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We have reviewed the proposed amendment to Attachment 4. 19- D of your Medicaid
State plan submitted under transmittal number (TN) 11- 049. Effective April 1, 2011 this
amendment proposes to reduce out of state Nursing Facility (NF) rates by 2% through

March 31, 2013, and for in-State NFs both eliminate the return on equity for the capital
portion of NF rates and reduce the return of equity for NF rates through March 31, 2012. 

We conducted our review of your submittal according to the statutory requirements at
sections 1902( a)( 2) 1902( a)( 13), 1902( a)( 30), and 1903( a) of the Social Security Act and
the regulations at 42 CFR 447 Subpart C. This is to inform you that New York 11- 049 is
approved effective April 1, 201 l. We have enclosed the HCFA- 179 and the approved
plan pages. 

If you have any questions, please contact Tom Brady at 518- 396- 3810 or Rob Weaver at
410-786- 5914. 

Sincerely, 

Cindy Mann
Director

Center for Medicaid, CHIP, and Survey & Certification
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New York
A

Attachment 4.19- D
04/ ii) 

Acnoss_the_Bosrd Reductions ta Payntents ve 9116/ 10 — 3/ 31/ ti

1) For dates of service an and after September 16, 2010, through and induding March 31, 2011, 
payments for services as speafied in paragraph ( 2} of this Attachment shall be reduced by
1. 1%, provided payment is made no later than March 31, 2011. 

2) Payment:s in this Atbchment subject to the reducfion in paragraph ( 1) include the following: 

Part i— Residentiai Healtfi Care FaciliNes

a) Voluntary Health Care Facility Right Sizing Prog am. 

b) Services provided by Residentlal Health Care Facilities, excluding
proportionate share payments to non-state operated public facilities
found on page 47(x){ 2}( b)). 

Part III — Medrods and Standards for Esiablishing Paym t
Rates (Out of Statie Senrioes) — Nursir Facilities

c) Services provided by u sing fadlitie.s out of state. 
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New York

84

Attachment 4.19- D
Part i

04/ i i) 

2) affects the health and safety of the patients; and

3) the facility can demonstrate dire financial condition; 

then the limitation set forth in [ section 86- 2. 21( e)( 6) of this Subpart] the Limitation

subsection of the Capital Cost Reimbursement for Proprietary Residential Health
Care Facilities section of this Attachment will be modified to allow for the

reimbursement of the debt service associated with the financing of the approved
capital improvement over the effective term of the obligation or five years, 

whichever is greater. Any contribution to the improvement by the facility and not
financed by the debt obligation will be considered an equity contribution and an
adjustment to the facility's total capital equity will be made. 

d) If a faciliry undertakes an authorized improvement without incurring additional
debt, then the facility will receive a return on equity and, when a determination has
been made in accordance with the [ section 86- 2.21( e)( 4) of this Subpart,] Retum of

q . ty subsection of the Capital Cost Reimbursement for Proprietarv Residential
Health Care Facilities section of this Attachment, a return of equity for the funds
invested in the improvement. 

e) Effective April 1, 2009, any proprietary facility entitled to residual
reimbursement, will have the capital cost component of its rate recalculated by the
Department to take into account any capital improvements and/ or renovations
made to the facility's existing infrastructure for the purpose of converting beds to
alternative long- term care uses or protecting the health and safety of patients, 
subject to the approval of the Commissioner and afl applicable certificate of need
requirements. Capital improvements and/ or renovation costs that are not related to
the provision of nursing facility services are not eligible to be reimbursed in the
capital cost component of the nursing home rate.] 

Ie) Effective April 1, 2011, through March 31 2012 the capital cost component of
the Medicaid rate shall reflect: 

1) The elimination of the ayment factor for return on eguity on real pro ert 
moveable equipment and oeRrating assets, and

2) A reduction in the payment factor for return of equi on real roperty which
is calculated as follows: 

TN# ii-49
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New York

84{ a) 

Attachment 4.19- D
Part I

04/ ii) 

a) If the balance of useful life is currently five years or less such useful life
will be increased bv 100re 

b} If the balance of useful life is cu rently six years or more, such useful life
will be increased bv five years. 

The nrovisions of this naraaraoh will not aa21v to facilities which are entitled to
residual reimbursement. 

1) With respect to facilities granted operating certificates prior to March 10, 1975, the
Commissioner will modify or
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