
INITIAL PHYSICIAN'S ORDER
FOR ASSESSMENT OF HOME HEALTH CARE NEEDS

CLIENT INFORMATION

Name: Date of Birth:

Social Security Number: Phone:

Street Address: City:

State: Zip:

Alternate Contact: Phone:

Primary Insurance: Billing Number:

Secondary Insurance: Billing Number:

Primary Diagnosis ICD 10

PHYSICIAN INFORMATION

Name:

NPI: UPIN:

Practice: Phone:

Street Address: Suite:

Fax: City:

State: Zip:

Date of client’s most recent visit with Physician:

Comments or concerns R/T client:



Skilled nursing to ssess cardio-pulmonary statys, vital signs, home safety measures, and home

health needs, may include capillary blood sugar monitoring, pulse oximetry, and dressing change.

Please check or initial that apply.

□ Skilled Nursing

□ Home Health Aid

□ FT

□ OT

□ Other

FACE TO FACE ENCOUNTER HOME CARE

To be completed by the Home Health Certifying Physician

Patient Name:

Patient Date of Birth: Soc Date:

QUALIFYING ENCOUNTER

Face-to-face encounter must be completed on or after:

Within 90 days prior to SOC date:

or by Within 30 days prior to SOC date:

Actual Encounter Date:

or Scheduled Date:

PHYSICIAN ATTESTATION

Home Health Certifying Physician:

I certify that this patient is under my care and that I, or a nurse practioner/physician's assistant
working with me, has had a face to face encounter that meets the physician face-to-face encounter
requirements with this patient.

I certify that my clinical findings support that this patient is homebound.

Signature: Date:

__________________________________ __________________________


