* § 364-j. Managed care programs. 1. Definitions. As used in this
section, unless the context clearly requires otherw se, the follow ng
terns shall nean

(a) "Participant”. A nedical assistance recipient who receives, is
required to receive or elects to receive his or her nedical assistance
services froma nanaged care provider

(b) "Managed care provider". An entity that provides or arranges for
t he provision of nedical assistance services and supplies to
participants directly or indirectly (including by referral), including
case nmanagenent; and:

(i) is authorized to operate under article forty-four of the public
health law or article forty-three of the insurance | aw and provi des or
arranges, directly or indirectly (including by referral) for covered
conprehensi ve health services on a full capitation basis, including a
speci al needs nanaged care plan or conprehensive H V special needs plan;
or

** (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 | aw or section 1915b of the soci al
security act; or

** NB Effective until Decenber 31, 2027

** (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 [ aw or section 1915b of the soci al
security act.

** NB Effective Decenber 31, 2027

** (iii) is authorized to operate under section forty-four hundred
three-g of the public health | aw.

** NB Repeal ed Decenber 31, 2027

(c) "Managed care progrant. A statew de programin which medica
assi stance recipients enroll on a voluntary or nmandatory basis to
recei ve medi cal assistance services, including case managenent, directly
and indirectly (including by referral) froma managed care provider,

i ncluding as applicable, a special needs managed care plan or a
conprehensi ve H V speci al needs plan, under this section.

(d) "Medical services provider". A physician, nurse, nurse
practitioner, physician assistant, |icensed m dw fe, dentist,



optonetrist or other |icensed health care practitioner authorized to
provi de medi cal assi stance services.
A health care facility certified to
operate under article twenty-eight of the public health |aw that offers
specialized treatnent expertise in HV care services as defined by the
commi ssi oner of health.

(f) "Primary care practitioner”. A physician or nurse practitioner
providing primary care to and managenent of the nedical and health care
services of a participant served by a nanaged care provider

(e) "Center of excellence.

(g) "AIDS'. AIDS shall have the sane neaning as in article
twenty-seven-f of the public health | aw.

(h) "HIV infection". HV infection shall have the sanme neaning as in
article twenty-seven-f of the public health | aw.

(i) "HiV-related illness”". H V-related illness shall have the sane
nmeaning as in article twenty-seven-f of the public health | aw

(j) "Specialty care center”. A "specialty care center"” shall nean only
such centers as are accredited or designated by an agency of the state
or federal governnment or by a voluntary national health organization as
havi ng special expertise in treating the disease or condition for which
it is accredited or designated.

(k) "Special care". Care, services and supplies relating to the
treatment of nental illness, developnental disabilities, alcoholism
al cohol abuse or substance abuse, or HV infection/AlDS.

(1) "Responsible special care agency". Wichever of the foll ow ng
state agencies has responsibility for the special care in question: the
departnment of health, the office of nental health, the office for people
wi th devel opnental disabilities, or the office of al coholismand
subst ance abuse servi ces.

(m "Special needs managed care plan" shall have the same neani ng as
in section forty-four hundred one of the public health | aw

(n) "Conprehensive HV special needs plan" shall have the sane neaning
as in section forty-four hundred three-c of the public health | aw.

(o) "Third-party payor". Any entity or programthat is or may be
liable to pay the costs of health and nedical care of a recipient of
nmedi cal assistance benefits, including insurers |icensed pursuant to
article thirty-two or forty-three of the insurance | aw, or organizations
certified pursuant to article forty-four of the public health | aw.



(p) "Grievance". Any conplaint presented by a participant or a
participant's representative for resolution through the grievance
process of a nmanaged care provider

(q) "Enmergency nedical condition". A medical or behavioral condition,
the onset of which is sudden, that manifests itself by synptons of
sufficient severity, including severe pain, that a prudent | ayperson,
who possesses an average know edge of nedicine and health, could
reasonably expect the absence of immedi ate nedical attention to result
in: (i) placing the health of the person afflicted with such condition
in serious jeopardy, or in the case of a behavioral condition placing
the health of the person or others in serious jeopardy; or (ii) serious
i mpai rment to such person's bodily functions; or (iii) serious
dysfunction of any bodily organ or part of such person; or (iv) serious
di sfigurement of such person.

(r) "Enmergency care". Health care procedures, treatnents or services,
i ncludi ng psychiatric stabilization and nedi cal detoxification from
drugs or al cohol, that are provided for an enmergency mnedi cal condition.

(s) "Existing rates". The rates paid pursuant to the npost recent
executed contract between a |l ocal social services district or the state
and a managed care provider.

(t) "Managed care rating regions". The regions established by the
departnment of health for the purpose of setting regional premumrates
for managed care providers.

(u) "Prem um group". The various denographic, gender and recipient
categories utilized for rate-setting purposes by the departnent of
heal t h.

(v) "Upper paynent limt". The maxi mum rei nbursenent that the
departnment of health nay pay a managed care provider for providing or
arranging for nedical services to participants in a nanaged care program
in accordance with the federal social security act and regul ati ons
promul gat ed t her eunder.

(x) "Persons with serious nmental illness". Individuals who neet
criteria established by the comm ssioner of mental health, which shal
i ncl ude persons who have a designated diagnosis of nental illness under
the nost recent edition of the diagnostic and statistical manual of
mental disorders, and (i) whose severity and duration of nental illness
results in substantial functional disability or (ii) who require nenta



heal th services on nore than an incidental basis.

(y) "Children and adol escents with serious enotional disturbances"”.

I ndi vi dual s under ei ghteen years of age who neet criteria established by
t he conmi ssioner of nental health, which shall include children and

adol escents who have a designated diagnosis of nental illness under the
nost recent edition of the diagnhostic and statistical manual of nental

di sorders, and (i) whose severity and duration of nental illness results
in substantial functional disability or (ii) who require nental health
services on nore than an incidental basis.

(z) "Credential ed al coholismand substance abuse counsel or (CASAC)".
An i ndividual credentialed by the office of al coholismand substance
abuse services in accordance with applicable regul ations of the
conmmi ssi oner of al coholismand substance abuse servi ces.

2. (a) The comm ssioner of health, in cooperation with the
commi ssi oner and the conm ssioners of the responsible special care
agenci es shall establish nanaged care prograns, under the nedica
assi stance program in accordance with applicable federal |aw and
regul ati ons. The commi ssioner of health, in cooperation with the
commi ssioner, is authorized and directed, subject to the approval of the
director of the state division of the budget, to apply for federal
wai vers when such action would be necessary to assist in pronoting the
obj ectives of this section.

(b) The comm ssioner of health has authority to all ow social services
districts to seek an exenption fromthis section for up to two years if
t he social services district can denonstrate and the comm ssi oner of
health and the comm ssioner of responsible special care agencies concurs
that the district has insufficient capacity to participate in the
program An exenption under this paragraph may be renewed for additional
two year periods.

(c) The comm ssioner of health, jointly with the conm ssi oner of
nmental health and the comm ssioner of al coholismand substance abuse
services shall be authorized to establish special needs nanaged care
pl ans, under the nedi cal assistance program in accordance with
applicable federal |aw and regul ati ons. The commi ssioner of health, in
cooperation with such comm ssioners, is authorized, subject to the
approval of the director of the division of the budget, to apply for



federal waivers when such action would be necessary to assist in
pronoting the objectives of this section. Wth regard to such speci al
needs nmanaged care plans, in addition to the applicable requirenents
established in this section, such conm ssioners shall jointly establish
standards and requirenents to:

(i) ensure that any special needs managed care plan shall have an
adequate network of providers to neet the behavioral health and health
needs of enrollees, and shall review the adequacy prior to approval of
any speci al needs managed care plan, and upon contract renewal or
expansion. To the extent that the network has been determ ned to neet
standards set forth in subdivision five of section four thousand four
hundred three of the public health [ aw, such network shall be deened
adequat e;

(ii) ensure that any special needs managed care plan shall make | evel
of care and coverage determ nations utilizing evidence-based tools or
gui del i nes designed to address the behavi oral health needs of enroll ees;

(iii) ensure sufficient access to behavioral health and health
services for eligible enrollees by establishing and nonitoring
penetration rates of special needs nanaged care plans; and

(iv) establish standards to encourage the use of services, products
and care recommended, ordered or prescribed by a provider to
sufficiently address the behavioral health and health services needs of
enrol |l ees; and nonitor the application of such standards to ensure that
they sufficiently address the behavioral health and health services
needs of enroll ees.

(d) Whenever the comm ssioner of health nakes changes to the terns,
conditions or time franes contained in the nodel contract that serves as
the basis for contracts with managed care providers in the nmanaged care
program under this section, the changes shall be posted on the
departnment's website. The departnent shall post on its website any
changes required to be submitted to the centers for nedicare and
nmedi cai d services (CVMs) for approval prior to subm ssion of the changes.
A summary of any changes shall al so be published in the state register.
A notification of any request for proposals issued by the departnent for
managed care providers to participate in the managed care program shal
al so be published in the state register.



3. (a) Every person eligible for or receiving nmedical assistance under
this article, who resides in a social services district providing
medi cal assistance, which has inplenented the state's managed care
program shal |l participate in the program authorized by this section.
Provi ded, however, that participation in a conprehensive H V speci al
needs plan also shall be in accordance with article forty-four of the
public health law and participation in a special needs nanaged care plan
shall also be in accordance with article forty-four of the public health
| aw and article thirty-one of the nental hygi ene | aw.

(d) Until such time as program features and rei nbursenent rates are
approved by the comm ssioner of health, in consultation with the
commi ssioners of the office of mental health, the office for people with
devel opnmental disabilities, the office of children and famly services,
and the office of al coholismand substance abuse services, as
appropriate, the foll ow ng services shall not be provided to nedical
assi stance reci pients through managed care prograns established pursuant
to this section, and shall continue to be provided outside of managed
care progranms and in accordance wi th applicable rei nbursenent
nmet hodol ogi es; provi ded, however, that no nedical assistance recipient
shall be required to obtain services that are certified, funded,
aut hori zed or approved by the conm ssioner of the office for people with
devel opnental disabilities through a managed care programuntil the
program f eat ures approved by the conm ssioner of health, in consultation
wi th the conm ssioner of the office for people with devel opnental
disabilities, include features for habilitation services as defined in
par agraph c¢ of subdivision one of section forty-four hundred three-g of
the public health | aw

(i) day treatnment services provided to individuals with devel opnent al
di sabilities;

(ii) conprehensive nedicaid case nanagenent services provided to
i ndi vidual s with devel opnental disabilities;

(iii) services provided pursuant to article eighty-nine of the
education | aw,

(iv) nental health services provided by a certified voluntary
free-standi ng day treatnent program where such services are provided in
conjunction with educational services authorized in an individualized
education programin accordance with regul ati ons pronul gated pursuant to



article eighty-nine of the education |aw,

(v) long termservices as determ ned by the comm ssioner of the office
for people with devel opnental disabilities, provided to individuals with
devel opnental disabilities at facilities |licensed pursuant to article
si xteen of the nmental hygiene |law or clinics serving individuals with
devel opnental disabilities at facilities |licensed pursuant to article
twenty-ei ght of the public health | aw,

(vi) TB directly observed therapy;

(vii) AIDS adult day health care;

(viii) H'V COBRA case managenent; and

(i x) other services as determ ned by the commr ssioner of health.

(d-1) Services provided pursuant to title two-A of article twenty-five
of the public health | aw shall not be provided to nedical assistance
reci pients through managed care prograns established pursuant to this
section, and shall continue to be provided outside of managed care
prograns and in accordance with applicable rei nbursenent nethodol ogi es.

(d-2) Services provided pursuant to a waiver, granted pursuant to
subsection (c) of section 1915 of the federal social security act, to
persons suffering fromtraumatic brain injuries, shall not be provided
to medi cal assistance recipients through nanaged care prograns
established pursuant to this section. Services provided pursuant to a
wai ver, granted pursuant to subsection (c) of section 1915 of the
federal social security act, to persons qualifying for nursing hone
di version and transition services, shall not be provided to nedical
assi stance reci pients through managed care prograns until at |east
January first, two thousand twenty-eight.

(d-3) Services provided in school -based health centers shall not be
provi ded to nedi cal assistance recipients through managed care prograns
establ i shed pursuant to this section.

(d-4) Notw t hstandi ng paragraph (a) of this subdivision, the follow ng
medi cal assistance recipients shall not be eligible to participate in
t he managed care program authorized by this section or other care
coordi nati on nodel established by article forty-four of the public
health | aw. any person who is pernanently placed in a residential health
care facility for a consecutive period of three nonths or nore. However,
not hing in this paragraph should be construed to apply to enrollees in
t he Medi cai d Advantage Pl us Program devel oped to enroll persons in



managed | ong-term care who are nursing honme certifiable and who are
dually eligible pursuant to section forty-four hundred three-f of the
public health law. In inplenenting this provision, the departnent shal
continue to support service delivery and outconmes that result in
community living for enrollees.

(e) The follow ng categories of individuals nmay be required to enrol
wi th a managed care program when program features and rei nbursenent
rates are approved by the comm ssioner of health and, as appropriate,
the conm ssioners of the office of nental health, the office for people
wi th devel opnmental disabilities, the office of children and famly
services, and the office of alcoholismand substance abuse services:

(i) an individual dually eligible for nedical assistance and benefits
under the federal Medicare program provided, however, nothing herein
shall: (a) require an individual enrolled in a nanaged | ong termcare
pl an, pursuant to section forty-four hundred three-f of the public
health law, to disenroll from such program or (b) make enrollnment in a
Medi care nanaged care plan a condition of the individual's participation
in the managed care program pursuant to this section, or affect the
individual's entitlenent to paynent of applicable Medi care nanaged care
or fee for service coinsurance and deducti bles by the individual's
managed care provider

(ii) an individual eligible for supplenental security incong;

(iii) HV positive individuals;

(iv) persons with serious nmental illness and children and adol escents
Wi th serious enotional disturbances, as defined in section forty-four
hundred one of the public health | aw,

(v) a person receiving services provided by a residential al cohol or
subst ance abuse programor facility for the devel opnental |y di sabl ed;

(vi) a person receiving services provided by an internedi ate care
facility for the devel opnental |y disabl ed or who has characteristics and
needs simlar to such persons;

(vii) a person with a devel opnental or physical disability who
recei ves hone and conmunity-based services or care-at-honme services
t hrough a denonstration wai ver under section el even hundred fifteen of
the federal social security act, existing waivers under section nineteen
hundred fifteen (c) of the federal social security act, or who has
characteristics and needs simlar to such persons;



(viii) a person who is eligible for nedical assistance pursuant to
subpar agr aph twel ve or subparagraph thirteen of paragraph (a) of
subdi vi si on one of section three hundred sixty-six of this title;

(ix) a person receiving services provided by a |long term honme health
care program or a person receiving inpatient services in a
stat e-operated psychiatric facility or a residential treatnent facility
for children and yout h;

(x) certified blind or disabled children living or expected to be
living separate and apart fromthe parent for thirty days or nore;

(xi) residents of nursing facilities;

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

(xiii) a person or famly that is honel ess;

(xiv) individuals for whom a nanaged care provider is not
geographically 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 tinmely fashion due to
di stance or travel tinme;

(xv) a person eligible for Medicare participating in a capitated
denonstration programfor |long term care;

(xvi) an infant living with an incarcerated nother in a state or |ocal
correctional facility as defined in section two of the correction |aw,

(xvii) a person who is expected to be eligible for nedical assistance
for |l ess than six nonths;

(xviii) a person who is eligible for medical assistance benefits only
W th respect to tubercul osis-rel ated services;

(xi x) individuals receiving hospice services at tinme of enrollnent;
provi ded, however, that this clause shall not be construed to require an
i ndi vidual enrolled in a managed | ong termcare plan or another care
coordi nati on nodel, who subsequently el ects hospice, to disenroll from
such program

(xx) a person who has primary nedical or health care coverage
avai l able fromor under a third-party payor which may be maintai ned by
paynment, or part paynent, of the prem umor cost sharing anmounts, when
payment of such prem um or cost sharing amounts woul d be cost-effective,
as determ ned by the |ocal social services district;

(xxi) a person receiving fam |y planning services pursuant to



subpar agr aph six of paragraph (b) of subdivision one of section three
hundred sixty-six of this title;

(xxii) a person who is eligible for nedical assistance pursuant to
par agraph (d) of subdivision four of section three hundred sixty-six of
this title;

(xxiii) 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

(xxiv) Native Americans.

4. The managed care program shall provide participants access to
conprehensi ve and coordi nated health care delivered in a cost effective
manner consistent with the foll ow ng provisions:

(a) (i) a managed care provider shall arrange for access to and
enrol I ment of primary care practitioners and other mnedical services
provi ders. Each managed care provider shall possess the expertise and
sufficient resources to assure the delivery of quality nedical care to
participants in an appropriate and tinmely nmanner and nay i ncl ude
physi ci ans, nurse practitioners, county health departnents, providers of
conprehensi ve health service plans |licensed pursuant to article
forty-four of the public health | aw, and hospital s and di agnostic and
treatment centers licensed pursuant to article twenty-eight of the
public health law or otherw se authorized by |law to of fer conprehensive
health services or facilities licensed pursuant to articles sixteen,
thirty-one and thirty-two of the nental hygiene | aw

(ii) provided, however, if a nmajor public hospital, as defined in the
public health law, is designated by the conm ssioner of health as a
managed care provider in a social services district the comm ssioner of
health shall designate at | east one other nanaged care provider which is
not a major public hospital or facility operated by a major public
hospital ; and

(iii) under a managed care program not all nanaged care providers
nmust be required to provide the sane set of nedical assistance services.
The managed care program shall establish procedures through which
participants will be assured access to all medical assistance services
to which they are otherwi se entitled, other than through the nanaged
care provi der, where:



(A) the service is not reasonably available directly or indirectly
fromthe managed care provider

(B) it is necessary because of energency or geographic unavailability,
or

(C the services provided are fam |y planning services; or

(D) the services are dental services and are provided by a diagnostic
and treatment center |icensed under article twenty-eight of the public
health | aw which is affiliated with an academ c dental center and which
has been granted an operating certificate pursuant to article
twenty-eight of the public health aw to provide such dental services.
Any di agnostic and treatnent center providing dental services pursuant
to this clause shall prior to June first of each year report to the
governor, tenporary president of the senate and speaker of the assenbly
on the following: the total nunber of visits nade by nedical assistance
reci pients during the i medi ately precedi ng cal endar year; the nunber of
visits made by nedi cal assistance recipients during the i mrediately
precedi ng cal endar year by recipients who were enrolled in nanaged care
prograns; the nunber of visits nade by nedi cal assistance recipients
during the inmediately precedi ng cal endar year by recipients who were
enrolled in nmanaged care prograns that provide dental benefits as a
covered service; and the nunber of visits made by the uninsured during
the i medi ately precedi ng cal endar year; or

(E) the services are optonetric services, as defined in article one
hundred forty-three of the education |aw, and are provided by a
di agnostic and treatnment center |icensed under article twenty-eight of
the public health law which is affiliated with the coll ege of optonetry
of the state university of New York and which has been granted an
operating certificate pursuant to article twenty-eight of the public
health | aw to provide such optonetric services. Any diagnostic and
treatment center providing optonmetric services pursuant to this clause
shall prior to June first of each year report to the governor, tenporary
presi dent of the senate and speaker of the assenbly on the follow ng:
the total nunber of visits made by nedi cal assistance recipients during
the i medi ately precedi ng cal endar year; the nunber of visits made by
nmedi cal assistance recipients during the i nmediately precedi ng cal endar
year by recipients who were enrolled in managed care prograns; the
nunber of visits nmade by nedi cal assistance recipients during the



i mmedi ately precedi ng cal endar year by recipients who were enrolled in
managed care prograns that provide optonmetric benefits as a covered
service; and the nunber of visits nade by the uninsured during the
i mmedi at el y precedi ng cal endar year; or

(E-1) the services are vision care services rendered to a student at a
school based health center approved by the conm ssioner pursuant to this
cl ause. The conm ssioner nay approve up to five pilot prograns at school
based health centers in partnership with a charitable foundation that
agrees to provide free of charge eyeglass franes and | enses at the
centers pursuant to a menorandum of agreenent approved by the
commi ssi oner. The conmm ssioner may approve the rate for such vision care
services at the rate for such services when provided by a federally
qualified health center or when provided by another entity |licensed
pursuant to article twenty-eight of the public health law and eligible
for the anbul atory patient group rate approved for vision care services
by the conm ssioner; or

(F) other services as defined by the comm ssioner of health.

(b) Participants shall select a managed care provider from anong those
desi gnat ed under the nanaged care program provided, however, a
partici pant shall be provided with a choice of no | ess than two nanaged
care providers. Notw thstanding the foregoing, a |ocal social services
district designated a rural area as defined in 42 U S.C. 1395ww nay
limt a participant to one managed care provider, if the conm ssioner
and the |l ocal social services district find that only one nanaged care
provider is available. A managed care provider in a rural area shal
offer a participant a choice of at |least three primary care
practitioners and permt the individual to obtain a service or seek a
provi der outside of the nanaged care network where such service or
provider is not available fromw thin the nanaged care provider network.

(c) Participants shall select a primary care practitioner from anong
t hose designated by the managed care provider. In all districts,
partici pants shall be provided with a choice of no |l ess than three
primary care practitioners. In the event that a participant does not
select a primary care practitioner, the participant's managed care
provi der shall select a primary care practitioner for the participant,
taki ng i nto account geographic accessibility.

(d) For all other nedical services, except as provided in paragraph



(c) of this subdivision, if a sufficient nunber of nedical service
provi ders are avail able, a choice shall be offered.

(e) (i) In any social services district which has not inplenented a
mandat ory managed care program pursuant to this section, the
commi ssi oner of health shall establish marketing and enrol | nent
gui delines, including but not limted to regul ati ons governi ng
face-to-face marketi ng and enrol |l nent encounters between managed care
provi ders and recipients of medical assistance and |ocations for such
encounters. Such regul ations shall prohibit, at a m ninum telephone
cold-calling and door-to-door solicitation at the hones of nedical
assi stance recipients. The regul ations shall also require the
commi ssi oner of health to approve any local district marketing
gui del i nes. Managed care providers shall be permtted to assi st
participants in conpletion of enrollnment forns at approved health care
provi der sites and ot her approved locations. In no case nmay an energency
room be deened an approved | ocation. Upon enrollnent, participants w ||
sign an attestation that: they have been informed that managed care is a
vol untary program participants have a choi ce of managed care providers;
partici pants have a choice of prinmary care practitioners; and
partici pants nust exclusively use their primary care practitioner and
pl an provi ders except as otherw se provided in this section including
but not limted to the exceptions listed in subparagraph (iii) of
paragraph (a) of this subdivision. Managed care providers nust submt
enrollment forns to the |ocal departnent of social services. The | ocal
department of social services will provide or arrange for an audit of
managed care provider enrollnment forms; including tel ephone contacts to
determne if participants were provided with the information required by
t hi s subparagraph. The comm ssioner of health may suspend or curtai
enrol I ment or inpose sanctions for failure to appropriately notify
clients as required in this subparagraph.

(ii) I'n any social services district which has inplenented a mandatory
managed care program pursuant to this section, the requirenents of this
subpar agraph shall apply to the extent consistent with federal |aw and
regul ati ons. The departnent of health, may contract with one or nore
i ndependent organi zations to provide enroll nment counseling and
enrol I ment services, for participants required to enroll in nanaged care
prograns, for each social services district requesting the services of



an enrol |l ment broker. To sel ect such organi zations, the departnent of
health shall issue a request for proposals (RFP), shall evaluate
proposal s subnmitted in response to such RFP and, pursuant to such RFP,
shall award a contract to one or nore qualified and responsive

organi zati ons. Such organi zations shall not be owned, operated, or
controll ed by any governnental agency, managed care provider, or nedica
servi ces provider.

(iii) Such independent organizations shall devel op enroll ment guides
for participants which shall be approved by the departnment of health
prior to distribution.

(iv) Local social services districts or enrollnment organi zations
through their enroll nment 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
enrol | ment organi zations through their enroll nent counselors shall also
provide participants with information in a culturally and linguistically
appropriate and understandabl e manner, in light of the participant's
needs, circunstances and | anguage proficiency, sufficient to enable the
partici pant to nake an infornmed selection of a managed care provider.
Such information shall include, but shall not be Ilimted to: howto
access care within the program a description of the nedical assistance
services that can be obtained other than through a nanaged care
provi der; the avail abl e nanaged care providers and the scope of services
covered by each; a listing of the nedical services providers associ ated
wi th each managed care provider; the participants' rights within the
managed care program and how to exercise such rights. Enroll nment
counselors shall inquire into each participant's existing relationships
wi th nmedi cal services providers and expl ain whether and how such
rel ati onshi ps may be mai ntained within the managed care program For
enrol I ments nade during face to face counseling, if the participant has
a preference for particular nmedical services providers, enroll nent
counselors shall verify with the nedical services providers that such
nmedi cal services providers whomthe participant prefers participate in
t he managed care provider's network and are avail able to serve the
parti ci pant.

(v) Upon delivery of the pre-enrollnment information, the | ocal
district or the enrollment organi zation shall certify the participant's



recei pt of such information. Upon verification that the participant has
received the pre-enroll nment education information, a nanaged care
provider, a local district or the enroll nent organization my enroll a
partici pant into a managed care provider. Managed care providers must
submit enrollnment forns to the | ocal departnent of social services. Upon
enrol I ment, participants will sign an attestation that they have been
informed that: participants have a choi ce of managed care providers;
partici pants have a choice of prinmary care practitioners; and, except as
ot herwi se provided in this section, including but not limted to the
exceptions listed in subparagraph (iii) of paragraph (a) of this
subdi vi si on, participants nust exclusively use their prinmary care
practitioners and plan providers. The conm ssioner of health nmay suspend
or curtail enrollnment or inpose sanctions for failure to appropriately
notify clients as required in this subparagraph.

(vi) Enrollment counselors or |ocal social services districts shal
further inquire into each participant's health status in order to
i dentify physical or behavioral conditions that require inmediate
attention or continuity of care, and provide to participants information
regardi ng health care options available to persons with H 'V and ot her
i1l nesses or conditions under the managed care program Any information
di scl osed to counselors shall be kept confidential in accordance with
applicabl e provisions of the public health | aw, and as appropriate, the
ment al hygi ene | aw.

(vii) Any marketing naterials devel oped by a managed care provider
shal | be approved by the department of health or the | ocal social
services district, and the conm ssioner of nental health and the
commi ssi oner of al coholismand substance abuse services, where
appropriate, within sixty days prior to distribution to recipients of
nmedi cal assistance. Al nmarketing materials shall be reviewed within
si xty days of subm ssion.

(viii) I'n any social services district which has inplenented a
mandat ory managed care program pursuant to this section, the
commi ssi oner of health shall establish marketing and enrol | nent
gui delines, including but not limted to regul ati ons governi ng
face-to-face marketing and enrol |l mnent encounters between managed care
provi ders and recipients of medical assistance and |ocations for such
encounters. Such regul ations shall prohibit, at a m ninum telephone



cold-calling and door-to-door solicitation at the hones of nedical
assi stance recipients. The regul ations shall also require the
commi ssi oner of health to approve any local district marketing

gui del i nes.

(f) (i) Participants shall choose a nanaged care provider at the tine
of application for nedical assistance; if the participant does not
choose such a provider the comm ssioner 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
nmedi cal assistance shall have no |l ess than thirty days fromthe date
selected by the district to enroll in the managed care programto sel ect
a managed care provider and shall be provided with information to nmake
an inforned choice. Wiere a participant has not sel ected such a provider
t he conm ssioner of health shall assign such participant to a managed
care provider which, if appropriate, my be a special needs nanaged care
pl an, taking into account capacity and geographic accessibility. The
commi ssioner may after the period of tine 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.

(ii) The conmm ssioner nmay assign participants pursuant to such
criteria on a weighted basis, provided however that for twelve nonths
foll owi ng inplenentation of a nandatory program pursuant to a federa
wai ver, twenty-five percent of the participants that do not choose a
managed care provider shall be assigned to managed care providers that
satisfy the criteria set forth in subparagraph (i) of this paragraph,
and are controlled by, sponsored by, or otherwise affiliated through a
comon governance or through a parent corporation with, one or nore
private not-for-profit or public general hospitals or diagnostic and
treatment centers licensed pursuant to article twenty-eight of the
public health | aw

(iii) For twelve nonths follow ng the twelve nonths described in
subpar agraph (ii) of this paragraph twenty-two and one-hal f percent of
the participants that do not choose a managed care provider shall be
assigned to nanaged care providers, that satisfy the criteria set forth
i n subparagraph (i) of this paragraph and are controlled by, sponsored



by, or otherwi se affiliated through a conmon governance or through a
parent corporation with, one or nore private not-for-profit or public
general hospitals or diagnostic and treatnent centers |icensed pursuant
to article twenty-eight of the public health | aw.

(iv) For twelve nonths follow ng the twelve nonths described in
subparagraph (iii) of this paragraph twenty percent of the participants
that do not choose a nanaged care provider shall be assigned equally
anong each of the managed care providers, that satisfy the criteria set
forth in subparagraph (i) of this paragraph and are controlled by,
sponsored by, or otherw se affiliated through a common governance or
t hrough a parent corporation with one or nore private not-for-profit or
public general hospitals or diagnostic and treatnent centers |icensed
pursuant to article twenty-eight of the public health | aw.

(v) The comm ssioner shall assign all participants not otherw se
assigned to a nanaged care plan pursuant to subparagraphs (ii), (iii)
and (iv) of this paragraph equally anong each of the managed care
providers that neet the criteria established in subparagraph (i) of this
par agr aph; provi ded, however, that the comm ssioner shall assign
i ndividuals neeting the criteria for enrollnment in a special needs
managed care plan to such plan or plans where avail abl e.

(g) I f another managed care provider is available, participants may
change such provider or plan w thout cause within thirty days of
notification of enrollment or the effective date of enroll nent,
whi chever is later with a nanaged care provider 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
t he conm ssioner of health. However, after such thirty or forty-five day
period, whichever is applicable, a participant may be prohibited from
changi ng managed care providers nore frequently than once every twel ve
nonths, as permtted by federal |aw except for good cause as determn ned
by the conm ssioner of health through regul ati ons.

(h) 1If another medical services provider is available, a participant
may change his or her provider of mnedical services (including primry
care practitioners) wi thout cause within thirty days of the
participant's first appointnment with a medi cal services provider by
maki ng a request of the nanaged care provider. However, after that
thirty day period, no participant shall be permtted to change his or



her provider of nedical services other than once every six nonths except

for good cause as determ ned by the comm ssioner through regul ations.
(i) A managed care provider requesting a disenrollnment shall not

disenroll a participant wi thout the prior approval of the |ocal social

services district in which the participant resides, provided that

di senroll ment froma special needs managed care plan nust conply with

t he standards of the conm ssioner of health, the conmm ssioner of

al cohol i sm and substance abuse services, and the comm ssi oner of nental

heal t h. A managed care provider shall not request disenrollnment of a

partici pant based on any diagnosis, condition, or perceived diaghosis or

condition, or a participant's efforts to exercise his or her rights

under a grievance process, provided however, that a managed care

provi der may, where nedically appropriate, request perm ssion to refer

participants to a nanaged care provider that is a special needs nanaged

care plan or a conprehensive H V special needs plan after consulting

Wi th such participant and upon obtai ning his/her consent to such

referral, and provided further that a special needs managed care pl an

may, where clinically appropriate, disenroll individuals who no | onger
require the level of services provided by a special needs managed care
pl an.

(j) A managed care provider shall be responsible for providing or
arrangi ng for nedical assistance services and assisting participants in
t he prudent selection of such services, including but not Iimted to:

(1) managenent of the medical and health care needs of participants by
the participant's designated prinmary care practitioners or group of
primary care practitioners to assure that all services provided under
t he managed care program and which are found to be necessary are nade
available in a tinmely manner, in accordance with prevailing standards of
prof essi onal nedi cal practice and conduct; and

(2) use of appropriate patient assessment criteria to ensure that al
partici pants are provided with appropriate services, including special
care;

(3) inplenentation of procedures, consistent with the requirenents of
par agraph (c) of subdivision six of section forty-four hundred three of
the public health law for managing the care of participants requiring
special care which may include the use of special case managers or the
designation of a specialist as a prinmary care practitioner by a



partici pant requiring special care on nore than an incidental basis;

(4) inplenentation of procedures, consistent with the requirenents of
par agraph (b) of subdivision six of section forty-four hundred three of
the public health law to permt the use of standing referrals to
speci alists and subspecialists for participants who require the care of
such practitioners on a regular basis; and

(5) referral, coordination, nonitoring and followup with regard to
ot her nedi cal services providers as appropriate for diagnosis and
treatment, or direct provision of some or all nedical assistance
servi ces.

(k) A managed care provider shall establish appropriate utilization
and referral requirenments for physicians, hospitals, and ot her nedical
services providers including energency roomvisits and inpatient
adm ssi ons.

(1) A managed care provider shall be responsible for devel opi ng
appropri ate nethods of nanaging the health care and nedi cal needs of
honel ess and ot her vul nerable participants to assure that all necessary
services provided under the managed care program are made avail abl e and
that all appropriate referrals and followup treatnent are provided, in
a tinmely manner, in accordance with prevailing standards of professional
nmedi cal practice and conduct.

(m A managed care provider shall provide all early periodic screening
di agnosi s and treatnent services, as well as interperiodic screening and
referral, to each participant under the age of twenty-one, at regul ar
intervals, as nedically appropriate.

(n) A managed care provider shall provide or arrange, directly or
indirectly (including by referral) for the provision of conprehensive
prenatal care services to all pregnant participants in accordance with
st andards adopted by the departnment of health.

(o) A managed care provider shall provide or arrange, directly or
indirectly, (including by referral) for the full range of covered
services to all participants, notw thstandi ng that such participants nay
be eligible to be enrolled in a conprehensive H V special needs plan or
speci al needs nanaged care plan.

(p) A managed care provider shall inplenment procedures to conmunicate
appropriately with participants who have difficulty conmunicating in
English and to communi cate appropriately with visually-inpaired and



heari ng-i npaired participants.

(q) A managed care provider shall conply with applicable state and
federal |aw provisions prohibiting discrimnation on the basis of
disability.

(r) A managed care provider shall provide services to participants
pursuant to an order of a court of conpetent jurisdiction, provided
however, that such services shall be within such provider's or plan's
benefit package and are rei nbursable under title xix of the federal
soci al security act, provided that services for a substance use disorder
shall be provided by a programlicensed, certified or otherw se
aut hori zed by the office of al coholismand substance abuse services.

(s) Managed care providers shall be provided with the date of
recertification for nedical assistance of each of their enrolled
participants in conjunction with the nonthly enroll nent information
conveyed to nanaged care providers.

(t) Prospective enrollees shall be advised, in witten nmaterials
related to enrollnment, to verify with the nedical services providers
they prefer, or have an existing relationship with, that such nedi cal
services providers participate in the sel ected nanaged care provider's
network and are available to serve the participant.

(u) A managed care provider that provides coverage for prescription
drugs shall permt each participant to fill any mail order covered
prescription, at his or her option, at any mail order pharmacy or
non-nai | -order retail pharnmacy in the managed care provider network. |f
t he managed care provider has designated one or nore pharmacies for
filling prescriptions for a particular drug or drugs, then such
prescriptions may be filled, at the participant's option, at any other
pharmacy in the network, if the network pharnacy chosen by the
partici pant offers to accept a price that is conparable to that of the
phar macy desi gnated by the managed care provider. For the purposes of
this section, "mail order pharnacy"” neans a pharnmacy whose primary
business is to receive prescriptions by mail, telefax or through
el ectroni c subm ssions, and to di spense nedication to patients through
the use of the United States nmail or other common or contract carrier
services, and provides any consultation with patients electronically
rat her than face to face. Every non-mail-order retail pharmacy in the
managed care provider's network with respect to any prescription drug



shall be deened to be in the nmanaged care provider's network for every
covered prescription drug.

(v) A managed care provider nust allow enrollees to access chem cal
dependence treatnent services fromfacilities certified by the office of
al cohol i sm and substance abuse services, even if such services are
rendered by a practitioner who woul d not otherw se be separately
rei mbursed, including but not limted to a credential ed al cohol i sm and
subst ance abuse counsel or ( CASAC).

** (w) A managed care provider shall provide or arrange, directly or
indirectly, including by referral, for access to and coverage of
services provided by any national cancer institute-designated cancer
center licensed by the departnment of health within the managed care
provider's service area that is willing to agree to provide
cancer-related inpatient, outpatient and nedical services to
participants in all nanaged care providers offering coverage to nedica
assi stance recipients in such cancer center's service area under the
prevailing terms and conditions that the managed care provider requires
of other simlar providers to be included in the nmanaged care provider's
net wor k, provided that such terns shall include reinbursenent of such
center at no less than the fee-for-service nedicaid paynent rate and
nmet hodol ogy applicable to the center's inpatient and out pati ent
servi ces.

** NB There are 2 par (wW)'s

** NB Repeal ed January 1, 2028

** (w)(i) The departnent of health or a managed care organi zation
contracted to provide services pursuant to this section shall establish
a program for synchroni zation of nedications. Under the synchronization

program a health care practitioner may prescribe a refill of one or
nore of the patient's nedications for a shorter period than would
ordinarily be provided, for the purpose of synchronizing refill dates of

one or nore of the patient's medications subject to the synchronizati on,
when it is agreed anong the recipient, the health care practitioner and
a pharmaci st that synchronization of nmultiple prescriptions for the
treatment of a chronic illness is in the best interest of the patient
for the nmanagenent or treatnment of a chronic illness provided that the
foll owi ng apply to such nedicati ons:

(A) are covered by Medicaid services or a nanaged care organi zation



contracted to provide services pursuant to this chapter

(B) are used for treatnent and nanagenent of a chronic illness that
are subject to refills;
(C are not a schedule Il controlled substance, nor a schedule |11

controll ed substance that contai ns hydrocodone or other opioid
medi cati on as scheduled in section thirty-three hundred six of the
public health law, or a controlled substance under the federal
Control | ed Substances Act;

(D) nmeet all prior authorization criteria specific to the nedications
at the time of the synchronization request;

(E) are of a fornulation that can be effectively and awfully aligned

over required short fill periods to achieve synchronization; and
(F) do not have quantity limts or dose optim zation criteria or state
or federal requirenments that would be violated in fulfilling

synchroni zati on.

(ii) The departnment of health or a managed care organi zation
contracted to provide services under this section shall not deny
coverage for the dispensing of a nedication by a pharmacy for a partial
supply when it is for the purpose of synchronizing the patient's
nmedi cati ons. When applicable to permt synchronization, the departnent
of health or a managed care organi zation contracted to provi de services
under this title shall allow a pharnacy to override any denial codes
indicating that a prescription is being refilled too soon for the
pur poses of medication synchronizati on.

(iii) The dispensing fee paid to the pharmacy contracted to provide
services pursuant to this section for a partial supply associated with
medi cati on synchroni zation shall be paid in accordance with the Mdicaid
state plan as approved by the Centers for Medicare and Medicaid
Servi ces.

(iv) The requirenent of this paragraph applies only once for each
prescription drug subject to nedication synchronizati on except when
either of the follow ng occurs:

(A) the prescriber changes the dosage or frequency of adm nistration
of the prescription drug subject to a nedication synchronization; or

(B) the prescriber prescribes a different drug.

(v) Nothing in this paragraph shall be deened to require health care
practitioners and pharnmacists to synchronize the refilling of nultiple



prescriptions for a covered individual.

(vi) The provisions of this paragraph are subject to conpliance with
all applicable federal and state |laws and regul ati ons, including the
Centers for Medicare and Medicaid Services approved Medicaid state plan.
The conmi ssioner shall apply for waivers and submt state Medicaid plan
anendnents as are necessary to inplenent the program for synchronization
of nmedications.

** NB There are 2 par (wW)'s

5. Managed care prograns shall be conducted in accordance with the
requirenents of this section and, to the extent practicable, encourage
t he provision of conprehensive nedical services, pursuant to this
article.

(a) The managed care program shall provide for the sel ection of
qual i fi ed nanaged care providers by the commi ssioner of health to
participate in the program i ncluding conprehensive H V special needs
pl ans and speci al needs nanaged care plans in accordance with the
provi sions of section three hundred sixty-five-mof this title;
provi ded, however, that the comm ssioner of health may contract directly
wi t h conprehensive H V 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 disabilities and the
di fferences between rural, suburban, and urban settings, and in
sufficient nunbers to neet the health care needs of participants, and
shal | consider the extent to which major public hospitals are included
Wi t hin such providers' networks.

(b) A proposal subnitted by a managed care provider to participate in
t he managed care program shall:

(i) designate the geographic area to be served by the provider, and
estimate the nunber of eligible participants and actual participants in
such desi gnated area,;

(ii) include a network of health care providers in sufficient nunbers
and geographically accessible to service program parti ci pants;

(iii) describe the procedures for marketing in the program | ocati on,

i ncludi ng the designation of other entities which nmay perform such
functions under contract with the organi zati on;

(iv) describe the quality assurance, utilization review and case



managenent nechani snms to be inpl enent ed;

(v) denonstrate the applicant's ability to neet the data anal ysis and
reporting requirenments of the program

(vi) denonstrate financial feasibility of the program and

(vii) include such other information as the comm ssioner of health nay
deem appropri at e.

(c) The comm ssioner of health shall make a determ nation whether to
approve, disapprove or reconmend nodification of the proposal.

(d) Notwi t hstandi ng any i nconsistent provision of this title and
section one hundred sixty-three of the state finance |aw, the
commi ssi oner of health nay contract with managed care provi ders approved
under paragraph (b) of this subdivision, without a conpetitive bid or
request for proposal process, to provide coverage for participants
pursuant to this title.

(e) Notwi thstandi ng any inconsistent provision of this title and
section one hundred forty-three of the econom c devel opnent | aw, no
notice in the procurenment opportunities newsletter shall be required for
contracts awarded by the comm ssioner of health, to qualified managed
care providers pursuant to this section.

(f) The care and services described in subdivision four of this
section will be furnished by a managed care provider pursuant to the
provi sions of this section when such services are furnished in
accordance with an agreenent with the departnent of health, and neet
applicable federal |aw and regul ati ons.

(g) The comm ssioner of health nmay del egate some or all of the tasks
identified in this section to the local districts.

(h) Any del egati on pursuant to paragraph (g) of this subdivision shal
be reflected in the contract between a nmanaged care provi der and the
conmmi ssi oner of health.

6. A nmanaged care provider shall not engage in the follow ng

practices:
(a) use deceptive or coercive marketing nethods to encourage
participants to enroll; or

(b) distribute marketing materials to recipients of nedical
assi stance, unless such materials are approved by the departnent of
heal th and, as appropriate, the office of nental health.



7. The department, the departnent of health or other agency of the
state as appropriate shall provide technical assistance at the request
of a social services district for the purpose of devel opnent and
i npl ement ati on of nmanaged care prograns pursuant to this section. Such
assi stance shall include but need not be limted to provision and
anal ysis of data, design of managed care prograns and plans, innovative
payment mechani snms, and ongoi ng consultation. In addition, the
departnment and the departnent of health shall make available materials
to social services districts for purposes of educating persons eligible
to receive nedical assistance on how their care will be provided through
managed care as requi red under paragraph (e) of subdivision five of this
secti on.

8. (a) The comm ssioner of health shall institute a conprehensive
qual ity assurance system for nmanaged care providers that includes
performance and out come-based quality standards for managed care.

(b) Every managed care provider shall inplenent internal quality
assurance systens adequate to identify, evaluate and remedy problens
relating to access, continuity and quality of care, utilization, and
cost of services, provided, however, that the comm ssioner shall waive
the inplenmentation of internal quality assurance systens, where
appropriate, for managed care providers described in subparagraph (ii)
of paragraph (b) of subdivision one of this section. Such internal
qual ity assurance systens shall conformto the internal quality
assurance requirenents i nposed on health mai nt enance organi zati ons
pursuant to the public health | aw and regul ati ons and shall provide for:

(i) the designation of an organi zational unit or units to perform
continuous nonitoring of health care delivery;

(ii) the utilization of epidem ological data, chart reviews, patterns
of care, patient surveys, and spot checks;

(iii) reports to nedical services providers assessing tineliness and
quality of care;

(iv) the identification, evaluation and renedi ati on of problens
relating to access, continuity and quality of care; and

(v) a process for credentialing and recredentialing |icensed
provi ders.



(c) The departnent of health, in consultation with the responsible
speci al care agencies, shall contract with one or nore independent
qual ity assurance organi zations to nonitor and evaluate the quality of
care and services furni shed by managed care providers. To sel ect such
organi zati on or organi zations, the departnent of health shall issue
requests for proposals (RFP), shall evaluate proposals submitted in
response to such RFP, and pursuant to such RFP, shall award one or nore
contracts to one or nore qualified and responsive organi zati ons. Such
qual ity assurance organi zations shall evaluate and review the quality of
care delivered by each nanaged care provider, on at |east an annua
basis. Such review and eval uati on shall include conpliance with the
performance and out come-based qual ity standards pronul gated by the
conmmi ssi oner of health.

(d) Every managed care provider shall collect and submt to the
departnment of health, in a standardized format prescribed by the
departnment of health, patient specific nedical information, including
encounter data, nmintained by such provider for the purposes of quality
assurance and oversight. Any information or encounter data coll ected
pursuant to this paragraph, however, shall be kept confidential in
accordance with section forty-four hundred eight-a of the public health
| aw and section 33.13 of the nental hygiene | aw and any ot her applicable
state or federal |aw.

(e) Information collected and submtted to the departnent of health by
t he i ndependent quality assurance organi zati on or nanaged care provider
pursuant to this subdivision shall be made available to the public,
subject to any other limtations of federal or state |aw regarding
di scl osure thereof to third parties.

(f) Every managed care provider shall ensure that the provider
mai ntains a network of health care providers adequate to neet the
conprehensi ve health needs of its participants and to provide an
appropriate choice of providers sufficient to provide the services to
its participants by determ ning that:

(i) there are a sufficient nunber of geographically accessible
partici pating providers;

(ii) there are opportunities to select fromat |east three prinmary
care providers; and

(iii) there are sufficient providers in each area of specialty



practice to neet the needs of the enrolled popul ation.

(g) The comm ssioner of health shall establish standards to ensure
t hat managed care providers have sufficient capacity to neet the needs
of their enrollees, which shall include patient to provider ratios,
travel and distance standards and appropriate waiting times for
appoi nt ment s.

9. Managed care providers shall inform participants of such provider's
grievance procedure and utilization review procedures under section
forty-four hundred eight-a and article forty-nine of the public health
| aw. A managed care provider or |ocal social services district, as
appropriate, shall provide notice to participants of their respective
rights to a fair hearing and aid continuing in accordance with
applicable state and federal |aw. Managed care providers shall provide
notice of the nane, address, phone nunber and website of the departnent
of health designated i ndependent consumer assistance program and the
i ndependent substance use di sorder and nental health onmbudsman
established by section 33.27 of the nental hygiene aw within notices of
adverse grievances and appeal s deterni nati ons.

10. The conmi ssioner of health shall be authorized to establish
requi renents regardi ng provision and rei nbursenent of energency care.

10-a. For managed care providers with negotiated rates of paynent for
i npatient hospital services under contracts in effect on April first,
two thousand ei ght, that have a paynent rate methodol ogy for such
i npatient hospital services that utilizes rates cal cul ated by the
departnment of health pursuant to paragraph (a) or (a-2) of subdivision
one of section twenty-ei ght hundred seven-c for patients under the
nmedi cal assi stance program such rate shall not include adjustnents
pursuant to subdivision thirty-three of section twenty-eight hundred
seven-c of the public health | aw for contract periods prior to January
first, two thousand ten.

12. The commi ssioner, by regul ation, shall provide that a partici pant
may withdraw from participation in a nanaged care program upon a show ng
of good cause.



13. (a) Notwi thstandi ng any inconsistent provisions of this section,
participation in a managed care programw |l not dimnish a recipient's
nmedi cal assistance eligibility or the scope of avail abl e nedi cal
services to which he or she is entitled. Once a programis inplenented
by or in the district in accordance with this section, nedical
assi stance for persons who require such assistance, who are eligible for
or in receipt of such assistance in the district and who are covered by
the programshall be limted to paynent of the cost of care, services
and supplies covered by the managed care program only when furnished,
prescri bed, ordered or approved by a nanaged care provider, nental
heal t h speci al needs plan or conprehensive H V special needs plan and
ot herwi se under the program together with the costs of nedically
necessary medi cal and renedi al care, services or supplies which are not
avai l abl e to participants under the program but which woul d ot herw se
be avail able to such persons under this title and the regul ati ons of the
departnment provi ded, however, that the program nmay contain provision for
paynment to be made for non-enmergent care furnished in hospital energency
roons consistent with subdivision ten of this section.

(b) Notwi t hstandi ng any i nconsistent provision of |aw, paynent for
clainms for services as specified in paragraph (a) of this subdivision
furnished to eligible persons under this title, who are enrolled in a
managed care program pursuant to this section and section three hundred
sixty-four-f of this title or other conprehensive health services plans,
shall not be made when such services are the contractual responsibility
of a managed care provider but are provided by another nedical services
provi der contrary to the managed care pl an

14. The commi ssioner of health is authorized and directed, subject to
t he approval of the director of the division of budget, to nake grants
to social services districts to aid in the planning and devel opnent of
managed care prograns. The total anmount expended pursuant to this
section shall not exceed the anobunt appropriated for such purposes in
any fiscal year.

15. The managed nedi cal care denonstration program advi sory council is
abol i shed.



16. Any wai ver application to the federal departnent of health and
human services pursuant to this article and any anmendnents to such
application shall be a public docunent.

17. (a) The provisions of this section regarding participation of
persons receiving fam |y assistance and suppl enental security incone in
managed care prograns shall be effective if, and as | ong as, federal
financial participation is available for expenditures for services
provi ded pursuant to this section.

(b) The provisions of this section regarding the furnishing of health
and behavi oral health services through a special needs managed care pl an
shall be effective if, and as long as, federal financial participation
is avail able for expenditures for services provided by such plans
pursuant to this section.

18. (a) The departnent of health nay, where not inconsistent with the
rate setting authority of other state agencies and subject to approval
of the director of the division of the budget, devel op rei nbursenent
nmet hodol ogi es and fee schedul es for determ ning the anount of paynent to
be made to nanaged care providers under the nanaged care program Such
rei mbur senent et hodol ogi es and fee schedul es nmay include provisions for
paynment of nanaged care fees and capitation arrangenents.

(b) The departnent of health in consultation with organizations
representi ng nanaged care providers shall select an i ndependent actuary
to review any such rei nbursenent rates. Such independent actuary shal
revi ew and nake reconmendati ons concerni ng appropriate actuari al
assunptions relevant to the establishnment of rates including but not
limted to the adequacy of the rates in relation to the popul ation to be
served adjusted for case nm x, the scope of services the plans nust
provide, the utilization of services and the network of providers
necessary to neet state standards. The independent actuary shall issue a
report no later than Decenber thirty-first, nineteen hundred
ni nety-ei ght and annually thereafter. Such report shall be provided to
t he governor, the tenporary president and the mnority |eader of the
senate and the speaker and the mnority | eader of the assenbly. The
departnment of health shall assess nanaged care providers under the



managed care programon a per enrollee basis to cover the cost of such
report.

* (c) In setting such rei nbursenent net hodol ogi es, the departnent
shal | consi der costs borne by the nanaged care programto ensure
actuarially sound and adequate rates of paynent to ensure quality of
care.

* NB There are 2 par (c)'s

* (c) The departnment of health shall require the independent actuary
sel ected pursuant to paragraph (b) of this subdivision to provide a
conpl ete actuarial nenorandum along with all actuarial assunptions made
and all other data, materials and net hodol ogi es used in the devel opnent
of rates, to managed care providers thirty days prior to subm ssion of
such rates to the centers for nedicare and nedicaid services for
approval . Managed care providers may request additional review of the
actuarial soundness of the rate setting process and/ or met hodol ogy.

* NB There are 2 par (c)'s

(d) The departnent of health shall annually provide to the tenporary
presi dent of the senate and the speaker of the assenbly the annual
Medi cai d nanaged care operating reports submtted to the departnment from
managed care plans that contract with the state to nanage services
provi ded under the Medicaid program

(e) Increased rates, terns or scope of paynent for behavioral health
services under this title, where paynent is made by a nmanaged care
provi der under this section, as a result of a rate, coverage or other
change nmade pursuant to a law, regulation, rule or official guidance,
shall be deened in effect on the sane date that such change woul d have
taken effect if paynent were made other than by the nanaged care
provi der. Where paynent is not nade as of the effective date, the
managed care provider shall make retroactive paynents to the appropriate
service providers.

19. (a) The comm ssioner of health, in consultation with the
comm ssi oner, shall pronul gate such regul ati ons as are necessary to
i npl ement the provisions of this section provided, however, that the
provi sions of this subdivision shall not Iimt specific actions taken by
t he departnent of health or the department in order to ensure federal
financial participation.



20. Upon a determination that a participant appears to be suitable for
adm ssion to a conprehensive H V special needs plan or a special needs
managed care plan, a managed care provider shall informthe participant
of the availability of such plans, where avail abl e and appropri ate.

21. (a) An anount equal to seven million dollars together with any
mat chi ng federal and |ocal governnent funds shall be nade avail able for
rate adjustnents for managed care providers whose rates were set under
the conpetitive bidding process. Such adjustnent shall be made in
accordance with this paragraph.

(i) Such amount shall be allocated by the departnment of health anong
t he managed care rating regi ons based on each region's percentage of
st at ewi de Medi cai d managed care enrol Il nent as of January first, nineteen
hundred ni nety-seven excluding from such cal culation enrollnent in |ocal
social services districts that did not participate in the conpetitive
bi ddi ng process.

(ii) Fromanong the funds allocated in a managed care rating region,

t he departnent of health shall adjust the existing rates paid to nanaged
care providers for each prem umgroup for the period fromJanuary first,
ni net een hundred ni nety-seven through March thirty-first, nineteen
hundred ni nety-eight in a nmanner that raises the rates of all managed
care providers in the region to the highest uniform percentage of the
upper paynent limt possible based on the funds avail abl e; provided,
however, that no managed care provider's rate for any prem um group
shall be reduced as a result of such adjustnent. For the purpose of

cal cul ating appropriate rate increases under this subparagraph, the
departnment of health shall assume that, for the entire period between
January first, nineteen hundred ninety-seven and March thirty-first,

ni net een hundred ni nety-eight, enrollnment in each prem um group shall be
equal to enrollnment in the premumgroup as of July first, nineteen
hundr ed ni nety-seven.

(b) I'n addition to the increases nade avail able in paragraph (a) of
this subdivision for the period beginning January first, nineteen
hundred ni nety-seven through March thirty-first, nineteen hundred
ni nety-eight, an additional ten mllion dollars, together with any
mat chi ng federal and | ocal governnent funds, shall be added to provide a



uni f orm percentage i ncrease, based on July first, nineteen hundred
ni nety-seven enrollment to the existing rates paid for all prem um
groups to all nmnaged care providers whose rates were set by the
conpetitive bidding process.

(c) I'n addition to the increases nade avail able in paragraphs (a) and
(b) of this subdivision for the period beginning January first, nineteen
hundred ni nety-seven through March thirty-first, nineteen hundred
ni nety-ei ght, an additional anount equal to three mllion dollars
together with any matching federal and | ocal governnment funds, shall be
made avail able to be added to the rates of health plans operating in
geographi c areas where capacity is insufficient to allow attai nnent of
enrol I ment goals consistent with the federal 1115 wai ver known as the
Partnership Plan. Such anount shall be distributed subject to a
denonstration to the conm ssioner's satisfaction that the plan has
executed a contract anendnent providing for an increase in enroll nent
proportional to the size of the plan and the remaining unenrolled
popul ation in the county. In evaluating the plan's denonstration, the
commi ssi oner shall consider the degree to which the plan has increased
t he nunber of primary or specialty care practitioners or diagnostic and
treatnment centers in its network or whether the additional rate increase
woul d permt the plan to generate greater enrollnments while continuing
to nmeet the financial requirenents of the public health [ aw or the
i nsurance | aw whi chever is applicable and regul ati ons pronul gat ed
pur suant thereto.

Any amount identified in this paragraph remaining unconmtted by
Decenber thirty-first, nineteen hundred ni nety-seven shall be
distributed in a manner consistent with paragraph (b) of this
subdi vi si on.

(d) A plan shall be eligible for paynents pursuant to paragraphs (a),
(b) and (c) of this subdivision for such periods as the plan has a
contract with one or nore social services districts; provided, however
that the plan has a contract, or has nade a good faith effort to enter
into a contract, in that district effective through March thirty-first,
ni net een hundred ni nety-eight.

(e) For the period fromApril first, nineteen hundred ninety-eight
t hrough March thirty-first, nineteen hundred ninety-nine, the prem um



rates paid by the departnent of health to all nmnaged care providers
whose rates were set under the conpetitive bidding process shall be
equal to (i) the managed care provider's rate as of March thirty-first,
ni net een hundred ni nety-eight increased by a uniformtrend factor; plus,
(ii) four mllion dollars together with any nmatching federal and | ocal
governnment funds to be added as a uniform percentage increase to such
provider's rate as of March thirty-first, nineteen hundred ninety-eight,
based on enrollnment in the premiumgroup as of April first, nineteen
hundr ed ni nety-ei ght.

(f) For the period fromApril first, nineteen hundred ninety-eight
through March thirty-first, nineteen hundred ninety-nine, an additional
anount equal to four million dollars together with any matchi ng federal
and | ocal governnent funds, shall be made avail abl e for nanaged care
rate adjustnents consistent with the criteria set forth in paragraph (c)
of this subdivision. Any anmount identified in this paragraph remaining
unconmm tted by Decenber thirty-first, nineteen hundred ninety-eight
shal | be added as a uniform percentage increase to the rates of al
managed care providers eligible for an i ncrease under paragraph (e) of
t hi s subdi vi sion

22. Chenung county denonstration project. (a) The legislature finds
that the particular circunstances of Chemung county warrant authorizing
this denonstrati on project, including the rural nature of the county,

t he absence of a conprehensive nedi cai d managed care provider serving
the area at this tine, patient care needs, and aspects of the health
care provi der base.

(b) within all or part of Chenung county (referred to in this
subdi vision as "the catchnent area"), the departnent of health and the
Chenmung county departnment of social services are authorized to conduct a
Medi cai d research and denonstration project (referred to in this
subdi vi sion as the "denonstration project”) for the purpose of testing
the use of innovative adm nistrative techni ques, new rei nbursenent
nmet hods, and nanagenent of care nodels, so as to pronote nore efficient
use of health resources, a healthier popul ation and contai nnent of
Medi cai d program costs.

(c) As part of the denobnstration project, the Chenung county
department of social services is authorized to contract with a managed



care provider for the purposes of, without |imtation, devel oping and
managi ng a provi der of care network, establishing provider paynent rates
and fees, paying provider clains, providing care nanagenent services to
project participants, and nmanagi ng the utilization of project services.

(d) The denonstration project shall be consistent with the provisions
of this section, except:

(i) The departnent may wai ve any rules or regul ations, as necessary to
i npl ement and consistent with this subdivision.

(ii) The denonstration project shall not be subject to:

(A) paragraph (b) of subdivision four of this section;

(B) subparagraphs (i), (ii), (iii) (v) and (viii) of paragraph (e) of
subdi vi sion four of this section;

(C paragraph (f) of subdivision four of this section;

(D) paragraph (g) of subdivision four of this section;

(E) subdivision five of this section; provided that in approving the
denonstration project or nodifications to it, the departnent shal
consider the criteria in that subdivision;

(F) sections two hundred seventy-two and two hundred seventy-three of
the public health | aw,

(G section three hundred sixty-five-i of this title.

(iii) Notw thstandi ng subdivision three of this section, participation
in the project shall be nmandatory for all or any specified categories of
persons eligible for services under this title for whomthe Chemung
county departnment of social services has fiscal responsibility pursuant
to section three hundred sixty-five of this title and who reside within
t he denonstration project catchnment area, as determ ned by the
commi ssi oner of health; provided, however, that eligible persons who are
al so beneficiaries under title XVIIl of the federal social security act
and persons who reside in residential health care facilities shall not
be eligible to participate in the project.

(e)(i) Persons who are enrolled in or apply for medical assistance on
or before the date the denonstration project takes effect shall receive
sixty days witten notice prior to participating in the denonstration
project, including an explanation of the denonstration project and the
participant's rights and responsibilities. Persons who apply for nedical
assi stance thereafter shall receive such notice at the tinme of applying
for medi cal assistance.



(ii) The denonstration project shall provide adequate services to
overcone | anguage barriers for participants.

(iii) Participants in the denonstration project whose participation in
a managed care program woul d not ot herw se be mandat ory under
subdi vision three of this section, who, at the tine they enter the
denonstration project, have an established relationship with and are
receiving services fromone or nore nedical services providers that are
not included in the denonstration project's provider network (an
"out - of -network provider"), shall be permtted to continue to receive
services fromsuch providers until their course of treatnent is
conplete, or in the case of a pregnant woman, while pregnant and for
si xty days post-partum CQut-of-network providers that provide services
pursuant to this subparagraph shall be subject to the utilization review
and care managenent procedures prescribed by the nanaged care provider
and shall be reinbursed at the rate that would be paid to such providers
by the nedi cal assistance programon a fee for service basis pursuant to
this title, and shall accept such rei nbursenent as paynent in full.

(f) The provisions of this subdivision shall not apply unless al
necessary approval s under federal |aw and regul ati on have been obtai ned
to receive federal financial participation in the costs of health care
services provided pursuant to this subdivision.

(g) The comm ssioner of health is authorized to subnmt anendnents to
the state plan for nedical assistance and/or submt one or nore
applications for waivers of the federal social security act as may be
necessary to obtain the federal approvals necessary to inplenent this
subdi vi si on.

(h) The denonstration project shall termnate five years after it is
approved by the departnent and all necessary approval s under federal |aw
and regul ati ons under paragraph (f) of this subdivision have been
obt ai ned, unless term nated sooner by the Chenung county departnent of
soci al services.

23. (a) As a neans of protecting the health, safety and wel fare of
recipients, in addition to any other sanctions that may be inposed, the
commi ssioner, in consultation with the comm ssioners of the office of
mental health and the office of al coholismand substance abuse servi ces,
where appropriate, shall appoint tenporary managenent of a nanaged care



provi der upon determ ning that the nanaged care provi der has repeatedly
failed to neet the substantive requirenments of sections 1903(n) and 1932
of the federal Social Security Act and regul ations. A hearing shall not
be required prior to the appoi ntnment of tenporary nanagenent.

(b) The comm ssioner and/or his or her designees, which my be
i ndividuals within the departnent or other individuals or entities with
appropri ate know edge and experience, nay be appointed as tenporary
managenent. The comm ssi oner may appoi nt the superintendent of financial
services and/or his or her designees as tenporary managenent of any
managed care provider which is subject to rehabilitation pursuant to
article seventy-four of the insurance | aw.

(c) The responsibilities of tenporary nanagenent shall i nclude
oversi ght of the managed care provider for the purpose of renoving the
causes and conditions which led to the determ nation requiring tenporary
managenent, the inposition of inprovenents to renmedy violations and,
where necessary, the orderly reorganization, termnation or |iquidation
of the managed care provider

(d) Tenporary nmanagenent nmay hire and fire managed care provider
per sonnel and expend managed care provider funds in carrying out the
responsi bilities inposed pursuant to this subdivision.

(e) The comm ssioner, in consultation with the superintendent with
respect to any nanaged care provider subject to rehabilitation pursuant
to article seventy-four of the insurance |aw, may nake available to
tenporary nmanagenent for the benefit of a managed care provider for the
mai nt enance of required reserves and deposits nonies from such funds as
are appropriated for such purpose.

(f) The comm ssioner is authorized to establish in regulation
provi sions for the paynent of fees and expenses from funds appropriated
for such purpose for non-governnental individuals and entities appointed
as tenporary managenent pursuant to this subdivision.

(g) The comm ssioner may not term nate tenporary nanagenent prior to
his or her determ nation that the managed care provi der has the
capability to ensure that the sanctioned behavior will not recur.

(h) During any period of tenporary managenent individuals enrolled in
t he managed care provider bei ng nmanaged may di senroll w thout cause.
Upon reaching a determ nation that requires tenporary managenent of a
managed care provider, the comm ssioner shall notify all recipient



enrol | ees of such provider that they may term nate enrol |l ment w thout
cause during the period of tenporary managenent.

(i) The comm ssioner may adopt and anend rules and regul ations to
ef fectuate the purposes and provisions of this subdivision.

24. Clainms submtted to a managed care provider for paynent for
nmedi cal care, services, or supplies furnished by an out-of - net work
nmedi cal services provider nust be submtted within fifteen nonths of the
date the nedical care, services, or supplies were furnished to an
eligible person to be valid and enforceabl e agai nst the nanaged care
provider. This deadline for clainms subm ssion shall not apply where the
clainms submission is warranted to address findings or reconmendati ons
identified in a state or federal audit except where such audit al so
i ndi cates that an inappropriate provider paynent was solely the fault of
t he out-of-network health care provider.

25. Effective January first, two thousand thirteen, notw thstanding
any provision of law to the contrary, nmanaged care providers shall cover
nmedi cal |y necessary prescription drugs in the atypical antipsychotic
t herapeutic class, including non-formulary drugs, upon denonstration by
the prescriber, after consulting with the managed care provider, that
such drugs, in the prescriber's reasonabl e professional judgnent, are
nmedi cal | y necessary and warrant ed.

25-a. Effective July first, two thousand thirteen, notw thstandi ng any
provision of lawto the contrary, managed care providers shall cover
nmedi cal |y necessary prescription drugs in the anti-depressant,
anti-retroviral, anti-rejection, seizure, epilepsy, endocrine,
hemat ol ogi ¢ and i munol ogi ¢ t herapeutic classes, including non-fornulary
drugs, upon denonstration by the prescriber, after consulting with the
managed care provider, that such drugs, in the prescriber's reasonable
prof essi onal judgnent, are nedically necessary and warrant ed.

26. The comm ssi oner of health shall develop a standard prior
aut hori zation request formor forns to be utilized by all nanaged care
provi ders for purposes of submtting a request for a utilization review
determ nation for coverage of prescription drug benefits under this



title. The managed care provider shall nake the standard prior
aut hori zation request formor forns available to, and shall accept it or
them from prescribing providers in paper and el ectronic form

26-a. Managed care providers shall require prior authorization of
prescriptions of opioid anal gesics in excess of four prescriptions in a
thirty-day period, provided, however, that this subdivision shall not
apply if the patient is a recipient of hospice care, has a diagnhosis of
cancer or sickle cell disease, or any other condition or diagnosis for
whi ch the commi ssioner of health determ nes prior authorization is not
required.

26-b. Managed care providers shall not require prior authorization for
any buprenor phi ne products, nethadone or |long acting injectable
nal trexone for detoxification or maintenance treatnment of a substance
use di sorder prescribed according to generally accepted nati onal
prof essi onal guidelines for the treatnent of a substance use di sorder

26-c. Managed care providers shall not require prior authorization for
net hadone, when used for opioid use disorder and adm ni stered or
di spensed in an opioid treatnent program

** 27. The conmm ssioner of the departnent of health nay nake any
necessary anendnents to a contract pursuant to this section with a
managed care provider, as defined in paragraph (b) of subdivision one of
this section, to allow such nanaged care provider to participate as a
qualified health plan in a state health benefit exchange established
pursuant to the federal Patient Protection and Affordable Care Act (P.L.
111-148), as anended by the federal Health Care and Education
Reconciliation Act of 2010 (P.L. 111-152).

** NB There are 2 sb 27's

** 27. (a) The centers for nedi care and nedi caid services has
established an initiative to align incentives between nedi care and
nmedi cai d. The goal of the initiative is to increase access to seanl ess,
quality prograns that integrate services for the dually eligible
beneficiary as well as to achieve both state and federal health care
savi ngs by inproving health care delivery and encouragi ng high-quality
efficient care. In furtherance of this goal, the |egislature authorizes



t he conm ssioner of health to establish a fully integrated dual
advant age (FI DA) program

(b) The FIDA program shall provide targeted popul ati ons of
nmedi care/ nedi caid dually eligible persons with conprehensive health
services that include the full range of medicare and nedi caid covered
services, including but not limted to primary and acute care,
prescription drugs, behavioral health services, care coordination
services, and |long-term supports and services, as well as other
services, through nmanaged care providers, as defined in subdivision one
of this section, including managed long termcare plans, certified
pursuant to section forty-four hundred three-f of the public health | aw

(c) Under the FIDA program established pursuant to this subdivision,
up to three managed | ong termcare plans may be authorized to
exclusively enroll individuals with devel opnental disabilities, as such
termis defined in section 1.03 of the nental hygiene | aw. The
commi ssi oner of health nay waive any of the departnent's regul ations as
such comm ssioner, in consultation with the conm ssioner of the office
for people with devel opnental disabilities, deens necessary to all ow
such managed long termcare plans to provide or arrange for service for
i ndi vidual s with devel opnental disabilities that are adequate and
appropriate to neet the needs of such individuals and that will ensure
their health and safety. The comm ssioner of the office for people with
devel opnental disabilities nay wai ve any of the office for people with
devel opnental disabilities' regulations as such comm ssioner, in
consultation with the comm ssioner of health, deens necessary to all ow
such nmanaged long termcare plans to provide or arrange for services for
i ndi vidual s with devel opnental disabilities that are adequate and
appropriate to neet the needs of such individuals and that will ensure
their health and safety.

(d) The provisions of this subdivision shall not apply unless al
necessary approval s under federal |aw and regul ati on have been obtai ned
to receive federal financial participation in the costs of health care
services provided pursuant to this subdivision.

(e) The comm ssioner of health is authorized to subnmt anendnents to
the state plan for nedical assistance and/or submt one or nore
applications for waivers of the federal social security act as may be
necessary to obtain the federal approvals necessary to inplenent this



subdi vi si on.

(f) Notwi t hstandi ng any i nconsistent provisions of this section and
sections one hundred twelve and one hundred sixty-three of the state
finance | aw, or section one hundred forty-two of the economc
devel opnment |aw, or any other law to the contrary, the comm ssioner of
health and, in the case of FIDAs authorized exclusively to enrol
persons with devel opnental disabilities, the comm ssioner of health and
t he conm ssioner of the office for people with devel opnental
disabilities, nmay contract with FIDAs approved under this section
W thout a conpetitive bid or request for proposal process, are
aut horized to enter into a contract or contracts under this section,
provi ded, however, that:

(i) the departnent of health shall post on its website, for a period
of no less than thirty days:

(A) a description of the proposed services to be provided pursuant to
the contract or contracts;

(B) the criteria for selection of a contractor or contractors;

(C the period of tinme during which a prospective contractor may seek
sel ection, which shall be no less than thirty days after such
information is first posted on the website; and

(D) the manner by which a prospective contractor may seek such
sel ection, which may include subm ssion by el ectronic neans;

(ii) all reasonabl e and responsive subni ssions that are received from
prospective contractors in a tinely fashion shall be reviewed by the
commi ssi oner of health or comm ssioners, as applicable; and

(iii) the comm ssioner or, in the case of FIDAs authorized exclusively
to enroll persons with devel opnental disabilities, the conm ssioner of
health and the comm ssioner of the office for people with devel opnent al
disabilities, nmay select such contractor or contractors that, in their
di scretion, have denonstrated the ability to effectively, efficiently
and economcally integrate health and I ong termcare services, and neet
the standards for a certificate of authority under the public health | aw
for the provision of services applicable to the type of managed | ong
termcare plan that such contractor proposes to operate.

(g) Nothing in this section shall be construed as requiring an
i ndi vidual with a devel opnental disability to enroll in a FIDA that is
aut hori zed to exclusively enroll individuals with devel opnent al



di sabilities.

(h) Nothing in this section shall nake enrollnent in a medicare
managed care plan a condition of an individual's participation in the
FI DA program or affect the individual's entitlenent to paynent of
appl i cabl e nmedi care nmanaged care or fee-for-service coi nsurance
deducti bl es by the individual's FIDA plan.

** NB There are 2 sb 27's

** 28. To the extent that any provision of this section is
i nconsi stent 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 | aw.

** NB Repeal ed Decenber 31, 2027

29. In the event that the departnent receives approval fromthe
Centers for Medicare and Medicaid Services to amend its 1115 waiver or
recei ves approval for a new 1115 waiver prior to or follow ng the
effective date of the chapter of the laws of two thousand twenty-four
t hat anmended this subdivision, the conm ssioner is authorized to enter
into contracts and to anend the terns of contracts awarded prior to the
effective date of the chapter of the laws of two thousand twenty-four
t hat anended this subdivision, for the purpose of assisting the
departnment of health with inplementing projects authorized under such
wai ver approval. Notw thstanding the provisions of sections one hundred
twel ve and one hundred sixty-three of the state finance |aw, or sections
one hundred forty-two and one hundred forty-three of the economc
devel opnment |aw, or any contrary provision of law, contracts may be
entered or contract anendnents may be nmade pursuant to this subdivision
until March thirty-first, two thousand twenty-seven w thout a
conpetitive bid or request for proposal process; provided, however, in
the case of a contract entered into after the effective date of this
subdi vi si on, that:

(a) The departnent of health shall post on its website, for a period
of no less than thirty days:

(i) A description of the proposed services to be provided pursuant to
the contract or contracts;

(ii) The criteria for selection of a contractor or contractors;



(iii) The period of time during which a prospective contractor my
seek sel ection, which shall be no less than thirty days after such
information is first posted on the website; and

(iv) The manner by which a prospective contractor may seek such
sel ection, which may include subm ssion by el ectronic neans;

(b) Al reasonabl e and responsive subm ssions that are received from
prospective contractors in tinely fashion shall be reviewed by the
conmmi ssi oner of health; and

(c) The comm ssioner of health shall select such contractor or
contractors that, in such comm ssioner's discretion, are best suited to
serve the purposes of this section.

30. Notwi thstanding the provisions of section one hundred sixty-three
of the state finance |aw, or sections one hundred forty-two and one
hundred forty-three of the econom c devel opnent |aw, or any contrary
provision of law, in the event that the state receives prior approval
and enhanced financial participation fromthe Centers for Medicaid and
Medi care Services, Adm nistration for Children and Families and the
Federal Food and Nutrition Services for reinbursenent pursuant to an
A-87 cost allocation waiver for enhanced funding for integrated
eligibility systens, the state is authorized to enter into contracts,
and/or to amend the terns of contracts awarded prior to the effective
date of this subdivision, without a conpetitive bid or request for
proposal process, consistent with federal requirenents, for the purpose
of inplenenting projects authorized under such wai ver anmendnent;
provi ded, however, in the case of a contract entered into after the
effective date of this subdivision, that:

(a) The office of tenporary and disability assistance and the office
of general services, or another state agency, shall post on its website
and concurrently provide to the chair of the senate health commttee and
the chair of the assenbly health comrittee, for a period of no | ess than
thirty days:

(i) A description of the proposed services to be provided pursuant to
the contract or contracts;

(ii) The criteria for selection of a contractor or contractors;

(iii) The period of time during which a prospective contractor my
submt an offer, which shall be no less than thirty days after such



information is first posted on the website; and

(iv) The manner by which a prospective contractor may submt an offer,
whi ch may i ncl ude subm ssion by el ectronic neans;

(b) Al responsive and reasonable offers that are received from
prospective contractors in tinely fashion shall be reviewed by the
commi ssi oner of tenporary and disability assistance or other state
agency; and

(c) The comm ssioners of the department of health, the office of
tenporary and disability assistance and the office of children and
famly services, working in cooperation with the state chief informtion
officer and the office of general services, shall award such contract to
the contractor or contractors offer that provides the best val ue as such
termis defined in section one hundred sixty-three of the state finance
law, to the state. At notification the comm ssioner of health shal
provide this information to the chair of the senate standing health
commttee and the chair of the assenbly health conmttee.

(d) Al decisions nade and approaches taken pursuant to this
subdi vi sion shall be docunented in a procurenent record as defined in
section one hundred sixty-three of the state finance | aw.

(e) I'n accordance with all federal advance planni ng docunent gui dance
and within the paraneters established by the enhanced financi al
participation fromthe centers for Medicaid and Medi care servi ces,
adm nistration for children and famlies and the federal food and
nutrition services for reinbursenent to an A-87 cost allocation waiver
for enhanced funding for integrated eligibility systenms, Phase 1 wll
i ncl ude foundational allowable shared service conponents required to
successfully neet the requirenments for non- MAG Medicaid such as a
comon client portal, docunment managenent, rules engi nes, workfl ow
managenent tools, case managenent, notices and training.

(f) The contract will require training to be provided at no cost to
the social services districts.

(g) The contract shall require the conpletion of shared service
conponents by the tinmelines necessary to receive the enhanced financi al
participation fromthe centers for Medicaid and Medi care servi ces,
adm nistration for children and famlies and the federal food and
nutrition services for reinbursement to an A-87 cost allocation waiver.

(h) The comm ssioner shall provide, within thirty days of award of



such contract or contracts, the chair of the senate standing conmttee
on health and the chair of the assenbly health commttee with a report
outlining the procurenent and awards.

31. (a) The conmi ssioner shall require managed care providers under
this section, managed | ong-term care plans under section forty-four
hundred three-f the public health |aw and other appropriate |ong-term
service prograns to adopt expedited procedures for approving personal
care services for a medical assistance recipient who requires imredi ate
personal care or consuner directed personal assistance services pursuant
to paragraph (e) of subdivision two of section three hundred
sixty-five-a of this title or section three hundred sixty-five-f of this
title, respectively, or other long-termcare, and provide such care or
services as appropriate, pending approval by such provider or program

32. (a) The conm ssioner, or for the purposes of subparagraph (iv) of
paragraph (c) of this subdivision, the Medicaid inspector general in
consultation with the comm ssioner, nmay, in his or her discretion, apply
penal ties to nanaged care organi zations subject to this section and
article forty-four of the public health Iaw, including managed | ong term
care plans, for untinmely or inaccurate subm ssion of encounter data;
provi ded however, no penalty shall be assessed if the managed care
organi zation submts, in good faith, tinmely and accurate data and a
mat eri al anmount of such data is not successfully received by the
departnment as a result of departnent systemfailures or technical issues
that are beyond the control of the managed care organi zation.

(b) The comm ssioner, or for the purposes of subparagraph (iv) of
paragraph (c) of this subdivision, the Medicaid inspector general in
consultation with the comm ssioner, shall consider the foll ow ng when
determ ni ng whether to assess a penalty agai nst a nmanaged care
organi zati on and the anmount of such penalty:

(i) the degree to which the managed care organi zati on submtted
i naccurate data at a category of service |level and the frequency of such
i naccur ate data subm ssions by the nanaged care organi zati on;

(ii) the degree to which the nanaged care organi zati on subnitted
untinmely data or no data and the frequency of such untinely data
subm ssions or failures to submt by the nanaged care organi zation; and



(iii) the tineliness of the managed care organi zation in curing or
correcting inaccurate or untinely data.

For purposes of this section, "encounter data" shall nean al
encounter records or adjustnents to previously submtted records which
t he managed care organi zati on has recei ved and processed from provi der
encounter or claimrecords of all contracted services rendered to an
enrol | ee of the managed care organi zation in the current or any
precedi ng nonth. Any penalty assessed under this subdivision shall be
cal cul ated as a percentage of the Medicaid capitated prem um cal cul at ed
by the departnent and paid to the managed care organi zation.

(c) (i) Penalties assessed pursuant to this subdivision against a
managed care organi zati on other than a nmanaged |l ong term care plan
certified pursuant to section forty-four hundred three-f of the public
health | aw shall be as foll ows:

(A) for encounter data submitted or resubmitted past the deadlines set
forth in the nodel contract, the Medicaid capitated prem uns shall be
reduced by one-third percent; and

(B) for inconplete or inaccurate encounter data, evaluated at a
category of service level, that fails to conformto departnent devel oped
benchmarks for conpl eteness and accuracy, the Medicaid capitated
prem uns shall be reduced by one and one-third percent; and

(C for submtted data that results in a rejection rate in excess of
ten percent of departnent devel oped vol une benchmarks, the Medicaid
capitated prem uns shall be reduced by one-third percent.

(ii) Penalties assessed pursuant to this subdivisions agai nst a
managed | ong termcare plan certified pursuant to section forty-four
hundred three-f of the public health | aw shall be as foll ows:

(A) for encounter data submtted or resubmitted past the deadlines set
forth in the nodel contract, the Medicaid capitated prem uns shall be
reduced by one-quarter percent;

(B) for inconplete or inaccurate encounter data, evaluated at a
category of service level, that fails to conformto departnent devel oped
benchmarks for conpl eteness and accuracy, the Medicaid capitated
prem uns shall be reduced by one percent; and

(C for submtted data that results in a rejection rate in excess of
ten percent of departnent devel oped vol une benchmarks, the Medicaid



capitated prem uns shall be reduced by one-quarter percent.

(iii) For inconplete or inaccurate encounter data, identified in the
course of an audit, investigation or review by the Medicaid inspector
general, the Medicaid capitated prem uns shall be reduced by an
addi ti onal one percent.

(d) (i) Penalties under this subdivision my be applied to any and al
ci rcunst ances described in paragraph (b) of this subdivision until the
managed care organi zation conplies with the requirenents for subn ssion
of encount er dat a.

(ii) No penalties for late, inconplete or inaccurate encounter data
shal | be assessed agai nst managed care organi zations in addition to
t hose provided for in this subdivision, provided, however, that nothing
in this paragraph shall prohibit the inposition of penalties, in cases
of fraud, waste or abuse, otherw se authorized by |aw.

33. For services under this title provided by residential health care
facilities under article twenty-eight of the public health | aw, the
commi ssi oner shall direct managed care organi zations |icensed under
article forty-four of the public health aw, article forty-three of the
i nsurance law, and this section, to continue to reinburse at a benchmark
rate which is to be the fee-for-service rate cal cul ated pursuant to
section twenty-eight hundred eight of the public health | aw. The
benchmark fee-for-service rate shall continue to be paid by such managed
care organi zations for all services provided by residential healthcare
facilities fromthe effective date of this subdivision at |east until
Decenber thirty-first, two thousand twenty. The conmm ssi oner nay
require, as a condition of continuing to require paynment at such
benchmark rate that aggregate managed care expenditures to residential
health care facilities neet the alternative paynent nethodol ogy
requirenents set forth in attachnment | of the New York State section
1115 nedi cai d redesi gn team wai ver as approved by the centers for
medi care and nedi cai d services. The comm ssioner of health shall waive
such requirenents if a sufficient nunber of providers, as determ ned by
t he conm ssioner, suffer a financial hardship as a consequence of such
alternative paynment met hodol ogy requirenents, or if the conm ssioner
determ nes that such alternative paynent nethodol ogies significantly
threaten individuals' access to residential health care facility



services; such waiver may be applied on a provider-specific or

i ndustry-w de basis. Further, such requirenents nmay be waived, as the
commi ssi oner determ nes necessary, to conply with federal rules or
regul ati ons governi ng these paynent mnethodol ogi es.

34. For purposes of recovery of overpaynents pursuant to subdivi sion
thirty-five of this section, any paynent nade pursuant to the state's
managed care program including paynents made by managed | ong term care
pl ans, shall be deemed a paynent by the state's nedi cal assistance
program provided that this subdivision shall not permt the inposition
of a lien or recovery against property of an individual or estate on
account of medical assistance paynents where recovery i s made agai nst
t he individual's nanaged care provider or provider of nedical assistance
programitens or services. Provided however nothing in this subdivision
shal |l be construed to limt recoveries under other relevant sections of
| aw.

35. Recovery of overpaynents from network providers. (a) Were the
Medi cai d i nspector general during the course of an audit, investigation,
or review, or the deputy attorney general for the Medicaid fraud control
unit during the course of an investigation or prosecution for Mdicaid
fraud, identifies nmedical assistance overpaynents nade by a managed care
provi der or managed |ong termcare plan to its subcontractor or
subcontractors or provider or providers, the state shall have the right
to recover the overpaynent fromthe subcontractor or subcontractors,
provi der or providers, or the managed care provider or nanaged |ong term
care plan; provided, however, in no event shall the state duplicate the
recovery of an overpaynent froma provider or subcontractor

(b) Where the state is unsuccessful in recovering an overpaynent from
t he subcontractor or subcontractors or provider or providers, the
Medi cai d i nspector general may require the managed care provider or
managed | ong termcare plan to recover the nedical assistance
over paynent identified in paragraph (a) of this subdivision on behalf of
the state. The nanaged care provider or managed |ong term care plan
shall remt to the state the full anmount of the identified overpaynent
no later than six nonths after receiving notice of the overpaynent from
t he state.



36. Medicaid Programintegrity Reviews. (a) For purposes of this
subdi vi si on, managed care provi der shall also include nanaged | ong term
care pl ans.

(b) The Medicaid i nspector general shall conduct periodic reviews of
the contractual performance of each managed care provider as it rel ates
to the managed care provider's programintegrity obligations under its
contract with the departnent. The Medicaid i nspector general, in
consultation with the comm ssioner, shall publish on its website, a |ist
of those contractual obligations pursuant to which the managed care
provider's programintegrity perfornmance shall be eval uated, including
benchmarks, prior to comencing any review. A Medicaid programintegrity
revi ew of a managed care provider conducted pursuant to this
subdi vi si on, may be conpleted no nore than annually. Reviews perforned
pursuant to this subdivision shall include a review of conpliance with
contractual standards which prevent fraud, waste, or abuse. Such
standards nmay include but are not limted to excluded providers,
restricted recipient program reporting obligations, conpliance
prograns, and suspensi on of paynents. However, if the Medicaid inspector
general determ nes that a subsequent review, pursuant to this
subdi vi sion, is necessary, a second review nay occur within one year.

(c) If, as a result of his or her review, the Medicaid inspector
general determ nes that a managed care provider is not neeting its
programintegrity obligations, the Medicaid inspector general nay
recover fromthe managed care provider up to two percent of the Mdicaid
prem uns paid to the managed care provider for the period under review
Any prem umrecovery under this subdivision shall be a percentage of the
adm ni strative conponent of the Medicaid prem um cal cul ated by the
departnment and may be recovered by the departnent in the sanme manner it
recovers overpaynents.

(d) The managed care provider shall be entitled to receive a draft
audit report and final audit report containing the results of the
Medi cai d i nspector general's review. If the Medicaid i nspector general
determ nes to recover a percentage of the prem um as described in
paragraph (c) of this subdivision, the managed care provider shall be
entitled to notice and an opportunity to be heard in accordance with
section twenty-two of this chapter



37. Managed care providers shall report to the departnment all sources
and anounts of incone, paynents, and financial benefits related to the
provi si on of pharmacy benefits, including, but not limted to, any
pricing discounts, rebates of any kind, inflationary paynents, credits,
cl awbacks, fees, grants, chargebacks, reinbursenents, or other benefits
whet her such incone, paynents, or financial benefits are received
directly by the managed care provider or passed through froma pharnacy
benefit manager or other entity. Managed care providers shall also
report to the departnent the amounts of any administrative fees paid to
cover the cost of providing pharmacy benefit nanagenent services. The
reporting required in this subdivision shall be supplenental to and
i ncluded with other existing reporting requirenents, including but not
limted to any quarterly reporting requirenents.

** 38. (a) Wien a patient's health care provider prescribes an opioid
dependence agent or opioid antagonist that is not on the statew de
formul ary of opioid dependence agents and opioid antagonists, the
prescriber shall consult with the managed care plan to confirmthat in
his or her reasonabl e professional judgnment, the patient's clinical
condition is consistent with the criteria for approval of the
non-preferred or non-fornulary drug. Such criteria shall include:

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

(ii) the patient has tried the preferred drug and has experienced
unaccept abl e side effects;

(iii) the patient has been stabilized on a non-preferred drug and
transition to the preferred or formulary drug woul d be nedically
contrai ndi cated; or

(iv) other clinical indications identified by the commttee for the

patient's use of the non-preferred drug, which shall include
consi deration of the nedical needs of special populations, including
children, elderly, chronically ill, persons with nental health

conditions, persons affected by H V/ AIDS and pregnant persons with a
subst ance use di sorder

(b) The managed care plan shall have a process for a patient, or the
patient's prescribing health care provider, to request a review for a
prescription drug that is not on the statewi de fornulary of opioid



dependence agents and opi oid antagonists, consistent with 42 C.F. R
438.210(d), or any successor regulation.

(c) A managed care plan's failure to conply with the requirenents of
t hi s subdivision shall be subject to a one thousand dollar fine per
vi ol ati on.

** NB There are 2 sb 38's

** 38. Penalties for the subm ssion of m sstated cost reports. (a) For
pur poses of this subdivision, managed care provider shall al so include
managed | ong-term care pl ans.

(b) The Medicaid i nspector general may, in his or her discretion and
in consultation with the comm ssioner, inpose a penalty on a managed
care provider whose filed cost report contained a m sstatenent of fact
i ncl udi ng:

(i) unsubstantiated or inproper costs;

(ii1) nunber of nenber nonths;

(iii) nunmber of events.

For purposes of this paragraph, nunber of events shall include, but
not be limted to understated births or deliveries.

(c) (i) For msstatenents found in subparagraph (i) of paragraph (b)
of this subdivision, the penalty shall be equal to the anpunt of the
m sstatenment nultiplied by two.

(ii) For msstatenents found in subparagraph (ii) of paragraph (b) of
this subdivision, the penalty shall be the anmount of the prem um
capitation paid by the departnment for the region per menber nonth.

(iii) For msstatenents found in subparagraph (iii) of paragraph (b)
of this subdivision, the penalty shall be the anobunt of the suppl enent al
capitation paid by the departnment for the region per nmenber event.

(d) Any penalty inposed under this subdivision may be recovered by the
departnment in any manner authorized by |aw.

(e) The managed care provi der agai nst whom a penalty is inposed
pursuant to this subdivision shall be entitled to notice and an
opportunity to be heard in accordance with section twenty-two of this
chapter.

** NB There are 2 sb 38's

39. Medicaid fraud, waste and abuse prevention. (a) For purposes of



t hi s subdi vi si on, managed care provider shall also include managed
| ong-term care pl ans.

(b) Managed care providers shall adopt and inplenment policies and
procedures designed to detect and prevent fraud, waste and abuse. This
shal |l include the adoption and inplenentation of a conpliance program as
required by section three hundred sixty-three-d of this title and the
terms of the contract between the nmanaged care provider and the state,
and for managed care providers with an enrolled popul ati on of one
t housand or nore persons in the aggregate in any given year, the
establishment of a special investigation unit which will have prinmary
responsibility for inplenenting the managed care provider's policies and
procedures to detect and prevent fraud, waste and abuse, as it relates
to the managed care provider's participation in the nedical assistance
program

(c) The managed care provider shall coordinate its fraud, waste and
abuse prevention activities with the Medicaid i nspector general and the
departnment of health. The Medicaid i nspector general, in consultation
with the departnent of health, may pronul gate regul ati ons establishing
standards and requirenents for the operation of managed care provider
fraud, waste and abuse prevention activities, including requirenents for
special investigation units. The provisions of this subdivision
not wi t hst andi ng, the managed care provider shall continue to conply with
all the requirenments of section forty-four hundred fourteen of the
public health | aw

40. (a) The comm ssioner shall be entitled to penalize managed care
providers for failure to neet the contractual obligations and
per formance standards of the executed contract between the state and a
managed care provider in place at the tinme of the failure.

(b) The comm ssioner shall have sole discretion in determ ning whether
to inpose a penalty for nonconpliance with any provision of such
contract.

(c) (i) Penalties inposed by this subdivision agai nst a nanaged care
provi der shall be fromtwo hundred fifty dollars up to twenty-five
t housand dol | ars per violation depending on the severity of the
nonconpl i ance as determ ned by the conm ssi oner.

(ii) The comm ssioner nmay elect, in their sole discretion, to assess



penal ti es inposed by this section from and as a set off against,
paynments due to the nanaged care provider, or paynents that becone due
any tinme after the assessnent of penalties. Deductions may continue
until the full amount of the noticed penalties are paid in full.

(iii) Al penalties inposed by the comm ssioner pursuant to this
subdi vi sion shall be paid out of the adm nistrative costs and profits of
t he managed care provider. The managed care provi der shall not pass the
penal ti es i nposed by the comm ssioner pursuant to this subdivision
through to any nedi cal services provider and/or subcontractor.

(d) For the purposes of this subdivision a violation shall nmean a
determ nation by the conm ssioner that the nanaged care provider failed
to act as required under the contract between the state and the managed
care provider in place at the tine of the failure, or applicable federal
and state statutes, rules or regul ations governi ng nanaged care
provi ders. Each instance of a managed care provider failing to furnish
necessary and/or required nedical services or itens to each enrollee
shall be a separate violation and each day that an ongoi ng viol ation
continues shall be a separate violation.

(e) No penalties shall be assessed pursuant to this subdivision
Wi t hout providing an opportunity for a formal hearing conducted in
accordance with section twelve-a of the public health | aw

(f) Nothing in this subdivision shall prohibit the inposition of
damages, penalties or other relief, otherwi se authorized by |aw,
including but not limted to cases of fraud, waste or abuse.

(g) The comm ssioner may promul gate any regul ati ons necessary to
i npl ement the provisions of this subdivision.

* NB Repeal ed March 31, 2029 (per ch. 165/1991)

* NB Repeal ed March 31, 2029 (per ch. 710/1988)



