
 
 

 
 

  

      
 

  

  
   

  
 

 

 

 

 
 

  
 

WYORK 
TEOF 
ORTUNITY. 

KATHY HOCHUL 
Governor 

Department 
of Health 

MARY T. BASSETT, M.D., M.P.H. 
Acting Commissioner 

KRISTIN M. PROUD 
Acting Executive Deputy Commissioner 

Empire State Plaza, Corning Tower, Albany, NY 12237 I health.ny.gov 

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 



     
    

 
 

     

  
  
  

     
  
  

       
   

 

  

      
 

 

   

  
   

  

    

DEPARTMENT OF HEALTH ANDHUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0193 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

1. TRANSMITTAL NUMBER 2. STATE 

FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES 3. PROGRAM IDENTIFICATION: TITLE OF THE SOCIAL 
SECURITY ACT XIX XXI 

TO: CENTER DIRECTOR 
CENTERS FOR MEDICAID & CHIP SERVICES 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

4. PROPOSED EFFECTIVE DATE 

5. FEDERAL STATUTE/REGULATION CITATION 6. FEDERAL BUDGET IMPACT (Amounts in WHOLE dollars) 
a. FFY $ 
b. FFY $ 

7. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT 8. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
OR ATTACHMENT (If Applicable) 

9. SUBJECT OF AMENDMENT 

10. GOVERNOR’S REVIEW (Check One) 

GOVERNOR’S OFFICE REPORTED NO COMMENT OTHER, AS SPECIFIED: 
COMMENTS OF GOVERNOR’S OFFICE ENCLOSED 
NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

11. SIGNATURE OF STATE AGENCY OFFICIAL 15. RETURN TO 

12. TYPED NAME 

13. TITLE 

14. DATE SUBMITTED 
December 30, 2021 

FOR CMS USE ONLY 
16. DATE RECEIVED 17. DATE APPROVED 

PLAN APPROVED - ONE COPY ATTACHED 
18. EFFECTIVE DATE OF APPROVED MATERIAL 19. SIGNATURE OF APPROVING OFFICIAL 

20. TYPED NAME OF APPROVING OFFICIAL 21. TITLE OF APPROVING OFFICIAL 

22. REMARKS 

FORM CMS-179 (09/24) Instructions on Back 



 
  
  

 

Appendix I
2021 Title XIX State Plan 

Fourth Quarter Amendment 
Amended SPA Pages 



 
 

 
 

 

 
                                      

 
                        

 
  

 
 

               
      

 
 

Attachment 3.1-D 

New York 
Page A1 

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_ _ 



 
  
  

 

Appendix II
2021 Title XIX State Plan 

Fourth Quarter Amendment 
Summary 



 
 

 
   

      
 
    

 
 

  
  
 
   

  
 

  

  
    

 
    

   
  

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 II, 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 Enrollment as well as the State’s 
Contracted Medicaid Transportation Managers, these practices currently are in 
place. 


	NI - Original Submission (21-0071) (12-21-21)
	HCFA 179 (21-0071) (12-21-21)
	9. SUBJECT OF AMENDMENT
	GOVERNOR’S OFFICE REPORTED NO COMMENT OTHER, AS SPECIFIED: COMMENTS OF GOVERNOR’S OFFICE ENCLOSED

	Att 3.1-D - Page A1 (21-0071)
	Summary (21-0071)
	ADPF4B2.tmp
	Amended SPA Pages
	Summary

	HCFA 179 (21-0071) (12-28-21).pdf
	9. SUBJECT OF AMENDMENT
	GOVERNOR’S OFFICE REPORTED NO COMMENT OTHER, AS SPECIFIED: COMMENTS OF GOVERNOR’S OFFICE ENCLOSED
	Use Form CMS-179 to transmit State plan material to the Center for Medicaid & CHIP Services for approval.  Submit a separate typed transmittal form with each plan/amendment.
	Block 16–22 (FOR CMS USE ONLY).
	Block 22 - Remarks - Use this block to reference and explain agreed to changes and strike-throughs to the original CMS-179 as submitted, a partial approval, more than one effective date, etc. If additional space is needed, use bond paper.



	1 TRANSMITTAL NUMBER: 2
	undefined: 1
	undefined_2: 0
	undefined_3: 0
	undefined_4: 7
	undefined_5: 1
	undefined_6: N  Y
	4 PROPOSED EFFECTIVE DATE: December 27, 2021
	5 FEDERAL STATUTEREGULATION CITATION: § 1902(a) of the Social Security Act and 42 CFR 447
	6 FEDERAL BUDGET IMPACT Amounts in WHOLE dollars: 12/27/21-09/30/22
	undefined_8: 0
	b FFY: 10/1/22-09/30/23
	undefined_9: 0
	7 PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 
Attachment 3.1-D Page A1 
	8 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION OR ATTACHMENT If Applicable: new
	10 GOVERNORS REVIEW Check One: Transportation Attestation
	12 TYPED NAME:                              Brett R. Friedman
	13 TITLE:                          Acting Medicaid Director
	14 DATE SUBMITTED: 
	15 RETURN TO: New York State Department of Health
Division of Finance and Rate Setting
99 Washington Ave – One Commerce Plaza
Suite 1432
Albany, NY 12210

	16 DATE RECEIVED: 
	17 DATE APPROVED: 
	18 EFFECTIVE DATE OF APPROVED MATERIAL: 
	19 SIGNATURE OF APPROVING OFFICIAL: 
	20 TYPED NAME OF APPROVING OFFICIAL: 
	21 TITLE OF APPROVING OFFICIAL: 
	REMARKS: 
	Group4: Choice1
	Group3: Choice3


