableness, 

following which it will process associated payments and recoupments via retroactive 

per unit rate adjustments as quickly as practical thereafter. 

The agency's Chief Executive Officer or Chief Financial Officer must sign an Attestation verifying the 

data that is supplied in the survey. 

TN#: ___ _;.:#-=1=7--0=0=0=8:;..._ __ _ Approval Date: _______ ___ _ 

Supersedes TN# : ---N~EW~--- Effective Date: -----------
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