	[bookmark: _GoBack]Home Health Care Face-to-Face Encounter Form

	(Fax this completed form along with the discharge plan to Home Health Agency)


_________________________________________________________________________________
Name of Home Health Agency Provider:                                                   Home Health Agency FAX #:

	Patient Name:
	Date of Birth:

	I certify that this patient is under my care and that I, or a nurse practitioner or physician’s assistant working with me, had a face-to-face encounter that meets the physician face-to-face encounter requirements with this patient on: 
DATE VISIT OCCURRED: ________ / _________ / __________
                                                MM               DD              YYYY

	The encounter with the patient was in whole, or in part, for the following medical condition, which is the primary reason for home health care.
LIST MEDICAL CONDITIONS:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	I certify that, based on my findings, the following services are medically necessary home health services 
(Check all that apply):

Must have at least one stand-alone service:                    Additional Services:

	☐ Nursing
☐ Physical Therapy
☐ Speech language pathology
	☐ Occupational Therapy
☐ Home Health Aide
☐ Social Worker

	My clinical findings support the need for the above services because:
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________


	Further, I certify that my clinical findings support that this patient is homebound (i.e. absences from home require considerable and taxing effort and are for; medical reasons, religious services, infrequently or of short duration when for other reasons) because:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	
______________________________________________________________________________________
Physician Signature:

______________________________________________________________________________________
Physician Printed Name:


______________________________________                          ____________________________________
Date of Signature:                                                                         Time of Signature:




	Must be completed by the referring physician for all Medicare patients referred for Home Care
See reverse side for documentation examples



	

	Example Documentation to Justify Home Health Services



Justifying the need for SKILLED NURSING:
· Cardiopulmonary Assessment and/or Care
· Neurological Assessment
· Wound Assessment and/or Care
· Administration of IV, SQ, or IM injections
· Central Line Care
· Post-op Assessment and/or Care
· Diabetic Teaching
· Monitoring of unstable Blood Sugars
· Monitoring Anticoagulant Therapy
· Medication Management
· Medication Treatment
· Teaching:  Heart Failure Management
· Teaching:  Diabetes Mellitus Management
· Teaching:  COPD Management


Justifying the need for PHYSICAL and/or OCCUPATIONAL THERAPY:
· Assessment of functional deficits and home safety evaluation
· Therapeutic Exercises
· Restore Joint Function and Post Joint Replacement
· Gait Training
· ADL Training

Justifying the need for SPEECH THERAPY:
· Therapeutic exercise to improve Swallowing
· Therapeutic exercise to improve Language Function
· Therapeutic exercise to improve Cognitive Function


Supporting HOMEBOUND STATUS:
· Requires assistive device for safe ambulation
· Requires assistance of another person for safe ambulation
· Non-ambulatory:  Confined to bed or chair
· Dyspnea with minimal exertion
· Limited endurance secondary to (List diagnosis / reason)
· Cognitive impairment


A patient who meets Medicare’s definition of HOMEBOUND is allowed to leave the home for medical appointments or for non-medical reasons as long as the absences are infrequent and for short periods of time.





