
Addendum to Certification for Home Health Services 

 
__________________________  ______________  __________________ 
 
Patient Name          DOB    Encounter date 
 

1. HOMEBOUND ASSESSMENT   

Criterion 1 - Please complete EITHER bullet below  

This patient is homebound as evidenced by ______________________________________________ 
      Illness/injury 
and requires the aid of _______________________________________________________________ 
    Describe Assistive device     or    person and amount of assistance 

OR 

This patient is homebound because it is medically contra-indicated to leave home 
because______________________________________________________________________ 

_____________________________________________________________________________ 

Criterion 2 -  Please complete BOTH  

This patient has a normal inability to leave home as evidenced by_______________________ 

__________________________________________________________________________________ 
Describe the patient’s functional and/or mental inabilities 

 

     Specifically, to leave the home requires _______________________________________________ 
              Describe the taxing effort 

 

2. SKILLED SERVICES 
Home care will be providing the following services per the physician orders 

[  ] Skilled Nursing for:__________________________________________________________ 
[  ] Physical Therapy for: _________________________________________________________ 
[  ] SLP for:____________________________________________________________________ 

 
Clinician Printed Name ___________________________________________________________________
    
Clinician’s Signature ___________________________ Date of assessment _________________________ 
 
I certify the need for home health.  My signature indicates review and incorporation into this 
patient’s medical record. A signed copy will be sent to: 
____________________________________________________________________________________ 
     HHA name and Address 
For Hospitalist only:  {   } I understand that this patient will be followed by their community physician  
 
For PCP Only:  {   }  I acknowledge that there was a F2F encounter on ___________ performed by 
________________________________ 
      

Physician Signature__________________________________________Date________________________    

Physician printed name __________________________________________________________________ 



 

For a patient admitted to home health from an acute or post acute facility,  this form can be: 

- Completed by the home health agency clinician and provided, along with the hospital 
discharge summary to the community physician, who will be certifying the patient for 
home care. The document must be signed by the community/certifying physician retained 
in her/his records and returned with signature to the home health agency for their records. 
Note: discharge summary must include MD name, and date of encounter 

OR 
 

- Completed by the hospital case manager in support of the discharge summary, and signed 
and dated by the hospitalist who is certifying home health; this addendum is incorporated 
into  the hospital medical record; and a copy of the addendum along with the discharge 
summary are sent to the home health agency.  

 

Prepared by the Home Care Alliance of Massachusetts- December 2014 

 
 

 

 

 


