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December 30, 2021

James G. Scott, Director

Division of Program Operations

Centers for Medicare & Medicaid Services
601 E. 12th St., Room 355

Kansas City, Missouri 64106

RE: SPA #21-0071
Non-Institutional Services

Dear Scott:

The State requests approval of the enclosed amendment #21-0071 to the Title XIX
(Medicaid) State Plan for non-institutional services to be effective December 27, 2021
(Appendix I). This amendment is being submitted based on CMS requirement. A summary of
the plan amendment is provided in Appendix II.

If you have any questions regarding this State Plan Amendment submission, please do
not hesitate to contact Regina Deyette, Medicaid State Plan Coordinator, Division of Finance
and Rate Setting, Office of Health Insurance Programs at (518) 473-3658.

Sincerely,

Brett R. Friedman

Acting Medicaid Director
Office of Health Insurance Programs
Enclosures

Empire State Plaza, Corning Tower, Albany, NY 12237 | health.ny.gov
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Provisions for Providing
Medical Assistance Transportation

The Medical Assistance (MA) program attests that all the minimum requirements outlined in 1902 (a)
(87) of the Act are met.

TN#: 21-0071 Approval Date:

Supersedes TN#: NEW Effective Date: December 27, 2021
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SUMMARY
SPA #21-0071

This State Plan Amendment inserts language attesting that the State Medicaid
Program is in compliance with the Consolidated Appropriations Act, 2021,
Division CC, Title I, Section 209, concerning Medicaid coverage of certain
medical transportation (section 209).

The Act requires that at minimum:

A) Each provider and individual driver is not excluded from participation in any
federal health care program (as defined in section 1128B(f) of the Act) and is not
listed on the exclusion list of the Inspector General of the Department of Health
and Human Services;

(B) Each such individual driver has a valid driver’s license;

(C) Each such provider has in place a process to address any violation of a state
drug law; and

(D) Each such provider has in place a process to disclose to the state Medicaid
program the driving history, including any traffic violations, of each such
individual driver employed by such provider, including any traffic violations.

Through the Medicaid Bureau of Provider Enroliment as well as the State’s
Contracted Medicaid Transportation Managers, these practices currently are in
place.
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