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social services law, in relation to
certain contracts entered into by
the commissioner of health for the
purpose of implementing the Medicaid
redesign team initiatives; to amend
the public health law, in relation
to the preferred drug program; to
amend the public health 1law, in
relation to antipsychotic therapeu-
tic drugs; to amend the social
services law, in relation to reduc-
ing pharmacy reimbursement for name
brand drugs; to amend the public
health law, in relation to eliminat-
ing the summary posting requirement
for the pharmacy and therapeutic
committee; to amend the social
services law, in relation to early
refill of prescriptions; to amend
the social services law, in relation
to authorizing the commissioner of
health to implement an incontinence
supply utilization management
program; to amend the social
services law, in relation to certain
individual psychotherapy services;
to amend the social services law, in
relation to the funding of health
home infrastructure development; to
amend the public health 1law, in
relation to general hospital inpa-
tient reimbursement; to amend the
social services law, in relation to
managed care programs; to amend
section 2 of part H of chapter 111
of the laws of 2010, relating to
increasing Medicaid payments to
providers through managed care
organizations and providing equiv-
alent fees through an ambulatory
patient group methodology, in
relation to the effectiveness there-
of; to amend the public health law,
in relation to rates of payment for
residential health care facilities
and in relation to rates of
reimbursement for inpatient detoxi-
fication and withdrawal services; to
amend the public health 1law, in
relation to hospital inpatient base
years; to amend the public health
law, in relation to the Medicaid
managed care inpatient psychiatric
care default rate; to amend the
public health law, in relation to
the Medicaid managed care default
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rate; to amend the public health
law, in relation to moving rate
setting for child health plus to the
department of health; to amend the
social services law and the public
health law, in relation to requiring
the use of an enrollment broker for
counties that are mandated Medicaid
managed care and managed long term
care; to amend the public health
law, in relation to repealing the
twentieth day of the month enroll-
ment cut-off for managed long term
care enrollees; to amend the public
health law, in relation to the nurs-
ing home financially disadvantaged
program; to amend the public health
law, in relation to eliminating the
recruitment and retention attesta-
tion requirement for certain certi-
fied home health agencies; to amend
the public health law, in relation
to extending the office of the Medi-
caid inspector general's power to
audit rebasing rates; to amend the
public health law, in relation to
rebasing transition payments; to
amend the public health 1law, in
relation to capital cost reimburse-
ment for nursing homes; to amend the
public health law, in relation to
eliminating the bed hold require-
ment; to amend the public health
law, in relation to authorizing
upper payment limits for certain
nursing homes; to amend the public
health law, in relation to rates for
specialty nursing homes; to amend
the social services law, in relation
to eliminating spousal refusal of
medical care; to amend the social
services law, in relation to eligi-
bility for Medicaid; to amend the
social services law, in relation to
treatment of income and resources of
institutionalized persons; to amend
the public health law, in relation
to certain payments for certain home
care agencies and services; to amend
the social services law, in relation
to Medicaid eligibility; to amend
subdivision (a) of section 90 of
part H of chapter 59 of the laws of
2011, amending the public health law
and other 1laws relating to general
hospital inpatient reimbursement, in
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relation to the effectiveness there-
of; to amend subdivision 1 of
section 92 of part H of chapter 59
of the 1laws of 2011, amending the
public health 1law and other laws
relating to known and projected
department of health state funds
Medicaid expenditures, in relation
to the effectiveness thereof; in
relation to eliminating the
2013-2014 trend factor and thereaft-
er; to repeal certain provisions of
the social services law and the
public health law relating to
managed care programs; and to repeal
certain provisions of the public
health law and the social services
law relating to the pharmacy and
therapeutics committee; providing
for the repeal of certain provisions
upon expiration thereof (Part A); to
amend the public health 1law, in
relation to payments to hospital
assessments; to amend part C of
chapter 58 of the 1laws of 2009
amending the public health 1law
relating to payment by governmental
agencies for general hospital inpa-
tient services, in relation to the
effectiveness of eligibility for
medical assistance and the family
health plus program; to amend chap-
ter 474 of the laws of 1996, amend-
ing the education law and other laws
relating to rates for residential
healthcare facilities, in relation
to reimbursements; to amend chapter
884 of the laws of 1990, amending
the public health 1law relating to
authorizing bad debt and charity
care allowances for certified home
health agencies, in relation to the
effectiveness thereof; to amend the
long term care integration and
finance act of 1997, in relation to
extending the expiration of operat-
ing demonstrations operating a
managed long term care plan; to
amend chapter 81 of the laws of
1995, amending the public health law
and other laws relating to medical
reimbursement and welfare reform, in
relation to reimbursements and the
effectiveness thereof; to amend the
public health law, in relation to
capital related inpatient expenses;
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to amend part C of chapter 58 of the
laws of 2007, amending the social
services law and other laws relating
to enacting the major components of
legislation necessary to implement
the health and mental hygiene budget
for the 2007-2008 state fiscal year,
in relation to rates of payment by
state governmental agencies and the
effectiveness of certain provisions
of such chapter; to amend the social
services law, in relation to reports
on chronic illness demonstration
projects; to amend chapter 451 of
the laws of 2007, amending the
public health law, the social
services law and the insurance law,
relating to providing enhanced
consumer and provider protections,
in relation to extending the effec-
tiveness of certain provisions ther-
eof; to amend the public health law,
in relation to rates of payment for
long term home health care programs;
to amend chapter 2 of the laws of
1998, amending the public health law
and other laws relating to expanding
the child health insurance plan, in
relation to the effectiveness of
certain provisions thereof; to amend
chapter 426 of the 1laws of 1983,
amending the public health 1law
relating to professional misconduct
proceedings and chapter 582 of the
laws of 1984, amending the public
health law relating to regulating
activities of physicians, in
relation to making such provisions
permanent; to amend the public
health law, in relation to extending
a demonstration program for physi-
cians suffering from alcoholism,
drug abuse or mental illness; to
amend part X2 of chapter 62 of the
laws of 2003 amending the public
health law relating to allowing the
use of funds of the office of
professional medical conduct for
activities of the patient health
information and quality improvement
act of 2000, in relation to the
effectiveness of certain provisions
thereof; to repeal subdivision 8 of
section 364-1 of the social services
law relating thereto; to repeal
certain provisions of chapter 81 of
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the laws of 1995 amending the public
health law and other 1laws relating
to medical reimbursement and welfare
relating to the effectiveness there-
of (Part B); to amend the public
health law, in relation to indigent
care (Part C); to amend the social
services law, in relation to eligi-
bility conditions; to amend the
social services law, in relation to
permitting online and telephone
Medicaid applications; to amend the
social services law, in relation to
allowing administrative renewals and
self-attestation of residency; to
amend the social services law, in
relation to ending applications for
family health plus; to amend the
social services law, in relation to
modified adjusted gross income and
Medicaid eligibility groups; to
amend the public health 1law, in
relation to establishing methodology
for modified adjusted gross income;
to amend the public health law, in
relation to centralizing child
health plus eligibility determi-
nations; to amend the public health
law, in relation to requiring audit
standards for eligibility; to amend
the public health law, in relation
to residency and income attestation
and verification for <child health
plus; to amend the public health
law, in relation to eliminating
temporary enrollment in child health
plus; to amend the public health
law, in relation to expanding the
child health plus social security
number requirement to lawfully
residing children; to amend the
public health law, in relation to
modified adjusted gross income under
child health plus; to amend the
public health law, in relation to
personal interviews under child
health plus; to amend the social
services law, in relation to amend-
ment of contracts awarded by the
commissioner of health; to amend the
insurance law, in relation to clari-
fying the identity of persons to
whom insurance 1licensing require-
ments apply; to amend the insurance
law, in relation to coverage limita-
tions requirements and student acci-
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dent and health insurance; to amend
the insurance law, in relation to
standardization of individual enrol-
lee direct payment contracts; to
amend the insurance law, in relation
to ensuring that group and individ-
ual insurance policy provisions
conform to applicable requirements
of federal law and to make conform-
ing changes; to repeal sections
369-ee and 369-ff of the social
services law, relating to the family
health plus program; to repeal
certain other provisions of the
social services law relating there-
to; to repeal certain provisions of
the insurance law relating thereto;
providing for the repeal of certain
provisions upon expiration thereof
(Part D); to amend the public health
law and the insurance law, in
relation to the early intervention
program for infants and toddlers
with disabilities and their fami-
lies; to amend the public health
law, in relation to the general
public health work program; to amend
chapter 577 of the 1laws of 2008
amending the public health law,
relating to expedited partner thera-
py for persons infected with chlamy-
dia trachomatis, in relation to the
effectiveness of such chapter; to
amend the public health 1law, in
relation to outcome based contract-
ing and outcome based health plan-
ning; to amend the public health
law, the mental hygiene law and the
executive law, in relation to
consolidating the excess medical
malpractice liability coverage pool;
to amend the insurance law, in
relation to the appointment of
members of the board of the New York
state health foundation and the
investment of funds; to amend the
insurance law and the general munic-
ipal law, in relation to malpractice
and professional misconduct; to
amend the administrative code of the
city of New York, in relation to the
definition of a certified first
responder; to amend the workers'
compensation law, in relation to an
injury incurred by an emergency
medical technician; to amend the
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education law and the state finance
law, in relation to medical malprac-
tice reform; and to repeal sections
3002, 3002-a, 3003-a, 3005-b, 3009,
3017 and articles 30-B and 30-C of
the public health 1law relating to
emergency medical services; to amend
chapter 420 of the 1laws of 2002
amending the education law relating
to the profession of social work;
chapter 676 of the 1laws of 2002
amending the education law relating
to the practice of psychology; and
chapter 130 of the 1laws of 2010
amending the education law and other
laws relating to the registration of
entities providing certain profes-
sional services and the licensure of
certain professions, in relation to
reporting requirements and expira-
tion dates; and to amend the public
health 1law, in relation to consol-
idating the excess medical malprac-
tice liability coverage pool; and to
repeal section 18 of chapter 266 of
the laws of 1986, amending the civil
practice law and rules and other
laws relating to medical and dental
malpractice, relating thereto; to
repeal certain provisions of the
public health law relating to state
aid for certain public health
programs and provisions relating to
sexually transmitted diseases (Part
E); to amend the mental hygiene law,
in relation to the addition to the
methadone registry of dosage and
such other information as is neces-
sary to facilitate disaster manage-
ment (Part F); to amend the mental
hygiene 1law, in relation to state
aid funding authorization of
services funded by the office of
alcoholism and substance abuse
services; to repeal article 26 of
such law relating thereto (Part G);
to amend the mental hygiene law and
chapter 56 of the 1laws of 2012,
amending the mental hygiene law
relating to the closure and the
reduction in size of certain facili-
ties serving persons with mental
illness, in relation to references
to certain former children's psychi-
atric centers 1in the city of New
York, and in relation to the expira-
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tion and repeal of certain
provisions thereof; to authorize the
office of mental health to close,
consolidate, reduce, transfer and
otherwise redesign its programs; to
amend chapter 62 of the laws of
2003, amending the mental hygiene
law and the state finance law relat-
ing to the community mental health
support and workforce reinvestment
program, the membership of subcom-
mittees for mental health of commu-
nity services boards and the duties
of such subcommittees and creating
the community mental health and
workforce reinvestment account, in
relation to extending such
provisions relating thereto (Part
H); to amend the mental hygiene law,
in relation to the recovery of
exempt income by the office of
mental health for community residen-
tial programs (Part I); to amend the
mental hygiene law, in relation to
vesting all authority to appoint and
remove officers and employees of the
office of mental health (Part J); to
amend the mental hygiene 1law, in
relation to an annual examination
and notice of rights provided to
respondent sex offenders who are
confined in a secure treatment
facility (Part K); to amend the
mental hygiene law and the education
law, in relation to creating mental
health incident review panels (Part
L); to repeal certain provisions of
the mental hygiene law and certain
provisions of chapter 723 of the
laws of 1989, amending the mental
hygiene law and other laws relating
to the establishment of comprehen-
sive psychiatric emergency programs,
relating to eliminating the annual
reports on the comprehensive psychi-
atric emergency program; family
care; and the confinement, care and
treatment of persons with develop-
mental disabilities (Part M); and to
amend chapter 57 of the 1laws of
2006, relating to establishing a
cost of living adjustment for desig-
nated human services programs, in
relation to foregoing such adjust-
ment during the 2013-2014 state
fiscal year (Part N)
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The People of the State of New
York, represented in Senate and
Assembly, do enact as follows:
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Section 1. This act enacts into law major components of legislation
which are necessary to implement the state fiscal plan for the 2013-2014
state fiscal year. Each component is wholly contained within a Part
identified as Parts A through N. The effective date for each particular
provision contained within such Part is set forth in the last section of
such Part. Any provision in any section contained within a Part, includ-
ing the effective date of the Part, which makes a reference to a section
"of this act", when used in connection with that particular component,
shall be deemed to mean and refer to the corresponding section of the
Part in which it is found. Section three of this act sets forth the

general effective date of this act.

PART A

Section 1. Subdivision (a) of section 90 of part H of chapter 59 of
the laws of 2011, amending the public health law and other laws, relat-
ing to general hospital inpatient reimbursement for annual rates, is
amended to read as follows:

(a) Notwithstanding any other provision of law to the contrary, for
the state fiscal years beginning April 1, 2011 and ending on March 31,

[2013] 2015, all Medicaid payments made for services provided on and

after April 1, 2011, shall, except as hereinafter provided, be subject
to a uniform two percent reduction and such reduction shall be applied,
to the extent practicable, in equal amounts during the fiscal year,
provided, however, that an alternative method may be considered at the
discretion of the commissioner of health and the director of the budget
based upon consultation with the health care industry including but not

limited to, a uniform reduction in Medicaid rates of payments or other
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reductions provided that any method selected achieves up to $345,000,000
in Medicaid state share savings in state fiscal year 2011-12 and up to

$357,000,000 annually in state fiscal [year] years 2012-13, 2013-14 and

2014-15 except as hereinafter provided, for services provided on and

after April 1, 2011 through March 31, [2013] 2015. Any alternative
methods to achieve the reduction must be provided in writing and shall
be filed with the senate finance committee and the assembly ways and
means committee not 1less than thirty days before the date on which
implementation is expected to begin. Nothing in this section shall be
deemed to prevent all or part of such alternative reduction plan from
taking effect retroactively, to the extent permitted by the federal
centers for medicare and medicaid services.

§ 2. Subdivision 1 of section 91 of part H of chapter 59 of the laws
of 2011, amending the public health law and other 1laws relating to
general hospital reimbursement for annual rates, as amended by section 5
of part F of chapter 56 of the laws of 2012, is amended to read as
follows:

1. Notwithstanding any inconsistent provision of state law, rule or
regulation to the contrary, subject to federal approval, the year to
year rate of growth of department of health state funds Medicaid spend-
ing shall not exceed the ten year rolling average of the medical compo-
nent of the consumer price index as published by the United States
department of labor, bureau of labor statistics, for the preceding ten

vears[.]; provided, however, that for state fiscal year 2013-14 and for

each fiscal vyear thereafter, the maximum allowable annual increase in

the amount of department of health state funds Medicaid spending shall

be calculated by multiplying the department of health state funds Medi-

caid spending for the previous vear, minus the amount of any department
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of health state operations spending included therein, by such ten vear

rolling average.

§ 3. ©Subdivision 1 of section 92 of part H of chapter 59 of the laws
of 2011, amending the public health law and other laws relating to known
and projected department of health state funds Medicaid expenditures, as
amended by section 57 of part D of chapter 56 of the laws of 2012, is
amended to read as follows:

1. For state fiscal years 2011-12 through [2013-14] 2014-2015, the
director of the budget, in consultation with the commissioner of health
referenced as "commissioner" for purposes of this section, shall assess
on a monthly basis, as reflected in monthly reports pursuant to subdivi-
sion five of this section known and projected department of health state
funds medicaid expenditures by category of service and by geographic
regions, as defined by the commissioner, and if the director of the
budget determines that such expenditures are expected to cause medicaid
disbursements for such period to exceed the projected department of
health medicaid state funds disbursements in the enacted budget finan-
cial plan pursuant to subdivision 3 of section 23 of the state finance
law, the commissioner of health, in consultation with the director of
the budget, shall develop a medicaid savings allocation plan to limit
such spending to the aggregate 1limit level specified in the enacted
budget financial plan, provided, however, such projections may be
adjusted by the director of the budget to account for any changes in the
New York state federal medical assistance percentage amount established
pursuant to the federal social security act, changes in provider reven-
ues, reductions to 1local social services district medical assistance
administration, and beginning April 1, 2012 the operational costs of the

New York state medical indemnity fund.
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§ 4. Subdivision 10 of section 2807-c¢ of the public health 1law is
amended by adding a new paragraph (d) to read as follows:

(d) (i) Notwithstanding any inconsistent provision of this section or

any other contrary provision of law and subject to the availability of

federal financial participation, effective for Medicaid rate periods on

and after April first, two thousand thirteen, no trend factor adjust-

ments shall be available with regard to reimbursement for inpatient

services otherwise subject to the provisions of this section.

(ii) Notwithstanding any inconsistent provision of this section,

section twentyv-one of chapter one of the laws of nineteen hundred nine-

ty-nine, or any other contrary provision of law and subject to the

availability of federal financial participation, effective for Medicaid

rate periods on and after April first, two thousand thirteen, no trend

factor adjustments shall be available with regard to reimbursement for

the following:

(A) residential health care facility inpatient services and adult day

health care outpatient services provided pursuant to this article;

(B) hospital outpatient services and diagnostic and treatment center

services provided pursuant to this article, except as required by feder-

al law with regard to services reimbursed pursuant to subdivision eight

of section twenty-eight hundred seven of this article;

(C) certified home health agencies and long term home health care

programs pursuant to section thirty-six hundred fourteen of this chap-

ter;

(D) personal care services provided pursuant to section three hundred

sixty-seven-i of the social services law;

(E) adult davy health care services provided to patients diagnosed with

AIDS as defined by applicable requlations;
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(F) personal care services provided in those local social services

districts, including New York city, whose rates of payment for such

services are established by such local social services districts pursu-

ant to a rate-setting exemption issued by the commissioner to such local

social services districts in accordance with applicable requlations;

(G) assisted living program services; and

(H) hospice services.

§ 5. Paragraph (a) of subdivision 8 of section 367-b of the social
services law, as amended by chapter 109 of the laws of 2007, is amended
to read as follows:

(a) For the purpose of orderly and timely implementation of the
medical assistance information and payment system, the department is
hereby authorized to enter into agreements with fiscal intermediaries or
fiscal agents for the design, development, implementation, operation,
processing, auditing and making of payments, subject to audits being
conducted by the state in accordance with the terms of such agreements,
for medical assistance claims under the system described by this section
in any social services district. ©Such agreements shall specifically
provide that the state shall have complete oversight responsibility for
the fiscal intermediaries' or fiscal agents' performance and shall be
solely responsible for establishing eligibility requirements for recipi-
ents, provider qualifications, rates of payment, investigation of
suspected fraud and abuse, issuance of identification cards, establish-
ing and maintaining recipient eligibility files, provider profiles, and
conducting state audits of the fiscal intermediaries' or agents' at
least once annually. The system described in this subdivision shall be

operated by [a] one or more fiscal [intermediary] intermediaries or

fiscal [agent] agents in accordance with this subdivision unless the



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

01/20/13 16 12571-01-3

department is otherwise authorized by a law enacted subsequent to the
effective date of this subdivision to operate the system in another
manner. In no event shall such intermediary or agent be a political
subdivision of the state or any other governmental agency or entity.

Notwithstanding the foregoing, the department may make payments to a

provider upon the commissioner's determination that the provider is

temporarily unable to comply with billing requirements. The department

shall consult with the office of Medicaid inspector general regarding
any activities undertaken by the fiscal intermediaries or fiscal agents
regarding investigation of suspected fraud and abuse.

§ 6. Section 365-1 of the social services law is amended by adding a
new subdivision 9 to read as follows:

9. Any contract or contracts entered into by the commissioner of

health prior to January first, two thousand thirteen pursuant to subdi-

vision eight of this section may be amended or modified without the need

for a competitive bid or request for proposal process, and without

regard to the provisions of sections one hundred twelve and one hundred

sixty-three of the state finance law, section one hundred forty-two of

the economic development law, or any other provision of law, to allow

the purchase of additional personnel and services, subject to available

funding, for the purpose of implementing Medicaid Redesign Team initij-

atives, including those related to managed care, managed long term care,

medical assistance waivers, and the medical assistance global spending

cap.
§ 7. Section 368-d of the social services law is amended by adding a
new subdivision 7 to read as follows:

7. Any contract or contracts entered into by the commissioner of

health prior to January first, two thousand thirteen pursuant to subdi-
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vision five of this section or subdivision four of section three hundred

sixty-eight-e of this title may be amended or modified without the need

for a competitive bid or request for proposal process, and without

regard to the provisions of sections one hundred twelve and one hundred

sixty-three of the state finance law, section one hundred forty-two of

the economic development law, or any other provision of law, to allow

the purchase of additional personnel and services, subject to available

funding, for the purpose of implementing Medicaid Redesign Team initij-

atives, including those related to managed care, managed long term care,

medical assistance waivers, and the medical assistance global spending

cap.

§ 8. Intentionally Omitted

§ 9. Intentionally Omitted

§ 10. Subdivision 25 of section 364-j of the social services law is
REPEALED.

§ 11. Paragraph (b) of subdivision 3 of section 273 of the public
health 1law, as added by section 10 of part C of chapter 58 of the laws
of 2005, is amended to read as follows:

(b) In the event that the patient does not meet the criteria in para-
graph (a) of this subdivision, the prescriber may provide additional
information to the program to justify the use of a prescription drug
that 1is not on the preferred drug list. The program shall provide a
reasonable opportunity for a prescriber to reasonably present his or her
justification of prior authorization. [If, after consultation with the
program, the prescriber, in his or her reasonable professional judgment,
determines that the wuse of a prescription drug that is not on the
preferred drug list is warranted, the prescriber's determination shall

be final.]
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§ 12. Paragraph (g-1) of subdivision 2 of section 365-a of the social
services law, as amended by section 23 of part H of chapter 59 of the
laws of 2011, is amended to read as follows:

(g-1) drugs provided on an in-patient basis, those drugs contained on
the list established by regulation of the commissioner of health pursu-
ant to subdivision four of this section, and those drugs which may not
be dispensed without a prescription as required by section sixty-eight
hundred ten of the education law and which the commissioner of health
shall determine to be reimbursable based upon such factors as the avail-
ability of such drugs or alternatives at low cost 1f purchased by a
medicaid recipient, or the essential nature of such drugs as described
by such commissioner in regulations, provided, however, that such drugs,
exclusive of long-term maintenance drugs, shall be dispensed in quanti-
ties no greater than a thirty day supply or one hundred doses, whichever
is greater; provided further that the commissioner of health is author-
ized to require prior authorization for any refill of a prescription
when [less than seventy-five percent of the previously dispensed amount

per f£fill should have been used] more than a six day supply of the previ-

ously dispensed amount should remain were the product used as normally

indicated; provided further that the commissioner of health is author-
ized to require prior authorization of prescriptions of opioid analges-
ics in excess of four prescriptions in a thirty-day period in accordance
with section two hundred seventy-three of the public health law, except

that prior authorization may be denied if the department of health,

after giving the prescriber a reasonable opportunity to present a justi-

fication, determines that the additional prescription is not medically

necessary; medical assistance shall not include any drug provided on

other than an in-patient basis for which a recipient is charged or a
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claim is made in the case of a prescription drug, in excess of the maxi-
mum reimbursable amounts to be established by department regulations in
accordance with standards established by the secretary of the United
States department of health and human services, or, in the case of a
drug not requiring a prescription, in excess of the maximum reimbursable
amount established by the commissioner of health pursuant to paragraph
(a) of subdivision four of this section;

§ 13. Subparagraph (ii) of paragraph (b) of subdivision 9 of section
367-a of the social services law, as amended by section 10 of part H of
chapter 59 of the laws of 2011, is amended to read as follows:

(ii) if the drug dispensed is a multiple source prescription drug or a
brand-name prescription drug for which no specific upper limit has been
set by such federal agency, the lower of the estimated acquisition cost
of such drug to pharmacies, the average acquisition cost if available or
the dispensing pharmacy's wusual and customary price charged to the
general public. For sole and multiple source brand name drugs, estimated
acquisition cost means the average wholesale price of a prescription
drug based upon the package size dispensed from, as reported by the
prescription drug pricing service used by the department, less seventeen

and six-tenths percent thereof or the wholesale acquisition cost of a

prescription drug based upon package size dispensed from, as reported by
the prescription drug pricing service used by the department, minus zero
and forty-one hundredths percent thereof, and updated monthly by the
department. For multiple source generic drugs, estimated acquisition
cost means the lower of the average acquisition cost, the average whole-
sale price of a prescription drug based on the package size dispensed

from, as reported by the prescription drug pricing service used by the
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department, less twenty-five percent thereof, or the maximum acquisition
cost, if any, established pursuant to paragraph (e) of this subdivision.
§ 14. Section 271 of the public health law is REPEALED.
§ 15. ©Subdivision 3 of section 270 of the public health law is
REPEALED, subdivision 2 is renumbered subdivision 3 and a new subdivi-
sion 2 is added to read as follows:

2. "Board" shall mean the drug utilization review board.

§ 16. Section 272 of the public health law, as added by section 10 of
part C of chapter 58 of the laws of 2005, subdivision 4 as amended by
section 30 of part A of chapter 58 of the laws of 2008, subdivision 8 as
amended by section 5 of part B of chapter 109 of the laws of 2010, para-
graph (d) of subdivision 10 as added by section 17 of part H of chapter
59 of the laws of 2011, subdivision 11 as amended by section 36 of part
C of chapter 58 of the laws of 2009, paragraph (b) of subdivision 11 as
amended by section 9 of part H of chapter 59 of the 1laws of 2011, is
amended to read as follows:

§ 272. Preferred drug program. 1. There is hereby established a
preferred drug program to promote access to the most effective
prescription drugs while reducing the cost of prescription drugs for
persons in state public health plans.

2. When a prescriber prescribes a non-preferred drug, state public
health plan reimbursement shall be denied unless prior authorization is
obtained, unless no prior authorization is required under this article.

3. The commissioner shall establish performance standards for the
program that, at a minimum, ensure that the preferred drug program and
the clinical drug review program provide sufficient technical support

and timely responses to consumers, prescribers and pharmacists.
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4. Notwithstanding any other provision of law to the contrary, no
preferred drug program or prior authorization requirement for
prescription drugs, except as created by this article, paragraph (a-1)
or (a-2) of subdivision four of section three hundred sixty-five-a of
the social services 1law, paragraph (g) of subdivision two of section
three hundred sixty-five-a of the social services law, subdivision one
of section two hundred forty-one of the elder law and shall apply to the
state public health plans.

5. The |[pharmacy and therapeutics committee] drug utilization review

board shall consider and make recommendations to the commissioner for
the adoption of a preferred drug program. (a) In developing the

preferred drug program, the [committee] board shall, without limitation:

(1) identify therapeutic classes or drugs to be included in the
preferred drug program; (ii) identify preferred drugs in each of the
chosen therapeutic classes; (iii) evaluate the <c¢linical effectiveness
and safety of drugs considering the latest peer-reviewed research and
may consider studies submitted to the federal food and drug adminis-
tration 1in connection with its drug approval system; (iv) consider the
potential impact on patient care and the potential fiscal impact that
may result from making such a therapeutic class subject to prior author-
ization; and (v) consider the potential impact of the preferred drug
program on the health of special populations such as children, the
elderly, the chronically ill, persons with HIV/AIDS and persons with
mental health conditions.

(b) In developing the preferred drug program, the [committee] board
may consider preferred drug programs or evidence based research operated
or conducted by or for other state governments, the federal government,

or multi-state coalitions. Notwithstanding any inconsistent provision of
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section one hundred twelve or article eleven of the state finance law or
section one hundred forty-two of the economic development law or any
other law, the department may enter into contractual agreements with the
Oregon Health and Science University Drug Effectiveness Review Project
to provide technical and clinical support to the [committee] board and
the department in researching and recommending drugs to be placed on the
preferred drug list.

(¢) The [committee] board shall from time to time review all therapeu-
tic classes 1included in the preferred drug program, and may recommend
that the commissioner add or delete drugs or classes of drugs to or from
the preferred drug program, subject to this subdivision.

(d) The [committee] board shall establish procedures to promptly
review prescription drugs newly approved by the federal food and drug
administration.

6. The [committee] board shall recommend a procedure and criteria for

the approval of non-preferred drugs as part of the prior authorization
process. In developing these criteria, the [committee] board shall
include consideration of the following:

(a) the preferred drug has been tried by the patient and has failed to
produce the desired health outcomes;

(b) the patient has tried the preferred drug and has experienced unac-
ceptable side effects;

(c¢) the patient has been stabilized on a non-preferred drug and tran-
sition to the preferred drug would be medically contraindicated; and

(d) other clinical indications for the use of the non-preferred drug,
which shall include consideration of the medical needs of special popu-
lations, including children, the elderly, the chronically ill, persons

with mental health conditions, and persons affected by HIV/AIDS.
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7. The commissioner shall provide thirty days public notice on the
department's website prior to any meeting of the [committee] board to
develop recommendations concerning the preferred drug program. Such
notice regarding meetings of the [committee] board shall include a
description of the proposed therapeutic class to be reviewed, a listing
of drug products in the therapeutic c¢lass, and the proposals to be
considered by the [committee] board. The [committee] board shall allow
interested parties a reasonable opportunity to make an oral presentation
to the [committee] board related to the prior authorization of the ther-
apeutic class to be reviewed. The [committee] board shall consider any
information provided by any interested party, including, but not limited
to, prescribers, dispensers, patients, consumers and manufacturers of
the drug in developing their recommendations.

8. The commissioner shall provide notice of any recommendations devel-
oped by the [committee] board regarding the preferred drug program, at
least five days before any final determination by the commissioner, by
making such information available on the department's website. Such
public notice [shall] may include: a summary of the deliberations of the
[committee] board; a summary of the positions of those making public
comments at meetings of the [committee] board; the response of the
[committee] board to those comments, if any; and the findings and recom-

mendations of the [committee] board. Alternatively, the commissioner

may provide such notice of the board's recommendations by making a video

or audio of the board's meetings available on the department's website

at least five days before any final determination by the commissioner.

9. Within ten days of a final determination regarding the preferred
drug program, the commissioner shall provide public notice on the

department's website of such determinations, including: the nature of
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the determination; and analysis of the impact of the commissioner's
determination on state public health plan populations and providers; and
the projected fiscal impact to the state public health plan programs of
the commissioner's determination.

10. The commissioner shall adopt a preferred drug program and amend-
ments after considering the recommendations from the [committee] board
and any comments received from prescribers, dispensers, patients,
consumers and manufacturers of the drug.

(a) The preferred drug list in any therapeutic class included in the
preferred drug program shall be developed based initially on an evalu-
ation of the <clinical effectiveness, safety and patient outcomes,
followed by consideration of the cost-effectiveness of the drugs.

(b) In each therapeutic class included in the preferred drug program,
the [committee] board shall determine whether there is one drug which is
significantly more clinically effective and safe, and that drug shall be
included on the preferred drug list without consideration of cost. If,
among two or more drugs in a therapeutic class, the difference in clin-
ical effectiveness and safety is not clinically significant, then cost
effectiveness (including price and supplemental rebates) may also be
considered in determining which drug or drugs shall be included on the
preferred drug list.

(¢) In addition to drugs selected under paragraph (b) of this subdivi-
sion, any prescription drug in the therapeutic class, whose cost to the
state public health plans (including net price and supplemental rebates)
is equal to or less than the cost of another drug in the therapeutic
class that is on the preferred drug list under paragraph (b) of this
subdivision, may be selected to be on the preferred drug list, based on

clinical effectiveness, safety and cost-effectiveness.
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(d) Notwithstanding any provision of this section to the contrary, the
commissioner may designate therapeutic classes of drugs, including
classes with only one drug, as all preferred prior to any review that
may be conducted by the [committee] board pursuant to this section.

11. (a) The commissioner shall provide an opportunity for pharmaceu-
tical manufacturers to provide supplemental rebates to the state public
health plans for drugs within a therapeutic class; such supplemental
rebates shall be taken into consideration by the [committee] board and
the commissioner in determining the cost-effectiveness of drugs within a
therapeutic class under the state public health plans.

(a-1) The commissioner may require a pharmaceutical manufacturer to

provide a minimum supplemental rebate for drugs that are eligible for

state public health plan reimbursement, including such drugs as set

forth in paragraph (g-1) of subdivision two of section three hundred

sixty-five-a of the social services law. If such a minimum supplemental

rebate is not provided by the manufacturer, prior authorization may be

required by the commigssioner.

(b) The commissioner may designate a pharmaceutical manufacturer as
one with whom the commissioner is negotiating or has negotiated a
manufacturer agreement, and all of the drugs it manufactures or markets
shall be included in the preferred drug program. The commissioner may
negotiate directly with a pharmaceutical manufacturer for rebates relat-
ing to any or all of the drugs it manufactures or markets. A manufactur-
er agreement shall designate any or all of the drugs manufactured or
marketed by the pharmaceutical manufacturer as being preferred or non
preferred drugs. When a pharmaceutical manufacturer has been designated
by the commissioner under this paragraph but the commissioner has not

reached a manufacturer agreement with the pharmaceutical manufacturer,
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then the commissioner may designate some or all of the drugs manufac-
tured or marketed by the pharmaceutical manufacturer as non preferred
drugs. However, notwithstanding this paragraph, any drug that is
selected to be on the preferred drug list under paragraph (b) of subdi-
vision ten of this section on grounds that it is significantly more
clinically effective and safer than other drugs in its therapeutic class
shall be a preferred drug.

(c) Supplemental rebates under this subdivision shall be in addition
to those required by applicable federal law and subdivision seven of
section three hundred sixty-seven-a of the social services law. In order
to be considered in connection with the preferred drug program, such
supplemental rebates shall apply to the drug products dispensed under
the Medicaid program and the EPIC program. The commissioner is prohibit-
ed from approving alternative rebate demonstrations, value added
programs or guaranteed savings from other program benefits as a substi-
tution for supplemental rebates.

13. The commissioner may implement all or a portion of the preferred
drug program through contracts with administrators with expertise in
management of pharmacy services, subject to applicable laws.

14. For a period of eighteen months, commencing with the date of
enactment of this article, and without regard to the preferred drug
program or the clinical drug review program requirements of this arti-
cle, the commissioner is authorized to implement, or continue, a prior
authorization requirement for a drug which may not be dispensed without
a prescription as required by section sixty-eight hundred ten of the
education 1law, for which there is a non-prescription version within the
same drug class, or for which there 1is a comparable non-prescription

version of the same drug. Any such prior authorization requirement shall
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be implemented in a manner that is consistent with the process employed
by the commissioner for such authorizations as of one day prior to the
date of enactment of this article. At the conclusion of the eighteen
month period, any such drug or drug class shall be subject to the
preferred drug program requirements of this article; provided, however,
that the commissioner is authorized to immediately subject any such drug
to prior authorization without regard to the provisions of subdivisions
five through eleven of this section.

§ 17. Subdivisions 4, 5 and 6 of section 274 of the public health law,
as added by section 10 of part C of chapter 58 of the laws of 2005, are
amended to read as follows:

4. The commissioner shall obtain an evaluation of the factors set
forth in subdivision three of this section and a recommendation as to
the establishment of a prior authorization requirement for a drug under
the clinical drug review program from the [pharmacy and therapeutics

committee] drug utilization review board. For this purpose, the commis-

sioner and the [committee] board, as applicable, shall comply with the
following meeting and notice processes established by this article:
(a) the open meetings law and freedom of information law provisions of
subdivision six of section two hundred seventy-one of this article; and
(b) the public notice and interested party provisions of subdivisions
seven, eight and nine of section two hundred seventy-two of this arti-
cle.

5. The [committee] board shall recommend a procedure and criteria for

the approval of drugs subject to prior authorization under the c¢linical
drug review program. Such criteria shall include the specific approved

clinical indications for use of the drug.
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6. The commissioner shall identify a drug for which prior authori-
zation 1is required, as well as the procedures and criteria for approval
of use of the drug, under the clinical drug review program after consid-
ering the recommendations from the [committee] board and any comments
received from prescribers, dispensers, consumers and manufacturers of
the drug. In no event shall the prior authorization criteria for
approval pursuant to this subdivision result in denial of the prior
authorization request based on the relative cost of the drug subject to
prior authorization.

§ 18. Section 277 of the public health law, as added by section 10 of
part C of chapter 58 of the laws of 2005, is amended to read as follows:

§ 277. Review and reports. 1. The commissioner, in consultation with

the [pharmacy and therapeutics committee] drug utilization review board,

shall undertake periodic reviews, at least annually, of the preferred
drug program which shall include consideration of:

(a) the volume of prior authorizations being handled, including data
on the number and characteristics of prior authorization requests for
particular prescription drugs;

(b) the quality of the program's responsiveness, including the quality
of the administrator's responsiveness;

(¢) complaints received from patients and providers;

(d) the savings attributable to the state, and to each county and the
city of New York, due to the provisions of this article;

(e) the aggregate amount of supplemental rebates received in the
previous fiscal year and in the current fiscal year, to date; and such
amounts are to be broken out by fiscal year and by month;

(f) the education and outreach program established by section two

hundred seventy-six of this article.
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2. The commissioner and the [panel] board shall, beginning March thir-
ty-first, two thousand six and annually thereafter, submit a report to
the governor and the legislature concerning each of the items subject to
periodic review under subdivision one of this section.

3. The commissioner and the [panel] board shall, beginning with the
commencement of the preferred drug program and monthly thereafter,
submit a report to the governor and the legislature concerning the
amount of supplemental rebates received.

§ 19. Subdivision 5 of section 369-bb of the social services law is
REPEALED and a new subdivision 5 is added to read as follows:

5. (a) The functions, powers and duties of the former pharmacy and

therapeutics committee as established in article two-A of the public

health law shall now be considered a function of the drug utilization

review board, including but not limited to:

(i) conducting an executive session for the purpose of receiving and

evaluating drug pricing information related to supplemental rebates, or

receiving and evaluating trade secrets, or other information which, if

disclosed, would cause substantial injury to the competitive position of

the manufacturer; and

(ii) evaluating and providing recommendations to the commissioner of

health on other issues relating to pharmacy services under Medicaid or

EPIC, including, but not limited to: therapeutic comparisons; enhanced

use of generic drug products; enhanced targeting of physician prescrib-

ing patterns; and

(iii) collaborating with managed care organizations to address drug

utilization concerns and to implement consistent management strategies

across the fee-for-service and managed care pharmacy benefits.
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(b) Any business or other matter undertaken or commenced by the phar-

macy and therapeutics committee pertaining to or connected with the

functions, powers, obligations and duties are hereby transferred and

assigned to the drug utilization review board and pending on the effec-

tive date of this subdivision, may be conducted and completed by the

drug utilization review board in the same manner and under the same

terms and conditions and with the same effect as if conducted and

completed by the pharmacy and therapeutics committee. All books, papers,

and property of the pharmacy and therapeutics committee shall continue

to be maintained by the drug utilization review board.

(c) All rules, regqulations, acts, orders, determinations, and deci-

sions of the pharmacy and therapeutics committee pertaining to the func-

tions and powers herein transferred and assigned, in force at the time

of such transfer and assumption, shall continue in full force and effect

as rules, requlations, acts, orders, determinations and decisions of the

drug wutilization review board until duly modified or abrogated by the

commissioner of health.

§ 20. Subdivision 2 of section 369-bb of the social services law, as
added by chapter 632 of the laws of 1992, paragraph (a) as amended by
chapter 843 of the laws of 1992, is amended to read as follows:

2. The members of the DUR board shall be appointed by the commissioner
and shall serve a three-year term. Members may be reappointed upon the
completion of other terms. The membership shall be comprised of the
following:

(a) [Five] Six persons licensed and actively engaged in the practice
of medicine in the state, [at least one of whom shall have expertise in
the area of mental health, who shall be selected from a list of nominees

provided by the medical society of the state of New York and other
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medical associations] with expertise in the areas of mental health,

HIV/AIDS, geriatrics, pediatrics or internal medicine and who may be

selected based on input from professional associations and/or advocacy

groups in New York state.

(b) [Five] Six persons licensed and actively practicing in [community]
pharmacy in the state who [shall] may be selected [from a list of nomi-
nees provided by pharmaceutical societies/associations of] based on

input from professional associations and/or advocacy groups in New York

state.
(c) Two persons with expertise in drug wutilization review who are
[either] health care professionals 1licensed under Title VIII of the

education law [or who are pharmacologists] at least one of whom is a

pharmacologist.

(d) [One person from the department of social services (commissioner

or designee).] Two persons that are consumers or consumer represen-

tatives of organizations with a regional or statewide constituency and

who have been involved in activities related to health care consumer

advocacy, including issues affecting Medicaid or EPIC recipients.

(e) One person licensed and actively practicing as a nurse practition-

er or midwife.

(f) The commissioner shall designate a person from the department to

serve as chairperson of the board.

§ 21. Paragraph (g) of subdivision 2 of section 365-a of the social
services law, as amended by section 7 of part D of chapter 56 of the
laws of 2012, is amended to read as follows:

(g) sickroom supplies, eyeglasses, prosthetic appliances and dental
prosthetic appliances furnished in accordance with the regulations of

the department; provided further that: (i) the commissioner of health is
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authorized to implement a preferred diabetic supply program wherein the
department of health will receive enhanced rebates from preferred
manufacturers of glucometers and test strips, and may subject non-pre-
ferred manufacturers' glucometers and test strips to prior authorization
under section two hundred seventy-three of the public health law; (ii)
enteral formula therapy and nutritional supplements are limited to
coverage only for nasogastric, jejunostomy, or gastrostomy tube feeding,
for treatment of an inborn metabolic disorder, or to address growth and
development problems in children, or, subject to standards established
by the commissioner, for persons with a diagnosis of HIV infection, AIDS
or HIV-related illness or other diseases and conditions; (iii)
prescription footwear and inserts are limited to coverage only when used
as an integral part of a lower limb orthotic appliance, as part of a
diabetic treatment plan, or to address growth and development problems
in children; [and] (iv) compression and support stockings are limited to
coverage only for pregnancy or treatment of venous stasis wulcers; and

(v) the commissioner of health is authorized to implement an inconti-

nence supply utilization management program to reduce costs without

limiting access through the existing provider network, including but not

limited to single or multiple source contracts or, a preferred inconti-

nence supply program wherein the department of health will receive

enhanced rebates from preferred manufacturers of incontinence supplies,

and may subject non-preferred manufacturers' incontinence supplies to

prior approval pursuant to requlations of the department, provided any

necessary approvals under federal law have been obtained to receive

federal financial participation in the costs of incontinence supplies

provided pursuant to this subparagraph;
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§ 22. Subdivision 2 of section 365-a of the social services law is
amended by adding a new paragraph (aa) to read as follows:

(aa) individual psychotherapy services provided by licensed social

workers, in accordance with licensing criteria set forth in applicable

reqgulations, to persons under the age of twenty-one and to persons

requiring such services as a result of or related to pregnancy or giving

birth, provided any necessary approvals under federal 1law have been

obtained to receive federal financial participation in the costs of

services provided pursuant to this paragraph; provided, however, the

commissioner of health is authorized to establish criteria for services

provided pursuant to this paragraph in accordance with all applicable

requirements of federal law or requlation pertaining to such services;

provided further nothing in this paragraph shall be construed to modify

any licensure, certification or scope of practice provision under title

eight of the education law.

§ 23. Section 365-1 of the social services law is amended by adding a
new subdivision 2-a to read as follows:

2-a. Up to fifteen million dollars in state funding may be used to

fund health home infrastructure development by March thirty-first, two

thousand fourteen. Such funds shall be disbursed pursuant to a formula

established by the commissioner. Such formula may consider prior access

to similar funding opportunities, geographic and demographic factors,

including the population served, and prevalence of gualifving condi-

tions, connectivity to providers, and other criteria as established by

the commissioner.

§ 24. Paragraph (c¢) of subdivision 2 of section 365-a of the social
services 1law, as amended by chapter 778 of the laws of 1977, is amended

to read as follows:



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

01/20/13 34 12571-01-3

(c) out-patient hospital or clinic services in facilities operated in
compliance with applicable provisions of this chapter, the public health
law, the mental hygiene 1law and other laws, including any provisions

thereof requiring an operating certificate or license, including facili-

ties authorized by the appropriate licensing authority to provide inte-

grated mental health services, and/or alcoholism and substance abuse

services, and/or physical health services, and/or services to persons

with developmental disabilities, when such services are provided at a

single location or service site, or where such facilities are not

conveniently accessible, in any hospital located without the state and
care and services in a day treatment program operated by the department
of mental hygiene or by a voluntary agency under an agreement with such
department in that part of a public institution operated and approved
pursuant to law as an intermediate care facility for [the mentally

retarded] persons with developmental disabilities;

§ 25. The opening paragraph of paragraph 1 of subdivision 4 of section
2807-¢ of the public health law, as amended by section 11 of part C of
chapter 58 of the laws of 2009, is amended to read as follows:

Notwithstanding any inconsistent provision of this section and subject
to the availability of federal financial participation, rates of payment
by governmental agencies for general hospitals which are certified by
the office of alcoholism and substance abuse services to provide inpa-
tient detoxification and withdrawal services and, with regard to inpa-
tient services provided to patients discharged on and after December
first, two thousand eight and who are determined to be in diagnosis-re-
lated groups [numbered seven hundred forty-three, seven hundred forty-
four, seven hundred forty-five, seven hundred forty-six, seven hundred

forty-seven, seven hundred forty-eight, seven hundred forty-nine, seven
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hundred fifty, or seven hundred fifty-one]l] as identified and published

on the New York state department of health website, shall be made on a

per diem basis in accordance with the following:

§ 26. Paragraph (c¢) of subdivision 35 of section 2807-c of the public
health law, as added by section 2 of part C of chapter 58 of the laws of
2009, is amended to read as follows:

(c) The base period reported costs and statistics used for rate-set-
ting for operating cost components, including the weights assigned to
diagnostic related groups, shall be updated no 1less frequently than
every four vyears and the new base period shall be no more than four
years prior to the first applicable rate period that utilizes such new

base period provided, however, that the first updated base period shall

begin on January first, two thousand fourteen.

§ 27. Subparagraph (i) of paragraph (e-1) of subdivision 4 of section
2807-¢ of the public health law, as amended by section 41 of part B of
chapter 58 of the laws of 2010, is amended to read as follows:

(i) For rate periods on and after April first, two thousand ten, the
commissioner, in consultation with the commissioner of the office of
mental health, shall promulgate regulations, and may promulgate emergen-
cy regulations, establishing methodologies for determining the operating
cost components of rates of payments for services described in this
paragraph. Such regulations shall utilize two thousand five operating
costs as submitted to the department prior to July first, two thousand
nine and shall provide for methodologies establishing per diem inpatient
rates that wutilize case mix adjustment mechanisms. Such regulations
shall contain criteria for adjustments based on length of stay and may

also provide for periodic base year updates, and adjustments to the

utilization of base year costs and statistics.
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§ 28. Subparagraph (vii) of paragraph (e-2) of subdivision 4 of
section 2807-c¢ of the public health law, as added by section 13 of part
C of chapter 58 of the laws of 2009, is amended to read as follows:

(vii) The commissioner may promulgate regulations, including emergency

regulations, implementing the provisions of this paragraph, and further,

such requlations may provide for the periodic updating and adjustment of

the base vear costs and statistics used to compute rates of payment

pursuant to this paragraph.

§ 29. Paragraph (1) of subdivision 4 of section 2807-c of the public
health law is amended by adding a new subparagraph (v) to read as
follows:

(v) The commissioner may promulgate regqulations, including emergency

requlations, providing for the periodic updating and adjustment of the

base year costs and statistics used to compute rates of payment pursuant

to this paragraph.

§ 30. Subparagraph (iv) of paragraph (e-2) of subdivision 4 of section
2807-c of the public health law is amended by adding a new clause (D) to
read as follows:

(D) Notwithstanding any other provisions of law to the contrary and

subject to the availability of federal financial participation, for all

rate periods on and after April first, two thousand fourteen, the oper-

ating component of outpatient specialty rates of hospitals subject to

this subparagraph shall be determined by the commissioner pursuant to

reqgulations, including emergency requlations, and in consultation with

such specialty outpatient facilities.

§ 31. Paragraph (a-2) of subdivision 1 of section 2807-c¢ of the public
health law is amended by adding a new subparagraph (iii) to read as

follows:
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(iii) Notwithstanding any contrary provision of this paragraph or any

other contrary provision of law, payments made pursuant to this para-

graph shall not reflect the implementation of the provisions of para-

graph (e-1) of subdivision four of this section or of requlations

promulgated thereunder for any services provided prior to a date to be

determined in accordance with requlations, including emergency regqu-

lations, promulgated by the commissioner, provided, however, that until

such requlations are promulgated the payments required to be paid pursu-

ant to this paragraph shall be such payments as are required pursuant to

this paragraph for services provided on October nineteenth, two thousand

ten.

§ 32. Subparagraph (i) of paragraph (a-2) of subdivision 1 of section
2807-c¢ of the public health law, as amended by section 6 of part 00 of
chapter 57 of the laws of 2008, is amended to read as follows:

(i) wWith the exception of those enrollees covered under a payment rate
methodology agreement negotiated with a general hospital, payments for
inpatient hospital services provided to patients eligible for medical
assistance pursuant to title eleven of article five of the social
services law made by organizations operating in accordance with the
provisions of article forty-four of this chapter or by health mainte-
nance organizations organized and operating in accordance with article
forty-three of the insurance law shall be the rates of payment that
would be paid for such patients under the medical assistance program|,
(i)] as determined pursuant to this section, excluding (i) adjustments
pursuant to subdivision fourteen-f of this section, and (ii) excluding
medical education costs that are reimbursed directly to the general

hospital in accordance with paragraph (a-3) of this subdivision, and
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(iii) excluding adjustments made pursuant to paragraphs (c¢) and (e) of

subdivision eight of this section.

§ 33. ©Subdivision 8 of section 2807-c¢ of the public health law is
amended by adding a new paragraph (h) to read as follows:

(h) Notwithstanding any inconsistent provision of this section, subdi-

vision two of section twenty-eight hundred seven of this article, or any

other contrary provision of law and subject to the availability of

federal financial participation, the capital cost components of rates of

payment by governmental agencies for inpatient and outpatient services,

including emergency services, provided by general hospitals on and after

January first, two thousand fourteen shall be determined in accordance

with regqulations, including emergency requlations, promulgated by the

commissioner. Such requlations shall be developed in consultation with

the hospital industry.

§ 34. Section 364-i of the social services law is amended by adding a
new subdivision 7 to read as follows:

7. Notwithstanding the provisions of section one hundred thirty-three

of this chapter or any law to the contrary, no medical assistance, as

defined in section three hundred sixty-five-a of this title, shall be

authorized or required to be furnished to an individual prior to the

date the individual is determined eligible for assistance under this

title, except as provided for in this section or pursuant to the regqu-

lations of the department.

§ 35. Section 4406-c of the public health law is amended by adding a
new subdivision 9 to read as follows:

9. (a) Notwithstanding any inconsistent provision of law, contracts

with nursing homes to provide inpatient services shall ensure that the

resources made available by such contracts will support compensation for




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

01/20/13 39 12571-01-3

persons providing such inpatient nursing home services sufficient to

ensure the retention of a qualified workforce capable of providing high

quality care to the residents of such nursing homes.

(b) Such contracts shall require that standard rates of compensation

be paid to employees who provide inpatient nursing home services,

including nurses, nursing aides, orderlies, attendants, therapists and,

in addition, to any other occupations determined by the commissioner, in

consultation with the commissioner of labor, to provide inpatient nurs-

ing home services.

(¢) Such standard rates of compensation shall include a basic hourly

cash rate of pay and a supplemental benefit rate, which may be paid or

provided. Such rates shall be annually determined by the commissioner

of labor, in consultation with the commissioner, wutilizing wage and

fringe benefit data from various sources, including but not limited to,

data and determinations of federal, state or other governmental agen-

cies.

(d) The commissioner shall distribute notice of such rates to all such

nursing homes, which shall be deemed to be a term of, and included as

part of, all contracts subject to this section.

(e) A failure to comply with these provisions of this subdivision or

with requlations promulgated thereunder shall subject non-compliant

employers to the sanctions and enforcement processes set forth in the

labor law and regqulations for a failure to pay wages or to pay or

provide supplements, in addition to any penalties available under this

title.

(f) In the event the commissioner determines, in consultation with the

commissioner of labor, that a nursing home is materially out of compli-

ance with the provisions of this subdivision the commissioner shall




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

01/20/13 40 12571-01-3

require that such nursing home not accept new admissions pending remedij -

ation of such non-compliance, provided, however, that the commissioner

may waive such action if the commissioner determines that continued

admissions to such nursing home is required to maintain sufficient

access to nursing home services in the relevant geographic area.

(g) This subdivision shall apply to contracts with nursing homes that

are subject to review by the department under this article that are

issued, renewed, modified, altered or amended on or after October first,

two thousand thirteen.

(h) The commissioner and the commissioner of labor may each promulgate

reqgulations, in consultation with each other, to implement the

provisions of this subdivision.

§ 35-a. Subparagraph (i) of paragraph (b) of subdivision 1 of section
364-j of the social services law, as amended by chapter 433 of the laws
of 1997, is amended to read as follows:

(i) 4is authorized to operate under article forty-four of the public
health law or article forty-three of the insurance law and provides or
arranges, directly or indirectly (including by referral) for covered

comprehensive health services on a full capitation basis, including a

special needs managed care plan or comprehensive HIV special needs plan;

or

§ 36. Paragraphs (c), (m) and (p) of subdivision 1 of section 364-j of
the social services law, paragraph (c) as amended by section 12 of part
C of chapter 58 of the laws of 2004, paragraph (m) as amended by section
42-b of part H of chapter 59 of the laws of 2011, and paragraph (p) as
amended by chapter 649 of the laws of 1996, are amended and a new para-

graph (z) is added to read as follows:
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(c¢) "Managed care program". A statewide program in which medical
assistance recipients enroll on a voluntary or mandatory basis to
receive medical assistance services, including case management, directly
and indirectly (including by referral) from a managed care provider,
[and] including as applicable, a I[mental health special needs plan]

special needs managed care plan or a comprehensive HIV special needs

plan, under this section.

(m) "Special needs managed care plan" [and "specialized managed care
plan"] shall have the same meaning as in section forty-four hundred one
of the public health law.

(p) "Grievance". Any complaint presented by a participant or a partic-
ipant's representative for resolution through the grievance process of a
managed care provider[, comprehensive HIV special needs plan or a mental
health special needs plan].

(z) "Credentialed alcoholism and substance abuse counselor (CASAC)".

An individual credentialed by the office of alcoholism and substance

abuse services in accordance with applicable requlations of the commis-

sioner of alcoholism and substance abuse services.

§ 37. Paragraph (c¢) of subdivision 2 of section 364-j of the social
services law, as added by section 42-c of part H of chapter 59 of the
laws of 2011, is amended to read as follows:

(¢) The commissioner of health, jointly with the commissioner of
mental health and the commissioner of alcoholism and substance abuse
services shall be authorized to establish special needs managed care
[and specialized managed care] plans, under the medical assistance
program, in accordance with applicable federal law and regulations. The
commissioner of health, in cooperation with such commissioners, is

authorized, subject to the approval of the director of the division of



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

01/20/13 42 12571-01-3

the budget, to apply for federal waivers when such action would be
necessary to assist in promoting the objectives of this section.

§ 37-a. Paragraphs (b) and (c¢) of subdivision 3 of section 364-j of
the social services law are REPEALED.

§ 38. Paragraphs (a), (d) and (e) of subdivision 3 of section 364-j
of the social services law, paragraph (a) as amended by section 13 of
part C of chapter 58 of the laws of 2004, paragraph (d) as relettered by
section 77 and paragraph (e) as amended by section 77-a of part H of
chapter 59 of the laws of 2011, and paragraph (d) as amended by chapter
648 of the laws of 1999, is amended to read as follows:

(a) Every person eligible for or receiving medical assistance under
this article, who resides 1in a social services district providing
medical assistance, which has implemented the state's managed care
program shall participate in the program authorized by this section.
Provided, however, that participation in a comprehensive HIV special
needs plan also shall be in accordance with article forty-four of the
public health law and participation in a [mental health special needs]

special needs managed care plan shall also be in accordance with article

forty-four of the public health law and article thirty-one of the mental
hygiene law.

(d) [The] Until such time as program features and reimbursement rates

are approved by the commissioner of health, in consultation with the

commissioners of the office of mental health, the office for people with

developmental disabilities, the office of children and family services,

and the office of alcoholism and substance abuse services, as appropri-

ate, the following services shall not be provided to medical assistance

recipients through managed care programs established pursuant to this
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section, and shall continue to be provided outside of managed care
programs and in accordance with applicable reimbursement methodologies:

(i) day treatment services provided to individuals with developmental
disabilities;

(ii) comprehensive medicaid case management services provided to indi-
viduals with developmental disabilities;

(iii) services provided pursuant to title two-A of article twenty-five
of the public health law;

(iv) services provided pursuant to article eighty-nine of the educa-
tion law;

(v) mental health services provided by a certified voluntary free-
standing day treatment program where such services are provided in
conjunction with educational services authorized in an individualized
education program in accordance with regulations promulgated pursuant to
article eighty-nine of the education law;

(vi) long term services as determined by the commissioner of mental
retardation and developmental disabilities, provided to individuals with
developmental disabilities at facilities licensed pursuant to article
sixteen of the mental hygiene law or clinics serving individuals with
developmental disabilities at facilities licensed pursuant to article
twenty-eight of the public health law;

(vii) TB directly observed therapy;

(viii) AIDS adult day health care;

(ix) HIV COBRA case management; and

(x) other services as determined by the commissioner of health.

(e) The following categories of individuals may be required to enroll
with a managed care program when program features and reimbursement

rates are approved by the commissioner of health and, as appropriate,
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the commissioners of the [department] office of mental health, the
office for [persons] people with developmental disabilities, the office
of children and family services, and the office of [alcohol] alcoholism
and substance abuse services:

(i) an individual dually eligible for medical assistance and benefits
under the federal Medicare program [and enrolled in a Medicare managed
care plan offered by an entity that is also a managed care provider;
provided that (notwithstanding paragraph (g) of subdivision four of this

section) :]; provided, however, nothing herein shall require an individ-

ual enrolled in a managed long term care plan, pursuant to section

forty-four hundred three-f of the public health law, to disenroll from

such program;

[(a) if the individual changes his or her Medicare managed care plan
as authorized by title XVIII of the federal social security act, and
enrolls in another Medicare managed care plan that is also a managed
care provider, the individual shall be (if required by the commissioner
under this paragraph) enrolled in that managed care provider;

(b) if the individual changes his or her Medicare managed care plan as
authorized by title XVIII of the federal social security act, but
enrolls in another Medicare managed care plan that is not also a managed
care provider, the individual shall be disenrolled from the managed care
provider in which he or she was enrolled and withdraw from the managed
care program;

(¢) if the individual disenrolls from his or her Medicare managed care
plan as authorized by title XVIII of the federal social security act,
and does not enroll in another Medicare managed care plan, the individ-
ual shall be disenrolled from the managed care provider in which he or

she was enrolled and withdraw from the managed care program;
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(d) nothing herein shall require an individual enrolled in a managed
long term care plan, pursuant to section forty-four hundred three-f of
the public health law, to disenroll from such program.]

(ii) an individual eligible for supplemental security income;

(iii) HIV positive individuals;

(iv) persons with serious mental illness and children and adolescents
with serious emotional disturbances, as defined in section forty-four
hundred one of the public health law;

(v) a person receiving services provided by a residential alcohol or
substance abuse program or facility for the [mentally retarded] develop-

mentally disabled;

(vi) a person receiving services provided by an intermediate care

facility for the [mentally retarded] developmentally disabled or who has

characteristics and needs similar to such persons;

(vii) a person with a developmental or physical disability who
receives home and community-based services or care-at-home services
through existing waivers under section nineteen hundred fifteen (c) of
the federal social security act or who has characteristics and needs
similar to such persons;

(viii) a person who is eligible for medical assistance pursuant to
subparagraph twelve or subparagraph thirteen of paragraph (a) of subdi-
vision one of section three hundred sixty-six of this title;

(ix) a person receiving services provided by a long term home health
care program, Or a person receiving inpatient services in a state-oper-
ated psychiatric facility or a residential treatment facility for chil-
dren and youth;

(x) certified blind or disabled children 1living or expected to be

living separate and apart from the parent for thirty days or more;
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(xi) residents of nursing facilities;

(xii) a foster child in the placement of a voluntary agency or in the
direct care of the local social services district;

(xiii) a person or family that is homeless; [and]

(xiv) individuals for whom a managed care provider 1is not geograph-
ically accessible so as to reasonably provide services to the person. A
managed care provider is not geographically accessible if the person
cannot access the provider's services in a timely fashion due to
distance or travel timel[.];

(xv) a person eligible for Medicare participating in a capitated

demonstration program for long term care;

(xvi) an infant living with an incarcerated mother in a state or local

correctional facility as defined in section two of the correction law;

(xvii) a person who is expected to be eligible for medical assistance

for less than six months;

(xviii) a person who is eligible for medical assistance benefits only

with respect to tuberculosis-related services;

(xix) individuals receiving hospice services at time of enrollment;

(xx) a person who has primary medical or health care coverage avail-

able from or under a third-party payor which may be maintained by

payment, or part payment, of the premium or cost sharing amounts, when

payment of such premium or cost sharing amounts would be cost-effective,

as determined by the local social services district;

(xxi) a person receiving family planning services pursuant to subpara-

graph eleven of paragraph (a) of subdivision one of section three

hundred sixty-six of this title;
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(xxii) a person who is eligible for medical assistance pursuant to

paragraph (v) of subdivision four of section three hundred sixty-six of

this title;

(xxiii) a person who is Medicare/Medicaid dually eligible and who is

not enrolled in a Medicare managed care plan;

(xxiv) individuals with a chronic medical condition who are being

treated by a specialist physician that is not associated with a managed

care provider in the individual's social services district; and

(xxv) Native Americans.

§ 39. Subparagraphs (ii), (iv) and (vii) of paragraph (e), subpara-
graphs (i) and (v) of paragraph (f) and paragraphs (g), (h), (i), (o),
(p), (g) and (r) of subdivision 4 of section 364-j of the social
services 1law, subparagraphs (ii), (iv) and (vii) of paragraph (e),
subparagraph (v) of paragraph (f) and paragraph (g) as amended by
section 14 of part C of chapter 58 of the laws of 2004, subparagraph (i)
of paragraph (f) as amended by section 79 of part H of chapter 59 of the
laws of 2011, paragraph (h) as amended by chapter 433 of the laws of
1997, and paragraphs (i), (o), (p), (q) and (r) as amended by chapter
649 of the laws of 1996, are amended and a new paragraph (v) is added to
read as follows:

(ii) In any social services district which has implemented a mandatory
managed care program pursuant to this section, the requirements of this
subparagraph shall apply to the extent consistent with federal 1law and
regulations. The department of health, may contract with one or more
independent organizations to provide enrollment counseling and enroll-
ment services, for participants required to enroll in managed care
programs, for each social services district requesting the services of

an enrollment broker. To select such organizations, the department of
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health shall issue a request for proposals (RFP), shall evaluate
proposals submitted in response to such RFP and, pursuant to such RFP,
shall award a contract to one or more qualified and responsive organiza-
tions. Such organizations shall not be owned, operated, or controlled by
any governmental agency, managed care provider, [comprehensive HIV
special needs plan, mental health special needs plan,] or medical
services provider.

(iv) Local social services districts or enrollment organizations
through their enrollment counselors shall provide participants with the
opportunity for face to face counseling including individual counseling
upon request of the participant. Local social services districts or
enrollment organizations through their enrollment counselors shall also
provide participants with information in a culturally and linguistically
appropriate and understandable manner, in light of the participant's
needs, circumstances and language proficiency, sufficient to enable the
participant to make an informed selection of a managed care provider.
Such information shall include, but shall not be limited to: how to
access care within the program; a description of the medical assistance
services that can be obtained other than through a managed care provid-
er[, mental health special needs plan or comprehensive HIV special needs
plan]; the available managed care providers|[, mental health special
needs plans and comprehensive HIV special needs plans] and the scope of
services covered by each; a listing of the medical services providers
associated with each managed care provider; the participants' rights
within the managed care program; and how to exercise such rights.
Enrollment counselors shall inquire into each participant's existing
relationships with medical services providers and explain whether and

how such relationships may be maintained within the managed care
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program. For enrollments made during face to face counseling, if the
participant has a preference for particular medical services providers,
enrollment counselors shall verify with the medical services providers
that such medical services providers whom the participant prefers
participate in the managed care provider's network and are available to
serve the participant.

(vii) Any marketing materials developed by a managed care provider|,
comprehensive HIV special needs plan or mental health special needs
plan] shall be approved by the department of health or the local social

services district, and the commissioner of mental health and the commis-

sioner of alcoholism and substance abuse services, where appropriate,

within sixty days prior to distribution to recipients of medical assist-
ance. All marketing materials shall be reviewed within sixty days of
submission.

(i) Participants shall choose a managed care provider at the time of
application for medical assistance; if the participant does not choose
such a provider the commissioner shall assign such participant to a
managed care provider in accordance with subparagraphs (ii), (iii), (iv)
and (v) of this paragraph. Participants already in receipt of medical
assistance shall have no less than thirty days from the date selected by
the district to enroll in the managed care program to select a managed
care provider[, and as appropriate, a mental health special needs plan,]
and shall be provided with information to make an informed choice. Where
a participant has not selected such a provider [or mental health special
needs plan,] the commissioner of health shall assign such participant to
a managed care provider[, and] which, if as appropriate, [to] may be a

[mental health special needs plan] special needs managed care plan,

taking into account capacity and geographic accessibility. The commis-
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sioner may after the period of time established in subparagraph (ii) of
this paragraph assign participants to a managed care provider taking
into account quality performance criteria and cost. Provided however,
cost criteria shall not be of greater value than quality criteria in
assigning participants.

(v) The commissioner shall assign all participants not otherwise
assigned to a managed care plan pursuant to subparagraphs (ii), (iii)
and (iv) of this paragraph equally among each of the managed care
providers that meet the criteria established in subparagraph (i) of this

paragraph; provided, however, that the commissioner shall assign indj-

viduals meeting the criteria for enrollment in a special needs managed

care plan to such plan or plans where available.

(g) If another managed care provider[, mental health special needs
plan or comprehensive HIV special needs plan] is available, participants
may change such provider or plan without cause within thirty days of
notification of enrollment or the effective date of enrollment, whichev-
er 1is later with a managed care provider[, mental health special needs
plan or comprehensive HIV special needs plan] by making a request of the
local social services district except that such period shall be forty-
five days for participants who have been assigned to a provider by the
commissioner of health. However, after such thirty or forty-five day
period, whichever is applicable, a participant may be prohibited from
changing managed care providers more frequently than once every twelve
months, as permitted by federal law except for good cause as determined
by the commissioner of health through regulations.

(h) If another medical services provider is available, a participant
may change his or her provider of medical services (including primary

care practitioners) without cause within thirty days of the partic-
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ipant's first appointment with a medical services provider by making a
request of the managed care provider[, mental health special needs plan
or comprehensive HIV special needs plan]. However, after that thirty day
period, no participant shall be permitted to change his or her provider
of medical services other than once every six months except for good
cause as determined by the commissioner through regulations.

(i) A managed care provider[, mental health special needs plan, and
comprehensive HIV special needs plan] requesting a disenrollment shall
not disenroll a participant without the prior approval of the local
social services district in which the participant resides, provided that

disenrollment from a [mental health special needs plan] special needs

managed care plan must comply with the standards of the commissioner of

health, the commissioner of alcoholism and substance abuse services, and

the commissioner of mental health. A managed care provider[, mental
health special needs plan or comprehensive HIV special needs plan] shall
not request disenrollment of a participant based on any diagnosis,
condition, or perceived diagnosis or condition, or a participant's
efforts to exercise his or her rights under a grievance process,
provided however, that a managed care provider may, where medically
appropriate, request permission to refer participants to a [mental

health special needs plan] managed care provider that is a special needs

managed care plan or a comprehensive HIV special needs plan after

consulting with such participant and upon obtaining his/her consent to
such referral, and[,] provided further that a [mental health special

needs plan] special needs managed care plan may, where clinically appro-

priate, disenroll individuals who no 1longer require the 1level of

services provided by a [mental health special needs plan] special needs

managed care plan.
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(0) A managed care provider shall provide or arrange, directly or
indirectly, (including by referral) for the full range of covered
services to all participants, notwithstanding that such participants may
be eligible to be enrolled in a comprehensive HIV special needs plan or

[mental health special needs plan] special needs managed care plan.

(p) A managed care provider[, comprehensive HIV special needs plan and
mental health special needs plan] shall implement procedures to communi -
cate appropriately with participants who have difficulty communicating
in English and to communicate appropriately with visually-impaired and
hearing-impaired participants.

(d) A managed care provider[, comprehensive HIV special needs plan and
mental health special needs plan] shall comply with applicable state and
federal 1law provisions prohibiting discrimination on the basis of disa-
bility.

(r) A managed care provider[, comprehensive HIV special needs plan and
mental health special needs plan] shall provide services to participants
pursuant to an order of a court of competent jurisdiction, provided
however, that such services shall be within such provider's or plan's
benefit package and are reimbursable under title xix of the federal
social security act.

(v) A managed care provider must allow enrollees to access chemical

dependence treatment services from facilities certified by the office of

alcoholism and substance abuse services, even if sgsuch services are

rendered by a practitioner who would not otherwise be separately reim-

bursed, including but not limited to a credentialed alcoholism and

substance abuse counselor (CASAC).
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§ 40. Paragraph (a) of subdivision 5 of section 364-j of the social
services law, as amended by section 15 of part C of chapter 58 of the
laws of 2004, is amended to read as follows:

(a) The managed care program shall provide for the selection of quali-
fied managed care providers by the commissioner of health [and, as
appropriate, mental health special needs plans and comprehensive HIV

special needs plans] to participate in the program, including comprehen-

sive HIV special needs plans and special needs managed care plans in

accordance with the provisions of section three hundred sixty-five-m of

this title; provided, however, that the commissioner of health may

contract directly with comprehensive HIV special needs plans consistent
with standards set forth in this section, and assure that such providers
are accessible taking into account the needs of persons with disabili-
ties and the differences between rural, suburban, and wurban settings,
and in sufficient numbers to meet the health care needs of participants,
and shall consider the extent to which major public hospitals are
included within such providers' networks.

§ 41. The opening paragraph of subdivision 6 of section 364-j of the
social services 1law, as added by chapter 649 of the laws of 1996, is
amended to read as follows:

6. A managed care provider[, mental health special needs plan or
comprehensive HIV special needs plan provider] shall not engage in the
following practices:

§ 42. Subdivision 17 of section 364-j of the social services 1law, as
amended by section 94 of part B of chapter 436 of the laws of 1997, is
amended to read as follows:

17. (a) The provisions of this section regarding participation of

persons receiving family assistance and supplemental security income in
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managed care programs shall be effective if, and as long as, federal
financial participation is available for expenditures for services
provided pursuant to this section.

(b) The provisions of this section regarding the furnishing of health

and behavioral health services through a special needs managed care plan

shall be effective if, and as long as, federal financial participation

igs available for expenditures for services provided by such plans pursu-

ant to this section.

§ 43. Subdivision 20 of section 364-j of the social services law, as
added by chapter 649 of the laws of 1996, is amended to read as follows:
20. Upon a determination that a participant appears to be suitable for
admission to a comprehensive HIV special needs plan or a [mental health

special needs plan] special needs managed care plan, a managed care

provider shall inform the participant of the availability of such plans,
where available and appropriate.

§ 44. Paragraph (a) of subdivision 23 of section 364-j of the social
services law, as added by section 65 of part A of chapter 57 of the laws
of 2006, is amended to read as follows:

(a) As a means of protecting the health, safety and welfare of recipi-
ents, 1in addition to any other sanctions that may be imposed, the

commissioner, in consultation with the commissioners of the office of

mental health and the office of alcoholism and substance abuse services,

where appropriate, shall appoint temporary management of a managed care

provider upon determining that the managed care provider has repeatedly
failed to meet the substantive requirements of sections 1903 (m) and 1932
of the federal Social Security Act and regulations. A hearing shall not

be required prior to the appointment of temporary management.
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§ 45. The opening paragraph of subdivision 4 of section 365-m of the
social services law, as added by section 42-d of part H of chapter 59 of
the laws of 2011, is amended to read as follows:

The commissioners of the office of mental health, the office of alco-
holism and substance abuse services and the department of health, shall
have the responsibility for jointly designating on a regional basis,
after consultation with the local social services district and local
governmental unit, as such term is defined in the mental hygiene law, of
a city with a population of over one million persons, and after consul-
tation of other affected counties, a 1limited number of [specialized
managed care plans under section three hundred sixty-four-j of this

title,] special [need] needs managed care plans under section three

hundred sixty-four-j of this title[, and/or integrated physical and
behavioral health provider systems certified under article twenty-nine-E
of the public health law] capable of managing the behavioral and phys-
ical health needs of medical assistance enrollees with significant
behavioral health needs. Initial designations of such plans [or provider
systems] should be made no later than April first, two thousand [thir-
teen] fourteen, provided, however, such designations shall be contingent
upon a determination by such state commissioners that the entities to be
designated have the capacity and financial ability to provide services
in such plans [or provider systems], and that the region has a suffi-
cient population and service base to support such plans [and systems].
Once designated, the commissioner of health shall make arrangements to
enroll such enrollees in such plans [or integrated provider systems] and
to pay such plans [or provider systems] on a capitated or other basis to
manage, coordinate, and pay for behavioral and physical health medical

assistance services for such enrollees. Notwithstanding any inconsistent
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provision of section one hundred twelve and one hundred sixty-three of
the state finance law, and section one hundred forty-two of the economic
development 1law, or any other law to the contrary, the designations of
such plans [and provider systems], and any resulting contracts with such
plans[,] or providers [or provider systems] are authorized to be entered
into by such state commissioners without a competitive bid or request
for proposal process, provided however that:

§ 46. Subdivision 8 of section 4401 of the public health law, as added
by section 42 of part H of chapter 59 of the laws of 2011, is amended to
read as follows:

8. "Special needs managed care plan" [or ‘"specialized managed care
plan"] shall mean a combination of persons natural or corporate, or any
groups of such persons, or a county or counties, who enter into an
arrangement, agreement or plan, or combination of arrangements, agree-
ments or plans, to provide health and behavioral health services to
enrollees with significant behavioral health needs.

§ 47. Section 4403-d of the public health law, as added by section
42-a of part H of chapter 59 of the laws of 2011, is amended to read as
follows:

§ 4403-d. Special needs managed care plans [and specialized managed
care plans]. No person, group of persons, county or counties may operate
a special needs managed care plan [or specialized managed care planl]
without first obtaining a certificate of authority from the commission-
er, issued jointly with the commissioner of the office of mental health
and the commissioner of the office of alcoholism and substance abuse
services.

§ 47-a. Subparagraphs (iii) and (iv) of paragraph (b) of subdivision

7 of section 4403-f of the public health law are REPEALED.
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§ 48. Subparagraph (v) of paragraph (b) of subdivision 7 of section
4403-f of the public health law, as amended by section 41-b of part H of
chapter 59 of the laws of 2011, is amended to read as follows:

(v) The following medical assistance recipients shall not be eligible
to participate in a managed long term care program or other care coordi-
nation model established pursuant to this paragraph until program
features and reimbursement rates are approved by the commissioner and,
as applicable, the commissioner of developmental disabilities:

(1) a person enrolled in a managed care plan pursuant to section three
hundred sixty-four-j of the social services law;

(2) a participant in the traumatic brain injury waiver program;

(3) a participant in the nursing home transition and diversion waiver
program;

(4) a person enrolled in the assisted living program;

(5) a person enrolled in home and community based waiver programs
administered by the office for people with developmental
disabilities[.];

() a person who is expected to be eligible for medical assistance for

less than six months, for a reason other than that the person is eligi-

ble for medical assistance only through the application of excess income

toward the cost of medical care and services;

(7) a person who is eligible for medical assistance benefits only with

respect to tuberculosis-related services;

(8) a person receiving hospice services at time of enrollment;

(9) a person who has primary medical or health care coverage available

from or under a third-party payor which may be maintained by payment, or

part payment, of the premium or cost sharing amounts, when payment of
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such premium or cost sharing amounts would be cost-effective, as deter-

mined by the social services district;

(10) a person receiving family planning services pursuant to subpara-

graph eleven of paragraph (a) of subdivision one of section three

hundred sixty-six of the social services law;

(11) a person who is eligible for medical assistance pursuant to para-

graph (v) of subdivision four of section three hundred sixty-six of the

social services law; and

(12) Native Americans.

§ 48-a. Notwithstanding any contrary provision of law, the commission-
er of alcoholism and substance abuse services is authorized, subject to
the approval of the director of the budget, to transfer to the commis-
sioner of health state funds to be utilized as the state share for the
purpose of increasing payments under the medicaid program to managed
care organizations licensed under article 44 of the public health law or
under article 43 of the insurance law. Such managed care organizations
shall wutilize such funds for the purpose of reimbursing hospital-based
and free-standing chemical dependence outpatient and opioid treatment
clinics 1licensed pursuant to article 28 of the public health law or
article 32 of the mental hygiene law for chemical dependency services,
as determined by the commissioner of health, in consultation with the
commissioner of alcoholism and substance abuse services, provided to
medicaid eligible outpatients. Such reimbursement shall be in the form
of fees for such services which are equivalent to the payments estab-
lished for such services under the ambulatory patient group (APG) rate-
setting methodology as utilized by the department of health or by the
office of alcoholism and substance abuse services for rate-setting

purposes; provided, however, that the increase to such fees that shall
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result from the provisions of this section shall not, in the aggregate
and as determined by the commissioner of health, in consultation with
the commissioner of alcoholism and substance abuse services, be greater
than the increased funds made available pursuant to this section. The
commissioner of health may, in consultation with the commissioner of
alcoholism and substance abuse services, promulgate regulations, includ-
ing emergency regulations, as are necessary to implement the provisions
of this section.

§ 49. Section 2 of part H of chapter 111 of the laws of 2010 relating
to increasing Medicaid payments to providers through managed care organ-
izations and providing equivalent fees through an ambulatory patient
group methodology, is amended to read as follows:

§ 2. This act shall take effect immediately and shall be deemed to
have been in full force and effect on and after April 1, 2010, and shall

expire on March 31, 2015.

§ 50. Paragraph (e) of subdivision 8 of section 2511 of the public
health law, as added by section 2l1-a of part B of chapter 109 of the
laws of 2010, is amended and a new paragraph (h) is added to read as
follows:

(e) The commissioner shall adjust subsidy payments to approved organ-

izations made on and after April first, two thousand ten through March

thirty-first, two thousand thirteen, so that the amount of each such

payment, as otherwise calculated pursuant to this subdivision, is
reduced by twenty-eight percent of the amount by which such calculated
payment exceeds the statewide average subsidy payment for all approved
organizations in effect on April first, two thousand ten. Such statewide
average subsidy payment shall be calculated by the commissioner and

shall not reflect adjustments made pursuant to this paragraph.
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(h) Notwithstanding any inconsistent provision of this title, articles

thirty-two and forty-three of the insurance law and subsection (e) of

section eleven hundred twenty of the insurance 1law, effective April

first, two thousand thirteen:

(i) The commissioner shall, subject to approval of the director of the

division of the budget, develop reimbursement methodologies for deter-

mining the amount of subsidy payments made to approved organizations for

the cost of covered health care services coverage provided pursuant to

this title.

(ii) The commissioner, in consultation with entities representing

approved organizations, shall select and contract with an independent

actuary to review such reimbursement methodologies; provided, however,

notwithstanding section one hundred sixty-three of the state finance

law, the commissioner may select and contract with the independent actu-

ary selected pursuant to subdivision eighteen of section three hundred

sixty-four-j of the social services law, without a competitive bid or

request for proposal process. Such independent actuary shall review and

make recommendations concerning appropriate actuarial assumptions rele-

vant to the establishment of reimbursement methodologies, including but

not limited to the adequacy of subsidy payment amounts in relation to

the population to be served adjusted for case mix, the scope of services

approved organizations must provide, the utilization of such services

and the network of providers required to meet state standards.

(iii) For the period April first, two thousand thirteen through Decem-

ber thirty-first, two thousand thirteen, subsidy payments made to

approved organizations shall be at amounts approved prior to April

first, two thousand thirteen. On and after January first, two thousand

fourteen, subsidy payments made to approved organizations shall be at
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amounts determined by the commissioner in accordance with this para-

graph.

§ 51. Paragraph (b) of subdivision 7 of section 2511 of the public
health law, as amended by chapter 923 of the laws of 1990, is amended to
read as follows:

(b) The commissioner, in consultation with the superintendent, shall
make a determination whether to approve, disapprove or recommend modifi-
cation of the proposal. In order for a proposal to be approved by the
commissioner, the proposal must also be approved by the superintendent
with respect to the provisions of subparagraphs (viii) [through], (ix)
and (xii) of paragraph (a) of this subdivision.

§ 52. Subparagraph (ii) of paragraph (e) of subdivision 4 of section
364-j of the social services law, as amended by section 14 of part C of
chapter 58 of the laws of 2004, is amended to read as follows:

(ii) In any social services district which has implemented a mandatory
managed care program pursuant to this section, the requirements of this
subparagraph shall apply to the extent consistent with federal law and
regulations. The department of health, may contract with one or more
independent organizations to provide enrollment counseling and enroll-
ment services, for participants required to enroll in managed care
programs, for each social services district [requesting the services of

an enrollment broker] which has implemented a mandatory managed care

program. To select such organizations, the department of health shall
issue a request for proposals (RFP), shall evaluate proposals submitted
in response to such RFP and, pursuant to such RFP, shall award a
contract to one or more qualified and responsive organizations. Such

organizations shall not be owned, operated, or controlled by any govern-
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mental agency, managed care provider, comprehensive HIV special needs
plan, mental health special needs plan, or medical services provider.

§ 53. Subparagraph (vii) of paragraph (b) of subdivision 7 of section
4403-f of the public health law, as amended by section 40-a of part D of
chapter 56 of the laws of 2012, is amended to read as follows:

(vii) Managed long term care provided and plans certified or other
care coordination model established pursuant to this paragraph shall
comply with the provisions of paragraphs (4), (i), (t), and (u) and

subparagraph (iii) of paragraph (a) and [subparagraph] subparagraphs

(ii) and (iv) of paragraph (e) of subdivision four of section three
hundred sixty-four-j of the social services law.

§ 54. Subparagraph (iii) of paragraph (g) of subdivision 7 of section
4403-f of the public health law, as amended by section 41-b of part H of
chapter 59 of the laws of 2011, is amended to read as follows:

(iii) The enrollment application shall be submitted by the managed
long term care plan or demonstration to the entity designated by the
department prior to the commencement of services under the managed long
term care plan or demonstration. [For purposes of reimbursement of the
managed long term care plan or demonstration, if the enrollment applica-
tion is submitted on or before the twentieth day of the month, the
enrollment shall commence on the first day of the month following the
completion and submission and if the enrollment application is submitted
after the twentieth day of the month, the enrollment shall commence on
the first day of the second month following submission.] Enrollments
conducted by a plan or demonstration shall be subject to review and
audit by the department or a contractor selected pursuant to paragraph

(d) of this subdivision.
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§ 55. Paragraph (a) of subdivision 8 of section 3614 of the public
health 1law, as added by section 54 of part J of chapter 82 of the laws
of 2002, is amended to read as follows:

(a) Notwithstanding any inconsistent provision of law, rule or regu-
lation and subject to the provisions of paragraph (b) of this subdivi-
sion and to the availability of federal financial participation, the
commissioner shall adjust medical assistance rates of payment for

services provided by certified home health agencies for such services

provided to children under eighteen vears of age and for services

provided to a special needs population of medically complex and fragile

children, adolescents and young disabled adults by a CHHA operating

under a pilot program approved by the department, long term home health

care programs and AIDS home care programs in accordance with this para-
graph and paragraph (b) of this subdivision for purposes of improving
recruitment and retention of non-supervisory home care services workers
or any worker with direct patient care responsibility in the following
amounts for services provided on and after December first, two thousand
two.

(i) rates of payment by governmental agencies for certified home

health agency services for such services provided to children under

eighteen vears of age and for services provided to a special needs popu-

lation of medically complex and fragile children, adolescents and young

disabled adults by a CHHA operating under a pilot program approved by

the department (including services provided through contracts with

licensed home care services agencies) shall be increased by three
percent;
(ii) rates of payment by governmental agencies for long term home

health care program services (including services provided through
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contracts with licensed home care services agencies) shall be increased
by three percent; and

(iii) rates of payment by governmental agencies for AIDS home care
programs (including services provided through contracts with 1licensed
home care services agencies) shall be increased by three percent.

§ 56. The opening paragraph of subdivision 9 of section 3614 of the
public health law, as amended by section 5 of part C of chapter 109 of
the laws of 2006, is amended to read as follows:

Notwithstanding any law to the contrary, the commissioner shall,
subject to the availability of federal financial participation, adjust
medical assistance rates of payment for certified home health agencies

for such services provided to children under eighteen years of age and

for services provided to a special needs population of medically complex

and fragile children, adolescents and young disabled adults by a CHHA

operating under a pilot program approved by the department, long term

home health care programs, AIDS home care programs established pursuant
to this article, hospice programs established wunder article forty of
this chapter and for managed long term care plans and approved managed
long term care operating demonstrations as defined in section forty-four
hundred three-f of this chapter. Such adjustments shall be for purposes
of improving recruitment, training and retention of home health aides or
other personnel with direct patient care responsibility in the following
aggregate amounts for the following periods:

§ 57. Paragraph (a) of subdivision 10 of section 3614 of the public
health law, as amended by section 24 of part C of chapter 59 of the laws
of 2011, is amended to read as follows:

(a) Such adjustments to rates of payments shall be allocated propor-

tionally based on each certified home health [agency's] agency, long
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term home health care program, AIDS home care and hospice program's home
health aide or other direct care services total annual hours of service
provided to medicaid patients, as reported in each such agency's most
recently available cost report as submitted to the department or for the
purpose of the managed long term care program a suitable proxy developed
by the department in consultation with the interested parties. Payments
made pursuant to this section shall not be subject to subsequent adjust-

ment or reconciliation; provided that such adjustments to rates of

payments to certified home health agencies shall only be for that

portion of services provided to children under eighteen years of age and

for services provided to a special needs population of medically complex

and fragile children, adolescents and young disabled adults by a CHHA

operating under a pilot program approved by the department.

§ 58. Paragraph (h) of subdivision 21 of section 2808 of the public
health law, as amended by section 8 of part D of chapter 58 of the 1laws
of 2009, is amended to read as follows:

(h) The total amount of funds to be allocated and distributed as
medical assistance for financially disadvantaged residential health care
facility rate adjustments to eligible facilities for a rate period in
accordance with this subdivision shall be thirty million dollars for the
period October first, two thousand four through December thirty-first,
two thousand four and thirty million dollars on an annualized basis for
rate periods on and after January first, two thousand five through
December thirty-first, two thousand eight and thirty million dollars on
an annualized basis on and after January first, two thousand nine

through December thirty-first, two thousand twelve. The nonfederal share

of such rate adjustments shall be paid by the state, with no 1local

share, from allocations made pursuant to paragraph (hh) of subdivision
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one of section twenty-eight hundred seven-v of this article. In the
event the statewide total of the annual rate adjustments determined
pursuant to paragraph (g) of this subdivision varies from the amounts
set forth in this paragraph, each qualifying facility's rate adjustment
shall be proportionately increased or decreased such that the total of
the annual rate adjustments made pursuant to this subdivision is equal
to the amounts set forth in this paragraph on a statewide basis.

§ 59. Paragraph (d) of subdivision 2-b of section 2808 of the public
health 1law, as added by section 47 of part C of chapter 109 of the laws
of 2006, is amended to read as follows:

(d) Cost reports submitted by residential health care facilities for
the two thousand two calendar year or any part thereof shall, notwith-
standing any contrary provision of law, be subject to audit through
December thirty-first, two thousand [fourteen] eighteen and facilities
shall retain for the purpose of such audits all fiscal and statistical
records relevant to such cost reports, provided, however, that any such
audit commenced on or before December thirty-first, two thousand [four-
teen] eighteen, may be completed and used for the purpose of adjusting
any Medicaid rates which utilize such costs.

§ 60. Subparagraph (ii) of paragraph (a) of subdivision 2-b of section
2808 of the public health law, as added by section 47 of part C of chap-
ter 109 of the laws of 2006, is amended to read as follows:

(ii) Rates for the periods two thousand seven and two thousand eight
shall be further adjusted by a per diem add-on amount, as determined by
the commissioner, reflecting the proportional amount of each facility's
projected Medicaid benefit to the total projected Medicaid benefit for
all facilities of the imputed use of the rate-setting methodology set

forth in paragraph (b) of this subdivision, provided, however, that for
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those facilities that do not receive a per diem add-on adjustment pursu-
ant to this subparagraph, rates shall be further adjusted to include the
proportionate benefit, as determined by the commissioner, of the expira-
tion of the opening paragraph and paragraph (a) of subdivision sixteen
of this section and of paragraph (a) of subdivision fourteen of this
section, provided, further, however, that the aggregate total of the
rate adjustments made pursuant to this subparagraph shall not exceed one
hundred thirty-seven million five hundred thousand dollars for the two
thousand seven rate period and one hundred sixty-seven million five
hundred thousand dollars for the two thousand eight rate period and

provided further, however, that such rate adjustments as made pursuant

to this subparagraph prior to two thousand twelve shall not be subject

to subsequent adjustment or reconciliation.

§ 61. Subparagraph (i) of paragraph (b) of subdivision 2-b of section
2808 of the public health law, as amended by section 94 of part H of
chapter 59 of the laws of 2011, is amended to read as follows:

(i) (A) Subject to the provisions of subparagraphs (ii) through (xiv)
of this paragraph, for periods on and after April first, two thousand
nine the operating cost component of rates of payment shall reflect
allowable operating costs as reported in each facility's cost report for
the two thousand two calendar year, as adjusted for inflation on an
annual basis in accordance with the methodology set forth in paragraph
(¢) of subdivision ten of section twenty-eight hundred seven-c¢ of this
article, provided, however, that for those facilities which [do not
receive a per diem add-on adjustment pursuant to subparagraph (ii) of

paragraph (a) of this subdivision] are determined by the commissioner to

be qualifying facilities in accordance with the provisions of clause (B)

of this subparagraph, rates shall be further adjusted to include the
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proportionate benefit, as determined by the commissioner, of the expira-
tion of the opening paragraph and paragraph (a) of subdivision sixteen
of this section and of paragraph (a) of subdivision fourteen of this
section, and provided further that the operating cost component of rates
of payment for those facilities which [did not receive a per diem
adjustment in accordance with subparagraph (ii) of paragraph (a) of this

subdivision] are determined by the commissioner to be gualifving facili-

ties in accordance with the provisions of clause (B) of this subpara-

graph shall not be 1less than the operating component such facilities
received in the two thousand eight rate period, as adjusted for
inflation on an annual basis 1in accordance with the methodology set
forth in paragraph (¢) of subdivision ten of section twenty-eight
hundred seven-c¢ of this article and further provided, however, that
rates for facilities whose operating cost component reflects base year
costs subsequent to January first, two thousand two shall have rates
computed in accordance with this paragraph, utilizing allowable operat-
ing costs as reported in such subsequent base year period, and trended
forward to the rate year in accordance with applicable inflation
factors.

(B) For the purposes of this subparagraph qualifying facilities are

those facilities for which the commissioner determines that their

reported two thousand two base year operating cost component, as defined

in accordance with the regulations of the department as set forth in 10

NYCRR 86-2.10(a) (7); is less than the operating component such facili-

ties received in the two thousand eight rate period, as adjusted by

applicable trend factors.

§ 62. Subdivision 2-c¢ of section 2808 of the public health 1law is

amended by adding a new paragraph (e) to read as follows:
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(e) Notwithstanding any inconsistent provision of this section or any

contrary provision of law and subject to the availability of federal

financial participation, the capital cost components of rates of payment

by governmental agencies for inpatient services provided by residential

health care facilities on and after January first, two thousand fourteen

shall be determined in accordance with regqulations, including emergency

requlations, promulgated by the commissioner. Such reqgulations shall be

developed in consultation with the nursing home industry.

§ 63. Paragraph (e-1) of subdivision 12 of section 2808 of the public
health law, as amended by section 1 of part D of chapter 59 of the 1laws
of 2011, is amended to read as follows:

(e-1) Notwithstanding any inconsistent provision of law or regulation,
the commissioner shall provide, in addition to payments established
pursuant to this article prior to application of this section, addi-
tional payments under the medical assistance program pursuant to title
eleven of article five of the social services law for non-state operated
public residential health care facilities, including public residential
health care facilities 1located in the county of Nassau, the county of
Westchester and the county of Erie, but excluding public residential
health care facilities operated by a town or city within a county, in
aggregate annual amounts of up to one hundred fifty million dollars in
additional payments for the state fiscal year beginning April first, two
thousand six and for the state fiscal year beginning April first, two
thousand seven and for the state fiscal year beginning April first, two
thousand eight and of up to three hundred million dollars in such aggre-
gate annual additional payments for the state fiscal year beginning
April first, two thousand nine, and for the state fiscal year beginning

April first, two thousand ten and for the state fiscal year beginning
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April first, two thousand eleven, and for the state fiscal years begin-
ning April first, two thousand twelve and April first, two thousand
thirteen. The amount allocated to each eligible public residential
health care facility for this period shall be computed in accordance
with the provisions of paragraph (f) of this subdivision, provided,
however, that patient days shall be utilized for such computation
reflecting actual reported data for two thousand three and each repre-

sentative succeeding year as applicable, and provided further, however,

that, in consultation with impacted providers, of the funds allocated

for distribution in the state fiscal year beginning April first, two

thousand thirteen, up to sixteen million dollars may be allocated in

accordance with paragraph (f-1) of this subdivision.

§ 64. Subdivision 12 of section 2808 of the public health law is
amended by adding a new paragraph (f-1) to read as follows:

(f-1) Funds allocated by the provisions of paragraph (e-1) of this

subdivision for distribution pursuant to this paragraph, shall be allo-

cated proportionally to those public residential health care facilities

which were subject to retroactive reductions in payments made pursuant

to this subdivision for state fiscal year periods beginning April first,

two thousand six.

§ 65. Paragraph (a) of subdivision 6 of section 4403-f of the public
health 1law, as amended by section 41-b of part H of chapter 59 of the
laws of 2011, is amended to read as follows:

(a) An applicant shall be issued a certificate of authority as a
managed long term care plan upon a determination by the commissioner
that the applicant complies with the operating requirements for a

managed 1long term care plan under this section. [The commissioner shall
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issue no more than seventy-five certificates of authority to managed
long term care plans pursuant to this section.]

§ 66. Paragraph (c¢) of subdivision 2-c of section 2808 of the public
health law, as added by section 95 of part H of chapter 59 of the 1laws
of 2011, is amended to read as follows:

(c¢) The non-capital component of the rates for: (i) AIDS facilities or
discrete AIDS units within facilities; (ii) discrete units for residents
receiving care in a long-term inpatient rehabilitation program for trau-
matic brain injured persons; (iii) discrete units providing specialized
programs for residents requiring behavioral interventions; (iv) discrete
units for long-term ventilator dependent residents; and (v) facilities
or discrete wunits within facilities that provide extensive nursing,
medical, psychological and counseling support services solely to chil-
dren shall reflect the rates in effect for such facilities on January
first, two thousand nine, as adjusted for inflation and rate appeals in
accordance with applicable statutes, provided, however, that such rates
for facilities described in subparagraph (i) of this paragraph shall
reflect the application of the provisions of section twelve of part D of
chapter fifty-eight of the 1laws of two thousand nine, and provided
further, however, that insofar as such rates reflect trend adjustments
for trend factors attributable to the two thousand eight and two thou-
sand nine calendar years the aggregate amount of such trend factor
adjustments shall be subject to the provisions of section two of part D
of chapter fifty-eight of the laws of two thousand nine, as amended; and

provided further, however, that notwithstanding any inconsistent

provisions of this subdivision and subject to the availability of feder-

al financial participation, for all rate periods on and after April

first, two thousand fourteen, rates consistent with paragraphs (a) and
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(b) of this subdivision for facilities described in this paragraph,

including a patient acuity adjustment for facilities described in

subparagraph (v) of this paragraph, shall be established by the commis-

sioner by requlation as authorized by paragraph (d) of this subdivision

and in consultation with affected providers.

§ 67. Paragraph (a) of subdivision 3 of section 366 of the social
services 1law, as amended by chapter 110 of the laws of 1971, is amended
to read as follows:

(a) Medical assistance shall be furnished to applicants in cases
where, although such applicant has a responsible relative with suffi-
cient income and resources to provide medical assistance as determined
by the regulations of the department, the income and resources of the
responsible relative are not available to such applicant because of the
absence of such relative [or] and the refusal or failure of such absent
relative to provide the necessary care and assistance. In such cases,
however, the furnishing of such assistance shall create an implied
contract with such relative, and the cost thereof may be recovered from
such relative 1in accordance with title six of article three of this
chapter and other applicable provisions of law.

§ 68. Paragraph (a) of subdivision 2 of section 366-c¢ of the social
services law, as added by chapter 558 of the laws of 1989, is amended to
read as follows:

(a) For purposes of this section an "institutionalized spouse" is a
person (i) who is in a medical institution or nursing facility [(i) who
is] and expected to remain in such facility or institution for at least
thirty consecutive days[,]; or (ii) who is receiving care, services and
supplies pursuant to a waiver pursuant to subsection (c¢) of section

nineteen hundred fifteen of the federal social security act or is
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receiving care, services and supplies in a managed long-term care plan

pursuant to section eleven hundred fifteen of the social security act;

and [(ii)] (iii) who 1is married to a person who is not in a medical
institution or nursing facility or is not receiving waiver services
[pursuant to a waiver pursuant to subsection (c¢) of section nineteen

hundred fifteen of the federal social security act] described in subpar-

agraph (ii) of this paragraph; provided, however, that medical assist-

ance shall be furnished pursuant to this paragraph only if, for so 1long

as, and to the extent that federal financial participation is available

therefor. The commissioner of health shall make any amendments to the

state plan for medical assistance, or apply for any waiver or approval

under the federal social security act that are necessary to carry out

the provisions of this paragraph.

§ 69. Paragraph (b) of subdivision 6 of section 3614 of the public
health law, as added by chapter 645 of the laws of 2003, is amended to
read as follows:

(b) For purposes of this subdivision, real property capital
construction costs shall only be included in rates of payment for

assisted 1living programs if: the facility houses exclusively assisted

living program beds authorized pursuant to paragraph (j) of subdivision

three of section four hundred sixty-one-1 of the social services law or

(i) the facility is operated by a not-for-profit corporation; (ii) the
facility commenced operation after nineteen hundred ninety-eight and at
least ninety-five percent of the certified approved beds are provided to
residents who are subject to the assisted living program; and (iii) the
assisted living program is in a county with a population of no less than
two hundred eighty thousand persons. The methodology used to calculate

the rate for such capital construction costs shall be the same methodol-
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ogy used to calculate the capital construction costs at residential

health care facilities for such costs, provided that the commissioner

may adopt rules and requlations which establish a cap on real property

capital construction costs for those facilities that house exclusively

assisted living program beds authorized pursuant to paragraph (j) of

subdivision three of section four hundred sixty-one-1 of the social

services law.

§ 70. Subdivision 3 of section 461-1 of the social services law is
amended by adding a new paragraph (j) to read as follows:

(j) The commissioner of health is authorized to add up to four thou-

sand five hundred assisted living program beds to the gross number of

assisted 1living program beds having been determined to be available as

of April first, two thousand twelve. Applicants eligible to submit an

application under this paragraph shall be limited to adult homes (i)

established pursuant to section four hundred sixty-one-b of this article

with, as of September first, two thousand twelve, a certified capacity

of eighty beds or more in which twenty-five percent or more of the resi-

dent population are persons with serious mental illness as defined in

requlations promulgated by the commissioner of health and (ii) 1located

in a city with a population of over one million persons. The commis-

sioner of health shall not be required to review on a comparative basis

applications submitted for assisted living program beds made available

under this paragraph.

§ 71. Subdivision 14 of section 366 of the social services law, as
added by section 74 of part H of chapter 59 of the laws of 2011, is
amended to read as follows:

14. The commissioner of health may make any available amendments to

the state plan for medical assistance submitted pursuant to section
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three hundred sixty-three-a of this title, or, if an amendment is not
possible, develop and submit an application for any waiver or approval
under the federal social security act that may be necessary to disregard
or exempt an amount of income, for the purpose of assisting with housing
costs, for individuals receiving coverage of nursing facility services

under this title, other than short-term rehabilitation services, and for

individuals in receipt of medical assistance while in an adult home, as

defined in subdivision twenty-five of section two of this chapter, who

[are] : are (i) discharged [from the nursing facility] to the community;

and (ii) 4if eligible, enrolled in a plan certified pursuant to section

forty-four hundred three-f of the public health law; and (iii) [while so

enrolled, not] do not meet the criteria to be considered an "institu-

tionalized spouse" for purposes of section three hundred sixty-six-c of
this title.

§ 72. Section 364-j of the social services law is amended by adding a
new subdivision 27 to read as follows:

27. (a) The Centers for Medicare and Medicaid Services has established

an initiative to align incentives between Medicare and Medicaid. The

goal of the initiative is to increase access to seamless, quality

programs that integrate services for the dually eligible beneficiary as

well as to achieve both State and federal health care savings by improv-

ing health care delivery and encouraging high-quality, efficient care.

In furtherance of this goal, the legislature authorizes the commissioner

of health to establish a fully integrated duals advantage (FIDA)

program.

(b) The FIDA program shall provide targeted populations of

Medicare/Medicaid dually eligible persons with comprehensive health

services that include the full range of Medicare and Medicaid covered
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services, including but not limited to primary and acute care,

prescription drugs, behavioral health services, care coordination

services, and 1long-term supports and services, as well as other

services, through managed care providers, as defined in subdivision one

of this section, including managed long term care plans certified pursu-

ant to section forty-four hundred three-f of the public health law.

(c) Under the FIDA program established pursuant to this subdivision,

up to three managed long term care plans may be authorized to exclusive-

ly enroll individuals with developmental disabilities, as such term is

defined in section 1.03 of the mental hygiene law. The commissioner of

health may waive any of the department's requlations as the commission-

er, in consultation with the commissioner of developmental disabilities,

deems necessary to allow such managed long term care plans to provide or

arrange for services for individuals with developmental disabilities

that are adequate and appropriate to meet the needs of such individuals

and that will ensure their health and safety. The commissioner of devel-

opmental disabilities may waive any of the office for people with devel-

opmental disabilities' requlations as such commissioner, in consultation

with the commissioner of health, deems necessary to allow such managed

long term care plans to provide or arrange for services for individuals

with developmental disabilities that are adequate and appropriate to

meet the needs of such individuals and that will ensure their health and

safety.

(d) The provisions of this subdivision shall not apply unless all

necessary approvals under federal law and requlation have been obtained

to receive federal financial participation in the costs of health care

services provided pursuant to this subdivision.
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(e) The commissioner of health is authorized to submit amendments to

the state plan for medical assistance and/or submit one or more applica-

tions for waivers of the federal social security act as may be necessary

to obtain the federal approvals necessary to implement this subdivision.

(f) The commissioner of health, in consultation with the commissioner

of developmental disabilities, as appropriate, may contract with managed

care plans approved to participate in the FIDA program without the need

for a competitive bid or request for proposal process, and without

regard to the provisions of sections one hundred twelve and one hundred

sixty-three of the state finance law, section one hundred forty-two of

the economic development law, or any other provision of law.

§ 73. The public health law is amended by adding a new section 4403-g
to read as follows:

§ 4403-g. Developmental disability individual support and care coordi-

nation organizations. 1. Definitions. As used in this section:

(a) "Developmental disability individual support and care coordination

organization" or "DISCO" means an entity that has received a certificate

of authority pursuant to this section to provide, or arrange for, health

and long term care services, as determined by the commissioner and the

commissioner of developmental disabilities, on a capitated basis in

accordance with this section, for a population of individuals with

developmental disabilities, as such term is defined in section 1.03 of

the mental hyvgiene law, which the organization is authorized to enroll.

(b) "Eligible applicant" means an entity controlled by one or more

non-profit organizations which have a history of providing or coordinat-

ing health and long term care services to persons with developmental

disabilities.
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(c) "Health and long term care services" means services including, but

not limited to, home and community-based and institution-based long term

care and ancillary services (that shall include medical supplies and

nutritional supplements) that are necessary to meet the needs of persons

whom the plan is authorized to enroll, and may include primary care and

acute care if the DISCO is authorized to provide or arrange for such

services.

2. Approval authority. An applicant shall be issued a certificate of

authority as a DISCO upon a determination by the commissioner and the

commissioner of developmental disabilities that the applicant complies

with the operating requirements for a DISCO under this section.

3. Application for certificate of authority; form. The commissioner

and the commissioner of developmental disabilities shall jointly develop

application forms for a certificate of authority to operate a DISCO. An

eligible applicant shall submit an application for a certificate of

authority to operate a DISCO upon forms prescribed by such commission-

ers. Such eligible applicant shall submit information and documentation

to the commissioner which shall include, but not be limited to:

(a) A description of the service area proposed to be served by the

DISCO with projections of enrollment that will result in a fiscally

sound plan;

(b) A description of the services to be covered by such DISCO;

(¢) A description of the proposed marketing plan;

(d) The names of the providers proposed to be in the DISCO's network;

(e) Evidence of the character and competence of the applicant's

proposed operators:;

(f) Adequate documentation of the appropriate licenses, certifications

or approvals to provide care as planned, including affiliate agreements
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or proposed contracts with such providers as may be necessary to provide

the full complement of services required to be provided under this

section;

(g) A description of the proposed gquality-assurance mechanisms, griev-

ance procedures, mechanisms to protect the rights of enrollees and care

coordination services to ensure continuity, quality, appropriateness and

coordination of care;

(h) A description of the proposed quality assessment and performance

improvement program that includes performance and outcome based quality

standards for enrollee health status and satisfaction, and data

collection and reporting for standard performance measures;

(i) A description of the management systems and systems to process

payment for covered services;

(j) A description of the mechanism to maximize reimbursement of and

coordinate services reimbursed pursuant to title XVIII of the federal

social security act and all other applicable benefits, with such benefit

coordination including, but not limited to, measures to support sound

clinical decisions, reduce administrative complexity, coordinate access

to services, maximize benefits available pursuant to such title and

ensure that necessary care is provided;

(k) A description of the systems for securing and integrating any

potential sources of funding for services provided by or through the

organization, including, but not limited to, funding available under

titles XVI, XVIITI, XIX and XX of the federal social security act and all

other available sources of funding;

(1) A description of the proposed contractual arrangements for provid-

ers of health and long term care services in the benefit package; and

(m) Information related to the financial condition of the applicant.
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4. Certificate of authority approval. The commissioner shall not

approve an application for a certificate of authority unless the appli-

cant demonstrates to the satisfaction of the commissioner and the

commissioner of developmental disabilities:

(a) That it will have in place acceptable quality assurance mech-

anisms, grievance procedures and mechanisms to protect the rights of

enrollees and care coordination services to ensure continuity, quality,

appropriateness and coordination of care;

(b) That it has developed a quality assessment and performance

improvement program that includes performance and outcome based quality

standards for enrollee health status and satisfaction, which shall be

reviewed by the commissioner and the commissioner of developmental disa-

bilities. The program shall include data collection and reporting for

standard performance measures as required by the commissioner and the

commissioner of developmental disabilities;

(¢c) That an otherwise eligible enrollee shall not be involuntarily

disenrolled without the prior approval of the commissioner of develop-

mental disabilities;

(d) That the applicant shall not use deceptive or coercive marketing

methods to encourage participants to enroll and that the applicant shall

not distribute marketing materials to potential enrollees before such

materials have been approved by the commissioner and the commissioner of

developmental disabilities;

(e) sSatisfactory evidence of the character and competence of the

applicant's proposed operators;

(f) Reasonable assurance that the applicant will provide high quality

services to an enrolled population, that the applicant's network of

providers is adequate and that such providers have demonstrated suffi-
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cient competency to deliver high gquality services to the enrolled popu-

lation and that policies and procedures will be in place to address the

cultural and linguistic needs of the enrolled population;

(g) Sufficient management systems capacity to meet the requirements of

this section and the ability to efficiently process payment for covered

services;

(h) Readiness and capability to maximize reimbursement of and coordi-

nate services reimbursed pursuant to title XVIITI of the federal social

security act and all other applicable benefits, with such benefit coor-

dination including, but not limited to, measures to support sound clin-

ical decisions, reduce administrative complexity, coordinate access to

services, maximize benefits available pursuant to such title and ensure

that necessary care is provided;

(i) Readiness and capability to arrange and manage covered services;

(j) Willingness and capability of taking, or cooperating in, all steps

necessary to secure and integrate any potential sources of funding for

services provided by or through the DISCO, including, but not limited

to, funding available under titles XVI, XVIITI, XIX and XX of the federal

social security act and all other available sources of funding;

(k) That the contractual arrangements for providers of health and long

term care services in the benefit package are sufficient to ensure the

availability and accessibility of such services to the proposed enrolled

population consistent with guidelines established by the commissioner

and the commissioner of developmental disabilities; and

(1) That the applicant is financially responsible and shall be

expected to meet its obligations to its enrolled members.
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5. Enrollment. (a) Only persons with developmental disabilities, as

determined by the office for people with developmental disabilities,

shall be eligible to enroll in DISCOs.

(b) The office for people with developmental disabilities or its

designee shall enroll an eligible person in the DISCO chosen by him or

her, his or her guardian or other legal representative, provided that

such DISCO is authorized to enroll such person.

(c) No person with a developmental disability who is receiving or

applying for medical assistance and who is receiving, or eligible to

receive, services funded, certified, authorized or approved by the

office for people with developmental disabilities shall be required to

enroll in a DISCO in order to receive such services until program

features and reimbursement rates are approved by the commissioner and

the commissioner of developmental disabilities, and until such commis-

sioners determine that there are a sufficient number of plans authorized

to coordinate care for individuals with developmental disabilities

pursuant to this article operating in the person's county of residence

to meet the needs of persons with developmental disabilities, and that

such DISCOs meet the standards of this section.

(d) Persons required to enroll in a DISCO shall have no less than

thirty days to select a DISCO, and such persons and their guardians or

other legal representatives shall be provided with information to make

an informed choice. Where a person, guardian or other legal represen-

tative has not selected a DISCO, the commissioner of developmental disa-

bilities or its designee shall enroll such person in a DISCO chosen by

such commissioner, taking into account quality, capacity and geographic

accessibility. The office for people with developmental disabilities or
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its designee shall automatically re-enroll a person with the same DISCO

if there is a loss of Medicaid eligibility of two months or less.

(e) Enrolled persons may change their enrollment at any time without

cause, provided, however, that a person required to enroll in a DISCO in

order to receive services funded, licensed, authorized or approved by

the office for people with developmental disabilities may only disenroll

from a DISCO if he or she enrolls in another DISCO authorized to enroll

him or her. Such disenrollment shall be effective no later than the

first day of the second month following the request.

(f) A DISCO may request the involuntary disenrollment of an enrolled

person in writing to the office for people with developmental disabili-

ties. Such disenrollment shall not be effective until the request is

reviewed and approved by such office. The department and the office for

people with developmental disabilities shall adopt rules and regqulations

governing this process.

6. Assessments. The office for people with developmental disabili-

ties, or its designee, shall complete a comprehensive assessment that

shall include, but not be 1limited to, an evaluation of the medical,

social and environmental needs of each prospective enrollee in a DISCO.

This assessment shall also serve as the basis for the development and

provision of an appropriate plan of care for the enrollee. The assess-

ment shall be completed by the office for people with developmental

disabilities or its designee in consultation with the prospective

enrollee's health care practitioner as necessary. The commissioner of

developmental disabilities shall prescribe the forms on which the

assessment shall be made. The office for people with developmental disa-

bilities may designate the DISCO to perform such assessments.
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7. Program oversight and administration. (a) The commissioner and the

commissioner of developmental disabilities shall jointly promulgate

requlations to implement this section, to provide for oversight of

DISCOs, including on site reviews, and to ensure the quality, appropri-

ateness and cost-effectiveness of the services provided by DISCOs.

(b) The commissioner and the commissioner of developmental disabili-

ties may waive rules and requlations of their respective department or

office, including but not limited to, those pertaining to duplicative

requirements concerning record keeping, boards of directors, staffing

and reporting, when such waiver will promote the efficient delivery of

appropriate, quality, cost-effective services and when the health, safe-

ty and general welfare of DISCO enrollees will not be impaired as a

result of such waiver. In order to achieve DISCO system efficiencies and

coordination and to promote the objectives of high quality, integrated

and cost effective care, the commissioners may establish a single coor-

dinated surveillance process, allow for a comprehensive quality improve-

ment and review process to meet component quality requirements, and

require a uniform cost report. The commissioners shall require DISCOs

to wutilize gquality improvement measures, based on health outcomes data,

for internal quality assessment processes and may utilize such measures

as part of the single coordinated surveillance process.

(¢) Notwithstanding any inconsistent provision of the social services

law to the contrary, the commissioner in consultation with the commis-

sioner of developmental disabilities shall, pursuant to requlation,

determine whether and the extent to which the applicable provisions of

the social services law or regqulations relating to approvals and author-

izations of, and utilization limitations on, health and long term care

services reimbursed pursuant to title XIX of the federal social security
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act are inconsistent with the flexibility necessary for the efficient

administration of DISCOs, and such requlations shall provide that such

provisions shall not be applicable to enrollees of DISCOs, provided that

such determinations are consistent with applicable federal law and regu-

lation.

(d) The commissioner and the commissioner of developmental disabili-

ties shall ensure, through periodic reviews of DISCOs, that organization

services are promptly available to enrollees when appropriate. Such

periodic reviews shall be made according to standards as determined by

the commissioners in regqulations.

(e) The commissioner and the commissioner of developmental disabili-

ties shall have the authority to conduct both on site and off sgite

reviews of DISCOs. Such reviews may include, but not be limited to, the

following components: governance; fiscal and financial reporting;

recordkeeping; internal controls; marketing; network contracting and

adequacy; program integrity assurances; utilization control and review

systems; grievance and appeals systems; quality assessment and assurance

systems; care management; enrollment and disenrollment; management

information systems, and other operational and management components.

8. Solvency. (a) The commissioner, in consultation with the commis-

sioner of developmental disabilities, shall be responsible for evaluat-

ing, approving and regqulating all matters relating to fiscal solvency,

including reserves, surplus and provider contracts. The commissioner

shall promulgate regqulations to implement this section. The commission-

er, in the administration of this subdivision:

(i) shall be guided by the standards that govern the fiscal solvency

of a health maintenance organization, provided, however, that the

commissioner shall recognize the specific delivery components, opera-
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tional capacity and financial capability of the eligible applicant for a

certificate of authority;

(ii) shall not apply financial solvency standards that exceed those

required for a health maintenance organization; and

(iii) shall establish reasonable capitalization and contingent reserve

requirements.

(b) Standards established pursuant to this subdivision shall be

adequate to protect the interests of enrollees in the DISCO. The commis-

sioner shall be satisfied that the eligible applicant is financially

sound, and has made adequate provisions to pay for quality services that

are cost effective and appropriate to needs and the protection of the

health, safety, welfare and satisfaction of those served.

9. Role of the superintendent of financial services. (a) The super-

intendent of financial services shall determine and approve premiums in

accordance with the insurance law whenever any population of enrollees

not eligible under title XIX of the federal social security act is to be

covered. The determination and approval of the superintendent of finan-

cial services shall relate to premiums charged to such enrollees not

eligible under title XIX of the federal social security act.

(b) The superintendent of financial services shall evaluate and

approve any enrollee contracts whenever such enrollee contracts are to

cover any population of enrollees not eligible under title XIX of the

federal social security act.

10. Payment rates for DISCO enrollees eligible for medical assistance.

The commissioner shall establish payment rates for services provided to

enrollees eligible under title XIX of the federal social security act.

Such payment rates shall be subject to approval by the director of the

division of the budget. Payment rates shall be risk-adjusted to take
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into account the characteristics of enrollees, or proposed enrollees,

including, but not limited to: frailty, disability level, health and

functional status, age, gender, the nature of services provided to such

enrollees, and other factors as determined by the commissioner and the

commissioner of developmental disabilities. The risk adjusted premiums

may also be combined with disincentives or requirements designed to

mitigate any incentives to obtain higher payment categories.

11. Continuation of certificate of authority. Continuation of a

certificate of authority issued under this section shall be contingent

upon compliance by the DISCO with applicable provisions of this section

and rules and requlations promulgated thereunder; the continuing fiscal

solvency of the DISCO; and federal financial participation in payments

on behalf of enrollees who are eligible to receive services under title

XIX of the federal social security act.

12. Protection of enrollees. The commissioner may, in his or her

discretion and with the concurrence of the commissioner of developmental

disabilities, for the purpose of the protection of enrollees, impose

measures including, but not limited to bans on further enrollments until

any identified problems are resolved to the satisfaction of the commis-

sioner, or fines upon a finding that the DISCO has failed to comply with

the provisions of any applicable statute, rule or requlation.

13. Information sharing. The commissioner and the commissioner of

developmental disabilities shall, as necessary and consistent with

federal requlations promulgated pursuant to the Health Insurance Porta-

bility and Accountability Act, share with such DISCO the following data

if it is available:

(a) Information concerning wutilization of services and providers by

each of its enrollees prior to and during enrollment.
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(b) Aggregate data concerning utilization and costs for enrollees and

for comparable cohorts served through the Medicaid fee-for-service

program.

14. Contracts. Notwithstanding any inconsistent provisions of this

section and sections one hundred twelve and one hundred sixty-three of

the state finance law, the commissioner, in consultation with the

commissioner of developmental disabilities, may contract with DISCOs

approved under this section without a competitive bid or request for

proposal process, to provide coverage for enrollees pursuant to this

section. Notwithstanding any inconsistent provisions of this section and

section one hundred forty-three of the economic development law, no

notice in the procurement opportunities newsletter shall be required for

contracts awarded by the commissioner to qualified DISCOs pursuant to

this section.

15. Applicability of other laws. DISCOs shall be subject to the

provisions of the insurance law and regqulations applicable to health

maintenance organizations, this article and requlations promulgated

thereunder. To the extent that the provisions of this section are incon-

sistent with the provisions of this chapter or the provisions of the

insurance law, the provisions of this section shall prevail.

16. Effectiveness. The provisions of this section shall only be effec-

tive if, for so long as, and to the extent that federal financial

participation is available for the costs of services provided by the

DISCOs to enrollees who are recipients of medical assistance pursuant to

title eleven of article five of the social services law. The commission-

er shall make any necessary amendments to the state plan for medical

assistance submitted pursuant to section three hundred sixty-three-a of
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the social services 1law, in order to ensure such federal financial

participation.

§ 74. Section 4403 of the public health law is amended by adding a new
subdivision 8 to read as follows:

8. Notwithstanding any provision of law to the contrary, a health

maintenance organization may expand its comprehensive health services

plan to include services operated, certified, funded, authorized or

approved by the office for people with developmental disabilities, and

may offer such expanded plan to a population of persons with develop-

mental disabilities, as such term is defined in the mental hygiene law,

subject to the following:

(a) Such organization must have the ability to provide or coordinate

services for persons with developmental disabilities, as demonstrated by

criteria to be determined by the commissioner and the commissioner of

developmental disabilities;

(b) The provision by such organization of services operated, certi-

fied, funded, authorized or approved by the office for people with

developmental disabilities shall be subject to the joint oversight and

review of both the department and the office for people with develop-

mental disabilities;

(¢) Such organization shall not provide or arrange for services oper-

ated, certified, funded, authorized or approved by the office for people

with developmental disabilities until the commissioner and commissioner

of developmental disabilities approve program features and rates that

include such services, and determine that such organization meets the

requirements of this paragraph;

(d) An otherwise eligible enrollee receiving services through the plan

that are operated, certified, funded, authorized or approved by the
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office for people with developmental disabilities shall not be involun-

tarily disenrolled from such plan without the prior approval of the

commissioner of developmental disabilities;

(e) The office for people with developmental disabilities shall deter-

mine the eligibility of individuals receiving services operated, certij-

fied, funded, authorized or approved by such office to enroll in such a

plan and shall enroll individuals it determines eligible in the plan

chosen by such individual, guardian or other legal representative;

(f) The office for people with developmental disabilities, or if it so

designates, the health maintenance organization or other designee, shall

complete a comprehensive assessment for enrollees that receive services

operated, certified, funded, authorized or approved by such office.

This assessment shall include, but not be limited to, an evaluation of

the medical, social and environmental needs of each prospective enrol-

lee. This assessment shall also serve as the basis for the development

and provision of an appropriate plan of care for the enrollee. The

assessment shall be completed by such office or its designee, in consul-

tation with the prospective enrollee's health care practitioner as

necessary. The commissioner of developmental disabilities shall

prescribe the forms on which the assessment shall be made.

(g) No person with a developmental disability shall be required to

enroll in a comprehensive health services plan as a condition of receiv-

ing medical assistance and services operated, certified, funded, author-

ized or approved by the office for people with developmental disabili-

ties until program features and reimbursement rates are approved by the

commissioner and the commissioner of developmental disabilities and

until such commissioners determine that there are a sufficient number of

plans authorized to coordinate care for individuals with developmental
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disabilities pursuant to this article operating in the person's county

of residence to meet the needs of persons with developmental disabili-

ties, and that such plans meet the standards of this section.

(h) The provisions of this subdivision shall only be effective if, for

so long as, and to the extent that federal financial participation is

available for the costs of services provided hereunder to recipients of

medical assistance pursuant to title eleven of article five of the

social services law. The commissioner shall make any necessary amend-

ments to the state plan for medical assistance submitted pursuant to

section three hundred sixty-three-a of the social services law, and/or

submit one or more applications for waivers of the federal social secu-

rity act, as may be necessary to ensure such federal financial partic-

ipation. To the extent that the provisions of this subdivision are

inconsistent with other provisions of this article or with the

provisions of section three hundred sixty-four-j of the social services

law, the provisions of this subdivision shall prevail.

§ 75. The opening paragraph of paragraph (h) of subdivision 7 of
section 4403-f of the public health law, as amended by section 41-b of
part H of chapter 59 of the laws of 2011, is amended to read as follows:

The commissioner and, in the case of a plan arranging for or providing

services operated, certified, funded, authorized or approved by the

office for people with developmental disabilities, the commissioner of

developmental disabilities, shall, upon request by a managed 1long term

care plan or operating demonstration, and consistent with federal regu-
lations promulgated pursuant to the Health Insurance Portability and
Accountability Act, share with such plan or demonstration the following

data if it is available:
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§ 76. Section 4403-f of the public health law is amended by adding
three new subdivisions 12, 13 and 14 to read as follows:

12. Notwithstanding any provision to the contrary, a managed long term

care plan may expand the services it provides or arranges for to include

services operated, certified, funded, authorized or approved by the

office for people with developmental disabilities for a population of

persons with developmental disabilities, as such term is defined in the

mental hygiene law, subject to the following:

(a) Such plan must have the ability to provide or coordinate services

for persons with developmental disabilities as demonstrated by criteria

to be determined by the commissioner and the commissioner of develop-

mental disabilities;

(b) The provision by such plan of services operated, certified, fund-

ed, authorized or approved by the office for people with developmental

disabilities shall be subject to the joint oversight and review of both

the department and the office for people with developmental disabili-

ties;

(¢) Such plan shall not provide or arrange for services operated,

certified, funded, authorized or approved by the office for people with

developmental disabilities wuntil the commissioner and commissioner of

developmental disabilities approve program features and rates that

include such services, and determine that such organization meets the

requirements of this subdivision;

(d) An otherwise eligible enrollee receiving services through the plan

that are operated, certified, funded, authorized or approved by the

office for people with developmental disabilities shall not be involun-

tarily disenrolled from such plan without the prior approval of the

commissioner of developmental disabilities;
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(e) The office for people with developmental disabilities shall deter-

mine the eligibility of individuals receiving services operated, certij-

fied, funded, authorized or approved by such office to enroll in such a

plan. Such office or its designee shall enroll eligible individuals it

determines eligible in a plan chosen by such individual, guardian or

other legal representative;

(f) The office for people with developmental disabilities, or if it so

designates, a plan or other designee, shall complete a comprehensive

assessment for enrollees who receive services operated, certified, fund-

ed, authorized or approved by such office. This assessment shall

include, but not be limited to, an evaluation of the medical, social and

environmental needs of each prospective enrollee. This assessment shall

also serve as the basis for the development and provision of an appro-

priate plan of care for the enrollee. The assessment shall be completed

by the office or, if designated, the plan, in consultation with the

prospective enrollee's health care practitioner as necessary. The

commissioner of developmental disabilities shall prescribe the forms on

which the assessment shall be made.

(g) No person with a developmental disability shall be required to

enroll in a managed long term care plan as a condition of receiving

medical assistance and services operated, certified, funded, authorized

or approved by the office for people with developmental disabilities

until program features and reimbursement rates are approved by the

commissioner and the commissioner of developmental disabilities and

until such commissioners determine that there are a sufficient number of

plans authorized to coordinate care for individuals with developmental

disabilities pursuant to this article operating in the person's county
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of residence to meet the needs of persons with developmental disabili-

ties, and that such plans meet the standards of this section.

13. Notwithstanding any inconsistent provision to the contrary, the

commissioner may issue a certificate of authority to no more than three

eligible applicants to operate managed long term plans that are author-

ized to exclusively enroll individuals with developmental disabilities,

as such term is defined in section 1.03 of the mental hygiene law. The

commissioner may only issue certificates of authority pursuant to this

subdivision if, and to the extent that, the department has received

federal approval to operate a fully integrated duals advantage program

for the integration of services for persons enrolled in Medicare and

Medicaid. The commissioner may waive any of the department's requ-

lations as the commissioner, in consultation with the commissioner of

developmental disabilities, deems necessary to allow such managed long

term plans to provide or arrange for services for individuals with

developmental disabilities that are adequate and appropriate to meet the

needs of such individuals and that will ensure their health and safety.

14. The provisions of subdivisions twelve and thirteen of this section

shall only be effective if, for so long as, and to the extent that

federal financial participation is available for the costs of services

provided thereunder to recipients of medical assistance pursuant to

title eleven of article five of the social services law. The commission-

er shall make any necessary amendments to the state plan for medical

assistance submitted pursuant to section three hundred sixty-three-a of

the social services law, and/or submit one or more applications for

waivers of the federal social security act, as may be necessary to

ensure such federal financial participation. To the extent that the

provisions of subdivisions twelve and thirteen of this section are
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inconsistent with other provisions of this article or with the

provisions of section three hundred sixty-four-j of the social services

law, the provisions of this subdivision shall prevail.

§ 77. Subparagraph (ii) of paragraph (b) of subdivision 1 of section
364-j of the social services law, as amended by chapter 433 of the laws
of 1997, is amended and a new subparagraph (iii) is added to read as
follows:

(ii) is authorized as a partially capitated program pursuant to
section three hundred sixty-four-f of this title or section forty-four
hundred three-e of the public health law or section 1915b of the social
security act[.]; or

(iii) is authorized to operate under section forty-four hundred

three-g of the public health law.

§ 78. Section 364-j of the social services law is amended by adding a
new subdivision 28 to read as follows:

28. To the extent that any provision of this section is inconsistent

with any provision of section forty-four hundred three-g of the public

health law, such provision of this section shall not apply to an entity

authorized to operate pursuant to section forty-four hundred three-g of

the public health law.

§ 79. Subdivision 2 of section 365-a of the social services law is
amended by adding a new paragraph (aa) to read as follows:

(aa) care and services furnished by a developmental disability indi-

vidual support and care coordination organization (DISCO) that has

received a certificate of authority pursuant to section forty-four

hundred three-g of the public health law to eligible individuals resid-

ing in the geographic area served by such entity, when such services are
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furnished in accordance with an agreement approved by the department of

health which meets the requirements of federal law and regulations.

§ 80. The commissioner of health shall, to the extent necessary,
submit the appropriate waivers, including, but not limited to, those
authorized pursuant to sections eleven hundred fifteen and nineteen
hundred fifteen of the federal social security act, or successor
provisions, and any other waivers necessary to achieve the purposes of
high quality, integrated and cost effective care and integrated finan-
cial eligibility policies under the medical assistance program or pursu-
ant to title XVIII of the federal social security act and to require
medical assistance recipients with developmental disabilities who
require home and community-based services, as specified by the commis-
sioner, to receive such services through an available organization
certified pursuant to article 44 of the public health law. Copies of
such original waiver applications and amendments thereto shall be
provided to the chairs of the senate finance committee, the assembly
ways and means committee and the senate and assembly health committees
simultaneously with their submission to the federal government.

§ 81. Notwithstanding any inconsistent provision of law, rule or regu-
lation, for purposes of implementing the provisions of the public health
law and the social services law, references to titles XIX and XXI of the
federal social security act in the public health law and the social
services law shall be deemed to include and also to mean any successor
titles thereto under the federal social security act.

§ 82. Notwithstanding any inconsistent provision of law, rule or regu-
lation, the effectiveness of the provisions of sections 2807 and 3614 of
the public health law, section 18 of chapter 2 of the laws of 1988, and

18 NYCRR 505.14(h), as they relate to time frames for notice, approval
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or certification of rates of payment, are hereby suspended and without
force or effect for purposes of implementing the provisions of this act.

§ 83. Severability clause. If any clause, sentence, paragraph, subdi-
vision, section or part of this act shall be adjudged by any court of
competent jurisdiction to be invalid, such judgment shall not affect,
impair or invalidate the remainder thereof, but shall be confined in its
operation to the clause, sentence, paragraph, subdivision, section or
part thereof directly involved in the controversy in which such judgment
shall have been rendered. It is hereby declared to be the intent of the
legislature that this act would have been enacted even if such invalid
provisions had not been included herein.

§ 84. This act shall take effect immediately and shall be deemed to
have been in full force and effect on and after April 1, 2013 provided
that:

1. the amendments to subdivision 10 of section 2807-c of the public
health law, made by section four of this act, shall not affect the expi-
ration of such subdivision and shall be deemed repealed therewith;

l-a. sections ten, eleven, twelve and thirteen of this act shall take
effect July 1, 2013;

2. any rules or regulations necessary to implement the provisions of
this act may be promulgated and any procedures, forms, or instructions
necessary for such implementation may be adopted and issued on or after
the date this act shall have become a law;

3. this act shall not be construed to alter, change, affect, impair or
defeat any rights, obligations, duties or interests accrued, incurred or

conferred prior to the effective date of this act;
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4. the commissioner of health and the superintendent of financial
services and any appropriate council may take any steps necessary to
implement this act prior to its effective date;

5. notwithstanding any inconsistent provision of the state administra-
tive procedure act or any other provision of law, rule or regulation,
the commissioner of health and the superintendent of financial services
and any appropriate council is authorized to adopt or amend or promul -
gate on an emergency basis any regulation he or she or such council
determines necessary to implement any provision of this act on its
effective date;

6. the provisions of this act shall become effective notwithstanding
the failure of the commissioner of health or the superintendent of
financial services or any council to adopt or amend or promulgate regu-
lations implementing this act;

7. the amendments to subparagraph (ii) of paragraph (b) of subdivision
9 of section 367-a of the social services law made by section thirteen
of this act shall not affect the expiration of such subdivision and
shall be deemed to expire therewith;

8. the amendments to paragraph (a-2) of subdivision 1 of section
2807-c of the public health law made by sections thirty-one and thirty-
two of this act shall not affect the expiration of such paragraph and
shall be deemed to expire therewith;

9. the amendments to section 364-j of the social services law made by
sections thirty-five-a, thirty-six, thirty-seven, thirty-eight, thirty-
nine, forty, forty-one, forty-two, forty-three, forty-four, fifty-two,
seventy-two, seventy-seven and seventy-eight of this act shall not
affect the repeal of such section and shall be deemed repealed there-

with;
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10. section forty-eight-a of this act shall expire and be deemed
repealed March 31, 2015; and

11. the amendments to section 4403-f of the public health law made by
sections forty-eight, fifty-three, fifty-four, sixty-five, seventy-five
and seventy-six of this act shall not affect the repeal of such section

and shall be deemed repealed therewith.

PART B

Section 1. Subdivision (f) of section 129 of part C of chapter 58 of
the laws of 2009, amending the public health law relating to payment by
governmental agencies for general hospital inpatient services, is
amended to read as follows:

(f) section twenty-five of this act shall expire and be deemed
repealed April 1, [2013] 2016;

§ 2. Paragraph (a) of subdivision 1 of section 212 of chapter 474 of
the laws of 1996, amending the education law and other laws relating to
rates for residential healthcare facilities, as amended by section 2 of
part D of chapter 59 of the laws of 2011, is amended to read as follows:

(a) Notwithstanding any inconsistent provision of law or regulation to
the contrary, effective beginning August 1, 1996, for the period April
1, 1997 through March 31, 1998, April 1, 1998 for the period April 1,
1998 through March 31, 1999, August 1, 1999, for the period April 1,
1999 through March 31, 2000, April 1, 2000, for the period April 1, 2000
through March 31, 2001, April 1, 2001, for the period April 1, 2001
through March 31, 2002, April 1, 2002, for the period April 1, 2002
through March 31, 2003, and for the state fiscal year beginning April 1,

2005 through March 31, 2006, and for the state fiscal year beginning
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April 1, 2006 through March 31, 2007, and for the state fiscal year
beginning April 1, 2007 through March 31, 2008, and for the state fiscal
year beginning April 1, 2008 through March 31, 2009, and for the state
fiscal vyear beginning April 1, 2009 through March 31, 2010, and for the
state fiscal year beginning April 1, 2010 through March 31, 2013, and

for each state fiscal vear thereafter, the department of health is

authorized to pay public general hospitals, as defined in subdivision 10
of section 2801 of the public health law, operated by the state of New
York or by the state university of New York or by a county, which shall
not include a city with a population of over one million, of the state
of New York, and those public general hospitals located in the county of
Westchester, the county of Erie or the county of Nassau, additional
payments for inpatient hospital services as medical assistance payments
pursuant to title 11 of article 5 of the social services law for
patients eligible for federal financial participation under title XIX of
the federal social security act in medical assistance pursuant to the
federal 1laws and regulations governing disproportionate share payments
to hospitals up to one hundred percent of each such public general
hospital's medical assistance and wuninsured patient losses after all
other medical assistance, including disproportionate share payments to
such public general hospital for 1996, 1997, 1998, and 1999, based
initially for 1996 on reported 1994 reconciled data as further recon-
ciled to actual reported 1996 reconciled data, and for 1997 based
initially on reported 1995 reconciled data as further reconciled to
actual reported 1997 reconciled data, for 1998 based initially on
reported 1995 reconciled data as further reconciled to actual reported
1998 reconciled data, for 1999 based initially on reported 1995 recon-

ciled data as further reconciled to actual reported 1999 reconciled
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data, for 2000 based initially on reported 1995 reconciled data as
further reconciled to actual reported 2000 data, for 2001 based initial-
ly on reported 1995 reconciled data as further reconciled to actual
reported 2001 data, for 2002 based initially on reported 2000 reconciled
data as further reconciled to actual reported 2002 data, and for state
fiscal years beginning on April 1, 2005, based initially on reported
2000 reconciled data as further reconciled to actual reported data for
2005, and for state fiscal years beginning on April 1, 2006, based
initially on reported 2000 reconciled data as further reconciled to
actual reported data for 2006, for state fiscal years beginning on and
after April 1, 2007 through March 31, 2009, based initially on reported
2000 reconciled data as further reconciled to actual reported data for
2007 and 2008, respectively, for state fiscal years beginning on and
after April 1, 2009, based initially on reported 2007 reconciled data,
adjusted for authorized Medicaid rate changes applicable to the state
fiscal year, and as further reconciled to actual reported data for 2009,
for state fiscal years beginning on and after April 1, 2010, based
initially on reported reconciled data from the base year two years prior
to the payment year, adjusted for authorized Medicaid rate changes
applicable to the state fiscal year, and further reconciled to actual
reported data from such payment year, and to actual reported data for
each respective succeeding year. The payments may be added to rates of
payment or made as aggregate payments to an eligible public general
hospital.

§ 3. Section 11 of chapter 884 of the 1laws of 1990, amending the
public health law relating to authorizing bad debt and charity care

allowances for certified home health agencies, as amended by section 3
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of part D of chapter 59 of the laws of 2011, is amended to read as
follows:

§ 11. This act shall take effect immediately and:

(a) sections one and three shall expire on December 31, 1996,

(b) sections four through ten shall expire on June 30, [2013] 2018,
and

(c¢) provided that the amendment to section 2807-b of the public health
law by section two of this act shall not affect the expiration of such
section 2807-b as otherwise provided by 1law and shall be deemed to
expire therewith.

§ 4. Subdivision 2 of section 246 of chapter 81 of the laws of 1995,
amending the public health law and other 1laws relating to medical
reimbursement and welfare reform, as amended by section 4 of part D of
chapter 59 of the laws of 2011, is amended to read as follows:

2. Sections five, seven through nine, twelve through fourteen, and
eighteen of this act shall be deemed to have been in full force and
effect on and after April 1, 1995 through March 31, 1999 and on and
after July 1, 1999 through March 31, 2000 and on and after April 1, 2000
through March 31, 2003 and on and after April 1, 2003 through March 31,
2006 and on and after April 1, 2006 through March 31, 2007 and on and
after April 1, 2007 through March 31, 2009 and on and after April 1,
2009 through March 31, 2011 and sections twelve, thirteen and fourteen
of this act shall be deemed to be in full force and effect on and after
April 1, 2011 [through March 31, 2013];

§ 5. Subparagraph (vi) of paragraph (b) of subdivision 2 of section
2807-d of the public health law, as amended by section 102 of part H of

chapter 59 of the laws of 2011, is amended to read as follows:
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(vi) Notwithstanding any contrary provision of this paragraph or any
other provision of law or regulation to the contrary, for residential
health care facilities the assessment shall be six percent of each resi-
dential health care facility's gross receipts received from all patient
care services and other operating income on a cash basis for the period
April first, two thousand two through March thirty-first, two thousand
three for hospital or health-related services, including adult day
services; provided, however, that residential health care facilities®'
gross receipts attributable to payments received pursuant to title XVIII
of the federal social security act (medicare) shall be excluded from the
assessment; provided, however, that for all such gross receipts received
on or after April first, two thousand three through March thirty-first,
two thousand five, such assessment shall be five percent, and further
provided that for all such gross receipts received on or after April
first, two thousand five through March thirty-first, two thousand nine,
and on or after April first, two thousand nine through March thirty-
first, two thousand eleven such assessment shall be six percent, and
further provided that for all such gross receipts received on or after
April first, two thousand eleven [through March thirty-first, two thou-
sand thirteen] such assessment shall be six percent.

§ 6. Section 88 of chapter 659 of the laws of 1997, constituting the
long term care integration and finance act of 1997, as amended by chap-
ter 446 of the laws of 2011, is amended to read as follows:

§ 88. Notwithstanding any provision of law to the contrary, all oper-
ating demonstrations, as such term is defined in paragraph (c¢) of subdi-
vision 1 of section 4403-f of the public health law as added by section

eighty-two of this act, due to expire prior to January 1, 2001 shall be
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deemed to [expire on December 31, 2013] remain in full force and effect

subsequent to such date.

§ 7. Subparagraph (v) of paragraph (b) of subdivision 35 of section
2807-c of the public health law, as amended by section 2 of part G of
chapter 56 of the laws of 2012, is amended to read as follows:

(v) such regulations shall incorporate quality related measures,
including, but not limited to, potentially preventable re-admissions
(PPRs) and provide for rate adjustments or payment disallowances related
to PPRs and other potentially preventable negative outcomes (PPNOs),
which shall be calculated in accordance with methodologies as determined
by the commissioner, provided, however, that such methodologies shall be
based on a comparison of the actual and risk adjusted expected number of
PPRs and other PPNOs in a given hospital and with benchmarks established
by the commissioner and provided further that such rate adjustments or
payment disallowances shall result in an aggregate reduction in Medicaid
payments of no less than thirty-five million dollars for the period July
first, two thousand ten through March thirty-first, two thousand eleven
and no less than fifty-one million dollars for annual periods beginning
April first, two thousand eleven through March thirty-first, two thou-
sand [thirteen] fourteen, provided further that such aggregate
reductions shall be offset by Medicaid payment reductions occurring as a
result of decreased PPRs during the period July first, two thousand ten
through March thirty-first, two thousand eleven and the period April
first, two thousand eleven through March thirty-first, two thousand
[thirteen] fourteen and as a result of decreased PPNOs during the period
April first, two thousand eleven through March thirty-first, two thou-
sand [thirteen] fourteen; and provided further that for the period July

first, two thousand ten through March thirty-first, two thousand [thir-
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teen] fourteen, such rate adjustments or payment disallowances shall not
apply to Dbehavioral health PPRs; or to readmissions that occur on or
after fifteen days following an initial admission. By no later than July
first, two thousand eleven the commissioner shall enter into consulta-
tions with representatives of the health care facilities subject to this
section regarding potential prospective revisions to applicable method-
ologies and benchmarks set forth in regulations issued pursuant to this
subparagraph;

§ 8. Subdivision 2 of section 93 of part C of chapter 58 of the 1laws
of 2007 amending the social services law and other laws relating to
enacting the major components of legislation necessary to implement the
health and mental hygiene budget for the 2007-2008 fiscal year, as
amended by section 10 of part B of chapter 58 of the laws of 2009, is
amended to read as follows:

2. section two of this act shall expire and be deemed repealed on
March 31, [2013] 2014;

§ 8-a. Subdivision 8 of section 364-1 of the social services law is
REPEALED.

§ 9. Section 194 of chapter 474 of the laws of 1996, amending the
education law and other laws relating to rates for residential health
care facilities, as amended by section 9 of part D of chapter 59 of the
laws of 2011, is amended to read as follows:

§ 194. 1. Notwithstanding any inconsistent provision of law or regu-
lation, the trend factors used to project reimbursable operating costs
to the rate period for purposes of determining rates of payment pursuant
to article 28 of the public health law for residential health care
facilities for reimbursement of inpatient services provided to patients

eligible for payments made by state governmental agencies on and after
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April 1, 1996 through March 31, 1999 and for payments made on and after
July 1, 1999 through March 31, 2000 and on and after April 1, 2000
through March 31, 2003 and on and after April 1, 2003 through March 31,
2007 and on and after April 1, 2007 through March 31, 2009 and on and
after April 1, 2009 through March 31, 2011 and on and after April 1,
2011 [through March 31, 2013] shall reflect no trend factor projections
or adjustments for the period April 1, 1996, through March 31, 1997.

2. The commissioner of health shall adjust such rates of payment to
reflect the exclusion pursuant to this section of such specified trend
factor projections or adjustments.

§ 10. Subdivision 1 of section 89-a of part C of chapter 58 of the
laws of 2007, amending the social services law and other laws relating
to enacting the major components of legislation necessary to implement
the health and mental hygiene budget for the 2007-2008 state fiscal
year, as amended by section 10 of part D of chapter 59 of the 1laws of
2011, is amended to read as follows:

1. Notwithstanding paragraph (c¢) of subdivision 10 of section 2807-c
of the public health law and section 21 of chapter 1 of the laws of
1999, as amended, and any other inconsistent provision of law or regu-
lation to the contrary, in determining rates of payments by state
governmental agencies effective for services provided beginning April 1,
2006, through March 31, 2009, and on and after April 1, 2009 through
March 31, 2011, and on and after April 1, 2011 [through March 31, 2013]
for inpatient and outpatient services provided by general hospitals and
for inpatient services and outpatient adult day health care services
provided by residential health care facilities pursuant to article 28 of
the public health 1law, the commissioner of health shall apply a trend

factor projection of two and twenty-five hundredths percent attributable
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to the period January 1, 2006 through December 31, 2006, and on and
after January 1, 2007, provided, however, that on reconciliation of such
trend factor for the period January 1, 2006 through December 31, 2006
pursuant to paragraph (c¢) of subdivision 10 of section 2807-c of the
public health law, such trend factor shall be the final US Consumer
Price 1Index (CPI) for all urban consumers, as published by the US
Department of Labor, Bureau of Labor Statistics less twenty-five
hundredths of a percentage point.

§ 11. Paragraph (f) of subdivision 1 of section 64 of chapter 81 of
the laws of 1995, amending the public health law and other laws relating
to medical reimbursement and welfare reform, as amended by section 11 of
part D of chapter 59 of the laws of 2011, is amended to read as follows:

(f) Prior to [February 1, 2001, February 1, 2002, February 1, 2003,
February 1, 2004, February 1, 2005, February 1, 2006, February 1, 2007,
February 1, 2008, February 1, 2009, February 1, 2010, February 1, 2011,

February 1, 2012, and February 1, 2013] February first of each vear the

commissioner of health shall calculate the result of the statewide total
of residential health care facility days of care provided to benefici-
aries of title XVIII of the federal social security act (medicare),
divided by the sum of such days of care plus days of care provided to
residents eligible for payments pursuant to title 11 of article 5 of the
social services law minus the number of days provided to residents
receiving hospice care, expressed as a percentage, for the period
commencing January 1, through November 30, of the prior year respective-
ly, based on such data for such period. This value shall be called the
[2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007, 2008, 2009, 2010, 2011,
2012, and 2013] statewide target percentage [respectively] of the

respective year for which it is calculated.
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§ 12. Subparagraph (ii) of paragraph (b) of subdivision 3 of section
64 of chapter 81 of the laws of 1995, amending the public health law and
other laws relating to medical reimbursement and welfare reform, as
amended by section 12 of part D of chapter 59 of the laws of 2011, is
amended to read as follows:

(ii) If the [1997, 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006,
2007, 2008, 2009, 2010, 2011, 2012, and 2013] statewide target percent-
ages are not for each year at least three percentage points higher than
the statewide base percentage, the commissioner of health shall deter-
mine the percentage by which the statewide target percentage for each
year is not at least three percentage points higher than the statewide
base percentage. The percentage calculated pursuant to this paragraph
shall be called the [1997, 1998, 2000, 2001, 2002, 2003, 2004, 2005,
2006, 2007, 2008, 2009, 2010, 2011, 2012, and 2013] statewide reduction

percentage [respectively] of the respective year for which it is calcu-

lated. If the [1997, 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006,
2007, 2008, 2009, 2010, 2011, 2012, and 2013] statewide target percent-
age for the respective year is at least three percentage points higher
than the statewide base percentage, the statewide reduction percentage
for the respective year shall be zero.

§ 13. Subparagraph (iii) of paragraph (b) of subdivision 4 of section
64 of chapter 81 of the laws of 1995, amending the public health law and
other 1laws relating to medical reimbursement and welfare reform, as
amended by section 13 of part D of chapter 59 of the laws of 2011, is
amended to read as follows:

(iii) The [1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007, 2008,
2009, 2010, 2011, 2012, and 2013] statewide reduction percentage shall

be multiplied by one hundred two million dollars respectively to deter-
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mine the [1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007, 2008,

2009, 2010, 2011, 2012, and 2013] respective year's statewide aggregate

reduction amount. If the [1998 and the 2000, 2001, 2002, 2003, 2004,
2005, 2006, 2007, 2008, 2009, 2010, 2011, 2012, and 2013] statewide
reduction percentage shall be zero respectively, there shall be no
[1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007, 2008, 2009, 2010,
2011, 2012, and 2013] reduction amount.

§ 14. Paragraph (b) of subdivision 5 of section 64 of chapter 81 of
the laws of 1995, amending the public health law and other laws relating
to medical reimbursement and welfare reform, as amended by section 14 of
part D of chapter 59 of the laws of 2011, is amended to read as follows:

(b) The [1996, 1997, 1998, 1999, 2000, 2001, 2002, 2003, 2004, 2005,
2006, 2007, 2008, 2009, 2010, 2011, 2012, and 2013] statewide aggregate
reduction amounts shall for each year be allocated by the commissioner
of health among residential health care facilities that are eligible to
provide services to beneficiaries of title XVIII of the federal social
security act (medicare) and residents eligible for payments pursuant to
title 11 of article 5 of the social services law on the basis of the
extent of each facility's failure to achieve a two percentage points
increase in the 1996 target percentage, a three percentage point
increase in the [1997, 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006,

2007, 2008, 2009, 2010, 2011, 2012, and 2013] target percentage there-

after and a two and one-quarter percentage point increase in the 1999

target percentage for each year, compared to the base percentage, calcu-
lated on a facility specific basis for this purpose, compared to the
statewide total of the extent of each facility's failure to achieve a
two percentage points increase in the 1996 and a three percentage point

increase in the 1997 and a three percentage point increase in the 1998
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and a two and one-quarter percentage point increase in the 1999 target
percentage and a three percentage point increase in the [2000, 2001,
2002, 2003, 2004, 2005, 2006, 2007, 2008, 2009, 2010, 2011, 2012, and
2013] target percentage compared to the base percentage. These amounts
shall be called the [1996, 1997, 1998, 1999, 2000, 2001, 2002, 2003,
2004, 2005, 2006, 2007, 2008, 2009, 2010, 2011, 2012, and 2013] facility

specific reduction amounts [respectively] of the respective year for

which it is calculated.

§ 14-a. Section 228 of chapter 474 of the laws of 1996, amending the
education law and other laws relating to rates for residential health
care facilities, as amended by section 14-a of part D of chapter 59 of
the laws of 2011, is amended to read as follows:

§ 228. 1. Definitions. (a) Regions, for purposes of this section,
shall mean a downstate region to consist of Kings, New York, Richmond,
Queens, Bronx, Nassau and Suffolk counties and an upstate region to
consist of all other New York state counties. A certified home health
agency or 1long term home health care program shall be located in the
same county utilized by the commissioner of health for the establishment
of rates pursuant to article 36 of the public health law.

(b) Certified home health agency (CHHA) shall mean such term as
defined in section 3602 of the public health law.

(¢) Long term home health care program (LTHHCP) shall mean such term
as defined in subdivision 8 of section 3602 of the public health law.

(d) Regional group shall mean all those CHHAs and LTHHCPs, respective-
ly, located within a region.

(e) Medicaid revenue percentage, for purposes of this section, shall
mean CHHA and LTHHCP revenues attributable to services provided to

persons eligible for payments pursuant to title 11 of article 5 of the
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social services law divided by such revenues plus CHHA and LTHHCP reven-
ues attributable to services provided to beneficiaries of Title XVIII of
the federal social security act (medicare).

(f) Base period, for purposes of this section, shall mean calendar
year 1995.

(g) Target period. For purposes of this section, the 1996 target peri-
od shall mean August 1, 1996 through March 31, 1997, the 1997 target
period shall mean January 1, 1997 through November 30, 1997, the 1998
target period shall mean January 1, 1998 through November 30, 1998, the
1999 target period shall mean January 1, 1999 through November 30, 1999,
the 2000 target period shall mean January 1, 2000 through November 30,
2000, the 2001 target period shall mean January 1, 2001 through November
30, 2001, the 2002 target period shall mean January 1, 2002 through
November 30, 2002, the 2003 target period shall mean January 1, 2003
through November 30, 2003, the 2004 target period shall mean January 1,
2004 through November 30, 2004, and the 2005 target period shall mean
January 1, 2005 through November 30, 2005, the 2006 target period shall
mean January 1, 2006 through November 30, 2006, and the 2007 target
period shall mean January 1, 2007 through November 30, 2007 and the 2008
target period shall mean January 1, 2008 through November 30, 2008, and
the 2009 target period shall mean January 1, 2009 through November 30,
2009 and the 2010 target period shall mean January 1, 2010 through
November 30, 2010 and the 2011 target period shall mean January 1, 2011
through November 30, 2011 and the 2012 target period shall mean January
1, 2012 through November 30, 2012 and the 2013 target period shall mean

January 1, 2013 through November 30, 2013, and for each subsequent vyear

such target period shall be the first of January through the thirtieth

of November for the respective vear.
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2. (a) Prior to February 1, 1997, for each regional group the commis-
sioner of health shall calculate the 1996 medicaid revenue percentages
for the period commencing August 1, 1996 to the last date for which such
data is available and reasonably accurate.

(b) Prior to [February 1, 1998, prior to February 1, 1999, prior to
February 1, 2000, prior to February 1, 2001, prior to February 1, 2002,
prior to February 1, 2003, prior to February 1, 2004, prior to February
1, 2005, prior to February 1, 2006, prior to February 1, 2007, prior to
February 1, 2008, prior to February 1, 2009, prior to February 1, 2010,
prior to February 1, 2011, prior to February 1, 2012 and prior to Febru-

ary 1, 2013] the first of February each yvear for each regional group the

commissioner of health shall calculate the prior year's medicaid revenue
percentages for the period commencing January 1 through November 30 of
such prior year.

3. By September 15, 1996, for each regional group the commissioner of
health shall calculate the base period medicaid revenue percentage.

4. (a) For each regional group, the 1996 target medicaid revenue
percentage shall be calculated by subtracting the 1996 medicaid revenue
reduction percentages from the base period medicaid revenue percentages.
The 1996 medicaid revenue reduction percentage, taking into account
regional and program differences in utilization of medicaid and medicare
services, for the following regional groups shall be equal to:

(i) one and one-tenth percentage points for CHHAs located within the
downstate region;

(ii) six-tenths of one percentage point for CHHAs located within the
upstate region;

(iii) one and eight-tenths percentage points for LTHHCPs located with-

in the downstate region; and
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(iv) one and seven-tenths percentage points for LTHHCPs located within
the upstate region.

(b) For [1997, 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007,
2008, 2009, 2010, 2011, 2012, and 2013 for] each regional group, the
target medicaid revenue percentage for the respective year shall be
calculated by subtracting the respective year's medicaid revenue
reduction percentage from the base period medicaid revenue percentage.
The medicaid revenue reduction percentages for [1997, 1998, 2000, 2001,
2002, 2003, 2004, 2005, 2006, 2007, 2008, 2009, 2010, 2011, 2012, and

2013] each respective vear, taking into account regional and program

differences in wutilization of medicaid and medicare services, for the
following regional groups shall be equal to for each such year:

(i) one and one-tenth percentage points for CHHAs located within the
downstate region;

(ii) six-tenths of one percentage point for CHHAs located within the
upstate region;

(iii) one and eight-tenths percentage points for LTHHCPs located with-
in the downstate region; and

(iv) one and seven-tenths percentage points for LTHHCPs located within
the upstate region.

(c) For each regional group, the 1999 target medicaid revenue percent-
age shall be calculated by subtracting the 1999 medicaid revenue
reduction percentage from the base period medicaid revenue percentage.
The 1999 medicaid revenue reduction percentages, taking into account
regional and program differences in utilization of medicaid and medicare
services, for the following regional groups shall be equal to:

(i) eight hundred twenty-five thousandths (.825) of one percentage

point for CHHAs located within the downstate region;
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(ii) forty-five hundredths (.45) of one percentage point for CHHAs
located within the upstate region;

(iii) one and thirty-five hundredths percentage points (1.35) for
LTHHCPs located within the downstate region; and

(iv) one and two hundred seventy-five thousandths percentage points
(1.275) for LTHHCPs located within the upstate region.

5. (a) For each regional group, if the 1996 medicaid revenue percent-
age is not equal to or 1less than the 1996 target medicaid revenue
percentage, the commissioner of health shall compare the 1996 medicaid
revenue percentage to the 1996 target medicaid revenue percentage to
determine the amount of the shortfall which, when divided by the 1996
medicaid revenue reduction percentage, shall be called the 1996
reduction factor. These amounts, expressed as a percentage, shall not
exceed one hundred percent. If the 1996 medicaid revenue percentage is
equal to or less than the 1996 target medicaid revenue percentage, the
1996 reduction factor shall be zero.

(b) For [1997, 1998, 1999, 2000, 2001, 2002, 2003, 2004, 2005, 2006,
2007, 2008, 2009, 2010, 2011, 2012, and 2013 for] each regional group,
if the medicaid revenue percentage for the respective year is not equal
to or less than the target medicaid revenue percentage for such respec-
tive year, the commissioner of health shall compare such respective
year's medicaid revenue percentage to such respective year's target
medicaid revenue percentage to determine the amount of the shortfall
which, when divided by the respective year's medicaid revenue reduction
percentage, shall be called the reduction factor for such respective
year. These amounts, expressed as a percentage, shall not exceed one

hundred percent. If the medicaid revenue percentage for a particular
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year is equal to or less than the target medicaid revenue percentage for
that year, the reduction factor for that year shall be zero.

6. (a) For each regional group, the 1996 reduction factor shall be
multiplied by the following amounts to determine each regional group's
applicable 1996 state share reduction amount:

(i) two million three hundred ninety thousand dollars ($2,390,000) for
CHHAs located within the downstate region;

(ii) seven hundred fifty thousand dollars ($750,000) for CHHAs located
within the upstate region;

(iii) one million two hundred seventy thousand dollars ($1,270,000)
for LTHHCPs located within the downstate region; and

(iv) five hundred ninety thousand dollars ($590,000) for LTHHCPs
located within the upstate region.

For each regional group reduction, if the 1996 reduction factor shall
be zero, there shall be no 1996 state share reduction amount.

(b) For [1997, 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007,
2008, 2009, 2010, 2011, 2012, and 2013 for] each regional group, the
reduction factor for the respective year shall be multiplied by the
following amounts to determine each regional group's applicable state
share reduction amount for such respective year:

(i) two million three hundred ninety thousand dollars ($2,390,000) for
CHHAs located within the downstate region;

(ii) seven hundred fifty thousand dollars ($750,000) for CHHAs located
within the upstate region;

(iii) one million two hundred seventy thousand dollars ($1,270,000)
for LTHHCPs located within the downstate region; and

(iv) five hundred ninety thousand dollars ($590,000) for LTHHCPs

located within the upstate region.
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For each regional group reduction, if the reduction factor for a
particular vyear shall be zero, there shall be no state share reduction
amount for such year.

(c) For each regional group, the 1999 reduction factor shall be multi-
plied by the following amounts to determine each regional group's appli-
cable 1999 state share reduction amount:

(i) one million seven hundred ninety-two thousand five hundred dollars
($1,792,500) for CHHAs located within the downstate region;

(ii) five hundred sixty-two thousand five hundred dollars ($562,500)
for CHHAs located within the upstate region;

(iii) nine hundred fifty-two thousand five hundred dollars ($952,500)
for LTHHCPs located within the downstate region; and

(iv) four hundred forty-two thousand five hundred dollars ($442,500)
for LTHHCPs located within the upstate region.

For each regional group reduction, if the 1999 reduction factor shall
be zero, there shall be no 1999 state share reduction amount.

7. (a) For each regional group, the 1996 state share reduction amount
shall be allocated by the commissioner of health among CHHAs and LTHHCPs
on the basis of the extent of each CHHA's and LTHHCP's failure to
achieve the 1996 target medicaid revenue percentage, calculated on a
provider specific basis utilizing revenues for this purpose, expressed
as a proportion of the total of each CHHA's and LTHHCP's failure to
achieve the 1996 target medicaid revenue percentage within the applica-
ble regional group. This proportion shall be multiplied by the applica-
ble 1996 state share reduction amount calculation pursuant to paragraph
(a) of subdivision 6 of this section. This amount shall be called the

1996 provider specific state share reduction amount.
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(b) For [1997, 1998, 1999, 2000, 2001, 2002, 2003, 2004, 2005, 2006,
2007, 2008, 2009, 2010, 2011, 2012, and 2013 for] each regional group,
the state share reduction amount for the respective year shall be allo-
cated by the commissioner of health among CHHAs and LTHHCPs on the basis
of the extent of each CHHA's and LTHHCP's failure to achieve the target
medicaid revenue percentage for the applicable vyear, calculated on a
provider specific basis utilizing revenues for this purpose, expressed
as a proportion of the total of each CHHA's and LTHHCP's failure to
achieve the target medicaid revenue percentage for the applicable year
within the applicable regional group. This proportion shall be multi-
plied by the applicable year's state share reduction amount calculation
pursuant to paragraph (b) or (c¢) of subdivision 6 of this section. This
amount shall be called the provider specific state share reduction
amount for the applicable year.

8. (a) The 1996 provider specific state share reduction amount shall
be due to the state from each CHHA and LTHHCP and may be recouped by the
state by March 31, 1997 in a lump sum amount or amounts from payments
due to the CHHA and LTHHCP pursuant to title 11 of article 5 of the
social services law.

(b) The provider specific state share reduction amount for [1997,
1998, 1999, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007, 2008, 2009,

2010, 2011, 2012, and 2013 respectively,] the respective vear shall be

due to the state from each CHHA and LTHHCP and each year the amount due
for such year may be recouped by the state by March 31 of the following
vear in a lump sum amount or amounts from payments due to the CHHA and
LTHHCP pursuant to title 11 of article 5 of the social services law.

9. CHHAs and LTHHCPs shall submit such data and information at such

times as the commissioner of health may require for purposes of this
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section. The commissioner of health may use data available from third-
party payors.

10. On or about June 1, 1997, for each regional group the commissioner
of health shall calculate for the period August 1, 1996 through March
31, 1997 a medicaid revenue percentage, a reduction factor, a state
share reduction amount, and a provider specific state share reduction
amount in accordance with the methodology provided in paragraph (a) of
subdivision 2, paragraph (a) of subdivision 5, paragraph (a) of subdivi-
sion 6 and paragraph (a) of subdivision 7 of this section. The provider
specific state share reduction amount calculated in accordance with this
subdivision shall be compared to the 1996 provider specific state share
reduction amount calculated in accordance with paragraph (a) of subdivi-
sion 7 of this section. Any amount in excess of the amount determined in
accordance with paragraph (a) of subdivision 7 of this section shall be
due to the state from each CHHA and LTHHCP and may be recouped in
accordance with paragraph (a) of subdivision 8 of this section. If the
amount is less than the amount determined in accordance with paragraph
(a) of subdivision 7 of this section, the difference shall be refunded
to the CHHA and LTHHCP by the state no later than July 15, 1997. CHHAs
and LTHHCPs shall submit data for the period August 1, 1996 through
March 31, 1997 to the commissioner of health by April 15, 1997.

11. If a CHHA or LTHHCP fails to submit data and information as
required for purposes of this section:

(a) such CHHA or LTHHCP shall be presumed to have no decrease in medi-
caid revenue percentage between the applicable base period and the
applicable target period for purposes of the calculations pursuant to

this section; and
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(b) the commissioner of health shall reduce the current rate paid to
such CHHA and such LTHHCP by state governmental agencies pursuant to
article 36 of the public health law by one percent for a period begin-
ning on the first day of the calendar month following the applicable due
date as established by the commissioner of health and continuing until
the last day of the calendar month in which the required data and infor-
mation are submitted.

12. The commissioner of health shall inform in writing the director of
the budget and the chair of the senate finance committee and the chair
of the assembly ways and means committee of the results of the calcu-
lations pursuant to this section.

§ 15. Subdivision 5-a of section 246 of chapter 81 of the 1laws of
1995, amending the public health law and other laws relating to medical
reimbursement and welfare reform, as amended by section 15 of part D of
chapter 59 of the laws of 2011, is amended to read as follows:

5-a. Section sixty-four-a of this act shall be deemed to have been in
full force and effect on and after April 1, 1995 through March 31, 1999
and on and after July 1, 1999 through March 31, 2000 and on and after
April 1, 2000 through March 31, 2003 and on and after April 1, 2003
through March 31, 2007, and on and after April 1, 2007 through March 31,
2009, and on and after April 1, 2009 through March 31, 2011, and on and

after April 1, 2011 through March 31, 2013, and on and after April 1,

2013 through March 31, 2018;

§ 16. Section 64-b of chapter 81 of the laws of 1995, amending the
public health law and other laws relating to medical reimbursement and
welfare reform, as amended by section 16 of part D of chapter 59 of the

laws of 2011, is amended to read as follows:
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§ 64-b. Notwithstanding any inconsistent provision of 1law, the
provisions of subdivision 7 of section 3614 of the public health law, as
amended, shall remain and be in full force and effect on April 1, 1995
through March 31, 1999 and on July 1, 1999 through March 31, 2000 and on
and after April 1, 2000 through March 31, 2003 and on and after April 1,
2003 through March 31, 2007, and on and after April 1, 2007 through
March 31, 2009, and on and after April 1, 2009 through March 31, 2011,

and on and after April 1, 2011 through March 31, 2013, and on and after

April 1, 2013 through March 31, 2018.

§ 17. Subdivision 1 of section 20 of chapter 451 of the laws of 2007,
amending the public health law, the social services law and the insur-
ance 1law, relating to providing enhanced consumer and provider
protections, as amended by section 17 of part D of chapter 59 of the
laws of 2011, is amended to read as follows:

1. sections four, eleven and thirteen of this act shall take effect
immediately and shall expire and be deemed repealed June 30, [2013]

2015;

§ 18. The opening paragraph of subdivision 7-a of section 3614 of the
public health 1law, as amended by section 18 of part D of chapter 59 of
the laws of 2011, is amended to read as follows:

Notwithstanding any inconsistent provision of law or regulation, for
the purposes of establishing rates of payment by governmental agencies
for long term home health care programs for the period April first, two
thousand five, through December thirty-first, two thousand five, and for
the period January first, two thousand six through March thirty-first,
two thousand seven, and on and after April first, two thousand seven
through March thirty-first, two thousand nine, and on and after April

first, two thousand nine through March thirty-first, two thousand elev-
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en, and on and after April first, two thousand eleven through March

thirty-first, two thousand thirteen and for each vear thereafter, the

reimbursable base year administrative and general costs of a provider of
services shall not exceed the statewide average of total reimbursable
base vyear administrative and general costs of such providers of
services.

§ 19. ©Subdivisions 3, 4 and 5 of section 47 of chapter 2 of the laws
of 1998, amending the public health law and other 1laws relating to
expanding the child health insurance plan, as amended by section 19 of
part D of chapter 59 of the 1laws of 2011, are amended to read as
follows:

3. section six of this act shall take effect January 1, 1999;
[provided, however, that subparagraph (iii) of paragraph (c¢) of subdivi-
sion 9 of section 2510 of the public health law, as added by this act,
shall expire on July 1, 2014;]

4. sections two, three, four, seven, eight, nine, fourteen, fifteen,
sixteen, eighteen, eighteen-a, [twenty-three,] twenty-four, and twenty-
nine of this act shall take effect January 1, 1999 [and shall expire on
July 1, 2014]; section twenty-five of this act shall take effect on
January 1, 1999 and shall expire on April 1, 2005;

5. section twelve of this act shall take effect January 1, 1999;
[provided, however, paragraphs (g) and (h) of subdivision 2 of section
2511 of the public health law, as added by such section, shall expire on
July 1, 2014;]

§ 20. Subdivision 6-a of section 93 of part C of chapter 58 of the
laws of 2007 amending the social services law and the public health law
relating to adjustments of rates, as amended by section 40 of part D of

chapter 58 of the laws of 2009, is amended to read as follows:
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6-a. section fifty-seven of this act shall expire and be deemed
repealed on December 31, [2013] 2018; provided that the amendments made
by such section to subdivision 4 of section 366-c of the social services
law shall apply with respect to determining initial and continuing
eligibility for medical assistance, including the continued eligibility
of recipients originally determined eligible prior to the effective date
of this act, and provided further that such amendments shall not apply
to any person or group of persons if it is subsequently determined by
the Centers for Medicare and Medicaid services or by a court of compe-
tent jurisdiction that medical assistance with federal financial partic-
ipation 1is available for the costs of services provided to such person
or persons under the provisions of subdivision 4 of section 366-c of the
social services law in effect immediately prior to the effective date of
this act.

§ 21. Subdivision 12 of section 246 of chapter 81 of the laws of 1995,
amending the public health law and other 1laws relating to medical
reimbursement and welfare reform, is REPEALED.

§ 22. Section 5 of chapter 426 of the laws of 1983, amending the
public health law relating to professional misconduct proceedings, as
amended by chapter 36 of the laws of 2008, is amended to read as
follows:

§ 5. This act shall take effect June 1, 1983 [and shall remain in full
force and effect until March 31, 2013].

§ 23. Section 5 of chapter 582 of the 1laws of 1984, amending the
public health 1law relating to regulating activities of physicians, as
amended by chapter 36 of the laws of 2008, is amended to read as

follows:
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§ 5. This act shall take effect immediately[, provided however that
the provisions of this act shall remain in full force and effect until
March 31, 2013 at which time the provisions of this act shall be deemed
to be repealed].

§ 24. Subparagraph (ii) of paragraph (c¢) of subdivision 11 of section
230 of the public health law, as amended by chapter 36 of the laws of
2008, is amended to read as follows:

(ii) Participation and membership during a three year demonstration
period in a physician committee of the Medical Society of the State of
New York or the New York State Osteopathic Society whose purpose is to
confront and refer to treatment physicians who are thought to be suffer-
ing from alcoholism, drug abuse or mental illness. Such demonstration
period shall commence on April first, nineteen hundred eighty and termi-
nate on May thirty-first, nineteen hundred eighty-three. An additional
demonstration period shall commence on June first, nineteen hundred
eighty-three and terminate on March thirty-first, nineteen hundred
eighty-six. An additional demonstration period shall commence on April
first, nineteen hundred eighty-six and terminate on March thirty-first,
nineteen hundred eighty-nine. An additional demonstration period shall
commence April first, nineteen hundred eighty-nine and terminate March
thirty-first, nineteen hundred ninety-two. An additional demonstration
period shall commence April first, nineteen hundred ninety-two and
terminate March thirty-first, nineteen hundred ninety-five. An addi-
tional demonstration period shall commence on April first, nineteen
hundred ninety-five and terminate on March thirty-first, nineteen
hundred ninety-eight. An additional demonstration period shall commence
on April first, nineteen hundred ninety-eight and terminate on March

thirty-first, two thousand three. An additional demonstration period
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shall commence on April first, two thousand three [and terminate on
March thirty-first, two thousand thirteen]; provided, however, that the
commissioner may prescribe requirements for the continuation of such
demonstration program, including periodic reviews of such programs and
submission of any reports and data necessary to permit such reviews.
During these additional periods, the provisions of this subparagraph
shall also apply to a physician committee of a county medical society.

§ 25. Section 4 of part X2 of chapter 62 of the laws of 2003, amending
the public health law relating to allowing for the use of funds of the
office of professional medical conduct for activities of the patient
health information and quality improvement act of 2000, as amended by
section 27 of part A of chapter 59 of the laws of 2011, is amended to
read as follows:

§ 4. This act shall take effect immediately; provided that the
provisions of section one of this act shall be deemed to have been in
full force and effect on and after April 1, 2003, and shall expire March
31, [2013] 2015 when upon such date the provisions of such section shall
be deemed repealed.

§ 26. Notwithstanding any inconsistent provision of law, rule or regu-
lation, the effectiveness of the provisions of sections 2807 and 3614 of
the public health law, section 18 of chapter 2 of the laws of 1988, and
18 NYCRR 505.14(h), as they relate to time frames for notice, approval
or certification of rates of payment, are hereby suspended and without
force or effect for purposes of implementing the provisions of this act.

§ 27. Severability clause. If any clause, sentence, paragraph, subdi-
vision, section or part of this act shall be adjudged by any court of
competent Jjurisdiction to be invalid, such judgment shall not affect,

impair or invalidate the remainder thereof, but shall be confined in its
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operation to the clause, sentence, paragraph, subdivision, section or
part thereof directly involved in the controversy in which such judge-
ment shall have been rendered. It is hereby declared to be the intent of
the legislature that this act would have been enacted even if such
invalid provisions had not been included herein.

§ 28. This act shall take effect immediately and shall be deemed to

have been in full force and effect on and after April 1, 2013.

PART C

Section 1. Section 2807-k of the public health law is amended by

adding a new subdivision 5-d to read as follows:

5-d. (a) Notwithstanding any inconsistent provision of this section,

section twenty-eight hundred seven-w of this article or any other

contrary provision of law, and subject to the availability of federal

financial participation, for periods on and after January first, two

thousand thirteen, through December thirty-first, two thousand fifteen,

all funds available for distribution pursuant to this section and

section twenty-eight hundred seven-w of this article, shall be reserved

and set aside and distributed in accordance with the provisions of this

subdivision.

(b) The commissioner shall promulgate requlations, and may promulgate

emergency regqulations, establishing methodologies for the distribution

of funds as described in paragraph (a) of this subdivision and such

reqgulations shall include, but not be limited to, the following:

(i) Such regulations shall establish methodologies for determining

each facility's relative uncompensated care need amount based on unin-

sured inpatient and outpatient units of service from the cost reporting
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year two years prior to the distribution yvear, multiplied by the appli-

cable medicaid rates in effect January first of the distribution vear,

as summed and adjusted by a statewide cost adjustment factor and reduced

by the sum of all payment amounts collected from such uninsured

patients, and as further adjusted by application of a nominal need

computation that shall take into account each facility's medicaid inpa-

tient share.

(ii) Annual distributions pursuant to such regqulations for the two

thousand thirteen through two thousand fifteen calendar years shall be

in accord with the following:

(A) one hundred thirty-nine million four hundred thousand dollars

shall be distributed as Medicaid Disproportionate Share Hospital ("DSH")

payments to major public general hospitals; and

(B) nine hundred ninety-four million nine hundred thousand dollars as

Medicaid DSH payments to eligible general hospitals, other than major

public general hospitals.

(iii) (A) Such regulations shall establish transition adjustments to

the distributions made pursuant to clauses (A) and (B) of subparagraph

(ii) of this paragraph such that no facility experiences a reduction in

indigent care pool payments pursuant to this subdivision that is greater

than the percentages, as specified in such requlations, as compared to

the average distribution that each such facility received for the three

calendar years prior to two thousand thirteen pursuant to this section

and section twenty-eight hundred seven-w of this article.

(B) Such regulations shall also establish adjustments limiting the

increases in indigent care pool payments experienced by facilities

pursuant to this subdivision by an amount that will be, as determined by

the commissioner and in conjunction with such other funding as may be
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available for this purpose, sufficient to ensure full funding for the

transition adjustment payments authorized by clause (A) of this subpara-

graph.

(iv) Such regqulations shall reserve one percent of the funds available

for distribution in the two thousand fourteen and two thousand fifteen

calendar vears pursuant to this subdivision, subdivision fourteen-f of

section twenty-eight hundred seven-c of this article, and sections two

hundred eleven and two hundred twelve of chapter four hundred seventy-

four of the laws of nineteen hundred ninety-six, in a "financial assist-

ance compliance pool" and shall establish methodologies for the distrib-

ution of such pool funds to facilities based on their level of

compliance, as determined by the commissioner, with the provisions of

subdivision nine-a of this section.

§ 2. Subdivision 14-f of section 2807-c¢ of the public health law, as
amended by chapter 1 of the laws of 1999, is amended to read as follows:
14-f. Public general hospital indigent care adjustment. Notwithstand-

ing any inconsistent provision of this section and subject to the avail-

ability of federal financial participation, payment for inpatient hospi-

tal services for persons eligible for payments made by state
governmental agencies for the period January first, nineteen hundred
ninety-seven through December thirty-first, nineteen hundred ninety-nine
and periods on and after January first, two thousand applicable to
patients eligible for federal financial participation under title XIX of
the federal social security act in medical assistance provided pursuant
to title eleven of article five of the social services law determined in
accordance with this section shall include for eligible public general
hospitals a public general hospital indigent care adjustment equal to

the aggregate amount of the adjustments provided for such public general
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hospital for the period January first, nineteen hundred ninety-six
through December thirty-first, nineteen hundred ninety-six pursuant to
subdivisions fourteen-a and fourteen-d of this section on an annualized
basis, [provided all federal approvals necessary by federal law and
regulation for federal financial participation in payments made for
beneficiaries eligible for medical assistance under title XIX of the
federal social security act based upon the adjustment provided herein as

a component of such payments are granted] provided, however, that for

periods on and after January first, two thousand thirteen an annual

amount of four hundred twelve million dollars shall be allocated to

eligible major public hospitals based on each hospital's proportionate

share of medicaid and uninsured losses to total medicaid and uninsured

losses for all eligible major public hospitals, net of any dispropor-

tionate share hospital payments received pursuant to sections twenty-

eight hundred seven-k and twenty-eight hundred seven-w of this article.

The adjustment may be made to rates of payment or as aggregate payments
to an eligible hospital.

§ 3. Paragraph (i) of subdivision 2-a of section 2807 of the public
health law, as amended by section 16 of part C of chapter 58 of the laws
of 2009, is amended to read as follows:

(i) Notwithstanding any provision of law to the contrary, rates of
payment by governmental agencies for general hospital outpatient
services, general hospital emergency services and ambulatory surgical
services provided by a general hospital established pursuant to para-
graphs (a), (c¢) and (d) of this subdivision shall result in an aggregate
increase in such rates of payment of fifty-six million dollars for the
period December first, two thousand eight through March thirty-first,

two thousand nine and one hundred seventy-eight million dollars for
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periods after April first, two thousand nine, through March thirty-

first, two thousand thirteen, and one hundred fifty-three million

dollars for state fiscal vear periods on and after April first, two

thousand thirteen, provided, however, that for periods on and after

April first, two thousand nine, such amounts may be adjusted to reflect
projected decreases in fee-for-service Medicaid utilization and changes
in case-mix with regard to such services from the two thousand seven
calendar vyear to the applicable rate year, and provided further, howev-
er, that funds made available as a result of any such decreases may be
utilized by the commissioner to increase capitation rates paid to Medi-
caid managed care plans and family health plus plans to cover increased
payments to health care providers for ambulatory care services and to
increase such other ambulatory care payment rates as the commissioner
determines necessary to facilitate access to quality ambulatory care
services.

§ 4. This act shall take effect immediately and shall be deemed to
have been in full force and effect on and after April 1, 2013 provided
that:

a. sections one and two of this act shall be deemed to have been in
full force and effect on and after January 1, 2013; and

b. the amendments to subdivision 14-f of section 2807-c of the public
health law made by section two of this act shall not affect the expira-

tion of such subdivision and shall be deemed to expire therewith.

PART D

Section 1. Subdivision 1 of section 366 of the social services law is

REPEALED and a new subdivision 1 is added to read as follows:
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1. (a) Definitions. For purposes of this section:

(1) "benchmark coverage" refers to medical assistance coverage defined

in subdivision one of section three hundred sixty-five-a of this title;

(2) "caretaker relative" means a relative of a dependent child by

blood, adoption, or marriage with whom the child is living, who assumes

primary responsibility for the child's care and who is one of the

following:

(i) the child's father, mother, grandfather, grandmother, brother,

sister, stepfather, stepmother, stepbrother, stepsister, uncle, aunt,

first cousin, nephew, or niece; or

(ii) the spouse of such parent or relative, even after the marriage is

terminated by death or divorce;

(3) "family size" means the number of persons counted as members of an

individual's household; with respect to individuals whose medical

assistance eligibility is based on modified adjusted gross income, in

determining the family size of a pregnant woman, or of other individuals

who have a pregnant woman in their household, the pregnant woman is

counted as herself plus the number of children she is expected to deliv-

er;

(4) "federal poverty line" means the poverty line defined and annually

revised by the United States department of health and human services;

(5) "household," for purposes of determining the financial eligibility

of applicants and recipients of benefits under this title, shall be

defined by the commissioner of health, and be based on eligibility cate-

gory; with respect to individuals whose medical assistance eligibility

is based on modified adjusted gross income, such definition shall be

consistent with the requirements of federal requlation at 42 CFR 435.603

Or any successor requlation;
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(6) "MAGI" means modified adjusted gross income;

(7) "MAGI-based income" means income calculated using the same method-

ologies used to determine MAGI under section 36B(d) (2) (B) of the Inter-

nal Revenue Code, with the exception of lump sum payments, certain

educational scholarships, and certain American Indian and Alaska Native

income, as specified by the commissioner of health consistent with

federal requlation at 42 CFR 435.603 or any successor regqulation;

(8) "MAGI household income" means, with respect to an individual whose

medical assistance eligibility is based on modified adjusted gross

income, the sum of the MAGI-based income of every person included in the

individual's MAGI household, minus an amount equivalent to five percent-

age points of the federal poverty level for the applicable family size,

except that it shall not include the MAGI-based income of the following

persons if such persons are not expected to be required to file a tax

return in the taxable vear in which eligibility for medical assistance

is being determined:

(i) a biological, adopted, or step child who is included in the indj-

vidual's MAGI household; or

(ii) a person, other than a spouse or a biological, adopted, or step

child, who is expected to be claimed as a tax dependent by the individ-

ual;

(9) "standard coverage" refers to medical assistance coverage defined

in subdivision two of section three hundred sixty-five-a of this title.

(b) MAGI eligibility groups. Individuals listed in this paragraph are

eligible for medical assistance based on modified adjusted gross income.

(1) An individual is eligible for benchmark coverage if his or her

MAGI household income does not exceed one hundred thirty-three percent
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of the federal poverty line for the applicable family size and he or she

is:

(i) age nineteen or older and under age sixty-five; and

(ii) not pregnant; and

(iii) not entitled to or enrolled for benefits under parts A or B of

title XVITIT of the federal social security act; and

(iv) not otherwise eligible for and receiving coverage under subpara-

graphs two and three of this paragraph; and

(v) not a parent or other caretaker relative of a dependent child

under twenty-one years of age and living with such child, unless such

child is receiving benefits under this title or under title 1-A of arti-

cle twenty-five of the public health law, or otherwise is enrolled in

minimum essential coverage.

(2) A pregnant woman or an infant younger than one vear of age is

eligible for standard coverage if his or her MAGI household income does

not exceed the MAGI-equivalent of two hundred percent of the federal

poverty 1line for the applicable family size, which shall be calculated

in accordance with guidance issued by the secretary of the United States

department of health and human services, or an infant younger than one

year of age who meets the presumptive eligibility requirements of subdi-

vision four of section three hundred sixty-four-i of this title.

(3) A child who is at least one year of age but vounger than nineteen

years of age is eligible for standard coverage if his or her MAGI house-

hold income does not exceed the MAGI-equivalent of one hundred thirty-

three percent of the federal poverty line for the applicable family

size, which shall be calculated in accordance with guidance issued by

the Secretary of the United States department of health and human

services, or a child who is at least one vear of age but younger than
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nineteen vears of age who meets the presumptive eligibility requirements

of subdivision four of section three hundred sixty-four-i of this title.

(4) An individual who is a pregnant woman or is a member of a family

that contains a dependent child living with a parent or other caretaker

relative is eligible for standard coverage if his or her MAGI household

income does not exceed the MAGI-equivalent of one hundred thirty percent

of the highest amount that ordinarily would have been paid to a person

without any income or resources under the family assistance program as

it existed on the first day of November, nineteen hundred ninety-seven,

which shall be calculated in accordance with guidance issued by the

Secretary of the United States department of health and human services;

for purposes of this subparagraph, the term dependent child means a

person who is under eighteen yvears of age, or is eighteen yvears of age

and a full-time student, who is deprived of parental support or care by

reason of the death, continued absence, or physical or mental incapacity

of a parent, or by reason of the unemployment of the parent, as defined

by the department of health.

(5) A child who is under twenty-one yvears of age and who was in foster

care under the responsibility of the state on his or her eighteenth

birthday is eligible for standard coverage; notwithstanding any

provision of law to the contrary, the provisions of this subparagraph

shall be effective only if and for so long as federal financial partic-

ipation is available in the costs of medical assistance furnished here-

under.

(6) An individual who is not otherwise eligible for medical assistance

under this section is eligible for coverage of family planning services

reimbursed by the federal government at a rate of ninety percent, and

for coverage of those services identified by the commissioner of health
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as services dgenerally performed as part of or as a follow-up to a

service eligible for such ninety percent reimbursement, including treat-

ment for sexually transmitted diseases, if his or her income does not

exceed the MAGI-equivalent of two hundred percent of the federal poverty

line for the applicable family size, which shall be calculated in

accordance with guidance issued by the secretary of the United States

department of health and human services.

(¢) Non-MAGI eligibility groups. Individuals listed in this paragraph

are eligible for standard coverage. Where a financial eligibility deter-

mination must be made by the medical assistance program for individuals

in these groups, such financial eligibility will be determined in

accordance with subdivision two of this section.

(1) An individual receiving or eligible to receive federal supple-

mental security income payments and/or additional state payments pursu-

ant to title six of this article; any inconsistent provision of this

chapter or other law notwithstanding, the department may designate the

office of temporary and disability assistance as its agent to discharge

its responsibility, or so much of its responsibility as is permitted by

federal law, for determining eligibility for medical assistance with

respect to persons who are not eligible to receive federal supplemental

security income payments but who are receiving a state administered

supplementary payment or mandatory minimum supplement in accordance with

the provisions of subdivision one of section two hundred twelve of this

article.

(2) An individual who, although not receiving public assistance or

care for his or her maintenance under other provisions of this chapter,

has income and resources, including available support from responsible

relatives, that does not exceed the amounts set forth in paragraph (a)
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of subdivision two of this section, and is (i) sixty-five years of age

or older, or certified blind or certified disabled or (ii) for reasons

other than income or resources, is eligible for federal supplemental

security income benefits and/or additional state payments.

(3) An individual who, although not receiving public assistance or

care for his or her maintenance under other provisions of this chapter,

has income, including available support from responsible relatives, that

does not exceed the amounts set forth in paragraph (a) of subdivision

two of this section, and is (i) under the age of twenty-one vyears, or

(ii) a spouse of a cash public assistance recipient living with him or

her and essential or necessary to his or her welfare and whose needs are

taken into account in determining the amount of his or her cash payment,

or (ijii) is a single individual or a member of a childless couple, and

age nineteen or older and under age sixty-five, and unable to receive

necessary medical care under other provisions of this section, or (iv)

for reasons other than income, would meet the eligibility requirements

of the aid to dependent children program as it existed on the sixteenth

day of July, nineteen hundred ninety-six.

(4) A child in foster care, or a child described in section four

hundred fifty-four or four hundred fifty-eight-4 of this chapter.

(5) A disabled individual at least sixteen years of age, but under the

age of sixty-five, who: would be eligible for benefits under the

supplemental security income program but for earnings in excess of the

allowable limit; has net available income that does not exceed two

hundred fifty percent of the applicable federal income official poverty

line, as defined and updated by the United States department of health

and human services, for a one-person or two-person household, as defined

by the commissioner in regulation; has household resources, as defined
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in paragraph (e) of subdivision two of section three hundred sixty-six-c

of this title, other than retirement accounts, that do not exceed twenty

thousand dollars for a one-person household or thirty thousand dollars

for a two-person household, as defined by the commissioner in regqu-

lation; and contributes to the cost of medical assistance provided

pursuant to this subparagraph in accordance with subdivision twelve of

section three hundred sixty-seven-a of this title; for purposes of this

subparagraph, disabled means having a medically determinable impairment

of sufficient severity and duration to qualify for benefits under

section 1902 (a) (10) (A) (ii) (xv) of the social security act.

(6) An individual at least sixteen years of age, but under the age of

sixty-five, who: is employed; ceases to be in receipt of medical assist-

ance under subparagraph five of this paragraph because the person, by

reason of medical improvement, is determined at the time of a reqularly

scheduled continuing disability review to no longer be eligible for

supplemental security income program benefits or disability insurance

benefits under the social security act; continues to have a severe

medically determinable impairment, to be determined in accordance with

applicable federal regqulations; and contributes to the cost of medical

assistance provided pursuant to this subparagraph in accordance with

subdivision twelve of section three hundred sixty-seven-a of this title;

for purposes of this subparagraph, a person is considered to be employed

if the person is earning at least the applicable minimum wage under

section six of the federal fair labor standards act and working at least

forty hours per month; or

(7) An individual receiving treatment for breast or cervical cancer

who meets the eligibility requirements of paragraph (d) of subdivision
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four of this section or the presumptive eligibility requirements of

subdivision five of section three hundred sixty-four-i of this title.

(8) An individual receiving treatment for colon or prostate cancer who

meets the eligibility requirements of paragraph (e) of subdivision four

of this section or the presumptive eligibility requirements of subdivi-

sion five of section three hundred sixty-four-i of this title.

(9) An individual who:

(i) is under twenty-six yvears of age; and

(ii) was in foster care under the responsibility of the state on his

or her eighteenth birthday; and

(iii) was in receipt of medical assistance under this title while in

foster care; and

(iv) is not otherwise eligible for medical assistance under this

title.

(10) A resident of a home for adults operated by a social services

district, or a residential care center for adults or community residence

operated or certified by the office of mental health, and has not,

according to criteria promulgated by the department consistent with this

title, sufficient income, or in the case of a person sixty-five years of

age or older, certified blind, or certified disabled, sufficient income

and resources, including available support from responsible relatives,

to meet all the costs of required medical care and services available

under this title.

(d) Conditions of eligibility. A person shall not be eligible for

medical assistance under this title unless he or she:

(1) is a resident of the state, or, while temporarily in the state,

requires immediate medical care which is not otherwise available,
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provided that such person did not enter the state for the purpose of

obtaining such medical care; and

(2) assigns to the appropriate social services official or to the

department, in accordance with department requlations: (i) any benefits

which are available to him or her individually from any third party for

care or other medical benefits available under this title and which are

otherwise assignable pursuant to a contract or any agreement with such

third party; or (ii) any rights, of the individual or of any other

person who is eligible for medical assistance under this title and on

whose behalf the individual has the 1legal authority to execute an

assignment of such rights, to support specified as support for the

purpose of medical care by a court or administrative order; and

(3) cooperates with the appropriate social services official or the

department in establishing paternity or in establishing, modifving, or

enforcing a support order with respect to his or her child; provided,

however, that nothing herein contained shall be construed to require a

payment under this title for care or services, the cost of which may be

met in whole or in part by a third party; notwithstanding the foregoing,

a social services official shall not require such cooperation if the

social services official or the department determines that such actions

would be detrimental to the best interest of the child, applicant, or

recipient, or with respect to pregnant women during pregnancy and during

the sixty-day period beginning on the last day of pregnancy, in accord-

ance with procedures and criteria established by requlations of the

department consistent with federal law; and

(4) applies for and utilizes group health insurance benefits available

through a current or former employer, including benefits for a spouse
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and dependent children, in accordance with the requlations of the

department.

(e) Conditions of coverage. An otherwise eligible person shall not be

entitled to medical assistance coverage of care, services, and supplies

under this title while he or she:

(1) is an inmate or patient in an institution or facility wherein

medical assistance may not be provided in accordance with applicable

federal or state requirements, except for persons described in subpara-

graph ten of paragraph (c¢) of this subdivision or subdivision one-a or

subdivision one-b of this section; or

(2) is a patient in a public jinstitution operated primarily for the

treatment of tuberculosis or care of the mentally disabled, with the

exception of: (i) a person sixty-five vears of age or older and a

patient in any such institution; (ii) a person under twenty-one years of

age and receiving in-patient psychiatric services in a public institu-

tion operated primarily for the care of the mentally disabled; (iii) a

patient in a public institution operated primarily for the care of the

mentally retarded who is receiving medical care or treatment in that

part of such institution that has been approved pursuant to law as a

hospital or nursing home; (iv) a patient in an institution operated by

the state department of mental hygiene, while under care in a hospital

on release from such institution for the purpose of receiving care in

such hospital; or (v) is a person residing in a community residence or a

residential care center for adults.

§ 2. Subdivision 4 of section 366 of the social services law is

REPEALED and a new subdivision 4 is added to read as follows:

4. Special eligibility provisions.

(a) Transitional medical assistance.
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(1) Notwithstanding any other provision of law, each family which was

eligible for medical assistance pursuant to subparagraph four of para-

graph (b) of subdivision one of this section in at least one of the six

months immediately preceding the month in which such family became inel-

igible for such assistance because of income from the employment of the

caretaker relative shall, while such family includes a dependent c¢hild,

remain eligible for medical assistance for twelve calendar months imme-

diately following the month in which such family would otherwise be

determined to be ineligible for medical assistance pursuant to the

provisions of this title and the requlations of the department governing

income and resource limitations relating to eligibility determinations

for families described in subparagraph four of paragraph (b) of subdivi-

sion one of this section.

(2) (i) Upon giving notice of termination of medical assistance

provided pursuant to subparagraph four of paragraph (b) of subdivision

one of this section, the department shall notify each such family of its

rights to extended benefits under subparagraph one of this paragraph and

describe the conditions under which such extension may be terminated.

(ii) The department shall promulgate regqulations implementing the

requirements of this subparagraph and subparagraph one of this paragraph

relating to the conditions under which extended coverage hereunder may

be terminated, the scope of coverage, and the conditions under which

coverage may be extended pending a redetermination of eligibility. Such

requlations shall, at a minimum, provide for: termination of such cover-

age at the close of the first month in which the family ceases to

include a dependent child; notice of termination prior to the effective

date of any terminations; coverage under employee health plans and
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health maintenance organizations; and disqualification of persons for

extended coverage benefits under this paragraph for fraud.

(3) Notwithstanding any inconsistent provision of law, each family

which was eligible for medical assistance pursuant to subparagraph four

of paragraph (b) of subdivision one of this section in at least three of

the six months immediately preceding the month in which such family

became ineligible for such assistance as a result, wholly or partly, of

the collection or increased collection of c¢child or spousal support

pursuant to part D of title IV of the federal social security act,

shall, for purposes of medical assistance eligibility, be considered to

be eligible for medical assistance pursuant to subparagraph four of

paragraph (b) of subdivision one of this section for an additional four

calendar months beginning with the month ineligibility for such assist-

ance begins.

(b) Pregnant women and children.

(1) A pregnant woman eligible for medical assistance under subpara-

graph two or four of paragraph (b) of subdivision one of this section on

any day of her pregnancy will continue to be eligible for such care and

services through the end of the month in which the sixtieth day follow-

ing the end of the pregnancy occurs, without regard to any change in the

income of the family that includes the pregnant woman, even if such

change otherwise would have rendered her ineligible for medical assist-

ance.

(2) A child born to a woman eligible for and receiving medical assist-

ance on the date of the child's birth shall be deemed to have applied

for medical assistance and to have been found eligible for such assist-

ance on the date of such birth and to remain eligible for such assist-

ance for a period of one vear, so long as the child is a member of the
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woman's household and the woman remains eligible for such assistance or

would remain eligible for such assistance if she were pregnant.

(3) A child under the age of nineteen who is determined eligible for

medical assistance under the provisions of this section, shall, consist-

ent with applicable federal requirements, remain eligible for such

assistance until the earlier of:

(i) the 1last day of the month which is twelve months following the

determination or redetermination of eligibility for such assistance; or

(ii) the last day of the month in which the child reaches the age of

nineteen.

(4) An infant eligible under subparagraph two or four of paragraph (b)

of subdivision one of this section who is receiving medically necessary

in-patient services for which medical assistance is provided on the date

the child attains one year of age, and who, but for attaining such age,

would remain eligible for medical assistance under such subparagraph,

shall continue to remain eligible until the end of the stay for which

in-patient services are being furnished.

(5) A child eligible under subparagraph three of paragraph (b) of

subdivision one of this section who is receiving medically necessary

in-patient services for which medical assistance is provided on the date

the child attains nineteen years of age, and who, but for attaining such

age, would remain eligible for medical assistance under this paragraph,

shall continue to remain eligible until the end of the stay for which

in-patient services are being furnished.

() A woman who was pregnant while in receipt of medical assistance

who subsequently loses her eligibility for medical assistance shall have

her eligibility for medical assistance continued for a period of twen-

ty-four months from the end of the month in which the sixtieth day
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following the end of her pregnancy occurs, but only for Federal Title X

services which are eligible for reimbursement by the federal government

at a rate of ninety percent; provided, however, that such ninety percent

limitation shall not apply to those services identified by the commis-

sioner as services, including treatment for sexually transmitted

diseases, dgenerally performed as part of or as a follow-up to a service

eligible for such ninety percent reimbursement; and provided further,

however, that nothing in this paragraph shall be deemed to affect

payment for such Title X services if federal financial participation is

not available for such care, services and supplies.

(c) Continuous coverage for adults. Notwithstanding any other

provision of law, a person whose eligibility for medical assistance is

based on the modified adjusted gross income of the person or the

person's household, and who loses eligibility for such assistance for a

reason other than citizenship status, lack of state residence, or fail-

ure to provide a valid social security number, before the end of a

twelve month period beginning on the effective date of the person's

initial eligibility for such assistance, or before the end of a twelve

month period beginning on the date of any subsequent determination of

eligibility based on modified adjusted gross income, shall have his or

her eligibility for such assistance continued until the end of such

twelve month period, provided that federal financial participation in

the costs of such assistance is available.

(d) Breast and cervical cancer treatment.

(1) Persons who are not eligible for medical assistance under the

terms of section 1902(a) (10) (A) (i) of the federal social security act

are eligible for medical assistance coverage during the treatment of

breast or cervical cancer, subiject to the provisions of this paragraph.
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(2) (i) Medical assistance is available under this paragraph to

persons who are under sixty-five years of age, have been screened for

breast and/or cervical cancer under the Centers for Disease Control and

Prevention breast and cervical cancer early detection program and need

treatment for breast or cervical cancer, and are not otherwise covered

under creditable coverage as defined in the federal public health

service act; provided however that medical assistance shall be furnished

pursuant to this clause only to the extent permitted under federal law,

if, for so long as, and to the extent that federal financial partic-

ipation is available therefor.

(ii) Medical assistance is available under this paragraph to persons

who meet the requirements of clause (i) of this subparagraph but for

their age and/or gender, who have been screened for breast and/or cervi-

cal cancer under the program described in title one-A of article twen-

ty-four of the public health law and need treatment for breast or cervi-

cal cancer, and are not otherwise covered under creditable coverage as

defined in the federal public health service act; provided however that

medical assistance shall be furnished pursuant to this clause only if

and for so long as the provisions of clause (i) of this subparagraph are

in effect.

(3) Medical assistance provided to a person under this paragraph shall

be limited to the period in which such person requires treatment for

breast or cervical cancer.

(4) (i) The commissioner of health shall promulgate such regulations

as may be necessary to carry out the provisions of this paragraph. Such

reqgulations shall include, but not be limited to: eligibility require-

ments; a description of the medical services which are covered; and a

process for providing presumptive eligibility when a qualified entity,
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as defined by the commissioner, determines on the basis of preliminary

information that a person meets the requirements for eligibility under

this paragraph.

(ii) For purposes of determining eligibility for medical assistance

under this paragraph, resources available to such individual shall not

be considered nor required to be applied toward the payment or part

payvment of the cost of medical care, services and supplies available

under this paragraph.

(iii) An individual shall be eligible for presumptive eligibility for

medical assistance under this paragraph in accordance with subdivision

five of section three hundred sixty-four-i of this title.

(5) The commissioner of health shall, consistent with this title, make

any necessary amendments to the state plan for medical assistance

submitted pursuant to section three hundred sixty-three-a of this title,

in order to ensure federal financial participation in expenditures under

this paragraph. Notwithstanding any provision of law to the contrary,

the provisions of clause (i) of subparagraph two of this paragraph shall

be effective only if and for so long as federal financial participation

ig available in the costs of medical assistance furnished thereunder.

(e) Colon and prostate cancer treatment.

(1) Notwithstanding any other provision of law to the contrary, a

person who has been screened or referred for screening for colon or

prostate cancer by the cancer services screening program, as adminis-

tered by the department of health, and has been diagnosed with colon or

prostate cancer is eligible for medical assistance for the duration of

his or her treatment for such cancer.

(2) Persons eligible for medical assistance under this paragraph shall

have an income of two hundred fifty percent or less of the comparable
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federal income official poverty line as defined and annually revised by

the federal office of management and budget.

(3) An individual shall be eligible for presumptive eligibility for

medical assistance under this paragraph in accordance with subdivision

five of section three hundred sixty-four-i of this title.

(4) Medical assistance is available under this paragraph to persons

who are under sixty-five years of age, and are not otherwise covered

under creditable coverage as defined in the federal Public Health

Service Act.

§ 3. Paragraph (a) of subdivision 4 of section 364-i of the social
services law, as added by section 29-a of part A of chapter 58 of the
laws of 2007, is amended to read as follows:

(a) Notwithstanding any inconsistent provision of law to the contrary,
a child shall be presumed to be eligible for medical assistance under
this title beginning on the date that a qualified entity, as defined in
paragraph (c¢) of this subdivision, determine, on the basis of prelimi-
nary information, that the [net] MAGI household income of the child does
not exceed the applicable level for eligibility as provided for pursuant

to subparagraph two or three of paragraph [(u)] (b) of subdivision

[four] one of section three hundred sixty-six of this title.

§ 4. Paragraph (a) of subdivision 5 of section 364-i of the social
services law, as added by chapter 176 of the laws of 2006, is amended to
read as follows:

(a) An individual shall be presumed to be eligible for medical assist-
ance under this title beginning on the date that a qualified entity, as
defined in paragraph (c¢) of this subdivision, determines, on the basis

of preliminary information, that the individual meets the requirements



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

01/20/13 147 12571-01-3

of paragraph [(v) or (v-1)] (d) or (e) of subdivision four of section
three hundred sixty-six of this title.

§ 5. Subdivision 6 of section 364-i of the social services law, as
added by chapter 484 of the laws of 2009 and paragraph (a-2) as added by
section 76 of part H of chapter 59 of the laws of 2011, is amended to
read as follows:

6. (a) A pregnant woman shall be presumed to be eligible for [coverage
of services described in paragraph (c¢) of this subdivision] medical

assistance under this title, excluding inpatient services and institu-

tional 1long term care, beginning on the date that a prenatal care

provider, licensed under article twenty-eight of the public health law
or other prenatal care provider approved by the department of health
determines, on the basis of preliminary information, that the pregnant
woman's [family has: (i) subject to the approval of the federal Centers
for Medicare and Medicaid Services, gross income that does not exceed
two hundred thirty percent of the federal poverty line (as defined and
annually revised by the United States department of health and human
services) for a family of the same size, or (ii) in the absence of such
approval, net income that does not exceed two hundred percent of the
federal poverty line (as defined and annually revised by the United
States department of health and human services) for a family of the same

size.] MAGI household income does not exceed the MAGI-equivalent of two

hundred percent of the federal poverty line for the applicable family

size, which shall be calculated in accordance with guidance issued by

the secretary of the United States department of health and human
services.
(a-2) At the time of application for presumptive eligibility pursuant

to this subdivision, a pregnant woman who resides in a social services
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district that has implemented the state's managed care program pursuant
to section three hundred sixty-four-j of this title must choose a
managed care provider. If a managed care provider is not chosen at the
time of application, the pregnant woman will be assigned to a managed
care provider in accordance with subparagraphs (ii), (iii), (iv) and (v)
of paragraph (f) of subdivision four of section three hundred sixty-
four-j of this title.

(b) Such presumptive eligibility shall continue through the earlier
of: the day on which eligibility is determined pursuant to this title;
or the 1last day of the month following the month in which the provider
makes preliminary determination, in the case of a pregnant woman who
does not file an application for medical assistance on or before such
day.

(c¢) [A presumptively eligible pregnant woman is eligible for coverage
of:

(i) all medical care, services, and supplies available under the
medical assistance program, excluding inpatient services and institu-
tional 1long term care, if the woman's family has: (A) subject to the
approval of the federal Centers for Medicare and Medicaid Services,
gross income that does not exceed one hundred twenty percent of the
federal poverty line (as defined and annually revised by the United
States department of health and human services) for a family of the same
size, or (B) in the absence of such approval, net income that does not
exceed one hundred percent of the federal poverty line (as defined and
annually revised by the United States department of health and human
services) for a family of the same size; or

(ii) prenatal care services as described in subparagraph four of para-

graph (o) of subdivision four of section three hundred sixty-six of this



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

01/20/13 149 12571-01-3

title, if the woman's family has: (A) subject to the approval of the
federal Centers for Medicare and Medicaid Services, gross income that
exceeds one hundred twenty percent of the federal poverty 1line (as
defined and annually revised by the United States department of health
and human services) for families of the same size, but does not exceed
two hundred thirty percent of such federal poverty line, or (B) in the
absence of such approval, net income that exceeds one hundred percent
but does not exceed two hundred percent of the federal poverty line (as
defined and annually revised by the United States department of health
and human services) for a family of the same size.

(d)] The department of health shall provide prenatal care providers
licensed under article twenty-eight of the public health law and other
approved prenatal care providers with such forms as are necessary for a
pregnant woman to apply and information on how to assist such women in
completing and filing such forms. A qualified provider which determines
that a pregnant woman is presumptively eligible shall notify the social
services district in which the pregnant woman resides of the determi-
nation within five working days after the date on which such determi-
nation is made and shall inform the woman at the time the determination
is made that she is required to make application by the last day of the
month following the month in which the determination is made.

[(e)] (d) Notwithstanding any other provision o