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Jason A. Helgerson

State Medicaid Director

Deputy Commissioner

Office of Health Insurance Programs
NYS Department of Health

Empire State Plaza

Corming Tower, Room 1466
Albany, NY 12237

RE: TN 11-010
Dear Mr. Helgerson

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid
State plan submitted under transmittal number (TN) 11-010. Effective July 1, 2011, this
amendment proposes to provide a rate adjustment for Residential Health Facilities which
operate a discrete unit for the treatment of Huntington’s disease.

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 11-010 is
approved effective July 1, 2011 and have enclosed the HCFA-179 and the approved plan

page.

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

Sincerely,

Director, CMCS
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New York
47(s)(i)

Attachment 4.19-D
(04/11)

Huntington’s Disease

For periods on and after July 1, 2011, Medicaid rates of payments for inpatient services
provided by residential health care facilities that operate discrete units for the treatment of
residents with Huntington’s disease will be increased by a rate add-on amount. The aggregate
amount of such rate add-ons for the period July 1, 2011 through December 31, 2011 will be
$850,000 and for calendar year 2012 and each year thereafter will be $1,700,000. Payments

will be calculated as follows:

(1) Amounts will be allocated to each eligible residential health care facility proportionally

based on the number of beds in each facility’s discrete unit for treatment of Huntington'’s
disease relative to the total number of such beds in all such units based on the bed
capacity reported in certified cost reports submitted to the Department of Health for the
calendar year period two years prior to the applicable rate year,

(2) Rate add-ons will be computed utilizing reported Medicaid days from certified cost
reports as submitted to the Department of Health for the calendar year period two years
prior to the applicable rate year.

(3) Rate add-ons shall not be subject to subsequent adjustment or reconciliation.
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